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SIERRA VIEW LOCAL HEALTH CARE DISTRICT 

BOARD OF DIRECTORS MONTHLY MEETING  

465 West Putnam Avenue, Porterville, CA – Board Room 

 

AGENDA 

SEPTEMBER 22, 2026 
    

OPEN SESSION (5:00 PM) 

 

The Board of Directors will call the meeting to order at 5:00 P.M. at which time the Board of 

Directors will undertake procedural items on the agenda. At 5:05 P.M. the Board will move to 

Closed Session regarding the items listed under Closed Session. The public meeting will 

reconvene in person at 5:30 P.M. In person attendance by the public during the open session(s) 

of this meeting is allowed in accordance with the Ralph M. Brown Act, Government Code 

Sections 54950 et seq. Per California Government Code § 54953, the public may use the 

following link for remote participation during open session: 

https://svmc.zoom.us/j/85362939221?pwd=2My0bWK2DXKiCYbhbDAxGLuIQRUK3Z.1 

 

 

Call to Order  

 

I. Approval of Agendas 

Recommended Action: Approve/Disapprove the Agenda as Presented/Amended 

 

The Board Chairman may limit each presentation so that the matter may be concluded 

in the time allotted.  Upon request of any Board member to extend the time for a matter, 

either a Board vote will be taken as to whether to extend the time allotted or the chair 

may extend the time on his own motion without a vote.  

 

II. Adjourn Open Session and go into Closed Session 

 

 

CLOSED SESSION (5:01 PM) 

 

As provided in the Ralph M. Brown Act, Government Code Sections 54950 et seq., the Board of 

Directors may meet in closed session with members of the staff, district employees and its 

attorneys.  These sessions are not open to the public and may not be attended by members of 

the public.  The matters the Board will meet on in closed session are identified on the agenda or 

are those matters appropriately identified in open session as requiring immediate attention and 

arising after the posting of the agenda.  Any public reports of action taken in the closed session 

will be made in accordance with Gov. Code Section 54957.1 

 

III. Closed Session Business  

 

A. Pursuant to Evidence Code Sections 1156 and 1157.7; Health and Safety Code Section 

32106(b): Chief of Staff Report. 

https://svmc.zoom.us/j/85362939221?pwd=2My0bWK2DXKiCYbhbDAxGLuIQRUK3Z.1
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1. General Update; 

2. Report on Peer Review/Credentials  

 

B. Pursuant to Evidence Code Sections 1156 and 1157.7; Health and Safety Code Section 

32106(b): Quality Division Update  

 

C.  Pursuant to Gov. Code Section 54956.9(d)(2), Significant Exposure to Litigation; 

Anticipated Litigation; and Pending Litigation: Conference with Legal Counsel.  

Estimated Disclosure: 3 years after completion of the matter.  

 

D.  Pursuant to Gov. Code Section 54962; Health and Safety Code Section 32106(c): 

Discussion Regarding Trade Secrets Pertaining to Services and Strategic Planning. 

Estimated date of disclosure December 1, 2027  

 

E.  Pursuant to Gov. Code Section 54957(b): Discussion Regarding Confidential Personnel 

Matter – One (1) Item. Estimated Date of Disclosure January 1, 2028, for materials that 

are not part of an individual’s private personnel file 

    

F.   Pursuant to Gov. Code Section 54962; Health and Safety Code Section 32106(c): 

Discussion Regarding Trade Secrets Pertaining to Services and Strategic Planning. 

Estimated date of disclosure December 1, 2026.  

 

G.  Pursuant To Gov. Code Section 54956.9(D)(2), Conference With Legal Counsel About 

Recent Work Product (B)(1) And (B)(3)(F): Significant Exposure To Litigation; Privileged 

Communication (1 Items).   

 

To the extent items on the Closed Session Agenda are not completed prior to the scheduled 

time for the Open Session to begin, the items will be deferred to the conclusion of the Open 

Session Agenda. 

  

 

IV. Adjourn Closed Session and go into Open Session 

 

 

OPEN SESSION (5:30 PM)  

 

V. Closed Session Action Taken 

 

Pursuant to Gov. Code Section 54957.1; Action(s) to be taken Pursuant to Closed Session 

Discussion 
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A. Chief of Staff Report: 

 

1. General Report 

  Recommended Action: Information only; no action taken  

 

2. Report on Peer Review/Credentials 

 Recommended Action: Approve/Disapprove Report on Peer Review and 

Credentials as Given 

 

B. Quality Division Update 

Recommended Action: Approve/Disapprove Quality Division Report as Given 

 

C.  Conference with Legal Counsel  

Recommended Action: Information Only; No Action Taken 

 

D. Discussion Regarding Trade Secrets Pertaining to Services  

 Recommended Action: Information Only; No Action Taken  

 

E.  Discussion Regarding Personnel Matter 

 Recommended Action: Information Only: No Action Taken 

 

F.  Discussion Regarding Trade Secrets Pertaining to Services and Strategic Planning 

 Recommended Action: Information Only: No Action Taken 

   

G.  Conference with Legal Counsel  

Recommended Action: Information Only; No Action Taken 

 

VI. Presentation 

 

A.  Proclamation by Sheriff Boudreaux 

 

VII. Public Comments 

  

Pursuant to Gov. Code Section 54954.3 - NOTICE TO THE PUBLIC - At this time, members of 

the public may comment on any item not appearing on the agenda.  Under state law, 

matters presented under this item cannot be discussed or acted upon by the Board at 

this time.  For items appearing on the agenda, the public may make comments at this 

time or present such comments when the item is called.  This is the time for the public to 

make a request to move any item on the consent agenda to the regular agenda. Any 

person addressing the Board will be limited to a maximum of three (3) minutes so that all 
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interested parties have an opportunity to speak with a total of thirty (30) minutes allotted 

for the Public Comment period.  Please state your name and address for the record prior 

to making your comment. Written comments submitted to the Board prior to the Meeting 

will be distributed to the Board at this time but will not be read by the Board secretary 

during the public comment period. 

 

VIII. Consent Agenda 

Recommended Action: Approve/Disapprove Consent Agenda Policies and Accept 

Reports therein as presented  

 

Background information has been provided to the Board on all matters listed under the 

Consent Agenda, covering Medical Staff, Hospital policies and Informational Reports, 

these items are considered to be routine by the Board.  All items under the Consent 

Agenda covering Medical Staff, Hospital policies and Informational Reports are normally 

approved by one motion. If discussion is requested by any Board member(s) or any 

member of the public on any item addressed during public comment, then that item 

may be removed from the Consent Agenda and moved to the Business Agenda for 

separate action by the Board.            

 

IX. Approval of Minutes 

 

A. August 25, 2026 Minutes of the Regular Meeting of the Board of Directors 

Recommended Action: Approve/Disapprove August 25, 2026, Minutes of the 

Regular Meeting of the Board of Directors 

 

X. Business Items 

 

A. Graduate Medical Education (GME) Annual Institution Review 

 Approve/Disapprove Report as Given 

 

B. August 2026 Financials  

Recommended Action: Approve/Disapprove August Report as Presented 

 

C. Investment Policy 

Recommended Action: Approve/Disapprove Investment Policy 

  

XI. SVLHCD Board Chair Report 

 

XII. SVMC CEO Report 

 

XIII. Announcements:  
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• Regular Board of Directors Meeting – October 27, 2026, at 5:00 p.m.   

 

XIV. Adjournment  
 

PUBLIC NOTICE 

 

Any person with a disability may request the agenda be made available in an appropriate alternative format.   

A request for a disability-related modification or accommodation may be made by a person with a disability who 

requires a modification or accommodation in order to participate in the public meeting to Melissa Crippen, VP of 

Quality and Regulatory Affairs, Sierra View Medical Center, at (559) 788-6047, Monday – Friday between 8:00 a.m. – 

4:30 p.m.  Such request must be made at least 48 hours prior to the meeting. 

 

PUBLIC NOTICE ABOUT COPIES 

 

Materials related to an item on this agenda submitted to the Board after distribution of the agenda packet, as well as 

the agenda packet itself, are available for public inspection/copying during normal business hours at the 

Administration Office of Sierra View Medical Center, 465 W. Putnam Ave., Porterville, CA 93257.  Privileged and 

confidential closed session materials are/will be excluded until the Board votes to disclose said materials.   

 

 



 
     

APPROVED BY SENIOR LEADERSHIP TEAM
HOSPITAL POLICIES AND REPORTS FOR REVIEW 

AGENDA
CONSENT



Senior Leadership Team 9/25/2026 

Board of Director’s Approval 

 

Liberty Lomeli, Chairman 

 

 

9/25/2026 

 

 

SIERRA VIEW MEDICAL CENTER 

CONSENT AGENDA 

September 22, 2026 

BOARD OF DIRECTOR’S APPROVAL 

The following Polices/Procedures/Protocols/Plans/Informational Reports have been reviewed by 

Senior Leadership Team and are being submitted to the Board of Director’s for approval:                                                                                                                                        

                                                                                                                               Pages            Action 

 

 

Policies: 

• Patient Privacy – Accounting of Disclosure 

• Board Procedures for Hearing to Censure a Board Member 

• Code of Conduct 

• Compliance Auditing and Monitoring 

• Compliance Office Confidentiality Agreement 

• Disinfectants: Their Selection and Use 

• Emergency Operations Plan 

• Employee Code of Conduct Training 

• Facsimile Machine, Utilization of 

• Hazardous Materials and Waste Management Plan 

• Life Safety Management Plan 

• Marketing Under the HIPAA Privacy Standards/HITECH 

• Medical Equipment Management Plan 

• Patient Identity Theft Prevention, Detection and Mitigation 

(Red Flag Rules) 

• Public Records Request 

• Patient Privacy – Right to Request Privacy Restrictions 

• Safety Management Plan 

• Security Management Plan 

• Service Excellence Teams 

• Utility Systems Management Plan 

 

 

 

 

 

 
1-12 

13-17 

18-38 

39-46 

47-48 

49-50 

51-67 

68 

69-70 

71-82 

83-92 

93-94 

95-105 

106-114 

 

115-122 

123-125 

126-136 

137-147 

148-149 

150-160 

 

 

 

 

 

 

Approve 

↓ 
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PURPOSE: 

 

To ensure that each Sierra View Medical Center (SVMC)-affiliated facility, and their respective 

departments, understands the requirement to provide an Accounting of Disclosures of Protected Health 

Information to all patients as required by the Health Insurance Portability and Accountability Act 

(HIPAA), Standards for Privacy of Individually Identifiable Health Information (Privacy Standards), 45 

CFR Parts 160 and 164, and any and all other Federal regulations and interpretive guidelines. 

 

POLICY: 

 

Each SVMC-affiliated facility must provide a written accounting of disclosures (AOD) of protected 

health information (PHI) to authorized individuals that a facility has made during the six years prior to the 

date on which the accounting was requested.  AODs do not need to be provided for any disclosures on or 

prior to April 13, 2003.  Requests for an AOD must be made in writing or the verbal request must be 

documented.   

 

A system must be in place for all departments (including but not limited to:  Radiology, Quality, 

Emergency Room, and Health Information Management) within the facility to accurately and completely 

track all disclosures and  have such information available for a minimum for six (6) years as required by 

HIPAA Privacy Standards and this policy. 

 

The right to request an AOD and the process for making a request must be outlined in the Notice of 

Privacy Practices. 

 

AFFECTED AREAS/PERSONNEL: ALL EMPLOYEES 

 

PROCEDURE: 

 

An individual has the right to receive an accounting of disclosures of PHI made by a facility in the six (6) 

years prior to the date on which the accounting is requested; except for the following disclosures (the 

HIPAA Privacy Standards Section is included after each exception): 

 

1. To carry out treatment, payment and health care operations (§164.506); 

 

2. To individuals of PHI about them (§164.502); 

 

3. Pursuant to an authorization (§ 164.508); 

 

4. For the facility's directory or to persons involved in the individual's care or other notification 

purposes (§ 164.510); 

 

5. For national security or intelligence purposes (§ 164.512 (K)(2));  

 

6. To correctional institutions or law enforcement agencies that have lawful custody of an inmate (§ 

164.512 (K)(2)) 

1 
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7. As part of a limited data set (§ 164.514 (e)); 

 

8. That occurred prior to the compliance date for the covered entity; or 

 

9. Incident to a use or disclosure otherwise permitted or required (§ 164.502). 

 

The accounting must include the following for each disclosure: 

 

1. The date of the disclosure; 

 

2. The name of the entity or person who received the PHI and, if known, the address of such entity 

or person; 

 

3. A brief description of the PHI disclosed; and 

 

4. A brief statement of the purpose of the disclosure that reasonably informs the individual of the 

basis for the disclosure; or, in lieu of such statement, a copy of a written request for a disclosure. 

 

Research -Waiver of Authorization 

 

If the covered entity has made disclosures of PHI for a particular research purpose in accordance with 

HIPAA Privacy Standards § 164.512 (i) for 50 or more individuals, the accounting may provide: 

 

1. The name of the protocol or other research activity; 

 

2. A description, in plain language, of the research protocol or other research activity, including the 

purpose of the research and the criteria for selecting particular records; 

 

3. A brief description of the type of PHI that was disclosed; 

 

4. The date or period of time during which such disclosure occurred, or may have occurred, 

including the date of the last such disclosure during the accounting period; 

 

5. The name, address, and telephone number of the entity that sponsored the research and of the 

researcher to whom the information was disclosed; and  

 

6. A statement that the PHI of the individual may or may not have been disclosed for a particular 

research protocol or other research activity.  

 

If the covered entity provides an accounting for research disclosures in accordance with the Research 

section noted above and at the request of the individual, the covered entity may assist in contacting the 

entity that sponsored the research and the researcher if it is reasonably likely that the PHI of the individual 

was disclosed for research protocol or activity. 
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If the covered entity has made disclosures of PHI for a particular research purpose in accordance with the 

HIPAA Privacy Standards §164.512(i) for less than 50 individuals, an AOD is required for each patient 

that includes the date of the disclosure; the name of the entity or person who received the PHI and, if 

known, the address of such entity or person; a brief description of the PHI disclosed; and a brief statement 

of the purpose of the disclosure that reasonably informs the individual of the basis for the disclosure; or, 

in lieu of such statement, a copy of a written request for a disclosure. 

 

Provision of the accounting  

 

1. The facility must act on the individual's request for an accounting, no later than 60 days after 

receipt of such a request, as follows: 

 

a. The facility must provide the individual with the accounting requested; or 

 

b. If the facility is unable to provide the accounting within the time required, then the 

facility may extend the time to provide the accounting by no more than 30 days, provided 

that: 

 

• The facility, within the time limit set, provides the individual with a written statement 

of the reasons for the delay and the date by which the facility will provide the 

accounting; and 

 

• The facility may have only one such extension of time for action on a request for an 

accounting. 

 

2. The facility must provide the first accounting in any 12-month period to an individual free of 

charge. The facility may impose a reasonable, cost-based fee for each subsequent request for an 

accounting by the same individual within the 12 month period, provided that the facility informs 

the individual in advance of the fee and provides the individual with an opportunity to withdraw 

or modify the request for a subsequent accounting in order to avoid or reduce the fee. 

 

Documentation 

 

A facility must document the following and retain the documentation for six years: 

 

1. The information required to be included in an accounting; 

 

2. The written accounting that is provided to the individual which should be stored with the 

permanent record; and 

 

3. The titles of the persons or offices responsible for receiving and processing requests for an 

accounting by individuals.  

 

 

 

3 



 Health Information Management Policy & Procedure Manual 

 

SUBJECT:  

PATIENT PRIVACY – ACCOUNTING OF 

DISCLOSURE 

SECTION:   

 

Page 4 of 12 

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

 
 

 

Suspend right of accounting to health oversight or law enforcement 

 

The facility must temporarily suspend an individual's right to receive an accounting of disclosures to a 

health oversight agency or law enforcement for the time specified by such agency or official, if such  

 agency or official provides the facility with a written statement that such an accounting to the individual 

would be reasonably likely to impede the agency's activities and specifying the time for which such a 

suspension is required. 

 

If the agency or official statement is made orally, the facility must: 

 

1. Document the statement, including the identity of the agency or official making the statement; 

 

2. Temporarily suspend the individual's right to an accounting of disclosures subject to the 

statement; and 

 

3. Limit the temporary suspension to no longer than 30 days from the date of the oral statement, 

unless a written statement pursuant to above paragraph is submitted during that time.  

 

List of Types of Uses and Disclosures that must be tracked for the purposes of accounting: 

 

1. Required by law 

 

2. Public health activities  

 

3. Victims of abuse, neglect, or domestic violence unless the Covered Entity (CE), in exercising 

professional judgment, believes informing the individual may cause serious harm or if the CE 

believes the individual is responsible for the abuse, neglect, or injury. 

 

4. Health oversight activities 

 

5. Judicial and administrative proceedings 

 

6. Law enforcement purposes 

 

7. Decedents: 

 

a. Coroners and medical examiners 

 

b. Funeral directors 

 

8. Cadaveric  organ, eye, or tissue donation purposes 

 

9. Research purposes where a waiver of authorization was provided by the Institutional Review 

Board or preparatory reviews for research purposes 
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10. In order to avert a serious threat to health or safety 

 

11. Specialized government functions: 

 

a. Military and veterans activities 

 

b. Protective services for the President and others 

 

12. Worker’s compensation disclosures necessary to comply with laws relating to worker’s 

compensation programs (not including disclosures related to payment). 

 

Attachments: 

 

• Attachment A is a list of examples of the type of disclosures that must be tracked in the Accounting 

of Disclosures. 

 

• Attachment B is a list of examples of the type of disclosures that do NOT need to be tracked in the 

Accounting of Disclosures. 

 

• Attachment C is a sample Patient Request for Accounting of Disclosures form. 

 

• Attachment D is a sample cover letter to include when providing the patient with the Accounting of 

Disclosures. 

 

REFERENCE: 

 

• Standards for Privacy of Individually Identifiable Health Information (45 CFR Parts 160 and 164) 

 

CROSS REFERENCES:  

 

• PATIENT PRIVACY – PROGRAM REQUIREMENTS  Policy 

 

• RECORDS MANAGEMENT  Policy 
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Accounting of Disclosure (AOD) Examples – Attachment A 

 

A.  Disclosures to be included/tracked in the AOD: 

 
Type of Disclosure Tracked in 

AOD 

Clarification (if needed) Examples (not an inclusive list) 

1. Required by Law Yes “Required by law” means: 

“A mandate contained in law that compels a covered entity to make a use or 

disclosure of protected health information and that is enforceable in a court of 

law.  Required by law includes, but is not limited to, court orders and court-

ordered warrants; subpoenas or summons issued by a court, grand jury, a 

governmental or tribal inspector general, or an administrative body authorized 

to require the production of information; a civil or an authorized investigative 

demand; Medicare conditions of participation with respect to health care 

providers participating in the program; and statutes or regulations that require 

the production of information, including statutes or regulations that require 

such information if payment is sought under a government program providing 

public benefits.” 

The following types of disclosures are often 

required by state or federal law: 
❑ Cancer registry state reporting 

❑ State reporting  

❑ Court Orders and Subpoenas 
❑ Organ donor services chart review 

❑ Peer review organizations- 

DRG/Utilization chart reviews 
 

2. Public Health Activities Yes To a  “public health authority”* that is authorized by federal, state, local law to 
collect or receive such information for the purpose of  

❑ preventing or controlling disease; 

❑ reporting of disease or injury; 

❑ vital events such as birth or death; 

❑ the conduct of public health surveillance, public health investigations, 

and public health interventions; 
❑ at the direction of a public health authority, to an official of a foreign 

government agency that is acting in collaboration with a public health 

authority.      

*“public health authority” is defined as: 

“an agency or authority of the United States, a State, a territory, a political 

subdivision of a State or territory, or an Indian tribe, or a person or entity 

acting under a grant of authority from or contract with such public agency, 
including The employees or agents of such public agency or its contractors or 

persons or entities to whom it has granted authority that is responsible for 

❑ Child abuse, neglect, or domestic 
violence reporting to Social Services or 

Protective Services agencies--unless the 

covered entity (CE) professional 

judgment believes informing the 

individual may cause serious harm or if 

the CE believes he/she is responsible for 
the abuse, neglect, or injury. 

❑ Communicable/infectious disease 

❑ Head Injury/Trauma reporting  
❑ Medical Device reporting  

❑ Birth certificate and death certificate 

tracking 
❑ Sentinel event chart reviews 

FDA-regulated product or activities (adverse 
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Type of Disclosure Tracked in 

AOD 

Clarification (if needed) Examples (not an inclusive list) 

public health matters as part of its official mandate.” events, product defects, etc.) 

3.  Health oversight     

     activities 

Yes “Health oversight agency” is defined as: 

“An agency or authority of the United States, a State, a territory, a political 

subdivision of a State or territory, or an Indian tribe, or a person or entity 

acting under a grant of authority from or contract with such public agency, 

including the employees or agents of such public agency or its contractors or 

persons or entities to whom it has granted authority, that is authorized by law 

to oversee the health care system (whether public or private) or government 

programs in which health information is necessary to determine eligibility or 

compliance, or to enforce civil rights laws for which health information is 

relevant.” 

❑ State health professional licensure 
agencies 

❑ HHS Office of Inspector General 

❑ U.S. Dept. of Justice 
❑ State Medicaid Fraud Units 

❑ HHS Office For Civil Rights 

❑ Food and Drug Administration 
❑ CMS – Medicare surveyor chart reviews 

❑ State surveyor chart reviews 
❑ Licensure and disciplinary actions (e.g., 

disclosures to state licensing boards) 

4.   Judicial and   

      administrative   

      proceedings 

Yes  ❑ Court orders 
❑ Subpoenas (i.e., for copies of bills and 

medical records) 

5.  Law enforcement  

(unless a request has been made to 

temporarily suspend an accounting of 

disclosure) 

Yes  ❑ Court order or court-ordered warrant 
❑ Grand jury subpoenas 

❑ Victims of a crime 

❑ Crime on premises 
❑ Reporting crime in 

emergencies 

6.  Decedents Yes  ❑ Coroners or medical examiners to ID a 
deceased person, determine cause of 

death, or other duties by law. 

❑ Funeral directors to carry out lawful 
duties. 

7.  Cadaveric organ, eye or 

     tissue donation  

 

Yes  ❑ Organ procurement organizations or 

other entities engaged in procurement, 

banking, or transplantation.  

8.  Research purposes Yes  ❑ IRB or Privacy Board issues a waiver of 

authorization for research studies with 

50 or more individuals. 

9.  To avert a serious threat 

     to health or safety 

Yes  ❑ FDA inquiries 
❑ Terrorism alerts-medical or safety 
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Type of Disclosure Tracked in 

AOD 

Clarification (if needed) Examples (not an inclusive list) 

        threats. 

❑ Communicable disease organizations 

10.  Specialized government 

       functions 

Yes *See Attachment B, item 7.  Disclosures for National Security/Intelligence 

activities exempted from the AOD requirements 

❑ Military and veterans activities. 

❑ Protective Services for the President and 

Others. 

11.  Workers’ Compensation  

        

Yes  ❑ Worker’s compensation  
❑ Disclosures necessary to comply with 

the law (not including disclosures 

related to payment). 

 

Abbreviations: 

ACOS - American College of Surgeons 

AHCA - Agency for Healthcare Administration 

CMS - Centers for Medicare and Medicaid Services 

FDA – Food and Drug Administration 
JCAHO – Joint Commission of Accreditations of Healthcare Organizations 
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DO NOT Include These Examples on the AOD – Attachment B 
 

B. Disclosures that DO NOT need to be included/tracked in the AOD: 
 

Type of Disclosure Tracked in AOD Clarification (if needed) Examples (not an inclusive list) 

1.  Treatment 

         

No As the provision, coordination, or management of health care by a health care 

provider. 

❑ Consultants and referrals between 

healthcare providers. 
❑ Verbal, written, and electronic 

communication between health care 

providers, ancillary staff, and allied 
health staff to treat the patient. 

2.   Payment 

        

 No Efforts to get premium and financial reimbursements for providing health 

care-related products or services. 

❑ Claims Management to obtain 

payment for facility services. 
❑ Utilization Review to follow up on a 

utilization letter from the PRO. 

❑ Determination of insurance eligibility 

         Health plans review for medical 

necessity. 

❑ Disclosures to worker’s 
compensation carriers for claims 

processing/payment activities. 

3.  Health Care  

     Operations 

         

 No General administrative and business functions necessary for a health care 

organization to remain a viable business. 

❑ Case Management/UR chart reviews 

performed by internal facility 
department and external agencies to 

facilitate home care and/or treatment 

after patient discharge. 
Medical and billing chart reviews for internal 

facility operations such as: Quality 

Assessment/Improvement, revenue recovery 

auditing, supply chain auditing, CPCS auditing. 

❑ Training, reviewing 

❑ Competency, and peer review of 
health care providers. 

❑ Arranging legal services 

❑ Business Planning 
❑ Performing Customer Service 

❑ Marketing – communication 
regarding new hospital services, 

hospital newsletters 

❑ Accreditation organizations (ex: TJC, 
CARF, ACOS, AHCA) 

❑ Facility licensing and certificate of 
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Type of Disclosure Tracked in AOD Clarification (if needed) Examples (not an inclusive list) 

need activities 

4.  Individual Authorization 

  

 No  ❑ A patient signs an authorization form 

to obtain copies of his/her medical 

records to take them to another 

physician. 

5.  Incidental Disclosure 

  
        No  ❑ PHI overheard by another patient in 

Emergency Department registration 

area.  (Provided reasonable 

safeguards had been made by 
facility). 

6.  Facility Directory 

  

No  ❑ PBX operator communicates with 

family regarding patients’ location, 
including Clergy listings. 

7.  National Security  

     Intelligence  

  

 

No  ❑ PHI information was requested by the 

FBI, CIA, Homeland Security, or 

other official governmental 

intelligence agency to track possible 

terrorists. 

8.   Correctional Institutions    

      or Law Enforcement     

      Officials    

No  ❑ PHI disclosed to a correctional 
facility for an inmate who had 

surgery at a medical facility.  

9.   Limited data set  

 

       

No  ❑ De-identified information for health 
care operations, including Business 

Associates, public health, and 

research activities (Data may include 
zip codes, date of birth, dates of 

service.  Data may NOT include 

patient identifiers, patient address, 

medical record numbers and the like.) 

10.  Occurrence prior to  

       HIPAA Privacy  

       compliance date 

 

No  ❑ Request for an AOD received April 

20, 2003.  The facility only needs to 

provide an AOD for disclosures made 
since April 14, 2003, which is the 

HIPAA-Privacy compliance date. 

 

Abbreviations: 

AOD - Accounting of Disclosures     PHI - Protected Health Information 

CIA – Central Intelligence Agency PRO - Peer Review Organization 

FBI – Federal Bureau of Investigation                             UR – Utilization Review 
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Attachment C 

SIERRA VIEW MEDICAL CENTER 

REQUEST FOR AN ACCOUNTING OF DISCLOSURES 
 

1. PATIENT INFORMATION 

 

Date of Request: Unit #: 

 

Name: DOB: 

 

SSN#: Telephone #: 

 

Address: 

 

 

City, State, Zip: 

 

2. DATES REQUESTED 

 

I would like an accounting of all disclosures for the following time frame.  Please note: the maximum time frame that can 

be requested is six years prior to the date of your request, and we are not required to account for disclosures that occurred 

before April 14, 2003. 

 

From: ____________________________ To: _______________________________ 

 

3. FEES 

 

There is no charge for the first request for an accounting in a 12-month period.  For subsequent requests in the same 12-month 

period, the charge will be based on the current California Fee Schedule.   

   

I understand that there is (check one): 

 

No fee for this request. 

 

A fee for this request will be based on the current California Fee Schedule and I wish to proceed. 

 

4. RESPONSE TIME 

 

I understand that the accounting I have requested will be provided to me within 60 days unless I am notified in writing that 

an extension of up to 30 days is needed. 

 

Signature of patient/legal representative: _______________________________Date_____________ 

 

THIS SECTION FOR HEALTH CARE ORGANIZATION USE ONLY 

Date request received: _____________________       Date accounting sent:____________________ 

Requestor verified by which method?__________________________________________________ 

Extension requested:    No  Yes 

If yes, give reason: ________________________________________________________________ 

Patient notified in writing on this date: ________________________________________________ 

Staff member processing request: ____________________________________________________ 
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**This completed form will be permanently maintained with the permanent medical record** 

Attachment D 

 

<Patient Name> 

<Patient Address> 

 

RE:  Requested Accounting of Disclosure 

 

Dear (patient name): 

 

At SVMC we are committed to providing quality patient care that is sensitive, compassionate, promptly 

delivered, and cost effective, as reflected in the HCA Commitment to Our Patients.  The privacy of 

patient information is second only in importance to patient care itself.  We are committed to complying 

with the Health Insurance Portability and Accountability Act, Standards for Privacy of Individually 

Identifiable Health Information, 45 CFR Parts 160 and 1654 (HIPAA Standards of Privacy). 

 

At SVMC each patient is provided the right to an Accounting of Disclosures of his/her protected health 

information. Please find attached your Accounting of Disclosure.   Please note the maximum time frame 

that can be requested is six years prior to the date of your request, and we are not required to account for 

disclosures that occurred before April 14, 2003. 

There is no charge for the first request for an accounting in a 12-month period.  For subsequent requests 

in the same 12-month period, the charge will be based on the current California Fee Schedule.   

 

Please contact me at 559-784-1110 extension 2240 with questions or concerns. 

 

Sincerely, 

 

 

 

______________________ 

Facility Privacy Official 

(Facility Name) 
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PURPOSE: 

 

The Sierra View Local Health Care District (“District”) is committed to the ethical practice of 

government in service of the residents and community. This commitment is reflected in the Code of 

Ethics and Conduct for Elected and Appointed Officials Policy, which every elected and appointed Board 

Member acknowledges and agrees to abide by. While the Ethics and Conduct Policy shows a voluntary 

commitment to abide by the highest ethical standards, from time to time situations may arise that require 

affirmative action by the Board making clear the Board’s position on certain ethical issues. This Censure 

Policy includes the standards and procedures for the Board to take a clear stand on certain ethical issues. 

 

If a member of the Board is found guilty or liable by any court of law, enforcement agency, 

administrative hearing officer, or public agency investigation, of violating a Law or Regulation, as that 

term is defined in this policy, he or she may also be subject to potential censure pursuant to the 

procedures of this Censure Policy.  

 

The following constitute the Laws and Regulations which may give rise to a request for censure, though 

additional laws and regulations not listed herein may also give rise to Censure:  

 

• California Political Reform Act of 1974 (Gov. Code § 81000 et seq.)  

• Regulations of the Fair Political Practices Commission (2 CCR § 18109 et seq.)  

• Statutes concerning conflicts in government contracts (Gov. Code § 1090 et seq.)  

• Statutes concerning political activity of District officers (Gov. Code § 3201 et seq.)  

• Statutes concerning unlawful use of government resources (Gov. Code § 8314)  

• Title 7 of the Civil Rights Act or the Fair Employment and Housing Act (finding of harassment or 

abuse of a District employee by an independent investigator)   

• Unauthorized Disclosures of Confidential Information (Gov. Code § 54963) 

 

a. Censure may be initiated for any breach of the Board’s  Policies or rules, Hospital 

Policies or rules, OR violation of any law or regulation, or both. Censure may also be 

initiated for any acts to impede the carrying out of any lawful administrative action of 

the Hospital CEO undertaken to carry out any approved policy or rule of the Board. 

Censure may be initiated for any breach of the Board’s Ethic’s Policy OR violation of any law or 

regulation, or both.  

 

POLICY: 

 

1. Grounds for Censure. Grounds for Censure are referenced above. It shall be a violation of this section 

for any sitting Board Member to violate any general law or regulation, and any rule, law, ordinance or 

resolution of the District. It shall also be a violation of this section for any sitting Board Member to 

 

violate an administrative policy of the Board which has been adopted following a vote of the 

Board on the matter, or  

 

a. act to impede the carrying out of any lawful administrative action of the Hospital CEO 

undertaken to carry out any approved policy or rule of the Board.  

 

Formatted: Font: Times New Roman
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2. Censure Defined. Any violation of Section 1 by a Board member may be reprimanded through the 

administration of a public censure of the member by the Board. Such censure may be in addition to any 

other lawful action or punishment applicable to the violation. For purposes of this section, “censure” shall 

mean the adoption of a motion setting forth a formal statement of disapproval of a Board Member 

conduct.  

 

2. Censure Considered in Indemnification. When evaluating a request for defense or indemnification 

made by the censured member in litigation arising from the censured conduct, the record of the censure 

shall be considered by the Board. Such record shall not be determinative. Failure of the Board to censure 

the conduct of a member does not constitute a waiver of the body’s right to refuse to indemnify or defend 

the member in an action.  

 

3. Notice and Opportunity to Cure. A Board Member may not be made the subject of a motion for 

censure without first being given notice of the alleged violation and an opportunity to correct the 

violation, if it can reasonably be corrected. Notice shall be in writing and delivered by the Board 

Secretary or the Chair of the Board to the offending Board Member, and all members of the Board will 

receive a copy..  

 

4. Initiation of Proceedings. Upon a continued violation or failure to correct, the charged Board Member 

shall be given notice and an opportunity to be heard as follows: or if the Grounds for Censure cannot 

reasonably be corrected, censure proceedings shall be initiated as follows: 

 

a. Initiated by Member. Only a sitting Board Member may initiate proceedings for the censure of 

one of its members.  

 

b. Statement of Charges. Proceedings shall be commenced by the presentation of a written Statement 

of Charges to the subject Board Member with a copy delivered concurrently to the District Clerk 

by the member initiating the charge. The Statement of Charges shall be given at least ten (10) days 

prior to the meeting at which the censure motion is proposed to be brought, unless failure to 

censure sooner may result in serious harm or disruption to the Board or the District, or if the 

urgency of the circumstances necessitates a motion for censure be made immediately. The Board 

has the ability to extend this time frame an additional (5) days in the event of an emergent/urgent 

issue arises.  The Statement of Charges shall contain, at a minimum, the designation of the specific 

Grounds for Censure which the member is claimed to have violated and a statement of the date, 

place and time at which such violation occurred. The Statement shall further contain a description 

of the conduct of the member which is alleged to constitute the violation. A copy of the Statement 

of Charges shall be delivered to all other Board Members.Proceedings shall be commenced by the 

presentation of a written statement of charges to the subject Board Member with a copy delivered 

concurrently to the District Clerk by the member initiating the charge. Initiation shall not require 

the prior approval of the Board. The statement of charges shall be given at least ten (10) days 

prior to the meeting at which the censure motion is proposed to be brought. The notice shall 

contain, at a minimum, the designation of the specific rule, law, regulation, etc., which the 

member is claimed to have violated and a statement of the date, place and time at which such 

violation occurred. The statement shall further contain a description of the conduct of the member 

which is alleged to constitute the violation. A copy of the statement of charges shall be delivered 

to all other Board Members.  
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c. Response. Within seven (7) days after delivery of the statement of charges, the charged Board 

Member may, but is not required, to deliver a written response to the other members of the Board. 

should deliver a written response to the other members of the Board unless the charged Board 

Member chooses to defer the response to the hearing.  

 

5. HearingCensure Proceeding. 

  

a. Generally. The motion for censure shall be agendized and considered at the first regular meeting 

occurring at least ten (10) days following the delivery of the statement of charges to the charged 

Board Member and District Clerk unless good cause exists to schedule the proceeding sooner (i.e. 

failure to hear the matter sooner may result in serious harm or disruption to the Board or the 

District, or if the urgency of the circumstances necessitates a motion for censure be made 

immediately) or later (i.e. for good cause as set forth in subsection 6(b)).The motion for censure 

shall be agendized and considered at the first regular meeting occurring at least ten (10) days 

following the delivery of the statement of charges to the charged Board Member and District 

Clerk.  

 

b. The hearing proceeding may not be continued except for good cause within the discretion of the 

Board. Examples of good cause include, but are not limited to, the excused absence from the 

meeting of a member of the Board, a material change in circumstances that without continuance 

would detrimentally impact censure procedure, or a Board vote for a continuance of the hearing at 

a later session. An excused absence is when a Board member notifies the Chair of the Board prior 

to the meeting of inability to attend for valid reasons (e.g. illness, work schedule, or family 

emergency).  except upon the absence from the meeting of a member of the Board other than the 

initiating Board Member or the charged Board Member.  

 

c. Open Hearing. The hearing shall be conducted in an open session by the Chair of the Board 

unless the Chair of the Board is a party to the action, in which case the Vice-Chair or some other 

member shall conduct the proceedings. Proceeding Setting. The hearing shall be conducted in an 

open session unless required by law to be held in Closed Session, upon vote by the Board, or 

upon determination of Closed Session being in the best interests of the District. 

 

d. Procedure. The hearing shall generally proceed by a reading of the charges by the initiating Board 

Member. The charging Board Member may present witnesses; the charged Board Member may 

answer in rebuttal; members of the public may speak in favor of or in opposition to the charge; 

and the remaining Board Members may speak to the charges in that order. Conducting the 

Proceeding. The proceeding shall be conducted either by the Chair of the Board or by another 

qualified Proceeding Officer selected by the Board. The Proceeding Officer shall gain no direct 

financial benefit from the outcome, shall not act as a prosecuting officer or advocate, and shall 

not be entitled to vote. The charged Board Member shall have the right to a reasonable 

opportunity to challenge the impartiality of the Proceeding Officer. 

 

e. Open Session  Procedure: The proceeding shall generally proceed by a reading of the charges by 

the initiating Board Member. During the proceeding, both the charging Board member and the 

charged Board member shall have the right to speak to the charges as determined by the Chair of 
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the Board or Proceeding Officer to be relevant, and to allow witnesses to present oral or written 

statements. No cross examination of witnesses will be allowed. However, Board members may 

speak and ask questions of witnesses. Members of the public shall also have the right to speak 

during the proceeding in favor or in opposition to the charges  only to the extent relevant to the 

charges as determined by the Chair of the Board or Proceeding Officer. 

 

f. Closed Session Procedure: The proceeding shall generally proceed by a reading of the charges by 

the initiating Board Member. During the proceeding, both the charging Board member and the 

charged Board member shall have the right to speak to the charges as determined by the Chair of 

the Board or Proceeding Officer to be relevant, and to allow oral or written witnesses statements. 

No cross examination of witnesses will be allowed. However, Board members may speak and ask 

questions of witnesses. All witnesses who are not Board members must be excluded from the 

proceedings other than for the purposes of making their statements and will be required to 

maintain strict confidentiality of the proceeding. Members of the public are not permitted to 

attend a Closed Session Censure Proceeding.  

 

e.g. Voting. Passage of the motion for censure shall require a majority vote of the Board. The voting 

Board Members shall not recess to closed session for deliberation. Voting and deliberations. 

Passage of the motion for censure shall require a majority vote of the Board. The charging Board 

member and the charged Board member will be excused from the process of deliberations and 

voting. 

 

6. Failure to Censure. If the motion for censure does not pass, the proceedings shall be concluded. Either 

party may request reconsideration as set forth in paragraph 9 within sixty (60) days of the conclusion of 

the vote for censure.If the motion for censure does not pass, the proceedings shall be concluded. A new 

motion for censure on the same grounds of violation may not thereafter be commenced against the same 

Board Member for a period of one (1) calendar year from date of the vote. However, new proceedings 

may be commenced on the same charges within the one (1) year period on the affirmative or unanimous 

vote of the non-charged Board Members.  

 

7. Sanctions. If the motion for censure does pass, such motion shall become a part of the public record, a 

copy of which shall be made available upon demand to any member of the public, subject to the District’s 

Procedures, and notice of same shall be placed in the administrative file of the Board Member. The Board 

may impose any sanctions authorized by law in conjunction with the censure of a Board Member. 

Additional sanctions may be imposed if the initial sanctions are ineffective.  

 

8. Reconsideration. Censure reconsideration procedures shall be initiated by a passing motion from 

the majority of the Board for censure reconsideration. A censure reconsideration  shall be agendized for 

the next Meeting subsequent to the meeting within which the motion was made except for good cause. 

No Notice and Opportunity to Cure or Statement of Charges is required for a censure reconsideration. 

The  procedures for censure reconsideration shall otherwise follow the procedures established supra at 

Section 6. Once the reconsideration process concludes, the results will be deemed final.  

7.  
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AFFECTED PERSONNEL/AREAS: SVLHCD Board Members 

 

CROSS REFERENCES: 

 

Ethics and Conduct of Elected and Appointed Officials 

 

Sierra View Local Health Care District Bylaws 

 

Unauthorized Disclosure of Privileged Information 

 

Conflict of Interest Policy 

 

Code of Conduct  

 

Anti-Discrimination, Harassment & Non-retaliation Policy 
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PURPOSE:  

 

To ensure Sierra View Medical Center (SVMC) fulfills its ethical responsibility to patients, staff, 

Medical Staff, contingent work force, third party payors, subcontractors, independent contractors, 

vendors, consultants, students, volunteers, one another and the community. This Code of Conduct was 

developed to meet our ethical standards and comply with applicable laws and regulations.  

 

DEFINITIONS: 

 

SVMC:  For the purposes of this Code of Conduct, SVMC refers to Sierra View Medical Center, which 

includes all Medical Center departments, services, and clinics maintained and supported under the 

California Department of Public Health hospital license.  

 

SVMC Staff:  For the purposes of this Code of Conduct, SVMC Staff refers to SVMC employees. 

 

SVMC Contingent Work Force:  For the purposes of this Code of Conduct, SVMC Contingent Work 

Force refers to; Travelers, registry, contractors and subcontractors.  

 

SVMC Medical Staff:  For the purposes of this Code of Conduct, SVMC Medical Staff refers to 

Physicians and credentialed allied health practitioners.  

 

SVMC Board of Directors: For the purposes of this Code of Conduct, the Board of Directors refers to the 

SVMC Governing Board.  

  

POLICY:  

 

It is the responsibility of every SVMC staff member, contingent work force member, Medical Staff 

member and Board member to act in a manner that is consistent with SVMC’s policies and procedures, 

Values, and this Code of Conduct. Additionally, SVMC Medical Staff are governed by specific conduct 

rules outlined in their Bylaws. 

 

MISSION, VISION, AND VALUES STATEMENT: 

 

Sierra View Medical Center is committed to upholding the highest standards of ethical behavior in 

improving the quality of life and health of our community. We are driven by our Mission and Vision.    

 

Our Mission:   

SVMC promotes health and ensures access to high quality healthcare services.  This will be 

achieved:  

• Through partnerships and collaborations  

• By being a good steward of resources to ensure that we can continue to meet the health 

needs of the community.   
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Our Vision:  

Strengthen the quality of life through the delivery of integrated health care programs and services 

that promotes access, care coordination, and patient care experience.   

 

Our Values: 

SVMC is committed to our core values:  

• Compassion:  Caring from the heart 

 

• Collaboration:  Partnering for a common purpose 

 

• Accountability:  Accepting ownership of our actions 

 

• Integrity:  Inspiring trust and honesty 

 

• Respect:   Embracing and appreciating others 

COMPASSION

COLLABORATION

ACCOUNTABILITYINTEGRITY

RESPECT

SVMC’s 

VALUES 
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A MESSAGE FROM THE CEO 

 

Dear Sierra View Medical Center Colleagues, 

 

We are committed to providing quality health care in an environment that promotes 

compliance with applicable laws, regulations, and ethical standards. To assist in fulfilling this 

commitment, Sierra View Medical Center (SVMC) is supported by a Compliance Program 

managed by the Compliance/Privacy Officer and assisted by the Compliance Committee, 

which includes directors and members of senior leadership. 

 

Our Code of Conduct is our most important policy, presented as a basic set of guidelines 

which reflects SVMC’s culture, ethics, mission, vision, and values.   It defines our 

organizational and individual responsibilities and describes SVMC’s expectations regarding 

your conduct, and the conduct of all employees, ranging from Senior Leadership to entry level 

positions. The Code of Conduct also combines with our individual judgment and personal 

accountability in forming the foundation of our professional behavior.   

 

If you believe you have witnessed a potential or suspected violation of SVMC’s Code of 

Conduct, SVMC policy, or applicable law(s) or violation(s), please follow the reporting 

instructions on page 8 of this Code of Conduct, which includes details on our anonymous 

Compliance Reporting Hotline at (559) 791-4777 or ext. 4777.  Retaliation against any 

employee, whom in good faith reports potential or suspected violations, will not be tolerated. 

 

I appreciate your commitment to our mission, vision and values, and thank you for serving our 

patients, colleagues and hospital with integrity and for truly making a difference.  

 

Sincerely, 

 

 

 

Donna J. Hefner 

President and Chief Executive Officer 
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PURPOSE OF OUR CODE OF CONDUCT: 

 

The Code of Conduct is a primary component of the Sierra View Medical Center (SVMC) 

Compliance Program, and has been developed to assist SVMC in complying with federal, state and 

local law, and to promote ethical conduct consistent with the mission, vision and strategic goals of 

SVMC.  

 

The Code of Conduct is intended to: 

 

• Describe the basic legal and ethical responsibilities expected of SVMC Staff, Contingent 

Work Force, Medical Staff, Students, Volunteers, Independent Contractors and Vendors. 

• Inform SVMC Staff, Contingent Work Force, Medical Staff, Students, Volunteers, 

Independent Contractors and Vendors about existing SVMC policies and procedures. 

• Explain the duty to report instances of suspected misconduct. 

• Explain how to report suspected misconduct without fear of retaliation. 

 

 

SVMC’s expectation is that you follow the Code of Conduct and Values, as well comply with all 

other applicable laws, regulations, and SVMC policies and procedures, whether or not specifically 

addressed in this Code of Conduct.  

 

Everyone at SVMC shall receive the Code of Conduct upon initial orientation and when significant 

updates occur. Staff shall acknowledge receipt of the Code of Conduct by electronic signature 

through the online Learning Management System or by signing and submitting an Attestation form 

to Human Resources. 

 

Our ability to succeed depends on integrity, knowledge, diversity, respect and teamwork. While it 

is impossible to portray every situation one might encounter, or every detail of the policies, the 

Code of Conduct should serve as a guide for how we are expected to conduct ourselves while 

performing our professional duties on behalf of SVMC. Additional information and specific 

guidance on many of the topics covered in this Code of Conduct can be found in our Policy Library 

via the SVMC Intranet (http://home/). 
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IS IT ETHICAL? SELF-CHECK 

 

As you work through a tough situation, ask 

yourself the following 4 questions to help 

determine the most ethical course of action: 

1. Is the action legal? 

2. Is the action in alignment with our 

Mission, Vision, and Strategic 

Goals? 

 

3. Is the action consistent with our 

policies and our Values? 

 

4. Would the action appear to be 

improper? 

 

If you are still unsure about what to do, contact 

your Manager, Director, or the Compliance 

Officer for guidance. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

If you have questions or concerns not fully addressed in the Code of Conduct or found in a 

SVMC policy, your next step should be to discuss the issue with your Manager. Other resources 

are also available, such as Compliance, Human Resources, Security, Employee Health, 

Information Technology, Health Information Management, and Financial Services. For current 

contact information, refer to the most recent phone directory located on the SVMC intranet home 

page. 

 

DUTY TO REPORT: 

There may come a time when you are made aware of a known or suspected violation of law, the 

Code of Conduct, or a SVMC policy. If you become aware of any questionable activities made 

by staff, contingent work force, Medical Staff, students, volunteers, independent contractors or 

vendors that appear to violate applicable laws, rules, regulations, conditions of participation, 

PERSONAL CONDUCT: 

SVMC’s reputation for the highest standards of 

conduct is reliant on the high level of mutual 

trust and responsibility that exists between Staff 

and the Organization. You, as an individual, are 

essential to the Organization’s success. SVMC’s 

integrity and reputation are in your hands and 

validated by those who exercise good judgment 

and act in accordance with this Code of Conduct 

and the law. 

This means you are held accountable for: 

• Reading the Code of Conduct and 

understanding how it applies to you. 

• Referring to the Code of Conduct and 

SVMC policies to guide your daily 

work activities. 

• Asking questions when you need 

clarification or help. 

• Reporting all suspected misconduct to 

the appropriate SVMC personnel.  

• Completion of assigned training. 
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policy, or this Code of Conduct, you have a duty to report the incident. You should always report 

suspicious or questionable behavior even if you are not sure there is a problem. Failure to report 

a violation is a serious violation in itself and may result in disciplinary action.  

You can report incidents via: 

 

•  Your LeaderSupervisor 

 

• The Compliance/Privacy Officer at (559)791-3838, ext. 3838 or Compliance Analyst at 

(559)791-3917 

 

• Human Resources  

 

• The Compliance Hotline (see Compliance Hotline below) 

 

• A Compliance Incident Report form (Found on the Compliance page on the Intranet and 

submit in the lock box in SVMC’s mail room) 

 

• Email to ComplianceOfficeinbox@sierra-view.com 

 

• The electronic event reporting program 

 

COMPLIANCE HOTLINE (559)791-4777 or ext. 4777: 

 

The Hotline is a confidential means of reporting ethical and compliance violations or concerns, 

or to ask Compliance-related questions. The Hotline is answered during normal business hours 

by Compliance staff and after hours by a recorded greeting which prompts you to leave a 

message. When reporting a concern, you can remain anonymous, although you are encouraged 

to identify yourself as it increases the exchange of vital communication and the ability to 

request additional information related to the incident being reported, should the need arise.  If 

you disclose your name, but request confidentiality, the Compliance/Privacy Officer will keep 

this information confidential to the extent permitted by law.  See the Compliance Hotline 

policy.  

 

INTERNAL INVESTIGATIONS: 

 

Violations of the Code of Conduct, failure to comply with applicable federal or state laws, and 

other types of misconduct threaten SVMC’s status as a reliable and honest provider of health 

care services. Detected but uncorrected misconduct can seriously endanger SVMC’s business 

and reputation, and can lead to serious sanctions against the Medical Center. Consequently, 

upon reports or reasonable indications of suspected noncompliance, prompt steps to investigate 

the conduct in question will be initiated under the direction and control of the 

Compliance/Privacy Officer to determine whether a material violation of applicable law or the 

requirements of the Compliance Program has occurred.  

 

You are strongly encouraged to cooperate with investigations into potential misconduct. Any 

attempt to obstruct an investigation or the reporting of misconduct is subject to disciplinary 
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action, up to and including, termination of employment. 

 

If such a violation has occurred, prompt steps will be taken to correct the problem, taking into 

account the root cause of the problem. As appropriate, such steps may include an immediate 

referral to criminal and/or civil law enforcement authorities, a corrective action plan, a report to 

the Office of Inspector General (OIG) or any other appropriate government organization, 

and/or submission of any overpayments. The specific steps that are appropriate in any given 

case will be determined after consultation with legal counsel.  

 

Depending upon the nature of the alleged violations, the Compliance/Privacy Officer or designee 

will conduct a thorough and complete internal investigation, which could include interviews 

with relevant personnel and a review of relevant documents and may enlist experts from external 

resources, such as legal counsel, auditors or health care experts.  

 

All interactions and information related to the investigation is kept confidential to the extent 

possible. To help ensure integrity of the investigation process, staff is also asked to practice 

discretion by refraining from discussing the information of the Compliance/Privacy Office 

consultation with colleagues or coworkers. 

 

RETALIATION: 

 

SVMC strives to uphold a culture where you feel comfortable in your work environment and can 

report known or suspected inappropriate conduct, activities or unethical behavior without fear of 

retaliation. All levels of leadership have a responsibility to create an atmosphere that facilitates 

open and honest discussion around issues that may negatively impact the organization. Retaliation 

against someone who files such a report will not be tolerated. Employees who participate in 

retaliation will be subject to disciplinary action.  

 

Retaliation is defined as any action, statement, or behavior that is designed to punish an individual 

for filing a compliance report, cooperating with a compliance investigation, seeking guidance 

regarding a compliance concern, or to deter one from taking such action. Retaliation includes, but 

is not limited to intimidation, adverse action against an employee regarding the terms and 

conditions of employment, such as termination, demotion, or suspension. 

 

Protection is extended to anyone filing a Compliance report or inquiry or providing 

information in relation to an investigation. If you or others have been retaliated against, report 

this behavior to your supervisor, Compliance or Human Resources. All reports made in “good 

faith” are protected from retaliation, retribution, or harassment.  

 

Good faith is defined as reasonably believing or perceiving the information reported to be true.  

 

Please note that SVMC reserves the right to discipline employees who knowingly make a false 

accusation, provide false information to the Organization, or have acted improperly. 

 

For further information on Retaliation, see SVMC Non-Retaliation-Compliance Issue 

Reporting and Harassment policies. 
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WORK ENVIRONMENT: 

 

 

SVMC strives to provide a safe and productive work environment. The work environment must 

be free from discrimination and harassment based on race, color, religion, sex, sexual 

orientation, age, national origin, disability, veteran status, medical condition, marital status or 

registered domestic status or other factors that are unrelated to the organization’s legitimate 

business interests. SVMC does not tolerate sexual advances, actions, comments or any other 

conduct in the workplace that creates an intimidating or otherwise offensive environment. 

Similarly, the use of racial or religious slurs — or any other remarks, jokes or conduct that 

encourages or permits an offensive work environment — will not be tolerated. 

 

If you believe that you are subject to such conduct, bring such activity to the attention of the 

Organization, either by informing your supervisor, Compliance or Human Resources. SVMC 

considers all complaints of such conduct to be serious matters, and all complaints will be 

investigated promptly. 

 

Some other activities that are prohibited because they clearly are not appropriate are:  

 

• Threats;  

• Violent behavior;  

• The possession of weapons of any type; 

• The distribution of offensive jokes or other offensive materials via e-mail or any other 

manner; and  

• The use, distribution, sale or possession of illegal drugs or any other controlled substance, 

except to the extent permitted by law for approved medical purposes.  

 

In addition, staff, contingent work force, Medical Staff, students, volunteers, independent 

contractors, and vendors may not be on the premises or in SVMC work environment if under 

the influence of or affected by illegal drugs, alcohol or controlled substances used other than as 

prescribed. Please refer to SVMC policy: Drugs and Alcohol in the Workplace for additional 

information and further guidance on using medications in the workplace. 

 

EMPLOYEE PRIVACY: 

SVMC collects and maintains personal information that relates to staff’s employment, 

including medical and benefit information. Access to personal information is restricted solely 

to people with a business need to know this information. Personal information is released 

outside the Medical Center or to its agents only with employee approval, except in response to 

appropriate investigatory or legal requirements, or in accordance with other applicable law. 

Employees who are responsible for maintaining personal information and those who are 

provided access to such information must ensure that the information is not disclosed in 

violation of the organization’s Employee’s Right to Privacy policy or other applicable laws or 

regulations. 
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PATIENT’S RIGHTS (HIPAA) & SAFETY: 

 

SVMC is committed to providing safe and compassionate treatment and care where patients and 

their families understand his/her individual condition or illness, as well as the recovery process. 

Collectively with Medical Staff we will provide the patient or patient’s representative with 

information regarding the diagnosis and anticipated treatment plan. We will provide a clear 

explanation of the right to refuse or accept care and to make an advance directive, and the risks 

and benefits associated with available treatment options, organ donation or procurement, as well 

as financial and insurance information. Discharge planning begins at the time of admission and 

continues throughout the admission. The patient, the patient’s representative or guardian, 

designated family members, and the clinical team will be involved in the discharge planning 

process.  

 

SVMC provides each patient with a written statement of patient rights and a notice of privacy 

practices. These statements conform to all applicable state and federal laws, including but not 

limited to the Health Insurance Portability and Accountability act of 1996 (hereinafter referred to 

as HIPAA). Each patient has the right to copy and inspect much of the PHI that we retain on their 

behalf.  All requests for access to PHI must be submitted in writing and signed by the patient or 

the patient’s representative.  If a patient believes that the PHI we maintain on their behalf is 

incorrect or incomplete, they have the right to request in writing that their PHI be amended or 

corrected.  SVMC is not obligated to make all requested amendments, but will give each request 

careful consideration. Patients have the right to submit written request restrictions of our uses and 

disclosures of their PHI for treatment, payment, or health care operations. 

 

SVMC supports and facilitates patients’ rights to access guardianship, advocacy, 

conservatorship, child and/or adult protective services by providing information as requested and 

referrals. The Social Services Department is responsible for ensuring that the proper protective 

agencies are notified as required by county, state and federal laws.  

 

SVMC treats all patients with compassion and respect. SVMC makes no distinction in the 

availability of services; the admission, transfer or discharge of patients; or in the care we provide 

based on age, race, sex, economic status, educational background, color, religion, ancestry, 

national origin, sexual orientation, gender identity/expression, disability, medical condition, 

marital status, registered domestic partner status, genetic information, citizenship, primary 

language, immigration status (except as required by Federal Law). SVMC recognizes and respects 

the diverse backgrounds and cultures of its patients and makes every effort to equip its caregivers 

with the knowledge and resources to respect each patient’s cultural heritage and needs.  

SVMC maintains an ongoing, proactive patient safety program for the identification of risk to 

patient safety and the prevention, reporting and reduction of healthcare errors. The hospital 

addresses the resolution of grievances from patients and their families through a formal process 

which includes informing patients of whom to contact regarding the grievance resolution. Please 

refer to the following SVMC policies for further guidance related to Patient Safety and Patient’s 

Rights: Patient’s Right to Privacy, Patient’s Rights and Responsibility, Patient Safety Plan, and 

Reporting Suspected Child Abuse & Neglect All policies are located in the policy library via the 

Intranet. 
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PATIENT INFORMATION: 

 

SVMC is committed to ensuring confidentiality of records and related information for all 

patients. In the course of providing care, SVMC may collect information about a patient’s 

medical condition, financial information, and family or medication history. SVMC will be 

sensitive to the personal nature of this information, and will maintain its confidentiality at all 

times. Patient information will not be released or discussed unless it is necessary to serve the 

patient or required by law. 

 

In accordance with SVMC privacy and security policies and procedures, which reflect HIPAA 

requirements, no SVMC Staff has a right to any patient information other than that necessary to 

perform his or her job or responsibilities. Any breach of confidentiality represents a failure to 

meet the professional and ethical standards expected, and constitutes a violation of this Code of 

Conduct. A full confidentiality statement is received and accepted by each employee as part of 

the Employee New Hire process. SVMC also expects its vendors involved in patient care to 

perform and provide services consistent with all applicable HIPAA laws. 

 

Policies for reference include the following: Patient Identity Theft Prevention, Detection, And 

Mitigation Program (Red Flags Rule), Patient Privacy – Program Requirements, Patient 

Privacy– Patient’s Right to Access, Release of Patient Information, and Confidentiality, 

Protection of Patient Privacy.. 

 

 

REGULATORY COMPLIANCE: 

 

SVMC provides many types of healthcare services. These services are provided pursuant to 

appropriate federal, state, and local laws and regulations, and federal conditions of participation. 

Such laws, regulations, and conditions of participation may include, but are not limited to, 

subjects such as certificates of need, licenses, permits, accreditations, access to treatment, consent 

to treatment, medical record-keeping, access to medical records and confidentiality, patients’ 

rights, clinical research, end of life care decision making, and Medicare and Medicaid program 

requirements. The organization is subject to other numerous laws in addition to these healthcare 

laws, regulations, and the conditions of participation. 

 

SVMC has developed policies and procedures to address many legal, accreditation, certification 

and regulatory requirements. However, it is impractical to develop policies and procedures that 

encompass the full body of applicable law, standards, conditions and regulations. Such laws, 

standards, conditions and regulations not covered in organizational policies and procedures must 

still be followed. There is a range of expertise within SVMC, including operations counsel and 

numerous functional experts, who should be consulted for advice concerning human resources, 

legal regulations and statutes, established standards and applicable conditions of participation. 

 

Accreditation and Surveys: 

 

From time to time, government agencies and other entities conduct surveys at SVMC. Accreditation 

or external agency surveys are extremely significant and broader than the scope of this Code of 
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Conduct. In preparation for, during, and after surveys, SVMC staff must comply with all accrediting 

and external agency surveyors in a direct, open and honest manner, and with accurate information.  

 

In preparation for, or during a survey or inspection, SVMC staff must never conceal, destroy, or 

alter any documents, lie; or make misleading statements to the agency representative. Also, 

SVMC staff must never attempt to cause another staff member to fail to provide accurate 

information or obstruct, mislead, or delay the communication of information or records relating to 

a possible violation of law. No action should ever be taken, directly or indirectly, to mislead the 

accrediting or external agency survey teams.  

 

 

EMTALA: 

 

SVMC complies with the Emergency Medical Treatment and Active Labor Act (EMTALA) in 

providing emergency medical screening examination and necessary stabilization to all patients – 

including pregnant women and their unborn children – regardless of their ability to pay. A 

Medical Screening Exam (MSE) shall be performed on all patients presenting to the SVMC 

Emergency Department with a medical emergency or requesting treatment for an emergency 

medical condition. If a patient elsewhere on hospital grounds requests treatment for an 

emergency medical condition, SVMC will expedite that patient to the Emergency Department for 

care. If, based on a MSE, it is determined the patient suffers from an emergency medical 

condition, SVMC is obligated to provide services within its capabilities to stabilize the patient. 

This must all be accomplished prior to requesting financial information from the patient.  

 

SVMC does not admit, discharge, or transfer a patient with an emergency medical condition 

simply based on their ability or inability to pay or any other discriminatory factor. A patient with 

an emergency medical condition is only transferred to another facility at the patient’s request or 

if the patient’s medical needs cannot be met at SVMC and appropriate care is knowingly 

available at another facility. Patients are only transferred in strict compliance with state and 

federal EMTALA regulatory and statutory requirements. 

Please refer to the Intra-facility Transfers and EMTALA – Inter-facility Transfers, MSE, 

Emergency Care and Stabilization policies. 

 
 

 

 

 

 

MEDICAL STAFF: 

 

Healthcare services like those owned and operated by SVMC are a collaboration between Hospital 

Staff and Medical Staff members. As in any collaboration, each party has important roles and 

responsibilities that they must adhere to. SVMC is committed to providing an excellent work 

environment for our Medical Staff employees and contingent workforce  

 

The Identification and Management of Disruptive Behavior policy establishes that SVMC has an 

environment that requires all individuals, employees, physicians, allied health practitioners and 
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other independent practitioners to conduct themselves in a professional and cooperative manner 

within the facility and to define the behaviors that: 

 

• Interfere with high quality patient care. 

• Disrupt the orderly administration of Sierra View Medical Center 

• Disrupt the orderly administration of the independent Medical Staff 

• Affects the abilities of others to do their jobs. 

• Creates a hostile work environment for Hospital or Medical Staff members. 

• Adversely affects or impacts the community’s confidence in the Hospital's ability 

to provide exemplary patient care  

 

SVMC requires Medical Staff members to be familiar with this Code of Conduct, in addition to 

the Bylaws governed by the Medical Staff Rules and Regulations. 

 

Interactions with Physicians: 

 

Federal and state laws and regulations govern the relationship between hospitals and physicians 

who may refer patients to SVMC. The applicable federal laws include the Anti-Kickback Law and 

the Stark Law. It is important that SVMC Staff who interact with physicians (particularly those 

SVMC Staff who make payments to physicians for services rendered, provide space or services to 

physicians, recruit physicians to the community, and/or arrange for physicians to serve in 

leadership positions in the organization) are aware of the requirements of the laws, regulations, 

and policies that address relationships between SVMC and physicians. If relationships with 

physicians are properly structured, but not diligently administered, a failure to administer the 

arrangements as agreed results in a violation of the law. Any arrangement with a physician must 

be structured to ensure compliance with legal requirements. Most arrangements must be in writing 

and reviewed by the Compliance Department. Failure to meet all requirements of these laws and 

regulations can result in serious consequences for SVMC. 

 

Patient Referrals: 

 

The Stark Law is a strict liability law prohibiting physicians from making referrals of  Medicare 

patients to an entity that furnishes “designated health services” if the physician has a financial 

relationship with the entity, unless an exception applies. Further, Medicare will not pay for claims 

improperly referred and the entity has a duty to refund, as well as be liable for Civil Monetary 

Penalties for knowingly presenting or causing another to present an improper claim, the potential 

of exclusion and False Claims Act liability. SVMC accepts patient referrals and admissions based 

solely on the patient’s medical needs and our ability to render the needed services.  

 

No SVMC staff member or other person acting on behalf of SVMC is permitted to pay or offer to 

pay anyone, solicit or receive anything of value, directly or indirectly, in exchange for the referral 

of patients. Similarly, when making patient referrals to another healthcare provider, we do not 

take into account the volume or value of referrals that the provider has made to Sierra View. 

 

Business Courtesies/Tokens of Appreciation: 

 

Any entertainment, gift or token of appreciation involving physicians or other persons who are in 
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a position to refer patients to SVMC must be undertaken in accordance with the Non-Monetary 

Compensation and Medical Staff Incidental Benefits policies. This policy was developed to be in 

compliance with federal laws, regulations, and rules regarding these practices. Staff must consult 

SVMC policies or our Compliance Department prior to extending any business courtesy or token 

of appreciation to a potential referral source. See SVMC policy: Non-Monetary Compensation 

and Medical Staff Incidental Benefits  

 

FEDERAL AND STATE FALSE CLAIMS ACTS (FCA): 

 

Federal and State False Claims Acts prohibit any person or entity from, among other things, 

knowingly presenting, or causing to be presented, a false or fraudulent claim for payment or 

approval, or knowingly making or using, or causing to made or used, a false record or statement to 

get a false or fraudulent claim paid or approved.  

 

The penalties for violating the Federal or State False Claims Act include:  

 

•  Civil monetary penalties of up to $20,000 for each false claim submitted;  

•  Up to three times the amount of damages the government sustains because of the 

   false claim; and,  

•  The costs of the legal action brought to recover for the false claim.  

 

A private citizen may file suit under the Federal and State False Claims Acts on behalf of the 

government if the citizen has direct and independent knowledge of the submission of a false 

claim. The government will then decide whether to intervene and take over the case, dismiss or 

settle the case, or let the private individual pursue the case on his or her own. In either case, the 

person who initially filed the case may receive a portion of the amount recovered in either 

litigation or settlement of the claim.  

 

WHISTLEBLOWER PROTECTIONS: 

 

Both the Federal and State False Claims Acts prohibit employers from retaliating or 

discriminating against an employee who, acting in good faith, investigates, reports or assists in 

uncovering a false claim or statement. 

  

An employee who suffers discrimination or retaliation based on protected activities has the right 

to sue under the both the Federal and State False Claims Act. If the employee can prove that his or 

her employer retaliated against him or her for engaging in protected activity, the employee is 

entitled to be “made whole.” The remedies may include:  

 

•  Reinstatement of the employee to his or her position;  

•  Two times the amount of back pay;  

•  Interest on the back pay; and,  

•  Compensation for any special damages (including litigation costs and reasonable attorneys’ 

fees).  

 

As noted above, it is the policy of Sierra View Medical Center that no employee shall be punished 

solely on the basis that he or she reported what he or she reasonably believed to be an act of 
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wrongdoing or a violation of the SVMC Compliance Program.  

 

Please see the False Claims And Whistleblower Protection policy. 

 

BUSINESS AND FINANCIAL INFORMATION: 

 

Accuracy, Retention, and Disposal of Documents and Records: 

 

SVMC is committed to keeping accurate and complete records in accordance with applicable 

federal and state laws and regulations and SVMC policies and procedures. 

 

Each SVMC staff member is responsible for the integrity and accuracy of our organization’s 

documents and records, not only to comply with regulatory and legal requirements, but also to 

ensure that records are available to support SVMC’s business practices and actions. No one may 

alter or falsify information on any record or document. Records must never be destroyed in an 

effort to deny governmental authorities information that may be relevant to a government 

investigation. 

 

Medical and business documents and records are retained in accordance with the law and SVMC 

record retention policy. Medical and business documents include paper documents such as letters 

and memos, computer-based information such as e-mail or computer files on disk or tape, and 

any other medium that contains information about the organization or its business activities. It is 

important to retain and destroy records only according with our policy. SVMC Staff must not 

tamper with records. No one may remove or destroy records prior to the specified date without 

first obtaining permission as outlined in the SVMC records management policy. 

 

To ensure the integrity of its records, SVMC shall maintain a comprehensive document system 

with policies and procedures covering the following with respect to all documents including 

information maintained in computer files: (a) creation, (b) distribution, (c) retention, (d) storage 

and retrieval, and (e) destruction. 

 

Please refer to the Records Management policy in the policy library for additional details. 

 

Coding and Billing for Services: 

 

SVMC communicates its billing policies to all of its patients prior to, or, at the time of service or 

admission. SVMC bills its patients for services rendered and provides itemized bills free of charge 

upon request. The patient financial services office responds to patient questions in a timely and 

courteous manner. Adjustments are made to correct any over or under billings. 

 

SVMC has implemented policies, procedures and systems to facilitate accurate billing to 

government payers, commercial insurance payers, and patients. These policies, procedures, and 

systems conform to pertinent federal and state laws and regulations. SVMC prohibits any SVMC 

Staff member from knowingly presenting or causing to be presented claims for payment or approval 

that are false, fictitious, or fraudulent.  

 

In support of accurate billing, medical records must provide reliable documentation of the services 
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SVMC provided. It is important that all individuals who contribute to the medical record provide 

accurate information and do not destroy any information considered part of the official medical 

record. Accurate and timely documentation also depends on the diligence and attention of Medical 

Staff members who treat patients in our facilities. Medical Staff Members are expected to provide 

SVMC with complete and accurate information in a timely manner.  

 

Confidential Information:  

 

You are prohibited from using any information about SVMC for your personal benefit. Business 

information should be disclosed only as required in the performance of your job duties or as 

authorized by SVMC management. Employees may be held personally liable for any benefit 

gained from improper use of this information or damages resulting from its disclosure. 

Employees who violate this policy may also face disciplinary action, up to and including 

termination. 

 

All SVMC communication systems, including phone systems, voice mail, portable electronic 

devices, Internet and Intranet access and e-mail, are company property and are to be used for 

business purposes. Reasonable and limited personal use of these resources is permitted; however, 

these communications may be monitored. You should assume that your personal communications 

on company-owned or maintained systems are not private. Patient and confidential information 

should not be sent through any communication system unless it is sent through a secure system 

which complies with HIPAA. Anyone who abuses SVMC information systems or uses them 

excessively for non-business purposes will be subject to discipline. 

 

You are all responsible for using company resources and assets wisely, including time, materials, 

equipment, supplies and information. These resources are to be maintained and used for business 

purposes only. The occasional use of items that are negligible in cost, such as telephones and 

insignificant copying, is permitted. The use of company assets for personal financial gain 

unrelated to the organization is not allowed. All employees must obtain prior written approval 

from their supervisor to use company assets for charitable reasons. 

Please see: Email policy; Information Security policy; Workstation Use and Security and 

Internet policy.  

 

 

 

 

 

 

 

 

 

 

 

 

 

Charity Care: 

 

  Q&A    Computer Security 

QUESTION:  I am out of town and need confidential information from my office 

computer.  I call the office and ask my assistant to get the information for me. To do so, 

I must tell him my computer security password.  Have I violated SVMC policy? 

ANSWER:  Yes.  You may forward emails to your assistant or other designee to be read 

while you are away, but it is a violation of IT Security policies to disclose computer 

passwords.  You are responsible for protecting your password, and for the use or 

misuse of the same. 
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SVMC is a not for profit organization, which provides hospital services to the community of 

Porterville and the greater area of Southeastern Tulare County. SVMC is committed to meeting 

the health care needs of all patients in the community, including those who may be uninsured or 

underinsured. As part of fulfilling this commitment, SVMC provides medically necessary 

services, without cost or at a reduced cost, to patients who qualify in accordance with program 

requirements.  Please see the Financial Assistance – Full Charity Care and Partial Discount 

policy 

 

 

 

Conflict of Interest: 

 

A conflict of interest is any situation in which financial or other personal considerations may 

compromise or appear to compromise your integrity in business judgment, delivery of patient 

care, or ability to perform your job or responsibilities. A conflict of interest may arise if you 

engage in any activities to advance your personal interests at the expense of SVMC. 

 

An actual or potential conflict of interest occurs when any person in a position to influence a 

decision which could result in personal gain for that individual, a relative or a friend as a result of 

the SVMC’s business dealings. A relative is any person who is related by blood or marriage, or 

whose relationship with the person is similar to that of persons who are related by blood or 

marriage, including a domestic partner, and any person residing in the person’s household.  You 

have a duty to disclose to their supervisor and the Compliance/Privacy Officer if you believe that 

you have a financial interest which could put you in a conflict of interest situation.   

 

Political Activity: SVMC and its employees are prohibited from expending public funds to 

promote a candidate in an election campaign. This means no SVMC employee shall partake in any 

form of support for a political candidate while on company time. Such an infraction could 

jeopardize SVMC’s status as a not-for profit entity. Nor are employees permitted to endorse any 

candidate or political entity as a representative of SVMC. Such an infraction could jeopardize 

SVMC’s status as a not-for-profit entity.  Please see Compliance - Conflict of Interest policy in the 

policy library for more information. 

 

 

 

 

 

 

 

 

 

 

 

 

Gifts and Business Courtesies: 

 

Q&A    Political Contributions or Activities 
 

QUESTION:  I work for the committee to re-elect a local political candidate. Can I 

distribute campaign brochures to other SVMC employees?  Can I wear a 

candidate button? 

ANSWER:  No.  You may not distribute campaign material on SVMC property, or 

otherwise campaign for the candidate while on duty.  You are, however, free to 

distribute this material after hours in non-work areas and off campus 
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SVMC mandates limitations and conditions concerning the exchange of gifts and business 

courtesies from outside sources to SVMC employees and associates. It is not permitted to accept 

any amount of cash or cash equivalent (check, money order, credit card, or gift card/gift certificate 

during the course of your duties as an agent, employee, volunteer or contractor of SVMC, from 

any person or entity.  Acceptance of gifts (tangible items) or favors during the course of your 

duties from any person or entity, with a value in excess of $50.00, is not permitted.  

 

Patients may donate to the Sierra View Foundation or other charitable organization in the name of 

the SVMC employee or employees they wish to recognize 

 

 

Promotional items from vendors may be accepted as long as they are nominal in value ($10.00 or 

less). Promotional items include, but are not limited to pens, notepads, mugs, binders or similar 

items which are pre-printed or embossed with the logo of a vendor or product name. Any gifts that 

are embossed or preprinted with the logo of a vendor or product name that exceed the $10.00 

value are unacceptable even if they do not reach the $50.00 limit.   

 

It is the responsibility of the Department leadership to monitor the value of all gifts received, and 

to contact the Compliance Department should there be a question as whether a gift is appropriate 

or not.  Please see policy:  Compliance, Gifts and Business Courtesies, Exchange of  

 

 

 

 

 

 

 

 

 

 

 

 

 

Outside Employment and Business Interests: 

 

SVMC recognizes that some employees may hold additional jobs outside their employment with 

SVMC.  In accordance with California Government Code section 1126, employees of SVMC 

are permitted to engage in outside work or hold other jobs to certain restrictions based on 

reasonable business concerns.  EXEMPT EMPLOYEES ONLY: Outside employment for 

exempt employees requires prior written approval from your respective vice-president.   

 

You are not permitted to work on any personal business venture on the SVMC premises or 

while working on SVMC time. In addition, employees are not permitted to use SVMC 

equipment, telephones, computers, materials, resources or proprietary information for any 

outside work. You must abstain from any decision or discussion affecting SVMC when serving 

as a member of an outside organization or board or in public office, except when specific 

permission to participate has been granted by the SVMC’s Compliance Officer. 

Q&A    Accepting Gifts 
 

QUESTION:  I work on a unit in the hospital.  Upon being discharged, a grateful 

patient offered me $20 in cash to thank me for the care they received. May I keep 

the cash? 

ANSWER:  No.  You may not accept any amount of money in the form of cash, 

check, or pre-paid credit card from anyone in relation to your position or job 

performance at SVMC. 
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Please see: Outside Employment policy in the policy library for more information.  

 

Contracting with SVMC: 

 

You may not contract with SVMC to be a supplier, to represent a supplier to SVMC, or to work 

for a supplier to SVMC while you are an employee of SVMC. In addition, you may not accept 

money or benefits, of any kind, for any advice or services you may provide to a supplier in 

connection with its business with SVMC. Please see Compliance - Conflict of Interest policy in 

the policy library for more information. 

 

Government Investigations: 

 

It is SVMC’s policy to comply fully with all state and federal laws and regulations. SVMC will 

cooperate with any reasonable request for information from any governmental entity. In doing so, 

however, it is essential that our employees’ legal rights and the legal rights of the company are 

protected. It is also important that government requests for information be responded to in an 

accurate, complete and timely manner. Notify your supervisor, Vice-President and/or 

Compliance/Privacy Officer immediately if you receive a subpoena, search warrant or other legal 

document from a government agency regarding SVMC’s business, whether at home or in the 

workplace. 

 

SVMC encourages employees to cooperate with governmental authorities conducting an 

investigation; no adverse action will be taken against you for any lawful cooperation. Be aware 

that the law guarantees each person the right to be represented by legal counsel during any 

investigation or inquiry by any governmental agency. In such a scenario, SVMC will likely also 

be represented, and you should be aware of the opportunity for such representation. You are not 

legally required to notify SVMC of your cooperation with governmental authorities in an 

investigation; however, we would appreciate such notification. 

 

For more information on government search warrants or unannounced visits by auditors/ 

investigators, please refer to the– Government Search Warrants and Unannounced Visits policies 

located in the policy library. 

 

Exclusion List: 

 

SVMC will not employ or conduct business with an individual or entity listed on a government 

exclusion list. Medical treatment provided to government insured patients (Medicare, Medicaid, 

TRICARE, etc.) cannot legally be billed for reimbursement if a person or entity on an exclusion 

list had any part in the care of that patient, whether direct or indirect, including the provision of 

equipment or supplies involved in the patient’s treatment. Nor can an excluded person or entity 

have any part in the billing process for the care of a government insured patient.  In addition, any 

service ordered or directed by an excluded physician is excluded from coverage under the Federal 

healthcare programs. For a hospital violating this law (by knowingly or in some cases even 

unknowingly employing or doing business with a person or entity on an exclusion list), penalties 

can be severe.  By signing the attestation, you agree that you will immediately self-report to 

management and the Compliance/Privacy Officer if you receive notification of being excluded 

from participation in federal and/or state health care programs, including Medicare and MediCal 
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or any government reimbursement program. 
 

Please see Compliance - Sanctions Screening policy in the policy library. 

 

 

 

 

 

 

 

 

 

 

 

 

 Formatted: Right:  0.13"

38 



 Compliance Department Policy & Procedure Manual 

 

SUBJECT:  

COMPLIANCE AUDITING AND MONITORING 

SECTION:   

 

Page 1 of 8 

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

 

 

PURPOSE:  

 

To establish the manner by which Sierra View Medical Center (SVMC) will effectively and efficiently 

audit and monitor identified risk areas related to federal, state and local laws and regulations, as well as 

organizational policies, procedures, and standards of conduct. 

 

POLICY: 

 

The Compliance Officer (CO), and leadership, shall be responsible to ensure that ongoing auditing and 

monitoring is properly executed, documented, and evidenced in accordance with the OIG auditing 

standards. 

 

DEFINITIONS: 

 

Monitoring: Day to day observance to ensure processes and procedures are in compliance with laws, 

regulations and local policies, which should be performed by the process owners. 

 

Auditing: An objective, independent and formalized measure of compliance with either a procedure or 

outcome. Focus should be on areas of inherent or residual risk. 

 

AFFECTED AREAS/PERSONNEL: ALL EMPLOYEES 

 

PROCEDURE: 

 

1. Department directors, managers and supervisors are charged with the responsibility of monitoring 

all their departmental processes and procedures for compliance. 

 

2. The CO and/or Compliance Committee will recommend and facilitate auditing and monitoring of 

identified risk areas (with emphasis on auditing). Risk areas may be identified through the regular 

course of business, external alerts, or internal reporting channels. Special attention will be given 

to the annually released Office of Inspector General’s (OIG) Work Plan, which identifies specific 

topics of most concern to government agencies. Items on the OIG Work Plan which appear most 

applicable to SVMC will be strongly considered for internal audits. 

 

3. Probe audits should be conducted a minimum of once per quarter (variation may occur based on 

size/scope of audit). Probe audits are smaller in scale, designed to quickly gauge if a particular 

process is performing acceptably, as opposed to a robust audit which identifies a more exact error 

rate. Sample size can vary depending on the risk and impact of having out-of-specification 

findings, and anticipated outcome. In general, most probe audits in this facility would be well-

supported by a sample size of 30 to 100. 

 

4. A probe audit producing significant findings will warrant a more robust audit, especially if a 

payback to the Centers for Medicare and Medicaid Services (CMS) is anticipated. The probe 

audit should be completely random, with the sample selection performed in such a manner as to 

prevent bias. Use of the OIG-sponsored “Rat-Stats” program is recommended, or at least its 

methodology, in determining sample sizes and selecting random samples. 
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5. The attached planning document (attachment 1) will assist auditors in defining the 

parameters of the audit, and producing CMS-approved payback estimations. 

 

6.5. Acceptable audit error rates will vary depending on the particular subject, but often a figure of 

10% is utilized in the healthcare profession as a maximum allowable limit. In which case, audits 

producing less than a 10% error rate would require corrective action (reimbursement); 

performance improvement measures could be enacted, but no further action may be required. For 

audits producing greater than a 10% error rate, a payback plan would need to be comprehensive 

and require advice by legal counsel, especially if systematic negligence or criminal conduct is 

suspected. Significant error rates generally indicate a trend dating back to an earlier point in time. 

Findings will be communicated to the department leader, who will be responsible for developing 

and implementing a corrective action plan to address identified issues. A corrective action plan 

would be mandatory. In either case, findings of errors will be reported to the responsible director, 

who will be referred to the Audit Review and Resolution policy for how to implement corrective 

action.  

 

7.6. Any audit producing significant findings (resulting in a corrective action plan) shall require a 

follow-up audit, to be scheduled on a date after corrective action has been performed. The 

purpose will be to measure the effectiveness of the corrective action. This follow-up audit need 

not be as robust as the initial audit.  Following a significant problem, random audits (sample size 

= 30) will be conducted once per quarter for at least two consecutive quarters. If the error rate 

remains at <10% after the first two quarters, the audits can be discontinued. 

 

8.7. Directors will be primarily responsible for conducting and/or overseeing their own monitoring 

activities. Audits, however, will generally be performed with direction and guidance from the CO 

and Compliance Committee, and may involve contracted professionals. The CO will ensure the 

audits are conducted in accordance with guidelines set forth by the OIG. 

 

9.8. The CO will verify completion of audits and any corrective action measures arising from them. 

The CO will also be required to validate corrective measures that address any weaknesses 

identified by the process. 

 

10.9. The CO is responsible for regular, periodic reporting, but no less than annually, to the CEO 

and/or Board of Directors on the general status and outcome of compliance auditing and 

monitoring. 

 

ATTACHMENTS 

 

Sample Planning Document 

 

REFERENCES:  

 

• U.S. Department of Health & Human Services. (July 2018). Audit Protocol.  Retrieved from 

https://www.hhs.gov/hipaa/for-professionals/compliance-enforcement/audit/protocol/index.html.  

 

CROSS REFERENCES:  
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• Compliance Reviews and Assessments  

• COMPLIANCE PROGRAM/PLAN  Field Code Changed
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 SAMPLE PLANNING DOCUMENT 

 

 

Approvals  Signatures      Date 

 

Auditor in Charge ___________________________________  ___________ 

Senior Auditor  ___________________________________  ___________ 

Audit Manager ___________________________________  ___________ 

Statistical Specialist ___________________________________  ___________ 

 

 

1. Review Objective: ______________________________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

         

2. Population: ____________________________________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

  

3. Sampling Frame: _______________________________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

 

4. Sample Unit: __________________________________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

 

5. Survey and Background Information: _______________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

 

6. Sample Design: ________________________________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

 

7. Sample Size: ___________________________________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

          

8. Source of Random Numbers: ______________________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

 

9. Method of Selecting Sample Items: _________________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 
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10. Review Time Per Sampling Unit: _________________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

 

11. Characteristics to be Measured: ___________________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

 

12. Treatment of Missing Sample Items: _______________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

 

13. Estimation Methodology: ________________________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

 

14. Other Evidence: _______________________________________________________ 

_____________________________________________________________________________________

___________________________________________________________ 

 

15. Description of How Results will be Reported: _______________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________

______________________________________________ 
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SAMPLE PLANNING DOCUMENT DEFINITIONS 

 

1. Review/Audit Objective 

Discuss the basis for determining that sampling is needed to meet the audit objective. Describe what is to 

be achieved and the procedures, or combination of procedures, to be applied to achieve the audit 

objective.  

 

2. Population 

The population or universe is the group from which information is desired. In other words, the population 

is the whole set of items on which to base a conclusion. The working papers should include a description 

of the population, the source document or the transaction to be tested, and a definition of the period 

covered by the test. For example, if the plan is to review all the outpatient claims submitted for payment 

by Dr. “A” in CY 2001, then the outpatient claims submitted for payment during CY 2001 by Dr. “A” 

become the population or universe. When multiple locations are involved, consider all or several locations 

as one population for drawing a sample if controls of each location are components of one overall control 

system.  

 

3. Sampling Frame 

The sampling frame is the totality of the sampling units from which the sample will be selected. How the 

sampling frame differs from the population and the effect it will have on the conclusions drawn from the 

results should be documented in the working papers. 

 

4. Sample Unit 

A sampling unit is any of the designated elements that compose the population of interest - for example, a 

psychiatric services claim, an inpatient claim, an outpatient claim, or a cost report line item. 

 

5. Survey and Background Information 

This section is used for describing information gathered during the survey that is relevant to the statistical 

sampling plan.  

 

6. Sample Design 

This is the type of sampling design to be used. Commonly used sample designs include simple random 

sampling, stratified sampling, and multistage sampling. This section of the Sample Planning Document 

also includes a description of the strata in a stratified sample design and the stages of a multistage 

sampling plan.  

         

7. Sample Size 

Judgment is used in selecting the sample size. Specifically, judgment is used to determine three factors: 

the confidence level, the tolerable error rate (maximum rate of deviations from the prescribed control that 

is acceptable without altering the preliminary assessment of control effectiveness), and the expected 

population deviation rate (expected error rate). Once these factors are considered, sample selection 

software can be used to find the sample size. The OIG uses RATSTATS, which is a package of statistical 

software tools for performing random samples and evaluating the results.  

The sample size is discussed in the Sample Planning Document. The OIG Office of Audit Services' Audit 

Policies and Procedures Manual, Chapter 20-20-02, Sampling and Estimation Techniques in Auditing, 
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dated August 1, 2001, includes a discussion of sample sizes that should be included in this section of the 

Sample Planning Document. The sample sizes discussed in the manual are included below.  

 

8. Source of Random Numbers 

The source for the random numbers used to select sample items is included in the sample planning 

document. The OIG uses the OAS Statistical Sampling Software (RAT-STATS).  

 

9. Method of Selecting Sample Items 

The method of selecting the sample items using the random numbers is also included in this section of the 

Sample Planning Document.  

 

10. Review Time per Sampling Unit 

Staff resources should be considered when developing the sampling plan. The time needed to select the 

sample, locate the sample units - claims, financial statements, and so on - and the time needed to review 

and analyze the sample units are important factors in designing a sampling plan.  

 

11. Characteristics to be Measured 

The purpose of using statistical sampling is to determine the extent to which an error or combination of 

errors is present in the population under study. This information should be included in item 11 of the 

Sample Planning Document. For example, the purpose of the sample is to estimate the value of 

overpayments due to duplicate payments. The characteristics to be measured are the conditions that 

should be present for the sampled item to be considered a duplicate. The amount associated with each 

duplicate payment is the measurement of the overpayment. 

          

12. Treatment of Missing Sample Items 

Oftentimes, sample items cannot be found. The audit objectives and the characteristics being analyzed 

have a bearing on how the missing sample items should be handled. The Sample Planning Document 

should contain a procedure for handling missing sample items.  

 

13. Estimation Methodology 

The sampling plan should include a description of the estimates to be reported, the rationale for using the 

estimates, and how they will be calculated. The sample design and the objective of the audit affect the 

methodology for estimations and the estimate calculations. Attributes sampling is used to estimate the rate 

or proportion of a characteristic or group of characteristics in a population. Variables sampling is used to 

estimate quantitative characteristics, usually dollars, in a population.  

For recovering overpayments, OIG uses the lower limit of the 90% two-sided confidence interval. For 

savings estimates or cost avoidance, OIG uses the appropriate estimator and discloses the mean point 

estimate in the audit report.  

 

14. Other Evidence 

Although sample results normally stand on their own in terms of validity, OIG will combine sample 

results with other evidence in arriving at audit conclusions, and it includes this discussion in the Sample 

Planning Document.  
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15. Description of How Results will be Reported 

This section of the Sample Planning Document should be used to explain how much of the sampling 

techniques will be presented as well as how and where in the audit report the results will be presented. 

This section should explain any caveats and other circumstances bearing negatively or positively on the 

sample results. 
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PURPOSE: 

 

To define the confidentiality requirements of all individuals who work in the Compliance Office and 

members of the Compliance Committee. 

  

POLICY:   

 

Employees in the Compliance Office and members of the Compliance Committee (CC) have access to 

confidential information. This includes patient, employee, and business information of a sensitive nature 

that is not known to the public and/or the employee population. Anyone assigned to the Compliance 

Office or CC must not disclose such information to unauthorized individuals. Furthermore, they must 

agree in writing to take appropriate steps to protect sensitive information from unauthorized access and 

inappropriate disclosure  

 

Confidential information is defined to mean “all information learned in the course of employment with 

Sierra View Medical Center (SVMC) and which is unknown to the general public and/or the employee 

population.” This includes, but is not limited to, financial information, technical information, information 

relating to the contents of contracts, or any other proprietary or valuable information of SVMC and its 

related entities. This also includes sensitive information concerning patients, employees, and vendors.  

 

AFFECTED AREAS/PERSONNEL: COMPLIANCE OFFICER, COMPLIANCE EMPLOYEES AND 

COMPLIANCE COMMITTEE 

 

PROCEDURE: 

 

1. During their employment with SVMC, employees working in the Compliance Office, and CC 

members having access to confidential Compliance Office information, must agree in writing not 

to disclose any confidential information regarding SVMC or its clients to any person, firm, 

corporation, association, or other entity for any reason or purpose whatsoever; nor shall they 

make use of such confidential information for personal advantage.  This will be accomplished by 

requiring all Compliance Office employees and CC members to sign a “Compliance Office 

Confidentiality Agreement.”   

 

2. Upon termination of employment with SVMC, employees working in the Compliance Office, and 

CC members having access to confidential Compliance Office information, must agree not to 

retain any original or copies of any file, document, record, or memorandum relating in any 

manner whatsoever to their confidential compliance related employment with SVMC.  All such 

files, documents, records and memoranda in their possession will be immediately returned to 

SVMC upon termination of employment. 

 

CROSS REFERENCE:  

 

• Compliance Committee Policy  
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CONFIDENTIALITY AGREEMENT 
 
 

 

Any information or documentation I have been furnished by or obtained from or through 

the Compliance Committee or the Compliance Officer is confidential and sensitive. I will 

maintain the confidentiality of such information or documentation and will not discuss it with 

nor furnish it to anyone other than the Compliance Officer, the Attorney for the Hospital, the 

Compliance Committee (in a meeting of that Committee), the Chief Executive Officer or a 

member of the Board of Directors of Sierra View Medical Center (SVMC). 

 

In undertaking or participating in any research, review or investigation at the request of or 

to assist the Compliance Committee or the Compliance Officer, I may develop, use or be 

involved with personal or confidential information concerning employees, physicians or patients. 

I will maintain the confidentiality of information, documentation and results derived from or 

obtained through any such research, review or investigation and will not discuss them with or 

furnish them to anyone other than the Compliance Officer, the Attorney for the Hospital, the 

Compliance Committee (in a meeting of that Committee) or the Chief Executive Officer of 

SVMC. 

 

I further understand that my duty to maintain the information in confidence imposed hereunder 

shall survive my resignation or termination from this Committee or my termination of 

employment for whatever reason from this organization. 

 

 

 

 

 

Signature/Date 

 

 

Printed Name/Title 

 

 

Compliance Officer/Date 
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PURPOSE: 

 

To establish infection control standards for selection, review and approval of changes to established 

Environmental Protection Agency (EPA) and Food and Drug Administration (FDA) approved cleaning 

products.  

 

POLICY: 

 

Products selected and used at Sierra View Medical Center (SVMC) for cleaning and disinfecting will be 

EPA- approved and FDA-approved products. These products will be reviewed and approved by the 

Pharmacy and Therapeutics/Infection Prevention Council annually, or no less than every two years. 

 

AFFECTED PERSONNEL/AREAS: ALL AREAS 

 

PROCEDURE: 

 

To make the right selection of a product: 

 

A. Study the manufacturer’s recommendations carefully, particularly the restrictions. 

 

B. Consult with the microbiologist for assistance in interpreting company claims and laboratory 

studies. 

 

C. Be sure which products can be used in specific areas and on particular types of equipment. 

 

D. Be sure that personnel will have the necessary personal protective equipment (PPE), such as 

gloves, and can be properly instructed in the use of the product. 

 

E. Purchase products in sizes appropriate for storage, usage, and economy. 

 

The three main categories of disinfectants used at SVMC are: phenolic, quaternary ammonium 

compounds and iodine solution.  Each is generally used for certain purposes only. 

 

A. Phenolic 

 

These are highly effective disinfectants and are used on surfaces that do not have direct contact 

with patients.  They act as bactericidal, fungicidal, viricidal, and tuberculocidal.  The 

effectiveness of the phenolic solutions depends on the strength and combination of ingredients in 

a particular product. 

 

 

B. Quaternary Ammonium Compounds 

 

These are most commonly used in the food service area because they destroy or inhibit the 

organisms most commonly found in these areas.  They are effective against vegetative bacteria, 
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enveloped virus, and some fungi. They are less caustic than the phenolic and do not have the 

pungent odor of the phenolic. 

 

C. Iodine Solutions 

 

Iodine solutions have been used in health care settings primarily as antiseptics on skin/tissue. 

Idophors have been used both as antiseptics and disinfectants because they act as bactericide and 

viricide. Besides its use as antiseptic, idophors can be used on equipment that is not highly soiled, 

such as endoscopes and thermometers. 

 

 

NOTE:  Hospitals must attempt to keep down the number of different products stocked for disinfection 

uses.  Thus, proper selection is extremely important.  The products chosen should be effective for the job 

to be done, and personnel should be fully instructed in proper usage.  New products should be given a 

controlled trial period. 

 

 

REFERENCES: 

• Basak SS, Adak A. Physiocochemical methods for disinfection of contaminated surfaces – a way to 

control infectious diseases. J Environ Health Sci Eng. 2024:22 (1): 53-64. Published 2024 March 

7. Accessed April 23, 2026 from: https://pmc.ncbi.nlm.nih.gov/articles/PMC11180059/#Sec3 

• Rutala WA, Weber DJ and the Healthcare Infection Control Practices Advisory Committee 

(HICPAC).  Guidelines for Disinfection and Sterilization in Healthcare Facilities, 2008.  CDC 

Update June 2024.  Accessed March 6, 2026 from: 

https://www.cdc.gov/infectioncontrol/guidelines/disinfection/ 

• The Joint Commission. (2026) Infection Prevention and Control. IC.04.01.01, EP 3 - Disinfection and 

Sterilization. Accessed March 9, 2026 from: 

https://powerdms.com/manuals/publication/100516/general/standard/24714168 
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SCOPE OF SERVICES: 

 

The scope of Sierra View Medical Center (SMVC)'s Emergency Operations Plan is to provide for a 

program that ensures effective mitigation, preparation, response and recovery to disasters or emergencies 

affecting the environment of care.  This hospital has developed an “all hazards” approach that supports a 

level of preparedness sufficient to address a wide range of emergencies regardless of cause. The program 

is applied to Sierra View Medical Center, Distinct Part Skilled Nursing Facility, Cancer Treatment 

Center, Ambulatory Surgical Department, Wound Healing Center, Urology Clinic, Sierra View 

Community Health Clinic, Clinical Lab, Surgery Clinic and Medical Office Building of Sierra View 

Medical Center. The Emergency Operations Plan (EOP) and associated Emergency Management Program 

extend to all inpatient and outpatient service line programs, ancillary services, support services and all 

facilities including patient care, business occupancies and temporary alternate care sites of Sierra View 

Medical Center. The plan also affects all staff, volunteers, contract staff, medical staff and associates, 

including contracted services of Sierra View Medical Center.  

 

OBJECTIVES: 

 

• Six (6) critical areas of emergency response shall be managed in order to assess the hospital’s needs 

and prepare personnel to respond to incidents.  The six critical areas are: 

 

− Communication 

 

− Resources and assets 

 

− Safety and security 

 

− Personnel responsibilities 

 

− Utilities management 

 

− Patient clinical and support activities 

 

• The objective of the Emergency Operations Plan is to effectively prepare for, manage an emergency, 

and restore the facility to the same operational capabilities as pre-emergency levels, to include the 

following:  

 

− Identify procedures to prepare and respond to potential disasters or emergencies 

 

− Provide education to personnel on the elements of the Emergency Operations Plan 

 

− Establish and implement procedures in response to an assortment of disasters and emergencies 

 

− Identify alternate sources for supplies and services in the event of a disaster or emergency 

through establishing mutual-aid agreements with neighboring hospitals and/or healthcare 
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systems; public health departments; hazardous materials response teams; local fire department; 

local police departments; area pharmacies; medical supply vendors 

 

− Identify recovery strategies and actions to be activated in the event of a disaster or emergency 

 

GOAL: 

 

Meet with local schools to plan and perform an evacuation drill on a district campus. Work with the 

Central California Healthcare Coalition to update and approve the Memorandum of Understanding 

(MOU) between the hospitals in the Coalition. 

RESPONSIBILITY: 

 

• The Safety Officer, in conjunction with the Safety Committee, is responsible for developing, 

implementing and monitoring all aspects of the Emergency Operations Plan, including hazard 

vulnerability analysis, mitigation, preparedness, response and recovery.  

 

− The Safety Officer shall also track National Incident Management System (NIMS) 

implementation. 

 

− It is understood that the Safety Officer has a working knowledge of emergency management, 

hospital operations (daily operations and emergency operations) and the Hospital Incident 

Command Center operations. 

 

• Hospital leaders, as well as medical personnel, shall actively participate in the organization’s 

Emergency Operations Plan. 

 

• The Emergency Operations Plan shall be developed in coordination with community agencies. 

 

− The Hospital shall communicate its needs and vulnerabilities to community emergency response 

agencies, and identify the capabilities of the community in meeting the needs of the hospital. 

 

SPECIFIC PROCEDURES IN RESPONSE TO A VARIETY OF EMERGENCIES BASED ON A 

HAZARD VULNERABILITY ANALYSIS PERFORMED BY THIS HOSPITAL: 

 

• The Hospital has developed specific procedures in response to potential disasters and emergencies 

that may occur.  Additionally, the Hospital will perform routine Hazard Vulnerability Analysis 

(HVA) to identify areas of vulnerability and undertake provisions to lessen the severity and/or impact 

of a disaster or emergency that could affect the services provided by the Hospital.   

 

• The HVA is evaluated on an annual basis and input from the local fire department and community 

agencies will be obtained to assure that the Hospital is aware of hazards in the community to which 

an emergency response may be required. 
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• This hospital has developed a Utilities Disruption Matrix designed to provide available operational 

hours prior to departmental shut down or commencing of evacuation procedures. The Utilities 

Disruption Matrix is based on the hospital being self-sufficient for up to 96 hours without the 

assistance of external resources. 

 

• For each emergency identified in the hospital’s HVA, the following shall be defined: 

 

− Mitigation activities that are designed to reduce the risk of and potential damage due to an 

emergency 

 

− Preparedness activities that organize and mobilize essential resources 

 

− Response strategies and actions to be activated during the emergency 

 

− Recovery strategies/actions that will help to restore the systems that are critical to resuming 

normal operations of the Hospital 

 

− A documented inventory of assets and resources on-site that are needed during an emergency.  At 

a minimum, this inventory should include: 

 

♦ Personal Protective Equipment (PPE) 

♦ Water 

♦ Fuel 

♦ Staffing 

♦ Linen 

♦ Cleaning Supplies 

♦ Food 

♦ Medical and surgical resources 

♦ Pharmaceutical resources 

 

− The inventory of assets and resources shall be evaluated on an annual basis or as needed 

 

− Methods shall be in place for the monitoring of the inventory of assets and resources during an 

emergency 

 

 See Hazard Vulnerability Analysis (HVA) Policy / Utilities Disruption Matrix 
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DEFINE AND INTEGRATE THE FACILITY'S ROLE WITH THE COMMUNITYWIDE 

EMERGENCY OPERATIONS EFFORTS TO PROMOTE INTEROPERABILITY BETWEEN 

THE FACILITY AND THE COMMUNITY: 

 

• The Emergency Operations Plan shall be tested.  Exercises shall be developed based on the Hospital’s 

HVA.  Exercises should validate the effectiveness of the Emergency Operations Plan and identify 

opportunities to improve. 

 

• The Emergency Operations Plan shall be tested a minimum two (2) times per year, either in response 

to an actual emergency or in a planned exercise. 

 

• One (1) exercise per year shall include an influx of volunteer or simulated patients.  

 

• At least one (1) exercise per year shall be evaluated to see how effectively the Hospital performs 

when the Hospital cannot be supported by the local community for up to 96 hours.  (Tabletop sessions 

are acceptable to meet the community portion of this exercise.) 

 

• If applicable, the Hospital will participate in at least one (1) community-wide drill annually that is 

relevant to the priority of emergencies identified in the hazard vulnerability analysis.  (Tabletop 

sessions are acceptable to meet the community portion of this exercise.) 

 

• The Manager of the Environment of Care is identified as the designee whose sole responsibility 

during emergency response exercises is to monitor performance and document opportunities for 

improvement. 

 

• The Hospital cooperates with all local, county and state emergency management drills. The Safety 

Officer is a member of the countywide emergency management system and coordinates with other 

agencies any large scale drills. Tulare County Department of Public Health & Human Services 

Agency/Emergency Medical Services (EMS) and statewide disaster planning efforts coordinate with 

local police, fire and ambulance services in conjunction with the acute care facilities. 

 

See Emergency Operations Plan - Hospital Incident Command System Responsibilities Job 

Checklists, Hospital Command Center Policy and Emergency Management Evaluation Policy. 

 

COMMAND STRUCTURE: 

 

The command structure utilized by this facility in coordination with the community-wide command 

structure is the Hospital Incident Command System (HICS). 

 

INITIATING THE PLAN, INCLUDING DESCRIPTION OF PLAN ACTIVATION: 

 

The plan will be initiated when it has been determined that a disaster or emergency has occurred or has 

the potential for occurring. 
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Definition of Emergency: 

 

• The Joint Commission’s definition of an emergency is “a natural or man-made event that 

significantly disrupts the environment of care; that significantly disrupts care and treatment; or that 

results in sudden, significantly changed or increased demands for the organization’s services.  Some 

emergencies are called ‘disasters’ or ‘potential injury-creating events’.” 

 

When the facility is notified of an emergency, the person receiving notification will immediately notify 

the Chief Executive Officer or his/her designee of the situation, whether it be an internal or external 

emergency. The Nursing House Supervisor will respond to the site of an internal emergency and report 

back to the Chief Executive Officer, or his/her designee, the status of the situation. The Chief Executive 

Officer or his/her designee will evaluate the emergency to determine whether the Emergency Operations 

Plan will be activated.  If the plan is to be activated, the Chief Executive Officer or his/her designee will 

notify the Switchboard Operator to call “Triage Code 1” (Internal) or “Triage Code 2” (External). 

 

The Chief Executive Officer or appointed designee will assume responsibility of the Hospital Incident 

Command Center and activate the appropriate positions noted on the Incident Management Team Chart as 

deemed necessary for the occurrence. 

 

• Until the Incident Command System is in place, the Chief Executive Officer or his/her designee will 

determine if the Labor Pool will be opened depending on the size of the emergency.  If the Labor 

Pool is not opened, the House Supervisor may assign additional help to the Emergency Area as 

needed.  Additional personnel will be called in as needed via the staff callback system. 

 

• The House Nursing Supervisor will notify additional outside agencies that may need to assist the 

hospital in the event of an internal emergency. (i.e. fire department, police department or other 

agencies). 

 

The recovery phase will be initiated after the emergency is over and the Engineering Department has 

evaluated the facility.  The recovery phase of the plan is to be initiated by the Chief Executive Officer or 

his/her designee. 

 

COMMUNICATION: 

 

Notification of External Authorities: 

 

• The Hospital shall have a communications system in place, including two-way radio equipment and 

operators who are familiar with the equipment’s operation.  

 

• The hospital will provide for alternate communication methods in the event of a failure.  Two-way 

radio equipment and cell phones shall be available in the event of an emergency.  In the event that 

cell phones are not working, microwave communications satellite phones, ham radios or portable 800 

MHz radios may be used. 
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• The Security/Branch Director will approve media access to the facility, with only the appointed 

Public Information Officer interacting with the media. 

 

A medical record system will be used to meet the minimum requirements of emergency management 

operations. 

 

See Disaster Communications Policy – Emergency Operations Policy Procedure Manual 

 

PERSONNEL RESPONSIBILITIES: 

 

Notification of Personnel When Emergency Operations Plan is initiated: 

 

• In an emergency which is so widespread to be considered an emergency and/or involving mass 

casualties, all hospital personnel, regardless of position, are expected to report to the hospital for duty 

as soon as it is feasible to travel.  Each department director maintains a current callback list of all 

personnel.  Once the Emergency Operations Plan has been activated, the department director in 

cooperation with Human Resources will assign a staff member to initiate the callback list. 

 

• In the event that there are excess personnel, the Hospital Command Center will communicate with 

department directors regarding rescheduling of personnel for future needs. The medical staff will 

report to the Chief of Medical Staff or Medical Specialist Officer for assignments. 

 

See Hospital Incident Command System Responsibilities Job Checklists. 

 

Alternate Roles and Responsibilities of Personnel During Emergencies: 

 

• Personnel may not be assigned to their regular duties.  Personnel will be asked to perform various 

jobs, which will be considered vital to the effective operation of the hospital.  Personnel will be 

assigned duties based on the needs of the hospital.  If personnel are not needed in their usual 

units/departments, they will be sent to the Labor Pool for assignment. 

 

See Hospital Incident Command System Responsibilities Job Checklists and Labor Pool Policy 

 

Identification of Personnel in Emergencies: 

 

• Personnel on duty during activation of the Emergency Operations Plan will be identified by picture 

identification nametag, which is to be worn at all times by all personnel while on duty.  

 

• Only persons wearing proper identification or possessing valid credentials shall be allowed entrance 

into the hospital during an emergency. 
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Personnel Activities and Support: 

 

• The Hospital has made provisions for staff support that can be implemented in the event of a 

community-wide emergency. Such provisions may include, but not limited to: 

 

− Temporary housing/lodging needs 

− Transportation needs 

− Family support needs, as necessary (including short term child care) 

− Incident stress debriefing and counseling 

Orientation and Training: 

 

• Personnel will attend orientation upon hire and annually thereafter, reviewing their specific roles and 

responsibilities during an emergency/disaster. 

 

• In-service education will be given to specific staff on the backup communication system and 

obtaining supplies/equipment in the event of an emergency/disaster. 

 

• The Safety Officer or designee is responsible for in-servicing personnel to the hospital wide 

Emergency Operations Plan. 

 

• The department directors are responsible for in servicing department personnel on the department 

specific responsibilities during an emergency/disaster. 

 

EMERGENCY CREDENTIALING OF CAREGIVERS: 

 

• To provide a mechanism for emergency credentialing and granting of privileges to volunteer/non-

staff licensed independent practitioners in the event of a disaster. 

 

The Chief Executive Officer or Chief of Staff or their designee(s) may grant emergency privileges upon 

presentation of a valid picture ID (issued by a state, federal, or regulatory agency) e.g., driver’s license or 

passport, and at least one of the following: 

 

• A current license to practice or primary source verification of the license. 

 

• Identification indicating that the individual is a member of a Disaster Medical Assistance Team 

(DMAT). 

 

• Identification indicating that the individual has been granted authority to render patient care in 

emergency circumstances, such authority having been granted by a federal, state or municipal entity. 
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• Presentation by current hospital or medical staff member(s) with personal knowledge regarding 

practitioner’s identity. 

 

Verification of Information: 

 

• Verification of the required information shall be done by the Medical Staff Office or designee as soon 

as feasible. A record of this information will be retained in the Medical Staff Office. 

 

Conditions of Emergency Privileges: 

 

• The emergency designee must practice under the direction and supervision of an existing member of 

the Sierra View Medical Center Medical Staff. 

 

See Emergency / Disaster Credentialing & Privileging Of Non-Staff Practitioners and Allied 

Professionals – Medical Staff Policy & Procedure Manual. 

 

Authorization for Volunteer Caregivers During Disasters – Emergency Operations Procedure 

Manual – Response & Assignment of Staff 

 

RESOURCES AND ASSETS: 

 

• The Hospital keeps a documented inventory of assets it has on site that would be needed in the event 

of an emergency or disaster.  At a minimum, the inventory should include: 

 

− Linen 

− Cleaning supplies 

− Personal protective equipment 

− Water 

− Food 

− Fuel 

− Staffing 

− Medical resources and assets 

− Surgical resources and assets 

− Pharmaceutical resources and assets 
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• Methods are established to monitor quantities of assets and resources during an emergency or 

disaster. 

 

• Arrange for emergency/disaster supporting services to be performed by local businesses, utility 

companies, government agencies and individuals.  Emergency/disaster supporting services may 

include: 

 

− Transportation 

− Communications 

− Traffic control 

− Food supplies 

− Utility maintenance 

− Medical supplies 

 

• These arrangements must be coordinated with the assistance of the Safety Officer, Tulare County 

Department of Public Health, or the local Emergency Management Agency Director, whenever 

possible.   

 

• The hospital shall estimate its emergency needs for each kind of support and, when feasible, arrange 

to have supporting supplies, equipment and manpower pre-designated for hospital use. 

 

• Essential supplies, pharmaceuticals, medical supplies, equipment, food, water, linen, cleaning 

supplies and utilities shall be provided to meet shelter requirements for up to 96 hours when the 

hospital cannot be supported by the community.  Procedures are in place for the procurement of 

additional supplies in an emergency. 

 

• In the event that the hospital cannot be supported by the local community for at least 96 hours, the 

Chief Executive Officer/Incident Commander, Incident Command staff, in consultation with 

community leaders, will evaluate the following options and implement those options that best serve 

the hospital and community: 

 

− Conservation of resources 

− Curtailment of services 

− Supplementing of resources from outside of the local community 

− Staged evacuation 

59 



   Emergency Operations Policy & Procedure Manual 

 

SUBJECT:  

EMERGENCY OPERATIONS PLANEMERGENCY 

OPERATIONS PLAN 

SECTION:   

Emergency Management Program 

Page 10 of 17 

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

 

Formatted: Font: Times New Roman, Bold

− Total evacuation 

See Emergency Management - Bed Space   Availability Form, Emergency Water Supply Policy, 

Equipment and Supplies - Emergency Management Policy. 

 

SAFETY AND SECURITY: 

 

• Efficient traffic flow must be established: 

 

− Prepare floor plans which designate areas for specific patient care functions and ensure that 

personnel are familiar with these plans 

 

− Prepare and have available traffic control tools to show external and internal routing of casualties 

and other traffic 

 

− Assign and train volunteers to perform traffic control and security functions 

 

• At the time the Emergency Operations Plan is activated, the Security Department personnel on duty 

will be responsible for locking all exits and entrances with the exception of the ambulance entrance. 

The security staff shall maintain control of entry and egress from the facility. Personnel of the 

hospital are required to wear badges identifying them as personnel.  Only persons with proper 

identification shall be admitted to the hospital during an emergency. 

 

See Disaster Response Security Policy – Emergency Operations Procedure Manual 

 

• Radioactive or Chemical Isolation and Decontamination: 

 

− There is a designated decontamination room with a separate ventilation system or ventilation 

shutoff available for radioactive or chemical isolation and decontamination.  Personnel are trained 

in the response to radiological, biological, chemical or hazardous material contamination. 

 

− Arrange with a local or State Emergency Management Agency Director (if applicable) for the 

training of hospital personnel who would perform the radiological monitoring of casualties and 

hospital areas and the acquisition of necessary radiological monitoring equipment. This 

equipment shall be stored in the hospital as a part of its essential emergency supply equipment. 

 

See Contamination With Radioactive Materials Policy – Emergency Operations Procedure 

Manual  

UTILITIES MANAGEMENT: 

 

• The hospital will provide for alternative sources of essential utilities, including: 

 

− An emergency source of electrical power capable of operating all essential electrical equipment 

and a plan for failure of back-up generators 

60 



   Emergency Operations Policy & Procedure Manual 

 

SUBJECT:  

EMERGENCY OPERATIONS PLANEMERGENCY 

OPERATIONS PLAN 

SECTION:   

Emergency Management Program 

Page 11 of 17 

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

 

Formatted: Font: Times New Roman, Bold

 

− An alternate source of safe water 

 

− An alternate source for medical gas and vacuum delivery 

 

− An alternate means of waste disposal in the event of sewage system failure 

 

− Sufficient fuel to last for at least 96 hours of expanded operation 

 

See Disruption of Services Procedure Policy, Disruption of Hospital Services Notification Policy,.  See 

additional policies in the Utilities Management subsection. 

 

PATIENT CLINICAL AND SUPPORT ACTIVITIES: 

 

• Management of Patients During Emergencies (i.e., Scheduling, Modification or Discontinuation of 

Services, Control of Patient Information and Patient Transportation): 

 

− Upon activation of the Emergency Operations Plan, normal admission requirements will be 

modified.  Initially, admissions to the hospital will be limited to those whose survival depends 

upon services obtainable only through hospital bed care. 

 

− Outpatient care will be restricted to those whose lives may ultimately depend upon the present 

expenditure of medical supplies and health manpower time. 

 

All elective admissions and procedures will be canceled, including elective surgery, non-emergent 

outpatient procedures and transferring patients who are stable to be discharged. 

 

• Patients may be transferred to other facilities, so that emergency victims may be accommodated. 

 

• Individuals may be redirected or relocated for a Medical Screening Exam in the event that the 

hospital’s Emergency Operations Plan is activated.  (Section 1135(b) of the Social Security Act 

§489.24(a)(2)). 

 

• In the event that the hospital’s Emergency Operations Plan is activated, persons may be transferred 

prior to being stabilized if, based upon the circumstances of the emergency, the hospital is unable to 

provide proper care, treatment or services.  (Section 1135(b) of the Social Security Act and CFR 

§489.24(a)(2)). 

 

See Admissions and Bed Capacity Policy – Emergency Operations Procedure Manual 

 

EVACUATION OF THE FACILITY: 

 

• When a situation arises requiring evacuation of patients from threatened or affected areas, safety of 

lives is Sierra View Medical Center's primary concern.  Authority to order an evacuation is vested 
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only in the Chief Executive Officer, his/her designee, or the Safety Officer. Patients shall be 

evacuated to an area of safety by whatever means are available.  Formal agreements are in place with 

ambulance services and alternate care sites to transfer patients as necessary.  

 

• All personnel have been trained in evacuation procedures.  Evacuation routes are posted throughout 

the hospital. 

 

• Relocation to alternate health facility or place of safety (i.e., churches, schools): 

 

− Prepare maps of routes to the relocation site 

− Confirm periodically the availability of the relocation site 

− Establish lists of supplies and equipment, by priority, to be relocated 

− Arrange adequate transportation for evacuation and relocation 

See Evacuation Procedure Policy – Emergency Operations Procedure Manual 

 

Establishing an Alternate Care Site When the Environment Cannot Support Adequate Patient Care: 

 

• Formal agreements are in place so that patients may be transferred to a facility that can provide 

adequate patient care.  The Liaison Officer will be responsible for inter-facility communication 

between the hospital and the designated alternative care site, and for retaining records of which 

patients were transferred to and/or from an alternative care site.  The patient care unit transferring the 

patient is responsible for obtaining copies of the patient’s medical records, gathering personal 

belongings and ensuring the patient’s medications are continued throughout the transfer.  If any 

hospital equipment is transferred with the patient, the patient care unit is responsible for documenting 

what equipment was transferred with the patient so that the equipment may be retrieved during the 

recovery phase post emergency.  The following agreements are in place: 

 

− Ambulance contract agreements for transfer of patients between facilities 

 

− Transfer agreements will be made between neighboring facilities 

 

− Emergency acquisitions of medical supplies, pharmaceuticals, food, equipment, water, linen, 

emergency repair services, etc. 

 

NOTE: Alternate care sites must be able to provide the necessary resources to care for patients, i.e., 

emergency power, site access and security, access to or the ability to obtain utility resources, such as 

medical gases, vacuum, etc., communications, personnel. 

 

See Evacuation Procedures Policy – Emergency Operations Procedure Manual 
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CONTINUING AND/OR RE-ESTABLISHING OPERATIONS FOLLOWING AN 

EMERGENCY: 

 

• The hospital has mechanisms in place to restore the operational capabilities of the facility to pre-

emergency levels.  Once the emergency is over, the Engineering Department, including the Facilities 

Manager,  Safety Officer, Risk Manager and administration representatives, will begin assessing the 

damage to the facility and the environmental concerns to determine whether the facility can safety 

provide medical care to the community and provide a safe environment for patients, personnel and 

visitors. 

 

− Pictures and/or videos will be taken of all damages to the facility’s buildings, grounds, 

equipment, etc., including all off-campus structures. 

 

− Architects, building inspectors and structural engineers may be called in to determine if the 

buildings are safe for occupancy. 

 

− All potential environmental concerns will be evaluated for proper function, i.e., hazardous waste, 

fuel tanks, to ensure there is not leakage into the local sewer or water system or any other impact 

on other environmental concerns. 

 

− Ensure personnel support programs have been instituted, i.e., crisis counseling, flexible work 

hours, cash advances, day care, particularly if personnel and the hospital have been directly 

impacted by the emergency. 

 

− Clear debris and secure unsafe buildings as necessary. 

 

− Restore internal and external communication devices. 

 

− Inventory equipment and supplies for damage and determine if additional supplies need to be 

obtained from suppliers.  Pictures/videos will be taken of all damaged supplies and equipment for 

insurance purposes.  Damaged supplies and equipment will be retained until approval is received 

from insurance providers for disposal. 

 

Notify the community through local media services regarding the services the hospital will be providing 

and where they will be provided in the event that services are moved off the hospital campus. 

 

• Notify the hospital’s insurance provider and contact a third-party expert to prepare the claim. 

 

• Ensure records and data have been protected and restore information as necessary from backup tapes.   

 

• Keep detailed records. 
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NIMS PREPAREDNESS FUNDING: 

 

• The Hospital shall establish a working relationship with State and Tulare County Department of 

Health and Human Services Agency / EMS and state hospital associations to identify activities to 

obtain and appropriately allocate preparedness funding. 

 

• A proactive process shall be developed and implemented to seek other federal funding to support 

preparedness that takes advantage of developing interoperability training with local and regional 

multi-disciplinary partners. 

 

PERFORMANCE STANDARDS: 

 

• There is a planned, systematic, interdisciplinary approach to process design and performance 

measurement, analysis and improvement related to organization wide safety.  The organizational 

Safety Committee will develop and establish performance measures and related outcomes, in a 

collaborative fashion, based on those priority issues known to be associated with the healthcare 

environment.  Performance measures and outcomes will be prioritized based upon high risk; high 

volume, problem prone situations and potential or actual sentinel event related occurrences.  Criteria 

for performance improvement measurement and outcome indicator selection will be based on the 

following: 

 

• The measure can identify the events it was intended to identify 

 

• The measure has a documented numerator and a denominator statement or description of the 

population to which the measure is applicable 

 

− The measure has defined data elements and allowable values 

 

− The measure can detect changes in performance over time 

 

− The measure allows for comparison over time within the organization or between the 

organization and other entities 

 

− The data intended for collection is available 

 

− Results can be reported in a way that is useful to the organization and other interested 

stakeholders 

 

• The Safety Committee on an ongoing basis monitors performance regarding actual or potential risk 

related to one or more of the following: 

 

− Personnel knowledge and skills 

 

− Level of personnel participation 
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− Monitoring and inspection activities 

 

− Emergency and incident reporting 

 

− Inspection, preventive maintenance and testing of safety equipment 

 

− Other performance measures and outcomes will be established by the Safety Committee, based on 

the criterion listed above.  Data sources, frequency of data collection, individual(s) responsible 

for data collection, aggregation and reporting will be determined by the Safety Committee. 

 

• To identify opportunities for improvement/corrective action, the Safety Committee will follow the 

organization's improvement methodology. The basic steps to this model will consistently be followed, 

and include planning, designing, measuring, analyzing/assessing, improving and evaluating 

effectiveness. Should the Safety Committee feel a team approach (other than the Safety Committee) is 

necessary for performance and process improvement to occur, the Safety Committee will follow the 

organization's performance improvement guidelines for improvement team member selection.  

 

• Determination of team necessity will be based on those priority issues listed (high-risk, volume and 

problem prone situations and sentinel event occurrence).  The Safety Committee will review the 

necessity of team development, requesting team participation only in those instances where it is felt 

the Safety Committee's contributions toward improvement would be limited (due to specialty, limited 

scope and/or knowledge of the subject matter).  Should team development be deemed necessary, 

primarily, team members will be selected on the basis of their knowledge of the subject identified for 

improvement, and those individuals who are "closest" to the subject identified.  The team will be 

interdisciplinary, as appropriate to the subject to be improved. 

 

• Performance improvement monitoring and outcome activities will be presented to the Safety 

Committee by the Safety Officer at least on a quarterly basis, with a report of performance outcome 

forwarded to the Organizational Performance Improvement Patient Safety Committee, Medical 

Executive Committee and Board of Directors quarterly. 

 

ANNUAL EVALUATION OF THE EMERGENCY OPERATIONS PLAN OBJECTIVES, 

SCOPE, PERFORMANCE AND EFFECTIVENESS: 

 

• The annual evaluation of the Emergency Operations Plan will include a review of the scope according 

to the current Joint Commission standards and National Incident Management System (NIMS) 

requirements to evaluate the degree in which the program meets accreditation standards, NIMS 

requirements and the current risk assessment of the hospital. 

 

− A comparison of the expectations and actual results of the program will be evaluated to determine 

if the goals and objectives of the program were met. 
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− The overall performance of the program will be reviewed by evaluating the results of 

performance improvement outcomes.  The overall effectiveness of the program will be evaluated 

by determining the degree that expectations were met. 

 

− The Emergency Operations Plan shall be revised and updated based on the annual evaluation of 

the Emergency Operations Program, including the Hazard Vulnerability Analysis. 

 

• The performance and effectiveness of the Emergency Operations Plan shall be reviewed by the Safety 

Committee, the Performance Improvement/Patient Safety Committee, and Administration and 

reported to the Board of Directors. 

 

REFERENCES: 

 

• The Joint Commission (20265).  Hospital accreditation standards. EM.12.01.01 & NPG.03.02.01 

Joint Commission Resources. Oak Brook, IL. 

 

• Section 1135(b) of the Social Security Act. (n.d.) 

https://www.ssa.gov/OP_Home/ssact/title11/1135.htm.  

 

• Code of Federal Regulations §489.24(a)(2). (1991).  https://www.ecfr.gov/cgi-bin/text-

idx?c=ecfr;sid=060daea35afcfbf6b1c6a8bf685d6f87;rgn=div5;view=text;node=42:5.0.1.1.7;idno

=42;cc=ecfr.  

 

CROSS REFERENCES:  

 

• ACTIVATION OF THE COMMAND CENTER  

 

• ADMISSIONS AND BED CAPACITY  

 

• AUTHORIZATION FOR VOLUNTEER CAREGIVERS DURING DISASTERS  

 

• CONTAMINATION WITH RADIOACTIVE MATERIALS  

 

• DISASTER COMMUNICATIONS 

 

• DISASTER RESPONSE SECURITY  

 

• DISRUPTION OF SERVICES  
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• EVACUATION PROCEDURES  

 

• MEDICAL GASES  

 

• PERFORMANCE IMPROVEMENT MONITORING AND EVALUATION PLAN   
 

• UTILITY SYSTEM OPERATIONAL PLANS AND FAILURE PROCEDURES  
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PURPOSE: 

 

To ensure that employees receive Code of Conduct training. 

 

POLICY: 

 

Sierra View Medical Center (SVMC) requires all employees to read SVMC’s Code of Conduct and to 

receive Code of Conduct training at new hire and annual orientation. 

 

AFFECTED AREAS/PERSONNEL: ALL EMPLOYEES 

 

PROCEDURE: 

 

1. The Compliance Officer (CO) shall ensure that a process is established for providing each 

employee with access to read SVMC’s Code of Conduct and sign an electronic attestation upon 

hire and annually.  Code of conduct training will also be provided at new hire orientation.  

 

2. An electronic link to the Code of Conduct is provided on the Compliance page of SVMC’s 

intranet, as well as contact information for the CO, Compliance office and Compliance Hotline.  

 

3. New employees will be provided with the name and telephone number of the CO and the 

Compliance Hotline at new hire orientation. 

 

REFERENCES: 

 

•  Federal Register / Vol. 63, No. 35/Monday, February 23, 1998 

 

• The Health Care Compliance Association. (2025). Complete healthcare compliance manual (2025 

ed.).Professional’s Manual, Chapter 1 3, 201921  

 

CROSS REFERENCE: 

 

• CODE OF CONDUCT  

• COMPLIANCE EDUCATION AND TRAINING  
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PURPOSE: 

 

To ensure proper utilization of the facsimile machine. 

 

POLICY: 

 

It is the policy of Sierra View Medical Center (SVMC) to utilize facsimile (fax) machines to enhance 

patient care, and to support our physician community, while maintaining the confidentiality of all patient 

information. 

 

AFFECTED AREAS/PERSONNEL: ALL PERSONNEL 

 

PROCEDURE: 

 

Due to the Federal and State Regulations regarding patient privacy, extreme care should be taken when 

faxing protected health information (PHI) to any outside agency. The California Department of Public 

Health (CDPH) has interpreted California Health and Safety Code § 1280.15 to mean that misdirected 

faxes fall into negligent disclosures, therefore the facility must report all such incidences. These 

disclosures open the facility to penalties and the individual who negligently faxed to a wrong number can 

face penalties from the California Office of Health Information Integrity (CalOHII). 

 

All staff must follow the steps outlined below when faxing documents inside or outside the facility: 

 

1. Patient-related information may be faxed only if confidentiality may be maintained, and if the 

patient, or the patient’s representative, has consented to the release of information. 

 

2. Recommended all requests for faxed records be accompanied by a fax from the requesting 

organization/office that includes a return fax number within the body of the request or preprinted 

on the header with the company name. 

 

3. If the requesting party provides a fax number via verbal communication the sender shall write the 

number down, and then read back the number to the requesting party to verify that the number is 

correct.  This read back will be completed twice to ensure that the receiving party is actively 

listening to the sender to ensure that the number is correct.  The sender shall make a tick mark by 

the number each time the number is read back to the requestor to signify that the number has been 

confirmed as correct. 

 

4. Any fax being originating from SVMC shall include a fax cover sheet, with Confidentiality 

Disclaimer.  This includes faxes being sent within the facility with one exception.  Staff members 

are not required to use a cover sheet if they are faxing to the Pharmacy Department or the MRI 

unit, and they are using the pre-programmed listed on the fax machine. These are the ONLY 

instances where a fax cover sheet does not have to be used. 

 

5. The sender must request that the receiving party notify the sender upon receipt of the fax.  
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6. The sender shall program the receiving fax number into the fax machine.  It is recommended that 

the sender check the number at least twice prior to faxing the documents to ensure that the 

number has been entered correctly. 

 

7. The sender shall await the fax transmission log to ensure that fax was transmitted correctly, and 

that it was transmitted to the number as verified in step 2 of these procedures. 

 

8. If an error is detected after the fax is transmitted the sending party shall try to determine where 

the fax was sent.  If the sender can determine who the incorrect receiving party is, the sender shall 

contact that party and ask that they send all documentation back to the SVMC  Additionally, the 

Privacy Officer is to be notified immediately of the PHI breach.  All documentation related to the 

matter is to be kept and turned over to the Privacy Officer.   

 

All staff members should be aware of the following requirements for faxing of documents: 

 

• Fax transmission of physician’s orders is allowed only if the information constitutes an order that 

could be transmitted verbally.  

 

• Documents that are highly confidential and shall NOT be sent via the fax include, but are not limited 

to, Peer Review Committee communications, AIDS or HIV results, drug or alcohol abuse, venereal 

disease and mental health information. 

 

Copies of documents sent via the fax machine may be deemed to have the same force and effect as an 

original document. 

 

REFERENCES: 

 

• The Joint Commission (20262). Hospital accreditation standards. Joint Commission Resources. Oak 

Brook, IL. 

• The Joint Commission. (2017). Hospital accreditation standards. Oakbrook Terrace, Illinois 

 

• California Health and Safety Code § 1280.15 
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I. EXECUTIVE SUMMARY 

 

Each environment of care poses unique risks to the patients served, the employees and medical 

staff who use and manage it, and to others who enter the environment. The Hazardous Materials 

and Waste Management Program is designed to identify and manage the risks related to the 

presence of several types of materials and waste present in the buildings and portions of buildings 

operated and owned by Sierra View Medical Center (SVMC). The specific risks of each 

environment are identified by applying appropriate criteria to materials and waste to determine 

which have hazards. A Hazardous Material and Waste Management Program based on applicable 

laws, regulations, and accreditation standards is designed to manage the specific risks identified 

in each healthcare building or portions of buildings housing healthcare services operated by 

Sierra View Medical Center.  

 

The Management Plan for Hazardous Materials and Waste describes the risk and daily 

management activities that Sierra View Medical Center has put in place to achieve the lowest 

potential for adverse impact on the safety and health of patients, staff, and other people coming to 

the organization’s facilities. The Management Plan and the Hazardous Materials and Waste 

Management Program are evaluated annually to determine if they accurately describe the 

program and that the scope, objectives, performance, and effectiveness of the program are 

appropriate.  

 

The program is applied to Sierra View Medical Center, Distinct Part Skilled Nursing Facility, 

Cancer Treatment Center, Ambulatory Surgical Department, Medical Office Building, Urology 

Clinic, Sierra View Community Health Clinic, Clinical Lab and Wound Healing Department of 

Sierra View Medical Center. The Hazardous Materials and Waste Management Plan and 

associated policies extend to all inpatient and outpatient service line programs, ancillary services, 

support services and all facilities including patient care, business occupancies and temporary 

alternate care sites of Sierra View Medical Center. The plan also affects all staff, volunteers, 

contract staff, medical staff and associates including contracted services of Sierra View Medical 

Center. 

 

II. PRINCIPLES 

 

A. The activities of the Hazardous Materials and Waste Management program are designed 

based on applicable national, state, and local codes and regulations and the inventory of 

materials in use and waste generated at each location housing healthcare services of 

Sierra View Medical Center. 

 

B. The specific activities, environments, protective equipment and engineering controls 

required to the risk of adverse human or environmental impact related to the handling, 

use, storage or disposal of materials and waste are determined from Safety Data Sheets 

(SDS) or other documents provided by suppliers and manufacturers. 

 

C. The four basic management requirements for assuring the minimum potential of adverse 

human or environmental impact of hazardous materials or hazardous waste include: 

71 



   Environment of Care Policy & Procedure Manual 

 

SUBJECT:  

HAZARDOUS MATERIALS AND WASTE 

MANAGEMENT PLAN 

SECTION:   

Hazardous Materials & Waste 

Management 

Page 2 of 12 

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

 

 

 

1. Appropriate design of space, including installation and maintenance of 

engineering control systems and other equipment to manage the hazards of the 

types of materials or waste to be stored in the area. 

 

2. Regular inspection and maintenance of the spaces where hazardous materials or 

hazardous waste is stored, handled, held for disposal, etc. to assure that all 

engineering controls are working properly, that proper procedures and controls 

for the separation, storing, and handling of hazardous materials or hazardous 

waste are being implemented, and that other equipment is used effectively. 

 

3. Education and training of staff responsible for handling and using any hazardous 

materials or hazardous waste that addresses the specific hazards of each type and 

the procedures and controls required to manage those hazards. 

 

4. Development and testing of emergency response procedures designed to 

minimize the human and environmental impact of any exposure to, release of, or 

spill of hazardous materials or hazardous waste. 

 

III. OBJECTIVES  

 

A. Develop and maintain a site and area-specific inventory of Hazardous Materials or 

Hazardous Waste, SDS, and other appropriate documentation for each location housing 

healthcare services of Sierra View Medical Center. 

 

B. Develop and manage procedures and controls to select, transport, store, and use the 

identified hazardous materials or hazardous waste. 

 

C. Inspect all areas where hazardous materials and hazardous waste are stored, handled, and 

disposed of at least annually. 

 

D. Monitor hazardous gases and vapors as required by law, regulation, or industry standards 

of practice. 

 

E. Educate and train staff about the specific risks of hazardous materials and hazardous 

waste they use or are exposed to in the performance of their assigned duties and the 

procedures and controls for managing them. 

 

F. Respond to spills, releases, and exposures to hazardous materials and hazardous waste in 

a timely and effective manner. 

 

G. Analyze and report all spills, releases, and exposures to hazardous materials and 

hazardous waste as required by law, regulations, and the incident reporting process of 

Sierra View Medical Center. 
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H. Manage the Hazardous Materials and Hazardous Waste Program to assure compliance 

with the Joint Commission’s requirements and other regulatory agency requirements. 

 

IV. PROGRAM MANAGEMENT STRUCTURE 

 

A. The Safety Officer works with the Safety Committee to conduct a risk assessment of 

hazardous materials and hazardous waste throughout the organization. The results of the 

risk assessment are used to develop appropriate procedures and controls as the foundation 

of an appropriate Hazardous Material and Hazardous Waste Management Program is 

implemented. The Safety Officer also collaborates with the Manager of Safety and 

Security to develop reports of the Hazardous Material and Hazardous Waste performance 

for presentation to the Safety Committee on a quarterly basis.  

 

B. The reports summarize organizational experience, performance management and 

improvement activities, and other Hazardous Materials or Hazardous Waste issues.  

 

C. The Board of Directors of Sierra View Medical Center receives regular reports of the 

activities of the Hazardous Materials and Hazardous Waste Program from the Safety 

Committee. The Board reviews the reports and, as appropriate, communicates concerns 

about identified issues back to the Safety Officer and appropriate clinical staff.  The 

Board of Directors collaborates with the Chief Executive Officer (CEO) and other senior 

leaders to assure budget and staffing resources are available to support the Hazardous 

Materials and Hazardous Waste program. 

 

D. The CEO or designee of Sierra View Medical Center receives regular reports of the 

activities of the Hazardous Materials and Hazardous Waste program. The CEO or 

designee collaborates with the Safety Officer and other appropriate staff to address 

Hazardous Materials or Waste Management issues and concerns. The CEO or designee 

also collaborates with the Safety Officer to develop a budget and operational objectives 

for the Hazardous Materials and Waste program. 

 

E. The ManagerDirector of Environmental Services, staff  and selected outside service 

company staff schedule and complete all activities required to assure safe, effective 

management of hazardous chemical waste and regulated medical waste.  

 

F. Individual staff members are responsible for being familiar with the risks inherent in their 

work and present in their work environment. They are also responsible for implementing 

the appropriate organizational, departmental, and job related procedures and controls 

required to minimize the potential of adverse outcomes of care and workplace accidents.  

 

V. ELEMENTS OF THE HAZARDOUS MATERIALS AND WASTE PLAN 

 

EC.01.01.01 EP6PE.02.01.01 – Management Plan for Hazardous Materials & Waste 
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The Hazardous Materials and Waste Management program is described in this management plan. 

The Hazardous Materials and Waste Management plan describes the procedures and controls in 

place to minimize the potential that any patients, staff, and other people coming to the facilities of 

Sierra View Medical Center experience an adverse Hazardous Material (HAZMAT) event. 

 

 EC.02.02.01. EP1PE.02.01.01 EP1 – Identifying and Inventorying Hazardous Materials & 

Hazardous Waste 

 

The manager(s) of the components of the Hazardous Materials and Waste Program develop 

criteria based on law, regulation, or industry standards to identify the types of HAZMAT 

addressed by this program.  

 

The manager(s) of the components of the Hazardous Materials and Waste Program participate in 

the proactive risk assessment with the Safety Committee to coordinate the development of a 

departmentalized inventory of hazardous materials and waste. The inventory lists the quantities, 

types, and location of hazardous materials and waste found in each department. The list includes 

chemicals, chemotherapeutic materials, and radioactive materials, regulated medical waste 

including medical sharps, gases and vapors. The inventory is updated at least annually. 

 

The inventory of Hazardous Materials or Hazardous Waste is used to develop procedures and 

controls for selecting, handling, storing, transporting, using, and disposing. It is the policy of 

Sierra View Medical Center to use the least hazardous materials that are effective for their 

intended purpose.  

 

EC.02.02.01 EP3/4 PE.02.01.01 EP4– Emergency Response Procedures 

 

The manager(s) of the Hazardous Materials and Hazardous Waste components develop and 

maintain written emergency procedures and controls designed to assure rapid, effective response 

to spills and releases or exposures. 

  

The emergency procedures and controls are designed to evaluate spills to determine if outside 

assistance is necessary. Incidental spills are managed by staff with training appropriate to the type 

of spill.  All spills are documented as incidents.  

 

Spills exceeding the capability of the trained staff of Sierra View Medical Center to neutralize the 

hazard and to manage the clean-up and disposal of the waste generated require implementation of 

the Code Orange hazardous materials emergency response plan.   

 

In all such cases, the Incident Commander, or designee, assigns qualified staff to assess the area 

affected to determine if evacuation, ventilation, isolation, or other actions are required to manage 

the hazards until a commercial or fire department HAZMAT team arrives on site. The Sierra 

View Medical Center Incident Commander, or designee, works with the outside Incident 

Commander to coordinate the procedures for neutralizing and cleaning up the spill in a manner 

that minimizes human and environmental impact.   
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The Sierra View Medical Center Incident Commander or designee and the Safety Officer prepare 

and file appropriate incident reports regarding the Hazardous Materials spill with the Risk 

Management Department and other outside regulatory agencies as required.  

 

If spill kits, personal protective equipment, or other equipment and supplies were expended 

during the management of a hazardous material spill, the Safety Officer is responsible for 

acquiring and stocking replacements to appropriate areas. 

 

 EC.02.02.01 EP5PE.02.01.01 EP4 – Hazardous Chemicals 

 

 Hazardous chemicals and chemical waste are managed in accordance with the organization 

procedures and controls and applicable laws and regulations from the time of receipt to the point 

of final disposal. The inventory of hazardous chemicals is maintained by the Safety Officer. The 

inventory for each department is maintained in a departmental log. The Safety Data Sheets 

corresponding to the chemicals in the inventory are available through an online electronic service 

and a fax on demand option for the same service. In addition, a complete set of current Safety 

Data Sheets is maintained by Environmental Services. Some department managers may choose to 

maintain hard copies of Safety Data Sheets for training and for immediate access due to the high 

risk of a spill or exposure related to normal daily operations.  

 

The manager of each department with an inventory of hazardous materials implements the 

appropriate procedures and controls for the safe selection, storage, handling, use and disposal of 

them.  

 

The procedures and controls include use of Safety Data Sheets to evaluate products for hazards 

before purchase, orientation and ongoing education and training of staff, management of storage 

areas, and participation in the response and analysis of spills and releases of or exposures to 

Hazardous Materials or Hazardous Waste. 

 

 The Director of Laboratory Services maintains an inventory of all laboratory chemicals as part of 

the Chemical Hygiene Plan. The plan is available for reference at all times. The Director of 

Laboratory Services is responsible for maintaining the plan, including an up to date reference 

library of Safety Data Sheets. 

 

EC.02.02.01 EP6 PE.02.01.01 EP4– Radioactive Materials 

 

Radioactive materials are managed by the Radiation Safety Officer (RSO). The RSO is 

responsible for assuring that all areas where radioactive materials are used are maintained in 

compliance with applicable Nuclear Regulatory Commission regulations.  

 

All areas where radioactive materials are stored and where wastes are decayed are secured from 

entry by unauthorized staff. All second and third shift deliveries of radioactive materials by 

representatives of outside radio-pharmacy companies are monitored by the on duty RSO. A log of 

each delivery is maintained. 
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Spills of and unwanted exposures to radioactive materials are managed by the RSO. Appropriate 

decontamination, monitoring, and treatment of any contaminated or exposed persons are managed 

by a qualified member of the medical staff or by referral to a qualified physician.  

 

Reports of spills and exposures are reported to the Environmental Safety Committee and to 

outside agencies in accordance with applicable regulations. 

 

If any outside inspections result in findings of inappropriate management of radioactive materials, 

the RSO shall develop and implement a plan of correction as soon as possible. 

 

EC.02.02.01 EP7PE.02.01.01 EP4 – The hospital minimizes risks associated with selecting 

and using hazardous energy sources 

 

All equipment that emits ionizing and non-ionizing radiation is inventoried as part of the Medical 

Equipment Management Program.  

 

The energy emitted by each piece of equipment is analyzed to determine the hazards posed to 

patients, staff and licensed independent practitioners.  

 

The Safety Officer, the Radiation Safety Officer, and other appropriate individuals are 

responsible for determining what procedures and controls are required to minimize the risks.  

All staff and licensed independent practitioners who work with or around hazardous energy 

sources are oriented and trained to develop an understanding of how to perform work related 

tasks or how to interact with the environment where the source of the hazardous energy is in use.  

Staff and licensed independent practitioners are also provided with appropriate personal 

protective equipment including energy monitoring devices when appropriate.  

 

The Safety Officer, the Radiation Safety Officer, and other appropriate individuals are 

responsible for determining what quality control programs are required to manage each type of 

hazardous energy source and for conducting any required quality control measurement, 

maintenance, calibration, testing, or monitoring.  

 

 When equipment or staff performance does not meet established standards, the Safety Officer, the 

Radiation Safety Officer, and other appropriate individuals are responsible for taking action to 

address the identified deficiencies. 

 

EC.02.02.01 EP8 PE.02.01.01 EP4 – The hospital manages risks associated with disposing of 

hazardous medications 

 

As part of the Hazardous Materials and Waste program, the Director of Pharmacy and the 

Nursing Directors of Oncology and Medical Surgical departments are responsible for the safe 

management of dangerous hazardous medications including chemotherapeutic materials. The 

pharmacy orders, stores, prepares, distributes, and disposes of hazardous medications. All 

materials mixed on site are managed in accordance with applicable regulations for assuring 

product safety and purity. All hazardous medications are managed at the bedside to assure that the 
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materials, doses, and patients are all correct before any are administered. All hazardous 

medication waste including the material, tubing, bags, syringes, needles, etc. are disposed of in 

containers designed for and labeled as hazardous medication waste. Spills of hazardous 

medications are cleaned up by a trained member of the nursing staff. Spills ≥5 cc will be cleaned 

up by the HAZMAT First Responder team following appropriate procedures.  

 

All staff exposed to hazardous medications is offered the option of treatment through the 

employee health program. 

 

EC.02.02.01 EP1 & IC.02.01.01 EP6 PE.02.01.01 EP4– Management of Infectious and 

Regulated Medical Waste Including Sharps 

 

Regulated medical waste are managed by the Environmental Services (EVS) department, which 

distributes and collects appropriate containers for collection for regulated medical waste and 

medical sharps. The containers are leak proof and puncture resistant.  

 

The Environmental Services staff is responsible for collecting the filled containers and 

transporting them to a holding room. 

 

The containers are then transported to a processing facility where the materials are sterilized and 

rendered unrecognizable. Once the materials are rendered harmless they are disposed of in 

accordance with applicable community waste regulations.  

 

Any staff member, patient, or visitor exposed to regulated medical waste or suffering a 

subcutaneous injury related to a medical sharp will be offered treatment and health screening in 

accordance with employee health and emergency medical treatment procedures.  

 

All spills of blood or body fluids will be cleaned up by nursing or environmental services staff. 

The areas affected will be sanitized following appropriate procedures for the material involved. 

 

 EC.02.02.01 EP9 – 10 PE.02.01.01 EP4– Management of Hazardous Gases and Vapors 

 

The Director of Environmental Services and the Laser Safety Officer is responsible for 

identifying needs for monitoring gases and vapors. Monitoring requirements and action levels are 

determined from regulations and industry standards. In addition to chemical gases and vapors, the 

vapors related to the use of electro-cauterizing devices and lasers during surgical procedures are 

considered to be hazardous. 

 

The Director of Environmental Services is responsible for identifying all locations requiring 

monitoring, appropriate test methods, and the appropriate standards against which results of 

monitoring are compared.  

 

Results of monitoring are documented and reported to the Safety Committee as part of the 

quarterly report of Hazardous Materials and Hazardous Waste activities. 
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If a monitored level is higher than the regulatory or industry standard action level, staff activity in 

the area is suspended or staff is supplied with appropriate protective equipment until the 

conditions that caused the excessive level are corrected. 

 

EC.02.02.01 EP11PE.02.01.01 EP2 – Management of Permits, Licenses and Manifests 

 

The Director of Environmental Services will maintain all required permits and licenses which are 

updated as required. Copies of the permits and licenses are posted in areas as required by law or 

regulation.  

 

The Director of Environmental Services will maintain copies of all manifests required by law or 

regulation. The manifests are reviewed monthly to assure copies are returned from haulers. If a 

required manifest copy is not returned from the hauler within 30 days, the appropriate manager 

contacts the hauler. If a required manifest copy is not returned within 90 days, the affected 

manager reports the deficiency to the appropriate agency for follow-up action. 

 

EC.02.02.01 EP12 PE.02.01.01 EP3– Labeling of Hazardous Materials and Waste 

 

All staff using hazardous materials or managing hazardous waste are required to follow Federal 

DOT regulations for labeling. The team conducting environmental tours evaluates compliance 

with labeling requirements. Deficiencies are reported to appropriate managers for immediate 

follow-up, including re-education of the staff involved. 

 

EC.02.02.01EP17-18 PE.02.01.01 EP5– The Hospital Monitors Radiation Exposure of 

Radiology Staff 

 

The Radiation Safety Officer will review staff dosimetry monitoring on at least a quarterly basis 

to assess whether staff radiation exposure levels are “as low as reasonably achievable and below 

regulatory limits.  The findings are reported to the Radiation Safety Committee for review. 

 

 EC.02.02.01EP19 PE.02.01.01 EP5– Routine Storage and Disposal of Trash and Regulated 

Medical Waste 

The Environmental Services Department will collect, transport, and dispose of regular trash and 

regulated waste in accordance with all state and local regulations. 

 

EC.04.01.01.1 EP1 – EP11 – The hospital monitors conditions in the environment 

 

The Vice President of Quality and Regulatory Affairs coordinates the design and implementation 

of the incident reporting and analysis process. The Safety Officer works with the Vice President 

of Quality and Regulatory Affairs to design appropriate forms and procedures to document and 

evaluate patient and visitor incidents, staff member incidents, and property damage related to 

environmental conditions.  

 

Incident reports are completed by a witness or the staff member to whom a patient or visitor 

incident is reported.  

78 



   Environment of Care Policy & Procedure Manual 

 

SUBJECT:  

HAZARDOUS MATERIALS AND WASTE 

MANAGEMENT PLAN 

SECTION:   

Hazardous Materials & Waste 

Management 

Page 9 of 12 

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

 

 

 

The completed reports are forwarded to the Vice President of Quality and Regulatory Affairs who 

works with appropriate staff to analyze and evaluate the reports. The results of the evaluation are 

used to eliminate immediate problems in the environment.  

 

In addition, the Vice President of Quality and Regulatory Affairs Management and the Safety 

Officer collaborate to conduct an aggregate analysis of incident reports generated form 

environmental conditions to determine if there are patterns of deficiencies in the environment of 

staff behaviors that require action. The findings of such analysis are reported to the Safety 

Committee and the Performance Improvement/Patient Safety (PIPS) Committee, as appropriate, 

as part of quarterly Environmental Safety reports.  The Safety Officer provides summary 

information related to incidents to the CEO and other leaders, including the Board of Directors, as 

appropriate.  

 

The Safety Officer coordinates the collection of information about environmental safety and 

patient safety deficiencies and opportunities for improvement from all areas of Sierra View 

Medical Center. Appropriate representatives from hospital administration, clinical services, 

support services, and a representative from each of the seven management sections of the 

Environment of Care functions use the information to analyze safety and environmental issues 

and to develop recommendations for addressing them. 

 

The Safety Committee and the Performance Improvement/Patient Safety Committee are 

responsible for identifying important opportunities for improving environmental safety, for 

setting priorities for the identified needs for improvement, and for monitoring the effectiveness of 

changes made to any of the Environment of Care Management Programs. 

  

The Safety Officer and the Performance Improvement Patient Safety Committee prepare a 

quarterly report to the leadership of Sierra View Medical Center. The quarterly report summarizes 

key issues reported to the Committees and their recommendations. The quarterly report is also 

used to communicate information related to standards and regulatory compliance, program issues, 

objectives, program performance, annual evaluations, and other information, as needed, to assure 

leaders that management responsibilities have been carried out. 

 

\EC.04.01.01 EP15 – Every twelve months the hospital evaluates each Environment of Care 

Management Plan including a review of the scope, objectives, performance, and 

effectiveness of the program described by the plan. 

 

The Safety Officer coordinates the annual evaluation of the management plans associated with 

the Environment of Care functions. 

  

The annual evaluation examines the management plans to determine if they accurately represent 

the management of environmental and patient safety risks.  

 

The review also evaluates the operational results of each Environment of Care program to 

determine if the scope, objectives, performance, and effectiveness of each program are 
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acceptable. The annual evaluation uses a variety of information sources. The sources include 

aggregate analysis of environmental rounds and incident reports, findings of external reviews or 

assessments by regulators, benchmarking programs, accrediting bodies, insurers, and consultants, 

minutes of Safety Committee meetings, and analytical summaries of other activities. The findings 

of the annual review are presented to the Safety Committee by the end of the first quarter of the 

fiscal year. Each report presents a balanced summary of an Environment of Care program for the 

preceding fiscal year. Each report includes an action plan to address identified weaknesses. 

 

In addition, the annual review incorporates appropriate elements of the Joint Commission’s 

required Periodic Performance Review. Any deficiencies identified on an annual basis will be 

immediately addressed by a plan for improvement. Effective development and implementation of 

the plans for improvement will be monitored by the Safety Officer. 

 

The results of the annual evaluation are presented to the Safety Committee. The Committee 

reviews and approves the reports. Actions and recommendations of the Committee are 

documented in the minutes. The annual evaluation is distributed to the Chief Executive Officer, 

the Board of Directors, organizational leaders, the Patient Safety Committee, and others as 

appropriate. The Safety Officer is responsible for implementing the recommendations in the 

report as part of the performance improvement process. 

 

 

EC.04.01.03 EP2 - Analysis and actions regarding identified environmental issues 

 

The Safety Committee receives reports of activities related to the environmental and patient 

safety programs based on a quarterly reporting schedule. The Committee evaluates each report to 

determine if there are needs for improvement. Each time a need for improvement is identified; the 

Committee summarizes the issues as opportunities for improvement and communicates them to 

the leadership of the hospital, the performance improvement program, and the patient safety 

program. 

 

EC.04.01.05 EP1 – Improving the Environment 

 

When the Board of Directors, Senior Leadership, or Quality and Patient Safety concurs with the 

Safety Committee recommendations for improvements to the Environment of Care Management 

programs, a team of appropriate staff is appointed to manage the improvement project. The Safety 

Committee works with the team to identify the goals for improvement, the timeline for the 

project, the steps in the project, and to establish objective measures of improvement. All final 

improvement reports are summarized as part of the annual review of the program and is presented 

to hospital, performance improvement, and patient safety leadership. 

 

Goal: 

 

Work with Environmental Services, Pharmacy and Hospital Staff to bring down the high 

pounds of non-hazardous pharmaceutical waste rate, the current rate is in the 86th 

percentile in the Osborne Engineering Benchmarking Database. Meet with Environmental 
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Services Manager, Pharmacy Director and Clinical Leaders to ensure we are properly 

separating non-hazardous pharmaceutical waste from other waste before disposal. 

Work with Environmental Services and Stericycle to develop a more accurate Hazardous 

Waste report that reflects not only cost but pounds of waste for the facility.  

 

 

HR.11.03.01 EP1 – 5 HR.01.04.01 EP1 & EP3; HR.01.05.03 EP1 and EC.03.01.01 EP1 & 

EP2 – Orientation and Ongoing Education and Training 

 

Orientation and training addressing all subjects of the Environment of Care is provided to each 

employee, volunteer, and to each new medical staff member at the time of their employment or 

appointment.  

 

In addition, all current employees, as well as volunteers, physicians, and students, participate in 

an annual update of the orientation program as deemed appropriate. The update addresses 

changes to the procedures and controls, laws and regulations, and the state of the art of 

environmental safety. 

  

The Human Resources Department, with assistance from the Education Department, coordinates 

the general orientation program. New staff members are required to attend the first general 

orientation program after their date of employment. The Human Resources Department with 

assistance from the Education Department maintains attendance records for each new staff 

member completing the general orientation program.   

 

New staff members are also required to participate in orientation to the department where they are 

assigned to work.  The departmental orientation addresses job related patient safety and 

environmental risks and the procedures and controls in place to minimize or eliminate them 

during routine daily operations.  

 

The Safety Officer collaborates with the Environment of Care Manager, department heads, the 

Vice President of Quality and Regulatory Affairs the Manager of Infection Control, the Patient 

Safety Officer and others as appropriate to develop content materials for general and job related 

orientation and continuing education programs.  

 

The content and supporting materials used for general and department-specific orientation and 

continuing education programs are reviewed as part of the annual review of each Environment of 

Care program and revised as necessary. 

 

The Safety Officer gathers data during environmental rounds and other activities to determine the 

degree to which staff and licensed independent practitioners are able to describe or demonstrate 

how job-related physical risks are to be managed or eliminated as part of daily work. In addition, 

the Safety Officer evaluates the degree to which staff and licensed independent practitioners 

understand or can demonstrate the actions to be taken when an environmental incident occurs and 

how to report environment of care risks or incidents.  
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Information about staff and licensed independent practitioner knowledge and technical skills 

related to managing or eliminating environment of care risks is reported to the Safety Committee.  

 

When deficiencies are identified, action is taken to improve orientation and ongoing educational 

materials, methods, and retention of knowledge as appropriate. 

 

AFFECTED PERSONNEL / AREAS: GOVERNING BOARD; MEDICAL STAFF; ALL HOSPITAL 

EMPLOYEES; VOLUNTEERS; VENDORS; CONTRACT SERVICES AND STAFF 

 

REFERENCES: 

 

• The Joint Commission. Comprehensive Accreditation Manual for Hospitals. (20265) PE.02.01.01EC 

01.01.01 EP6 Oakbrook Terrace, IL. 

 

CROSS REFERENCES: 

 

• CODE ORANGE- INTERNAL HAZARDOUS MATERIALS SPILL  
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I. EXECUTIVE SUMMARY 

 

Each environment of care and the physical condition of occupants poses unique fire safety risks 

to the patients served, the employees and medical staff who use and manage it, and to others who 

enter the environment. The Life Safety Management Program is designed to identify and manage 

the risks of the Eenvironments of Ccare operated and owned by Sierra View Medical Center 

(SVMC). The specific fire safety risks of each environment are identified by conducting and 

maintaining a proactive risk assessment. A fire safety program based on applicable laws, 

regulations, codes, standards, and accreditation standards is designed to manage the specific risks 

identified in each healthcare building or portions of buildings housing healthcare services 

operated by Sierra View Medical Center.  

 

The Management Plan for Life Safety describes the risk and daily management activities that 

Sierra View Medical Center has put in place to achieve the lowest potential for adverse impact on 

the safety and health of patients, staff, and other people, coming to the organization’s facilities. 

The management plan and the Life Safety Management Program are evaluated annually to 

determine if they accurately describe the program and that the scope, objectives, performance, 

and effectiveness of the program are appropriate.  

 

The program is applied to Sierra View Medical Center, Distinct Part Skilled Nursing Facility, 

Cancer Treatment Center, Ambulatory Surgery Center, Wound Healing Center, Urology Clinic, 

Clinical Lab, Sierra View Community Health Center (SVCHC), Surgery Clinic and Medical 

Office Building of Sierra View Medical Center. The Life Safety Management Plan and associated 

policies extend to all inpatient and outpatient service line programs, ancillary services, support 

services and all facilities including patient care, business occupancies and temporary alternate 

care sites of Sierra View Medical Center. The plan also affects all staff, volunteers, medical staff 

and associates, including contracted services of Sierra View Medical Center. 

 

II. PRINCIPLES 

 

A. All buildings of Sierra View Medical Center housing patient care services must be 

designed, operated, and maintained to comply with the 2012 edition of the National Fire 

Protection Association (NFPA) Life Safety Code. 

 

B. All fire alarm, detection, and extinguishing systems and equipment must be maintained to 

comply with applicable codes and standards. 

 

C. All staff must be educated and trained to respond effectively to fire, smoke, or other 

products of combustion to minimize the potential of loss of life or property in the event of 

a fire.  

 

D. Appropriate temporary administrative and engineering controls must be designed, 

implemented, and maintained whenever existing deficiencies or conditions created by 

construction activities significantly reduce the level of life safety in any area where 

patients are cared for or treated. 
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III. OBJECTIVES 

 

A. Design and construct all spaces intended for housing patient care and treatment services 

to meet national, state, and local building and fire codes. 

 

B. Conduct required fire drills in all buildings of Sierra View Medical Center that house 

patient care services. 

 

C. Calibrate, inspect, maintain, and test fire alarm, detection, and suppression systems in 

accordance with codes and regulations. 

 

D. Inspect and maintain all buildings housing patient care services to assure compliance with 

the applicable requirements of the 2012 edition of the NFPA Life Safety Code. 

 

E. Train all staff, volunteers, and members of the medical staff to respond effectively to 

fires.  

 

IV. PROGRAM MANAGEMENT STRUCTURE 

 

A. The Safety Officer assures that an appropriate maintenance program is implemented. The 

Safety Officer also collaborates with the Safety Officer, Facilities Manager and Manager 

of Environment of Care to develop reports of Life Safety Management performance for 

presentation to the Safety Committee on a quarterly basis. The reports summarize 

organizational experience, performance management and improvement activities, and 

other fire safety issues.  

 

B. The facilities management technicians and selected outside service company staff 

schedule and complete all calibration, inspection, and maintenance activities required to 

assure safe, reliable performance of fire safety equipment in a timely manner. In addition, 

the technicians and service company staff perform necessary repairs.  

 

C. Individual staff members are responsible for being familiar with the risks inherent in their 

work and present in their work environment. They are also responsible for implementing 

the appropriate organizational, departmental, and job-related procedures and controls 

required to minimize the potential of adverse outcomes of care and workplace accidents.  

 

D. The Board of Directors of Sierra View Medical Center receives regular reports of the 

activities of the Life Safety Management program from the Safety Committee.  The 

Board of Directors reviews the reports and, as appropriate, communicates concerns about 

identified issues back to the Safety Officer and appropriate clinical staff.  The Board 

collaborates with the Chief Executive Officer and Senior Leadership to assure budget and 

staffing resources are available to support the Life Safety Management program. 

 

E. The Chief Executive Officer of Sierra View Medical Center receives regular reports of 

the activities of the Life Safety Management program. The Chief Executive Officer 

collaborates with the Safety Officer and other appropriate staff to address fire safety 
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issues and concerns. The Chief Executive Officer also collaborates with the Safety 

Officer to develop a budget and operational objectives for the Life Safety Management 

Program. 

 

V. ELEMENTS OF THE LIFE SAFETY MANAGEMENT PLAN 

 

EC.01.01.01 EP7PE.03.01.01 – Life Safety Management Plan 

 

The Life Safety Management Program is described in this management plan. The Life Safety 

Management Plan describes the procedures and controls in place to minimize the potential that 

any patients, staff, and other people coming to the facilities of Sierra View Medical Center 

experience an adverse outcome in the event of a fire. 

 

EC.02.01.01 EP1PE.01.01.01 EP1 – Processes for Protecting Building Occupants and 

Property 

 

The Facilities Manager and Safety Officer are responsible for coordinating the development of 

design, operations, maintenance, and training processes to minimize the potential for fires and of 

adverse consequences related to the presence of fire, smoke, or other products of combustion. 

 

Design 

 

The Safety Officer, Facilities Manager and other project managers collaborate with qualified 

design professionals, code enforcement, and facility licensing agencies to assure that buildings 

and spaces are designed to comply with local, state, and national building and fire codes. 

American Institute of Architects (AIA) guidelines are also considered in the design process for 

compliance with the International Building Codes with California amendments. The Facilities 

Manager assures that all required permits and inspections are obtained or completed prior to 

occupancy. The Facilities Manager permanently maintains all plans, inspection reports, and other 

documents related to the design and construction of any building or space housing patient care or 

treatment services of Sierra View Medical Center. 

 

Management 

 

The Facilities Manager oversees the design, implementation, and documentation of processes 

designed to assure optimal performance and continual compliance with code requirements of fire 

alarm, detection, and suppression systems. Similar programs are in place for maintenance of 

building elements operating conditions that play a role in the fire safety level of the environment.  

 

The Facilities Manager is responsible for assuring that all renovation and new construction within 

existing buildings is done in a manner that preserves compliance with codes and standards.  

 

Fire Response Process  

 

The Safety Officer is responsible for the design and management of a fire response plan that 

meets the unique needs of the occupants of each department or service of Sierra View Medical 
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Center. The current fire response plan is based on the “RACE” principle (remove from immediate 

danger, activate alarms, confine fire, extinguish or evacuate area). Area-specific response and 

evacuation plans that include training and equipment required to manage unique risks identified 

in areas are in place. The plans are evaluated annually as part of the overall program review.  

 

EC.02.01.03 – The hospital prohibits smoking on all facility grounds 

  

Sierra View Medical Center has developed a Tobacco Free Environment policy. The policy 

prohibits the usage of any tobacco product (i.e., cigarettes, cigars, pipe, chewing tobacco, e-

cigarettes) in any hospital building or grounds by all, including staff, visitors and patients. 

 

Sierra View Medical Center has identified alternatives to tobacco products that are offered to all. 

Sierra View Medical Center has developed tobacco replacement resources to assist staff and 

patients with smoking cessation as desired. 

 

The procedures for managing the use of tobacco replacement materials are followed and enforced 

by all managers and staff. 

 

EC.02.03.01 EP4 – The hospital maintains free and unobstructed access to all exits 

 

Leaders in all areas of the hospital are responsible for assuring that equipment, furniture, and 

supplies are not stored in corridors. The condition of corridors is evaluated during each 

environmental rounds activity. All violations are reported to the Director of the area where the 

deficiency was identified, the Safety Officer, and the Safety Committee. 

 

Repeated violations are evaluated to determine the probable cause and to develop a solution. 

Directors, where there are multiple violations over a 12 month period of time, may face 

disciplinary action through the Human Resources process. 

 

EC.02.03.01 EP9PE.03.01.01 EP4 – The hospital has a written fire response plan 

 

The Safety Officer is responsible for coordinating the implementation of the fire response plan. 

All staff is oriented to the RACE (Rescue/Remove, Alert/Activate, Confine, and 

Extinguish/Evacuate) response model and effective use of portable fire extinguishers. In addition, 

all staff are oriented to the department or service-specific plans that account for the unique 

challenges posed by the condition of occupants and the design of space in which they work. 

 

The department and area-specific fire response plans include information about: 

 

1. The roles of all employees, medical staff, volunteers, contract staff and students near the 

point of fire origin. 

 

2. The roles of all employees, medical staff, volunteers, contract staff and students away 

from the point of fire origin. 
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Note: Sierra View Medical Center believes strongly in the principle of life safety. The 

organization recognizes as a practical matter that members of the medical staff and many 

volunteers and students are not present much of the time and are not likely to be a reliable 

resource during a fire response. Therefore, the medical staff, volunteers, and students do 

not have a specific defined role in the fire response plan. They are instructed to remain in 

the area they are located at the time an alarm sounds and to render assistance under the 

direction of the manager or employees of the area as needs arise.  

 

3. Operation of the fire alarm system 

 

4. Exit routes and use of equipment used to relocate or evacuate patients, visitors, and staff 

 

EC.02.03.03 EP1 – 7 Fire Drills 

 

A comprehensive fire response plan is designed to each specific building or portion of a building 

housing care, treatment, or service areas owned or operated by Sierra View Medical Center. Each 

fire plan is modified to address physical limitations of occupants and features of the occupied 

spaces. All staff is educated about the general fire response procedure and the specific manner in 

which it is applied in assigned work areas. 

 

Regular fire drills are conducted to reinforce training and education. At least 50% of the drills are 

unannounced. The frequency of drills is based on regulations and accreditation requirements. All 

healthcare, ambulatory healthcare and overnight sleeping areas are drilled at least once per shift 

per quarter.  

 

If conditions evaluated as part of the Interim Life Safety Measures (ILSM) indicate a need for 

additional drills to enhance staff awareness of degraded life safety protection in various areas, 

there is documentation that the additional drills are performed. All freestanding business 

occupancies are drilled at least once per shift per year. 

 

All fire drills are evaluated to determine if individual areas respond appropriately. An aggregate 

evaluation of fire drills is done at least twice a year. The aggregate analysis looks for patterns or 

trends of deficiencies. When deficiencies are identified, there is documentation that the 

deficiencies are corrected. 

 

EC.02.03.05 EP1 – 28PE.03.01.01 EP3 & PE.04.01.01 EP1 - Inspection, Testing, and 

Maintenance of Fire Safety Systems 

 

The Facilities Manager works with qualified contractors and staff to design a program of 

calibration, inspection, maintenance, and testing to assure the reliability of all fire safety systems 

and equipment. The program includes systems and equipment such as fire sprinklers, smoke 

detection, fire pumps, fire dampers, doors, and shutters, and smoke control elements of the 

environment. Each system or piece of equipment is maintained to comply with requirements of 

the National Fire Protection Association or other applicable codes and standards.  
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When deficiencies are identified, they are corrected within 48 hours. If a deficiency cannot be 

corrected within 48 hours, the Facilities Manager evaluates the impact of the deficiency using the 

ILSM criteria to determine if an ILSM plan needs to be put in place until the deficiency can be 

corrected. All ILSM plans are monitored for effect, and documentation demonstrating compliance 

with the plan is maintained by the Safety Officer. 

 

LS.01.01.01 EP1 – Life Safety Management 

 

The Safety Officer is responsible for maintaining the Statement of Conditions. The Safety Officer 

prepares a quarterly report of the rate of completion of any Survey Related Plan for Improvement 

for the Safety Committee. If any items will not be completed within the  The Joint Commission 

allowed 60 day grace period, the Safety Officer is responsible for preparing a letter to the 

appropriate Joint Commission staff requesting a time limited waiver within 30 days from the end 

of the survey. 

 

LS.01.02.01 EP1 – 15PE.03.02.01EP1 - 15 – Management of Fire Safety Risks 

 

A program of Interim Life Safety Management based on Interim Life Safety Measures (ILSM) is 

used to manage degradation of the level of life safety required by NFPA 101 – 2012 Life Safety 

Code.  The ILSM program consists of a screening tool used to assess the severity of the potential 

impact of a degraded level of life safety. When risk factors indicate a need to implement one or 

more of the ILSM, a project specific Interim Life Safety Management Plan (ILSMP) is designed.  

The Facilities Manager and Safety Officer are responsible for implementation of the ILSMP. The 

implementation may include training, installation of engineering controls, posting of temporary 

advisory signs, and other actions deemed necessary. Affected staff are oriented and drilled, as 

appropriate, to familiarize them with the Interim Life Safety Management Plan. 

 

The Safety Officer and Facilities Manager are responsible for monitoring the effectiveness of the 

implementation of the ILSMP. When deficiencies are identified, the Safety Officer and/or the 

Facilities Manager take appropriate action to resolve the deficiencies. 

 

All monitoring and actions to resolve deficiencies related to an ILSMP are documented. The 

documentation is presented to the Safety Committee as part of the quarterly Life Safety 

Management report to the Committee. All ILSM evaluations, plans, and monitoring 

documentation are maintained for at least three years. 

 

EC.04.01.01 EP1 – EP11 – The hospital monitors conditions in the 

environment 

 

The Vice President of Quality and Regulatory Affairs coordinates the design and implementation 

of the incident reporting and analysis process. The Safety Officer works with the Vice President 

of Quality and Regulatory Affairs to design appropriate forms and procedures to document and 

evaluate patient and visitor incidents, staff member incidents, and property damage related to 

environmental conditions.  
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Incident reports are completed by a witness or the staff member to whom a patient or visitor 

incident is reported. The completed reports are forwarded to the Vice President of Quality and 

Regulatory Affairs who in turn works with appropriate staff to analyze and evaluate the reports. 

The results of the evaluation are used to eliminate immediate problems in the environment.  

 

In addition, the Vice President of Quality and Regulatory Affairs and the Safety Officer 

collaborate to conduct an aggregate analysis of incident reports generated from environmental 

conditions to determine if there are patterns of deficiencies in the environment of staff behaviors 

that require action. The findings of such analysis are reported to the Safety Committee and the 

Performance Improvement/Patient Safety Committee, as appropriate, as part of quarterly 

Environmental Safety reports.  The Safety Officer provides summary information related to 

incidents to the Chief Executive Officer, Board of Directors and Senior Leadership as 

appropriate.   

 

The Safety Officer coordinates the collection of information about environmental safety and 

patient safety deficiencies and opportunities for improvement from all areas of Sierra View 

Medical Center.  

 

Appropriate representatives from hospital administration, clinical services, support services, and a 

representative from each of the seven management of the environment of care functions use the 

information to analyze safety and environmental issues and to develop recommendations for 

addressing them. 

 

The Safety Committee and the Performance Improvement Patient Safety Committee are 

responsible for identifying important opportunities for improving environmental safety, for 

setting priorities for the identified needs for improvement, and for monitoring the effectiveness of 

changes made to any of the environment of care management programs. 

  

The Safety Officer and the Chairpersons of the Safety Committee and the Performance 

Improvement Patient Safety Committee prepare a quarterly report to the leadership of Sierra 

View Medical Center. The quarterly report summarizes key issues reported to the Committees 

and the recommendations of them.  

 

The quarterly report is also used to communicate information related to standards and regulatory 

compliance, program issues, objectives, program performance, annual evaluations, and other 

information, as needed, to assure leaders that management responsibilities have been carried out. 

 

EC.04.01.01 EP15 – Every twelve months the hospital evaluates each environment of care 

management plan including a review of the scope, objectives, performance, and 

effectiveness of the program described by the plan. 

 

The Safety Officer coordinates the annual evaluation of the management plan associated with the 

Life Safety Management Program functions. 

  

The annual evaluation examines the management plans to determine if they accurately represent 

the management of environmental and patient safety risks. The review also evaluates the 

89 



 Environment of Care Policy & Procedure Manual 

 

SUBJECT:  

LIFE SAFETY MANAGEMENT PLAN 

SECTION:   

Life Safety Management 

                                                   Page 8 of 10 

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

 

 

operational results of each Environment of Care Program to determine if the scope, objectives, 

performance, and effectiveness of each program are acceptable. The annual evaluation uses a 

variety of information sources. The sources include aggregate analysis of environmental rounds 

and incident reports, findings of external reviews or assessments by regulators, accrediting 

bodies, insurers, and consultants, minutes of Safety Committee meetings, and analytical 

summaries of other activities. The findings of the annual review are presented to the Safety 

Committee by the end of the second quarter of the calendar year. Each report presents a balanced 

summary of an Environment of Care Program for the preceding calendar year. Each report 

includes an action plan to address identified weaknesses. 

 

In addition, the annual review incorporates appropriate elements of The Joint Commission’s 

required Periodic Performance Review. Any deficiencies identified on an annual basis will be 

immediately addressed by a plan for improvement. Effective development and implementation of 

the plans for improvement will be monitored by the Safety Officer. 

 

The results of the annual evaluation are presented to the Safety Committee. The Committee 

reviews and approves the reports. Actions and recommendations of the Committee are 

documented in the minutes. The annual evaluation is distributed to the Chief Executive Officer, 

Senior Leadership, The Board of Directors, the Performance Improvement Patient Safety 

Committee, and others as appropriate. The manager of each Environment of Care Program is 

responsible for implementing the recommendations in the report as part of the performance 

improvement process. 

 

EC.04.01.03 EP2 - Analysis and actions regarding identified environmental issues 

 

The Safety Committee receives reports of activities related to the   environmental and patient 

safety programs based on a quarterly reporting schedule. The Committee evaluates each report to 

determine if there are needs for improvement. Each time a need for improvement is identified; the 

Committee summarizes the issues as opportunities for improvement and communicates them to 

the leadership of the hospital, the performance improvement program, and the patient safety 

program. 

 

EC.04.01.05 EP1 – Improving the Environment 

 

When the leadership of the hospital, performance improvement, or patient safety concurs with 

Safety Committee recommendations for improvements to the Environment of Care Management 

Programs, a team of appropriate staff is appointed to manage the improvement project. The 

Safety Committee works with the team to identify the goals for improvement, the timeline for the 

project, the steps in the project, and to establish objective measures of improvement. 

 

The Safety Committee also establishes a schedule for the team to report progress and results. All 

final improvement reports are summarized as part of the annual review of the program and 

presented to hospital leadership, performance improvement, and patient safety leadership. 
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GOAL: 

 

Audit all areas inside the facility for proper placement of exit signage and emergency lighting. If 

an area is found to be lacking proper signage and/or emergency lighting work with Engineering to 

correct the issue.Update the facility Fire Drill Form to ensure that all regulatory requirements are 

being met during Fire Drills. 

 

HR.01.04.01 EP1 & EP3; HR.01.05.03 EP1 and EC.03.01.01 EP1& EP2 –HR.11.03.01 EP1 - 

5 Orientation and Ongoing Education and Training 

 

Orientation and training addressing all subjects of the environment of care is provided to each 

employee, volunteer, and to each new medical staff member at the time of their employment or 

appointment.  

 

In addition, all current employees, as well as volunteers, physicians, and students participate in an 

annual update of the orientation program as deemed appropriate. The update addresses changes to 

procedures and controls, laws and regulations, and the state of the art of environmental safety. 

  

The Human Resources Department assisted by the Education Department coordinates the general 

orientation program. New staff members are required to attend the first general orientation 

program after their date of employment. The Human Resources Department maintains attendance 

records for each new staff member completing the general orientation program.   

 

New staff members are also required to participate in orientation to the department where they are 

assigned to work.  The departmental orientation addresses job related patient safety and 

environmental risks and the procedures and controls in place to minimize or eliminate them 

during routine daily operations.  

 

The Safety Officer collaborates with the Environment of Care managers, Department Directors, 

Vice President of Quality and Regulatory Affairs, Manager of Infection Control, the Patient 

Safety Officer and others as appropriate to develop content materials for general and job related 

orientation and continuing education programs. The content and supporting materials used for 

general and department-specific orientation and continuing education programs are reviewed as 

part of the annual review of each Environment of Care program and revised as necessary. 

 

The Safety Officer gathers data during environmental rounds and other activities to determine the 

degree to which staff and licensed independent practitioners are able to describe or demonstrate 

how job related physical risks are to be managed or eliminated as part of daily work. 

 

In addition, the Safety Officer evaluates the degree to which staff and licensed independent 

practitioners understand or can demonstrate the actions to be taken when an environmental 

incident occurs and how to report environment of care risks or incidents.  
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Information about staff and licensed independent practitioner knowledge and technical skills 

related to managing or eliminating environment of care risks is reported to the Environmental 

Safety Committee. When deficiencies are identified, action is taken to improve orientation and 

ongoing educational materials, methods, and retention of knowledge as appropriate. 

 

AFFECTED PERSONNEL / AREAS: GOVERNING BOARD; MEDICAL STAFF; ALL HOSPITAL 

EMPLOYEES; VOLUNTEERS; VENDORS; CONTRACT SERVICES AND STAFF 

 

REFERENCES: 

 

• The Joint Commission (20265).  Hospital accreditation standards. EC.01.01.01 EP7PE.03.01.01 Joint 

Commission Resources. Oak Brook, IL. 

 

• National Fire Protection Association (NFPA) Life Safety Code 2012 Edition. Retrieved from 

https://www.nfpa.org/Codes-and-Standards/All-Codes-and-Standards/Codes-and-Standards.  

 

CROSS REFERENCES: 

 

• FIRE RESPONSE PLAN  
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PURPOSE:  

 

To facilitate compliance with requirements of the Health Insurance Portability and Accountability Act 

(HIPAA) Standards for Privacy of Individually Identifiable Health Information (Privacy Standards), 45 

CFR Part 164 and the sections that relate to uses and disclosures of protected health information (PHI) for 

marketing purposes, and the Health Information Technology for Economic and Clinical Health Act 

(HITECH) component of the American Recovery and Reinvestment Act (ARRA). 

 

POLICY:  

 

An authorization signed by the patient or the patient’s personal representative (as defined by state law) is 

required and must be obtained for any uses or disclosures of PHI for purposes of marketing under HIPAA 

Privacy Standards. 

 

Refer to HIPAA Privacy Standards, 45 CFR Parts 160.101 and 164.501 

 

AFFECTED AREAS/PERSONNEL: ALL EMPLOYEES 

 

DEFINITIONS: 

 

Marketing - To make a communication about a product or service that encourages recipients of the 

communication to purchase or use the product or service 

 

Non-Marketing - Communication about a product or service that encourages recipients to purchase or 

use the product or service and the communication: 

 

1. Is to provide refill reminders or otherwise communicate about a drug or biologic that is currently 

being prescribed for the individual, only if any financial remuneration received by the covered 

entity in exchange for making the communication is reasonably related to the covered entity’s 

cost of making the communication. 

 

2. For the following treatment and health care operations purposes, except where the covered entity 

receives financial remuneration in exchange for making the communication: 

 

a. For treatment of an individual by a health care provider, including case management or 

care coordination for the individual, or to direct or recommend alternative treatments, 

therapies, health care providers, or settings of care to the individual. 

 

b. To describe a health-related product or service (or payment for such product or service) 

that is provided by, or included in a plan of benefits, of the covered entity making the 

communication, including communications about: the entities participating in a health 

care provider network or health plan network; replace of, or enhancements to, a health 

plan; and health-related products or services available only to a health plan enrollee that 

add value to, but are not part of, a plan of benefits; or  
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c. For case management or care coordination, contracting of individual with information 

about treatment alternatives, and related functions to the extent these activities do not fall 

within the definition of treatment. 

 

PROCEDURE: 

 

1. Authorization must be obtained from a patient or the patient’s legal representative for any use or 

disclosure of PHI for marketing, except for communication in the form of: 

 

a. A face-to-face communication made by a member of the facility workforce to an 

individual; or 

 

b. A promotional gift (e.g., infant formula) of nominal value provided by the facility. 

 

2. If the marketing involves direct or indirect remuneration to the facility from a third party (sale of 

PHI), the authorization must state that such remuneration is involved. Refer to the Authorization 

for Uses and Disclosures policy. 

  

3. Facilities may communicate to patients via newsletters, mailings or other means regarding 

treatment options, health related information, disease-management programs, wellness programs, 

or other community-based initiatives or activities in which the facility is participating. 

 

4. All documentation for marketing must be kept for a minimum of six (6) years. 

 

5. Facilities that engage patients for marketing and/or promotional purposes (e.g., to use a patient’s 

testimonial in marketing material) must have two forms executed: 

 

a. Authorization for use and Disclosure of PHI for Marketing and/or Promotional Purposes 

 

b. Consent for Use and Disclosure of Image, Voice, and/or Written Testimonials 

 

REFERENCES: 

  

• The Joint Commission. (2026). Hospital accreditation standards, IM.12.01.01. Oakbrook Terrace, 

Illinois. 
 

• American Reinvestment and Recovery Act of 2009, Title XII, Subtitle D. 

 

CROSS REFERENCES: 

 

• PATIENT PRIVACY – PROGRAM REQUIREMENTS   

 

• AUTHORIZATION FOR USES AND DISCLOSURES OF PROTECTED HEALTH 

INFORMATION   
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I. EXECUTIVE SUMMARY 

 

The Environment of Care and the range of patient care services provided to the patients served by 

Sierra View Medical Center (SVMC) present unique challenges. The specific medical equipment 

risks of the environment are identified by conducting and maintaining a proactive risk 

assessment. A Medical Equipment Management plan, based on various risk criteria, including 

risks identified by outside sources such as The Joint Commission, is used to eliminate or reduce 

the probability of adverse patient outcomes. 

  

The Medical Equipment Management Plan describes the risk and daily management activities 

that Sierra View Medical Center has put in place to achieve the lowest potential for adverse 

impact on the safety and health of patients, staff, and other individuals coming to the 

organization’s facilities. The management plan and the Medical Equipment Management 

Program are evaluated annually to determine if they accurately describe the program and that the 

scope, objectives, performance, and effectiveness of the program are appropriate.  

 

The program is applied to Sierra View Medical Center, Distinct Part Skilled Nursing Facility, 

Cancer Treatment Center, Ambulatory Surgery Department, Clinical Lab, Wound Healing 

Center, Urology Clinic, Sierra View Community Health Center, Surgery Clinic and Medical 

Office Building of Sierra View Medical Center. The Medical Equipment Management Plan and 

associated policies extend to all inpatient and outpatient service line programs, ancillary services, 

support services, and all facilities including patient care, business occupancies and temporary 

alternate care sites of Sierra View Medical Center. The plan also affects all staff, volunteers, 

medical staff and associates, including contracted staff and services of Sierra View Medical 

Center. 

 

II. PRINCIPLES 

 

A. Selection of appropriate equipment to support the services of Sierra View Medical Center 

is an essential part of assuring safe, effective care and treatment are rendered to persons 

receiving services. 

 

B. Orientation, education, and training of operators of medical equipment are an essential 

part of assuring safe, effective care and treatment are rendered to persons receiving 

services. 

 

C. Assessment of needs for continuing technical support of medical equipment and design of 

appropriate calibration, inspection, maintenance, and repair services is an essential part of 

assuring that medical equipment is safe and reliable. 

 

D. Effective management of medical alarms is a critical part of the patient safety program.  
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III. OBJECTIVES 

 

A. Use established criteria to identify unique equipment risks. The identified risks are used 

to develop appropriate procedures and controls for maintenance and orientation and 

education programs.  

 

B. Identify and respond appropriately to equipment hazards and recall notices in a timely 

manner.  

 

C. Record, report, and analyze medical equipment problems, failures and user errors.  

 

D. Any event involving medical equipment and resulting in patient injury or death is treated 

as a Sentinel Event as defined by The Joint Commission. A complete Root Cause 

Analysis (RCA) is performed for each Sentinel Event.  

 

E. Manage the Medical Equipment Management program to assure compliance with The 

Joint Commission’s requirements. 

  

IV. PROGRAM MANAGEMENT STRUCTURE 

 

A. The Safety Officer is responsible for maintaining the Medical Equipment Management 

Program.  Each department director is responsible for orienting new staff members to the 

capabilities, limitations, special applications of equipment, basic operating and safety 

procedures, emergency procedures if failure occurs, maintenance responsibilities, if 

applicable, and the reporting procedures for equipment problems, failures and user errors. 

 

B. The Board of Directors of Sierra View Medical Center receives regular reports of the 

activities of the Medical Equipment Management Program from the Safety Committee.  

The Board of Directors reviews the reports and, as appropriate, communicates concerns 

about identified issues back to the  Safety Officer and appropriate clinical staff.  The 

Board of Directors collaborates with the Chief Executive Officer and Senior Leadership 

to assure budget and staffing resources are available to support the Medical Equipment 

Management Program. 

 

C. The Chief Executive Officer of Sierra View Medical Center receives regular reports of 

the activities of the Medical Equipment Management Program. The Chief Executive 

Officer collaborates with the Safety Officer and other appropriate staff to address medical 

equipment issues and concerns. The Chief Executive Officer collaborates with the Safety 

Officer to develop a budget and operational objectives for the Medical Equipment 

Management Program. 

 

D. The Safety Officer assures that an appropriate Medical Equipment Maintenance Program 

is implemented.  
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E. The Safety Officer will develop reports of Medical Equipment Management Performance 

for presentation to the Safety Committee on a quarterly basis. The reports summarize 

organizational experience, performance management and improvement activities, and 

other medical equipment issues.  

 

F. The biomedical equipment technicians and selected outside contracted service staff 

schedule and complete all calibration, inspection, and maintenance activities required to 

assure safe, reliable performance of medical equipment in a timely manner. In addition, 

the technicians and service company staff perform necessary repairs.  

 

V. ELEMENTS OF THE MEDICAL EQUIPMENT PROGRAM 

  

EC.01.01.01 EP8 – Medical Equipment Management Plan 

 

The Medical Equipment Management Program is described in this Management Plan. The 

Medical Equipment Management Plan describes the procedures and controls in place to minimize 

the potential that any patients, staff, and other people coming to the facilities of Sierra View 

Medical Center experience an adverse event while being monitored, diagnosed or treated with 

any type of medical equipment. 

 

EC.02.04.01.EP2 – Written Criteria and Inventory  

 

The Safety Officer is responsible for the development of criteria used to identify risks associated 

with medical equipment.  

 

The criteria are used to evaluate risks related to the function of medical equipment, physical risks 

related to the use of equipment, and any history of patient safety issues related to the use of the 

equipment in the healthcare market.  

 

The Safety Officer is responsible for assuring that all medical equipment is screened at the time 

of commissioning. The Medical Equipment Management screening procedure is applied, as 

appropriate, to loaner equipment, demonstration equipment, and equipment owned by physicians 

or other qualified individuals that is used as part of the care or treatment of a patient in any 

service of Sierra View Medical Center. 

 

EC.02.04.01.EP3 – Identifying High Risk Inventory 

 

The Safety Officer and the Biomedical Department identifies high risk medical equipment on the 

inventory for which there is a risk of serious injury or death to a patient or staff member should 

the equipment fail.  

 

EC.02.04.01 EP4-5 - Inspection, Testing, and Maintenance Intervals 

 

The Safety Officer uses manufacturer recommendations, applicable codes and standards, 

accreditation requirements, and local or reported field experience to determine the appropriate 

maintenance intervals for assuring safety and maximizing equipment availability and service life. 
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A computerized maintenance management system is used to schedule and track timely 

completion of scheduled maintenance and service activities. 

 

The Safety Officer is responsible for assuring that the rate of timely completion of scheduled 

maintenance and other service activities meets regulatory and accreditation requirements. 

 

The hospital’s activities and frequencies for inspecting, testing, and maintaining the following 

items are in accordance with manufacturers’ recommendations: 

              

-  Equipment subject to federal or state law or Medicare Conditions of Participation in which    

                     inspecting, testing, and maintaining be in accordance with the manufacturers’ 

recommendations, or otherwise establishes more stringent maintenance requirements 

 

- Medical laser devices 

 

- Imaging and radiologic equipment (whether used for diagnostic or therapeutic purposes ) 

              

- New medical equipment with insufficient maintenance history to support the use of 

alternative maintenance strategies 

 

               Note: Maintenance history includes any of the following documented evidence: 

 

             -      Records provided by the hospital’s contractors 

             -      Information made public by nationally recognized sources 

             -      Records of the hospital’s experience over time 

EC.02.04.01.EP9 - Emergency Procedures 

 

The Safety Officer and appropriate clinical caregivers collaborate to identify life-critical medical 

equipment. Life-critical equipment is defined as equipment, the failure or malfunction of which 

would cause immediate death or irreversible harm to the patient, dependent on the function of the 

equipment. 

 

The Safety Officer and the caregivers are responsible for developing appropriate resources to 

manage the response to the failure or disruption of the function of the identified life-critical 

equipment. The resources are designed to minimize the probability of an adverse outcome of care.  

 

The resources must include, but are not limited to, information about the availability of spare or 

alternate equipment, procedures for communication with staff responsible for repair of the 

equipment, and specific emergency clinical procedures and the conditions under which they are to 

be implemented.  
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Copies of applicable emergency procedures are included in the emergency operations manual of 

each clinical department. Training addressing the medical equipment emergency procedures is 

included in the department or job-related orientation process. All medical equipment emergency 

procedures are reviewed annually.   

 

EC.02.04.01 EP10PE.05.01.01 - Quality Control and Maintenance of Radiologic Equipment 

 

The hospital identifies quality control and maintenance activities to maintain the quality of the 

diagnostic computed tomography (CT), positron emission tomography (PET, magnetic resonance 

imaging (MRI), and nuclear medicine (NM) images produced. The hospital identifies how often 

these activities should be conducted.  

 

EC.02.04.03 – Medical equipment is maintained, tested, and inspected 

      

The Safety Officer ensures that all medical equipment is inspected, tested and maintained. 

 

EC.02.04.03 EP1 - Equipment Inventory and Initial Testing 

 

The Safety Officer and the Manager of the Environment of Care establishes and maintains a 

current, accurate, and separate inventory of all equipment included in a program of planned 

inspection or maintenance. The inventory includes equipment owned by Sierra View Medical 

Center, leased and rented equipment, and personally owned equipment used for the diagnosis, 

treatment, and monitoring of patient care needs.  

 

The Safety Officer assures effective implementation of the program of planned inspection and 

maintenance. All equipment in the program is tested for performance and safety prior to use on 

patients.  

 

EC.02.04.03 EP2 - Testing of High Risk Equipment 

 

The Safety Officer assures that scheduled testing of all life support equipment is performed in a 

timely manner. Reports of the completion rate of scheduled inspection and maintenance are 

presented to the Safety Committee each quarter. If the quarterly rate of completion falls below 

100%, the Safety Officer will also present an analysis to determine what the cause of the problem 

is and make recommendations for addressing it. 

 

EC.02.04.03 EP3 - Testing of Non-High Risk Equipment 

 

The Safety Officer assures that scheduled testing of all non-life support equipment is performed 

in a timely manner. Reports of the completion rate of scheduled inspection and maintenance are 

presented to the Safety Committee each quarter. 

 

If the quarterly rate of completion falls below 100%, the Safety Officer will also present an 

analysis to determine what the cause of the problem is and make recommendations for addressing 

it. 

 

99 



  Environment of Care Policy & Procedure Manual 

 

SUBJECT:  

MEDICAL EQUIPMENT MANAGEMENT PLAN 

SECTION:   

Medical Equipment Management 

Page 6 of 11 

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

 

 

 

 

 

EC.02.04.03 EP4 - Testing of Sterilizers 

 

The Director of Surgical Services, staff and contracted service providers are responsible for 

testing and maintenance of all types of sterilizers used in Sierra View Medical Center. Records of 

load testing and regular maintenance are maintained by the Director of Surgical Services. Any 

improper results are documented as patient safety incidents and reported to Risk Management for 

evaluation and action. 

 

            EC.02.04.03 EP5 - Testing of Dialysis Water Systems  

 

The Director of Acute Renal Services is responsible for maintenance of dialysis equipment used 

in Sierra View Medical Center. The program of maintenance includes regular cleaning and 

disinfection of all dialysis equipment and testing for compliance with biological and chemical 

standards for the dialysis water supply. All out of range results will be documented as patient 

safety incidents and reported to Risk Management for evaluation and action. Any event resulting 

in a patient injury or death will be treated as a Sentinel Event. 

 

EC.02.04.03 EP16PE.05.01.01 EP1- Testing & Calibration of Nuclear Medicine Equipment 

 

Qualified hospital staff inspect, test, and calibrate nuclear medicine equipment annually. The 

dates of these activities are documented. 

 
EC.02.04.03 EP18PE.05.01.01- Quality of Radiological Images 

 
The Hospital maintains the quality of the diagnostic computed tomography (CT), positron 

emission tomography (PET), magnetic resonance imaging (MRI), and nuclear medicine (NM) 

images produced.  (See also EC.02.04.01, EP 10) 

 
EC.02.04.03 EP20- Dosage Measurements 

 
The Director of Radiology ensures that for diagnostic computed tomography (CT) services: At 

least annually, a diagnostic medical physicist does the following: (1) Measures the radiation dose 

(in the form of volume computed tomography dose index [CTDIvol]) produced by each 

diagnostic CT imaging system for the following four CT protocols: adult brain, adult abdomen, 

pediatric brain, and pediatric abdomen. If one or more of these protocols is not used by the 

hospital, other commonly used CT protocols may be substituted. (2) Verifies that the radiation 

dose (in the form of CTDIvol) produced and measured for each protocol tested is within 20 

percent of the CTDIvol displayed on the CT console. The dates, results, and verifications of these 

measurements are documented. 

 
EC.02.04.03 EP21PE.05.01.01- Evaluation of Computed Tomography (CT) Equipment 
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For diagnostic computed tomography (CT) services: At least annually, a diagnostic medical 

physicist conducts a performance evaluation of all CT imaging equipment. The evaluation results, 

along with recommendations for correcting any problems identified, are documented and 

presented to the Radiation Safety Committee. The evaluation includes the use of phantoms to 

assess the following imaging metrics:  1) Imaging uniformity 2) Slice thickness accuracy 3) Slice 

position accuracy (when prescribed from a scout image) 4) Alignment light accuracy 5) Table 

travel accuracy 6) Radiation beam width 7) High contrast resolution 8) Low contrast resolution 9) 

Geometric or distance accuracy 10) CT number accuracy and uniformity 11) Artifact evaluation . 
 
EC.02.04.03 EP22PE.05.01.01- Evaluation of Magnetic Resonance Imaging (MRI) 

Equipment 

 
At least annually, a diagnostic medical physicist or magnetic resonance imaging (MRI) scientist 

conducts a performance evaluation of all MRI imaging equipment. The evaluation results, along 

with recommendations for correcting any problems identified, are documented and presented to 

the Radiation Safety Committee. The evaluation includes the use of phantoms to assess the 

following imaging metrics:  (1) Imaging uniformity for all radiofrequency (RF) coils used 

clinically (2) Signal to noise (SNR) for all coils used clinically (3) Slice thickness accuracy (4) 

Slice position accuracy  (5) Alignment light accuracy (6) High contrast resolution (7) Low 

contrast resolution (or contrast to noise ratio)  (8) Geometric or distance accuracy (9) Geometric 

or distance accuracy (10) Magnetic field homogeneity (11) Artifact evaluation. 
 
EC.02.04.03 EP23PE.05.01.01- Evaluation of Nuclear Medicine (NM) Equipment 

 
At least annually, a diagnostic medical physicist or nuclear medicine physicist conducts a 

performance evaluation of all nuclear medicine imaging equipment. The evaluation results, along 

with recommendations for correcting any problems identified are documented and presented to 

the Radiation Safety Committee. The evaluations are conducted for all of the image types 

produced clinically by each NM scanner (for example, planar and/or tomographic) and include 

the use of phantoms to assess the following imaging metrics:  (1) Imaging uniformity/system 

uniformity (2) High contrast resolution/system spatial resolution (3) Sensitivity (4) Energy 

resolution  (5) Count rate performance (6) Artifact evaluation. 

 

EC.04.01.01 EP1 – EP11 – The hospital monitors conditions in the environment 

 

The Vice President of Quality and Regulatory Affairs coordinates the design and implementation 

of the incident reporting and analysis process. The Safety Officer works with the Vice President 

of Quality and Regulatory Affairs to design appropriate forms and procedures to document and 

evaluate patient and visitor incidents, staff member incidents, and property damage related to 

environmental conditions.  

 

Electronic incident reports are completed by a witnessing staff member to whom a patient or 

visitor incident is reported. The completed reports are forwarded to Risk Management.  Risk 

Management works with appropriate staff to analyze and evaluate the reports. The results of the 

evaluation are used to eliminate immediate problems in the environment.  
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In addition, the Vice President of Quality and Regulatory Affairs and the Safety Officer 

collaborate to conduct an aggregate analysis of incident reports generated from environmental 

conditions to determine if there are patterns of deficiencies in the environment or staff behaviors 

that require action. The findings of such analysis are reported to the Safety Committee and the 

Performance Improvement/Patient Safety Committee, as appropriate, as part of quarterly 

Environmental Safety reports.  The Safety Committee Chairperson provides summary 

information related to incidents to the Chief Executive Officer, Board of Directors, and Senior 

Leadership as appropriate.  

 

The Safety Officer coordinates the collection of information about environmental safety and 

patient safety deficiencies and opportunities for improvement from all areas of Sierra View 

Medical Center. Appropriate representatives from hospital administration, clinical services, 

support services, and a representative from each of the seven management areas of the 

environment of care functions use the information to analyze safety and environmental issues and 

to develop recommendations for addressing them. 

 

The Safety Committee and the Performance Improvement/Patient Safety Committee are 

responsible for identifying important opportunities for improving environmental safety, for 

setting priorities for the identified needs for improvement, and for monitoring the effectiveness of 

changes made to any of the environment of care management programs. 

  

The Safety Officer and the Chairpersons of the Safety Committee and the Performance 

Improvement/Patient Safety Committee prepare a quarterly report to the leadership of Sierra 

View Medical Center. The quarterly report summarizes key issues reported to the Committees 

and the recommendations of them. The quarterly report is also used to communicate information 

related to standards and regulatory compliance, program issues, objectives, program performance, 

annual evaluations, and other information, as needed, to assure leaders that management 

responsibilities have been carried out. 

 

EC.04.01.01 EP15 – Every twelve months the hospital evaluates each environment of care 

management plan, including a review of the scope, objectives, performance, and 

effectiveness of the program described by the plan. 

 

The Safety Officer coordinates the annual evaluation of the management plans associated with 

the Environment of Care (EC) functions. 

  

The annual evaluation examines the management plans to determine if they accurately represent 

the management of environmental and patient safety risks. The review also evaluates the 

operational results of each EC program to determine if the scope, objectives, performance, and 

effectiveness of each program are acceptable. The annual evaluation uses a variety of information 

sources. The sources include aggregate analysis of environmental rounds and incident reports, 

findings of external reviews or assessments by regulators, accrediting bodies, insurers, and 

consultants, minutes of Safety Committee meetings, and analytical summaries of other activities. 

The findings of the annual review are presented to the Safety Committee by the end of the second 

quarter of the calendar year. Each report presents a balanced summary of an EC program for the 

preceding fiscal year. Each report includes an action plan to address identified weaknesses. 
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In addition, the annual review incorporates appropriate elements of The Joint Commission’s 

required Periodic Performance Review. Any deficiencies identified on an annual basis will be 

immediately addressed by a plan for improvement. Effective development and implementation of 

the plans for improvement will be monitored by the Safety Officer. 

 

The results of the annual evaluation are presented to the Safety Committee. The Committee 

reviews and approves the reports. Actions and recommendations of the Committee are 

documented in the minutes. The annual evaluation is distributed to the Chief Executive Officer, 

the Board of Directors, organizational leaders, the Performance Improvement Patient Safety 

Committee, and others as appropriate. The manager of each EC program is responsible for 

implementing the recommendations in the report as part of the performance improvement 

process. 

 

EC.04.01.03  EP2 - Analysis and actions regarding identified environmental issues 

 

The Safety Committee receives reports of activities related to the environmental and patient 

safety programs based on a quarterly reporting schedule. The Committee evaluates each report to 

determine if there are needs for improvement. Each time a need for improvement is identified, the 

Committee summarizes the issues as opportunities for improvement and communicates them to 

the leadership of the hospital, the performance improvement program, and the patient safety 

program. 

 

EC.04.01.05 EP1 – Improving the Environment 

 

When the leadership of the hospital, Performance Improvement, or Patient Safety concurs with 

Safety Committee recommendations for improvements to the environment of care management 

programs, a team of appropriate staff is appointed to manage the improvement project. The Safety 

Committee works with the team to identify the goals for improvement, the timeline for the 

project, the steps in the project, and to establish objective measures of improvement. 

 

The Safety Committee also establishes a schedule for the team to report progress and results. All 

final improvement reports are summarized as part of the annual review of the program and 

presented to hospital, performance improvement, and patient safety leadership. 

 

GOAL: 

 

WorkContinue to work with Renovo to develop a tracking system that can assist the hospital in 

locating equipment that is transported with a patient who has been sent to another facility. This 

goal was held up last year due to a change in leadership within Renovo. 
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HR.01.04.01 EP1 & EP3; HR.01.05.03 EP1 and EC.03.01.01 EP1 & EP2HR.11.03.01 EP1 - 5 

– Orientation and Ongoing Education and Training 

 

Orientation and training addressing all subjects of the environment of care is provided to each 

employee, volunteer, and to each new medical staff member at the time of their employment or 

appointment.  

 

In addition, all current employees, as well as volunteers, physicians, and students, participate in 

an annual update of the orientation program as deemed appropriate. The update addresses 

changes to the procedures and controls, laws and regulations, and the state of the art of 

environmental safety. 

  

The Human Resources Department, with assistance from the Education Department, coordinates 

the general orientation program. New staff members are required to attend the first general 

orientation program after their start date of employment.  

 

The Human Resources Department maintains attendance records for each new staff member 

completing the general orientation program.   

 

New staff members are also required to participate in orientation to the department where they are 

assigned to work.  The departmental orientation addresses job related patient safety and 

environmental risks and the procedures and controls in place to minimize or eliminate them 

during routine daily operations.  

 

The Safety Officer collaborates with the EC managers, Department Directors, Vice President of 

Quality and Regulatory Affairs, Manager of Infection Control, the Patient Safety Officer, and 

others as appropriate to develop content materials for general and job related orientation and 

continuing education programs.  

 

The content and supporting materials used for general and department-specific orientation and 

continuing education programs are reviewed as part of the annual review of each EC program and 

revised as necessary. 

 

The Safety Officer gathers data during environmental rounds and other activities to determine the 

degree to which staff and licensed independent practitioners are able to describe or demonstrate 

how job related physical risks are to be managed or eliminated as part of daily work. 

 

In addition, the Safety Officer evaluates the degree to which staff and licensed independent 

practitioners understand or can demonstrate the actions to be taken when an environmental 

incident occurs and how to report environment of care risks or incidents.  

 

Information about staff and licensed independent practitioner knowledge and technical skills 

related to managing or eliminating environment of care risks is reported to the Safety Committee. 
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When deficiencies are identified, action is taken to improve orientation and ongoing educational 

materials, methods, and retention of knowledge as appropriate. 

 

AFFECTED PERSONNEL / AREAS: GOVERNING BOARD; MEDICAL STAFF; ALL HOSPITAL 

EMPLOYEES; VOLUNTEERS; VENDORS; CONTRACTED SERVICES AND STAFF 

 

REFERENCES: 

 

• The Joint Commission (20265).  Hospital accreditation standards. EC.01.01.01 EP8 Joint 

Commission Resources. Oak Brook, IL 
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PURPOSE: 

 

It is the policy of Sierra View Medical Center (SVMC) to implement a written program to assist in 

identifying, detecting and mitigating risks of potential identity theft affecting patients of SVMC.  This 

program is intended to comply with the requirements of 16 C.F.R. Section 681.2 The Fair Trade 

Commission (FTC) enforces the Red Flag Regulations. 

 

DEFINITIONS:  

 

Identity theft is a fraud committed or attempted using identifying information of another person without 

authority. Medical identity theft occurs when someone uses a person’s name or sometimes other parts of 

their identity – such as insurance information or social security number – without the victim’s knowledge 

or consent to obtain medical services or goods, or when someone uses the person’s identity to obtain 

money by falsifying claims for medical services. Terms not otherwise defined herein shall have the same 

meaning as in the FTC Regulations. 

 

AFFECTED PERSONNEL/AREAS: ALL EMPLOYEES 

 

PROCEDURE: 

 

A. IDENTIFYING RELEVANT RED FLAGS 

 

SVMC has considered various factors in identifying relevant red flags for possible identity theft 

affecting patients and patient accounts of SVMC.  See attachment A.  Red flags that may alert staff to 

identity theft include the following: 

 

1. A complaint or question from a patient based on the patient’s receipt of: 

 

a. a bill for another individual; 

b. a bill for a product or service that the patient denies receiving; 

c. a bill from a health care provider that the patient never patronized; or 

d. a notice of insurance benefits (or Explanation of Benefits) for health services 

never received. 

 

2. Records showing medical treatment inconsistent with a physical examination or medical 

history as reported by the patient. 

 

3. A complaint or question from a patient about the receipt of a collection notice from a bill 

collector with whom SVMC is not familiar. 

 

4. A patient or insurance company reports that coverage for legitimate healthcare services is 

denied because insurance benefits have been depleted or a lifetime cap has been reached. 

 

5. A complaint or question from a patient about information added to a credit report by a 

health care provider or insurer. 
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6. A dispute of a bill by a patient who claims to be the victim of any type of identity theft. 

 

7. A patient who uses an insurance number, but never produces an insurance card or other 

physical documentation of insurance. 

 

8. A notice or inquiry from an insurance fraud investigator for a private insurance company 

or a law enforcement agency. 

 

B.  RESPONSE TO POTENTIAL IDENTITY THEFT 

 

Emergency Care - NO DELAY. Providing identification is not a condition for obtaining 

emergency care. The process of confirming a patient’s identity must never delay the provision of 

an appropriate medical screening examination or necessary stabilizing treatment for emergency 

medical conditions. 

 

In the event of any of the above red flags (or any other indication that a patient may be the victim 

of identity theft), the employee who becomes aware of such shall take action appropriate under 

the circumstances, including those resolutions as set forth in Attachment A. If a concern as to 

potential identity theft cannot be resolved, the employee shall promptly notify his or her 

supervisor. If the supervisor cannot resolve the concern as to potential identity theft, he/she shall 

notify the Compliance Officer, who shall determine the appropriate investigation and further 

action. Identity theft can be perpetrated by individuals/entities external to SVMC, as well as  

internally by staff or individuals/entities whom SVMC shares patient information with.  All 

actions should be directed towards preventing and mitigating identity theft, as well as notification 

of the patient if identity theft is believed to have occurred. See attachment A. 

 

1. Investigation of a red flag:  In determining whether a red flag may indicate identity theft, 

SVMC will consider aggravating factors that may heighten the risk of identity theft, such 

as a data security incident that results in unauthorized access to a patient’s account 

records, or notice that a patient has become aware of someone fraudulently claiming to 

obtain medical services in the name of the patient. SVMC will investigate all potential 

circumstances of identity theft. 

 

2. Complaint by a patient:  The Compliance Officer or Chief Privacy Officer will 

investigate any complaint by a patient of identity theft. The patient should be asked if he 

or she has filed a police report for identity theft, and a copy obtained if a report has been 

filed. The patient must complete either: 

 

a. The ID Theft Affidavit developed by the FTC, including supporting 

documentation; 

b. An ID theft affidavit recognized under California state law; or 

c. A written statement that includes the following documentation: 

 

1. A statement that the patient is a victim of identity theft; 
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2. A photocopy of the patient’s driver’s license or government-issued photo 

identification card; 

3. Any other identification document that supports the statement of identity 

theft; 

4. Specific facts supporting the claim of identity theft, if available; 

5. Any other explanation that the patient did not incur the debt; 

6. Any available correspondence disputing the debt; 

7. Documentation of the residence of the patient at the date of service, 

including copies of utility bills, tax statements, or other statements from 

businesses sent to the patient at his or her residence; 

8. A telephone number for contacting the patient; 

9. Any information that the patient may have concerning the person who 

registered in his or her name; 

10. A statement that the patient did not authorize the use of his or her name 

or personal information for obtaining services; or 

11. A statement certifying that the representations are true, correct, and 

contain no material omissions of fact to the best knowledge and belief of 

the person submitting the certification. 

 

3.  Records requested by patient: 

 

Identity theft victims may obtain a copy of the business transaction records maintained by 

SVMC (or by others on the Hospital’s behalf) relating to identity theft free of charge. 

“Business transaction records” may include billing and medical record information. 

SVMC will provide these records upon the victim’s written request, and will provide 

these records to any law enforcement which the victim authorizes. Before providing these 

records, SVMC must receive proof of identity, which may be a government-issued ID 

card in addition to a police report, and one of the three documents described above (i.e., a 

theft affidavit or a written statement). SVMC shall make a copy of all such information. 

SVMC may refuse to provide business transaction records if it determines in good faith 

that (i) the true identity of the person asking for the information cannot be verified, (ii) 

the request for the information is based upon a misrepresentation, or (iii) state or federal 

law prohibits disclosure of such information. 

 

4. Action to mitigate identity theft: 

 

If it is reasonably determined that a patient has been a victim of identity theft; SVMC 

shall mitigate, to the extent practicable, any harmful effect that is known to SVMC. 

SVMC will take the following actions: 

 

a. SVMC will cease collection on open accounts that resulted from identity theft. 

b. SVMC will cooperate with any law enforcement, bank, and/or credit card issuer 

investigation relating to the identity theft. 
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c. If an insurance company, government program or other payer has made payment 

on the account, SVMC will determine whether the payment was made in error, 

and if so, will notify the payer and refund the amount paid. 

d. If an adverse report had been made to a consumer reporting agency, SVMC will 

notify the agency that the account was not the responsibility of the patient. 

 

Other appropriate responses may include the following: 

 

• Changing any passwords, security codes, or other security devices that permit access to a patient 

account; 

• Notifying law enforcement; or 

• Determining that no response is warranted under the particular circumstances. 

 

C.  NOTIFICATION OF A PATIENT 

 

A patient should be promptly informed if SVMC determines there is possible unauthorized use of 

personal identifying information.   

 

Notice shall only be delayed if law enforcement informs SVMC that disclosure of the identity 

theft or breach would impede a criminal investigation or jeopardize national security. A request 

for delayed notification should be documented including the name of the law enforcement officer 

and agency making the request. The patient should be promptly notified by the Compliance 

Officer or Chief Privacy officer after the law enforcement agency informs SVMC that notice will 

no longer impede the investigation or jeopardize national or homeland security.  

 

D.  UPDATING THE PROGRAM 

 

The Director of Compliance Officer in collaboration with the Administrative Director of Revenue 

Cycle, Director of HIM/Chief Privacy Officer, Director of  Informatics and Technology, IT & 

Data Management/Information Security Officer and other key leaders will evaluate the Program 

on an annual basis and will update the Program as necessary to reflect changes in the risks to 

patients or to SVMC from identity theft, based on factors such as: 

 

• The experiences of SVMC with identity theft; 

• Changes in methods of identity theft; 

• Changes in methods to detect, prevent, and mitigate identity theft; 

• Changes in the types of accounts that SVMC offers or maintains; and 

• Changes in the business arrangements of SVMC, including mergers, acquisitions, alliances, 

joint ventures, and service provider arrangements. 

• The effectiveness of the policies and procedures of SVMC in addressing the risk of identity 

theft in connection with the opening of patient accounts and with respect to existing patient 

accounts; 

• Any third party service provider arrangements relevant to patient accounts; 

• Significant incidents involving identity theft and management’s response; and 

• Recommendations for material changes to the Program. 
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REFERENCES: 

 

• 16.C.F.R.681.2. Updated 12/15/2025. https://www.ecfr.gov/current/title-16/chapter-I/subchapter-

F/part-681#se16.1.681_11  

 

• Fighting Identity Theft with the Red Flags Rule: A How to Guide for Business (May 2013). Federal 

Trade Commission. Retrieved from https://www.ftc.gov/tips-advice/business-

center/guidance/fighting-identity-theft-red-flags-rule-how-guide-business.  
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ATTACHMENT A 

RESPONSES TO POTENTIAL RED FLAG INCIDENTS 

IDENTITY THEFT RED FLAG PREVENTION/MITIGATION 

PROCEDURE 

POTENTIAL RESOLUTION 

[ONLY SUGGESTIONS] 

Documents provided for identification 

appear to have been altered or forged. 

Stop the admissions/billing process 

and require applicant to provide 

additional satisfactory information to 

verify identity. 

Additional documentation must be 

provided to resolve discrepancy and 

continue admissions/billing 

process.* 

Personal identifying information 

provided by the patient or applicant is 

not consistent with other personal 

identifying information. For example, 

the Social Security Number (SSN) 

range and date of birth do not 

correlate. 

Stop the admissions/billing process 

and require applicant to provide 

additional satisfactory information to 

verify identity. 

Additional documentation must be 

provided to resolve discrepancy and 

continue admissions/billing 

process.* 

The photograph or physical 

description on the identification is not 

consistent with the appearance of the 

person presenting the ID. 

Stop the admissions/billing process 

and require applicant to provide 

additional satisfactory information to 

verify identity. 

Additional documentation must be 

provided to resolve discrepancy and 

continue admissions/billing 

process.* 

The SSN provided is the same as that 

submitted by other persons opening 

an account or other customers. 

Stop the admissions/billing process 

and require applicant to provide 

additional satisfactory information to 

verify identity. 

Additional documentation must be 

provided to resolve discrepancy and 

continue admissions or billing 

process.* 

The address and/or telephone number 

provided is the same or similar to an 

unusually large number of other 

persons opening an account or other 

patients. 

Stop the admissions/billing process 

and require applicant to provide 

additional satisfactory information to 

verify identity. 

Additional documentation must be 

provided to resolve discrepancy and 

continue admissions or billing 

process.* 

Patient has an insurance number but 

never produces an insurance card or 

other physical documentation of 

insurance. 

Stop the admissions/billing process 

and require applicant to provide 

additional satisfactory information to 

verify identity. 

Additional documentation must be 

provided to resolve discrepancy and 

continue admissions or billing 

process. * Contact insurance 

company as necessary.  

If investigation does not indicate 

fraud, all contact and identifying 

information is re-verified with 

patient. 

Records showing medical treatment 

that is inconsistent with a physical 

examination or with 

a medical history as reported by the 

patient(e.g., inconsistent blood type). 

Investigate complaint, interview 

individuals as appropriate, review 

previous files for potential inaccurate 

records. Items to consider include: 

blood type; age; race; and other 

physical descriptions may be 

Depending on the inconsistency and 

review of previous file, either 

delay/do not open a new 

patient account.* If the results of the 

investigation do not indicate 
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IDENTITY THEFT RED FLAG PREVENTION/MITIGATION 

PROCEDURE 

POTENTIAL RESOLUTION 

[ONLY SUGGESTIONS] 

evidence of medical identity theft. fraud, all contact and identifying 

information is re-verified 

with patient. 

Complaint/inquiry from an individual 

based on: a bill for another person; 

 a bill for a product or service that the 

patient denies receiving; a bill from a 

healthcare provider that the patient 

never saw; and/or a notice of 

insurance benefits or Explanation of 

Benefits for health services never 

received. 

Investigate complaint, interview 

individuals as appropriate 

Discontinue collection on the 

account until identity has been 

resolved. Notify law enforcement as 

appropriate.  

If the results of the investigation do 

not indicate fraud, all contact and 

identifying information is re-verified 

with patient. 

Complaint/inquiry from a patient 

about information added to a credit 

report by a healthcare provider or 

insurer. 

Investigate complaint, interview 

individuals as appropriate. 

Discontinue collection on the 

account until identity has been 

resolved. Notify law enforcement as 

appropriate. If investigation does not 

indicate fraud, all contact and 

identifying information is re-verified 

with patient. 

A dispute of a bill by a patient who 

claims to be the victim of any type of 

identity theft. 

Investigate complaint, interview 

individuals as appropriate. 

Discontinue collection on the 

account until identity has been 

resolved. Notify law enforcement as 

appropriate. If investigation does not 

indicate fraud, all contact and 

identifying information is re-verified 

with patient 

Complaint or question from patient 

about the receipt of a collection notice 

from a bill collector. 

Investigate complaint, interview 

individuals as appropriate. 

Discontinue collection on the 

account until identity has been 

resolved. Notify law enforcement as 

appropriate. If investigation does not 

indicate fraud, all contact and 

identifying information is re-verified 

with patient. 

Patient or insurance company report 

that coverage for legitimate SVMC 

service is denied because insurance 

benefits have been depleted or a 

lifetime cap has been reached. 

Investigate complaint, interview 

individuals as appropriate. 

Additional documentation must be 

provided to resolve discrepancy and 

continue admissions or billing 

process. Contact insurance company 

as necessary. Notify law enforce-

ment as appropriate. If investigation 

does not indicate fraud, all contact 

and identifying information is re-

verified with 

patient. 
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IDENTITY THEFT RED FLAG PREVENTION/MITIGATION 

PROCEDURE 

POTENTIAL RESOLUTION 

[ONLY SUGGESTIONS] 

Mail sent to the patient is returned 

repeatedly as undeliverable although 

transactions continue to be conducted 

in connection with the patient’s 

account. 

Use skip-tracing or other procedures 

to find the patient’s current mailing 

address. 

Patient should be contacted, 

sufficient information provided to 

verify that address is correct, and 

contact information is updated. 

SVMC is notified by a customer, a 

victim of identity theft, a law 

enforcement authority, or any other 

person that it has opened a fraudulent 

account for a person engaged in 

identity theft. 

Investigation to determine if billing 

was made fraudulently. 

Additional documentation must be 

provided to resolve discrepancy and 

continue admissions or billing 

process. Contact insurance company 

as necessary. Notify law 

enforcement as appropriate. 

If investigation does not indicate 

fraud, all contact and identifying 

information is re-verified with 

patient. 

SVMC receives a notice or inquiry 

from an insurance fraud investigator 

for a private insurance company or 

law enforcement agency. 

Investigation to determine if a 

security breach occurred within  

SVMC, or if theft or other improper 

use by SVMC staff of patient 

identity and health information 

occurred. 

Discontinue billing process until 

inquiry is resolved. Assess security 

and monitoring devices in place 

and change passwords and other 

procedures as appropriate. Notify 

law enforcement as appropriate. 

Personal identifying information 

provided by the patient is associated 

with known fraudulent activity as 

indicated by internal or third-party 

sources used by the Hospital. For 

example: the address on an 

application is the same as the address 

provided on a fraudulent application; 

or the phone number on an 

application is the same as the number 

provided on a fraudulent application. 

Investigate complaint, interview 

individuals as appropriate. 

Discontinue collection on the 

account until identity has been 

resolved. Notify law enforcement as 

appropriate.  

If investigation does not indicate 

fraud, all contact 

and identifying information is re-

verified with patient. 

Personal identifying information 

provided by the patient is of a type 

commonly associated with 

fraudulent activity as indicated by 

internal or third-party sources used by 

SVMC. For example:  the address on 

an application is fictitious, a mail 

drop or prison; or  the phone number 

on an application is invalid, or is 

associated with a pager or answering 

service. 

Investigate complaint, interview 

individuals as appropriate. 

Terminate credit until identity has 

been accurately resolved; 

discontinue attempting to 

collect on the account until identity 

has been resolved. Notify law 

enforcement as appropriate. 

If investigation does not indicate 

fraud, all contact and identifying 

information is re-verified with 

patient. 
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* In no event should treatment be refused or discontinued, unless such is purely elective. Credit and 

identity theft investigations should occur, with potential appropriate reporting, separate from 

provision of treatment to a patient. 
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PURPOSE: 

 

The purpose of this policy is to set the guidelines for compliance with the California Public Records Act, 

commencing at Section 6250 of the California Government Code, and other related applicable statutes 

and case law, by setting forth the procedures to be followed when making records available to the public.  

It is the policy of the District that non-exempt public records be open for inspection and made available 

within a reasonable period of time to the requesting party.  Pursuant to Section 6253 of the California 

Public Records Act, a fee equal to the direct cost of duplication may be charged to any person requesting 

a copy of a public record.  

 

DEFINITIONS:  

 

1. “District” the Sierra View Local Health Care District  

 

2. “Public Record” includes any writing which contains information relating to the conduct of the 

public’s business and/or which is prepared, owned, used, or retained by the District.  

 

3. “Writing” means any handwriting, typewriting, printing, Pphotostatting, photographing, 

transmitting by electronic mail or facsimile and every other means of recording upon any tangible 

thing, any form of communication or representation.  

 

AFFECTED PERSONNEL/AREAS: ALL STAFF 

 

RECORDS AVAILABLE TO THE PUBLIC:  

 

Agendas or any other writings, except for records exempt from disclosure (including, but not limited to, 

the items listed below) under section 6254 of the California Public Records Act, distributed to all or a 

majority of the members of a legislative body for discussion or consideration at an open session public 

meeting are disclosable to the public upon request, and shall be made available to members of the public 

in accordance with the provisions of section 54957.5 of the Ralph M. Brown Act. Confidential document 

and records reviewed or distributed in a closed session of a public meeting are not required to be made 

available.  

 

All questions as to whether or not a record is exempt from disclosure according to this policy should be 

referred to counsel for the District.   

 

RECORDS EXEMPT AND/ OR REQUIRING REFERRAL TO COUNSEL FOR THE DISTRICT: 

 

A. Preliminary drafts, notes, or interagency or intra-agency memoranda that are not retained by the 

District in the ordinary course of business, if the public interest in withholding those records 

clearly outweighs the public interest disclosure. Cal. Gov. Code. Sec.6254 (a). 

 

B. Records pertaining to pending litigation to which the District is a party, or to claims made 

pursuant to Division 3.6 (commencing with Section 810) of Title 1 of the Government Code, until 

such litigation or claims have been finally adjudicated or otherwise settled. Cal.Gov. Code Sec. 

6254 (b).  
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C. Personnel, medical, or similar files, the disclosure of which would constitute an unwarranted 

invasion of personal privacy.  Cal. Gov. Code Sec. 6254 (c). HIPAA of 1996, Privacy Act of 

1974.  

 

D. Requests for the Joint Commission’s final accreditation reports (that are forwarded to the State 

Department of Health Services) should be referred to counsel for the District.  

 

E. Confidential communications between the District and its attorneys.  Evidence Code Section 954.  

 

F. Records of documents covered by the attorney work product privilege, or any other judicially 

recognized privilege, including but not limited to, the deliberative process privilege covered by 

the Evidence Code.  

 

G. A memorandum submitted to a state body or the District’s Governing Board by it legal counsel 

pursuant to subdivision (q) of California Government Code Section 11126 or 54956.9 until the 

pending litigation has been fully adjudicated or otherwise settled.  The memorandum shall be 

protected by the attorney work-product privilege until the pending litigation has been finally 

adjudicated or otherwise settled.  Cal.Gov. Code Sec. 6254.25.  

 

H. Trade Secrets – information claimed to be a trade secret at the time of submittal to the District 

may be treated as a trade secret in accordance with California Government Code Sec. 6254(k) and 

California Evidence Code Section 1060.  See below Procedure – Paragraph V.B.  

 

I. Requests for contracts and rates for inpatient and outpatient services should be referred to counsel 

for the District.   

 

J. Request for contracts and rates for “major risk” and “managed risk” medical insurance program 

information should be referred to counsel for the District.  

 

K. Real estate appraisals, engineering or feasibility estimates and evaluations should be referred to 

counsel for the District.  

 

L. Request for records in which the public interest in non-disclosure outweighs the interest in 

disclosure Gov. Code Section 6255 

 

M. Materials privileged under some other statute.  Cal. Gov. Code Sec. 6254(K) 

 

PROCEDURE: 

 

A. Requesting Copies of Public Records 

 

1. Request for Copies.  A public records request may be made in writing, orally in person, 

or by phone.  The requests must be addressed to the Board of Directors of Sierra View 

Local Health Care District (SVLHCD). Requests may be made in paper or electronic 

form and may be sent by mail, facsimile, email or personally delivered.  All requests 

must be made with sufficient clarity so as to reasonably describe an identifiable record.  
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(Cal. Gov. Code Sec. 6253). Requests not meeting these criteria may be returned.  

Reasonable restrictions may be imposed upon general requests for voluminous classes of 

documents.  Copies will not be provided if the disclosure would infringe a copyright or 

would constitute an unreasonable burden on the operation of the District or the record is 

exempt from disclosure under the California Public Records Act.  

 

2. Response Time for Determination.  The District shall determine within 10 days after the 

receipt of a public records request whether to comply with the request and shall 

immediately notify the requestor of its determination and the reasons therefore.  Cal. 

Gov. Code Sec. 6253.  Such notification will include a public records reference number, 

which should be used in any further correspondence relating to the request.  The District 

may extend the determination period for up to 14 additional calendar days by providing 

the requestor with written notice of the extension period, (a) if there is a need to search 

for and collect the requested records from various offices that are separate from the office 

processing the request, (b) the need to search for, collect and appropriately examine a 

voluminous amount of separate and distinct records with respect to the request, (c) if 

there is the need to consult with another agency involving the request determination or 

(d) if there is the need to compile data, write  programming language or a computer 

program, or to construct a report to extract the data.   Cal.Gov. Code Sec. 6253 (c).  

When the District dispatches the final determination to the requestor, and if the District 

determines that the request is for non-exempt public records, the District will notify the 

requestor of the approximate date by which the requested public information will be 

made available to the requestor.  If immediate disclosure of the requested records is not 

possible, the District must provide the records to the requestor within a reasonable period 

of time.  

 

B. Exempt Records and Trade Secrets 

 

Records that are exempt from the Public Records Act will normally not be released.  Exceptions 

of this policy may be granted at the discretion of the Chief Executive Officer (CEO), only after 

giving consideration to waiver of privilege as to those documents as to entire public and after 

giving consideration as to setting precedent as to future requests.  Records claimed by third 

parties to be trade secrets or to otherwise exempt from disclosure will not be immediately 

released unless the District determines they are clearly public records.   

 

Only information claimed to be a trade secret at the time of submittal to the District may be 

treated as a trade secret.  California law defines trade secret in Civil Code Sec. 3426.1 (d) as 

materials that derive economic value from not being generally known or known to those who 

could use it to obtain value; and is and has been reasonably protected from disclosure.  Notice 

will be sent by certified mail to the third party claiming exempt or trade secret status.   Such third 

party is responsible for providing its current mailing address to the District.  The notice shall 

include a copy of the request, and a request for a detailed and complete justification of the basis 

for exempt or trade secret status, to be provided within 15 calendar days of the date of the letter.  

If no justification is timely received, the subject records shall be released as a specified herein.  

Any justification claiming trade secret status must include a sworn declaration that should address 

the following six factors (Restatement of Torts Sec. 757):  
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1. the extent to which the information is known outside of the person’s business;   

2. the extent to which it is known by employees and others involved in the person’s 

business;  

3. the extent of measures taken by the person to guard the secrecy of the information;  

4. the value of the information to the person’s business and to the person’s competitors;  

5. the amount of effort or money expended by the person in developing the information;  

6. the ease or difficulty with which the information could be properly acquired or duplicated 

by others.  

 

In addition, any justification must be specific enough so as to identify which specific information 

in a document constitutes a trade secret or is exempt so that it may be blocked out in a document 

,document, with the remaining information to be released.  As a result, all documents subject to 

the request should be reviewed by the third party claiming exempt or trade secret status before 

submitting its justification to enable it to specifically segregate information contained in those 

documents that may or may not be released.  Failure to so segregate may result in the release of 

all information.  

 

The District shall evaluate the justification and any other information at its disposal and shall 

determine if the justification supports the claim that the material is in fact exempt or is a trade 

secret under California Government Code Section 6254 and Section 6254.7, respectively.  If the 

District determines that the claim is bona fide and that the material is exempt or a trade secret, the 

District Administrative Office shall notify the requestor that the data sought is exempt or a trade 

secret and therefore cannot be released.  The requestor shall be advised of its right to bring 

appropriate legal action to compel disclosure.  Any such action should name the third party 

claiming an exemption from disclosure as a real party in interest.   

 

If the District determines that the claim of exemption or trade secret is not meritorious or is 

inadequately supported by the evidence, the District shall promptly notify, by certified mail, the 

third party who claimed exempt or trade secret status that the justification is inadequate, and that 

the information shall be released after 10 calendar days from the date of receipt of such notice.  

Such third party shall also be advised of its right to bring appropriate legal action to prevent 

disclosure, and of its right to further respond.  However, such further response, if inadequate, will 

not toll the 10-day period for release.  In the event the third party cannot be reached at its last 

listed address with the District, the information shall be released after 15 calendar days of the date 

of such notice.  Any legal action brought by the third party should name the requestor as a real 

party in interest.  

 

The above procedures regarding exempt records and trade secrets do not apply to requests made 

by other governmental agencies for purposes of carrying out their official responsibilities, if such 

agencies agree to treat the disclosed material as confidential pursuant to a written confidentiality 

agreement with the District.  The confidentiality agreement shall designate those persons 

authorized by the requesting governmental  agency to obtain the information.  Cal. Gov. Code 

Sec. 6254.5(e).  

 

The above procedures are also inapplicable if there requestor and the third party enter in to an 

agreement waiving any objections to the District’s release of the requested information.  A signed 

copy of the agreement must be provided to the District.  
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C. Subpoenas 

 

The Public Records Act is not applicable in situations where subpoenas have been issued against 

the District for document production.  Any such subpoenas shall be referred to District Counsel’s 

Office unless otherwise directed by that office, or handled following the hHandling of Subpoenas, 

Summons, and Complaints Policy.  

 

D. Request for Access to Inspect Specific Files 

 

It is the policy of the District that all records open for public inspection shall be available with the 

least possible delay and at the expense of the requesting party, except if the law provides an 

exemption from mandatory disclosure.  Public records are open to inspection at all times during 

the office hours of the District, and every citizen has a right to inspect any public record as 

defined herein.  To permit sufficient time for the District to compile the records for review, an 

appointment to view the records should be made by the requestor.   

 

Records that are exempt from the Public Records Act and records claimed to contain trade secrets 

will be handled in the manner described in Subsection V.C.  If a delay occurs, the requestor will 

be notified of the reasons and offered the option of either viewing that portion of the records that 

is available or waiting until the complete record is available.  

 

The Board Clerk, or a designated representative, will be available to assist the requestor during 

the inspection. The requestor will be provided with the records and a work space.  The Board 

Clerk or the designated representative will ensure that no records are removed or altered.  If the 

requestor asks for photocopies or the electronic record of certain records, the Board Clerk will 

arrange for the copies and/or the electronic records to be provided to the requestor within a 

reasonable time period.  The following requirements regarding fees will be applicable.   

 

E. Request for Public Records in an Electronic Format 

 

Per Government Code Section 6253.9  

 

(a) Unless otherwise prohibited by law, any agency that has information that constitutes an 

identifiable public record not exempt from disclosure pursuant to this chapter that is in an 

electronic format shall make that information available in an electronic format when requested by 

any person and, when applicable, shall comply with the following:  

 

1. The agency shall make the information available in any electronic format in which it 

holds the information.  

 

2. Each agency shall provide a copy of an electronic record in the format requested if 

the requested format is one that has been used by the agency to create copies for its 

own use or for provision to other agencies.  The cost of duplication shall be limited to 

the direct cost of producing a copy of a record in an electronic format.   
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(b) Notwithstanding paragraph (2) of subdivision (a), the requestor shall bear the cost of 

producing a copy of the record, including the cost to construct a record, and the cost of 

programming and computer services necessary to produce a copy of the record when either of 

the following applies:  

 

1. In order to comply with the provisions of subdivision (a), the public agency 

would be required to produce a copy of an electronic record and the record is one 

that is produced only at otherwise regularly scheduled intervals.  

 

2. The request would require data compilation, extraction, or programming to 

produce the record.   

 

(c)  Nothing in this section shall be construed to require the public agency to reconstruct a record 

in an electronic format if the agency no longer has the record available in an electronic 

format.  

 

(d) If the request is for information in other than electronic format, and the information also is in 

electronic format, the agency may inform the requestor that the information is available in 

electronic format.  

 

(e) Nothing in this section shall be construed to permit an agency to make information available 

only in an electronic format.  

 

(f) Nothing in this section shall be construed to require the public agency to release an electronic 

record in the electronic form in which it is held by the agency if its release would jeopardize 

or compromise the security or integrity of the original record or of any proprietary software in 

which it is maintained. 

 

(g) Nothing in this section shall be construed to permit public access to records held by any 

agency to which access is otherwise restricted by statute.  

 

F. Fees for Copies or Electronic Format of Public Records 

 

There is no fee for less than ten (10) pages of public records.  For ten or more pages, the fee is .25 

cents per page for all pages, including the first nine (9).  Staff time will not be charged for 

providing copies or electronic format of existing identifiable documents.  

 

The Public Records Act requires “payment of fees covering direct costs of duplication, or a 

statutory fee, if applicable.”  Cal. Gov. Code Sec. 626253(b).  If the charges are estimated to 

exceed $50.00, the requestor will be notified before the Board of Directors office begins 

processing the request.  If the costs will exceed $200.00, the District will require advance 

payment before the copies are made.  In all other cases, the District Administrative Office will 

submit an invoice for any remaining charges.   
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RESPONSIBILITIES 

 

District Administrative Office 

 

The District Administrative Office will have primary responsibility for coordinating the District’s 

compliance with the California Public Records Act.  That responsibility includes: 

 

1. Receiving, logging, and tracking all requests for public records 

 

2. Sending copies of requests to all applicable divisions within one business day 

 

3. Assisting the public in understanding what information is available, and what must be done to 

obtain access to, or copies of, public records  

 

4. Ensuring the District Counsel’s Office have reviewed the request if necessary and provided their 

comments as to whether the requested records may be released  

 

5. Requesting and obtaining the required information forom the appropriate division(s) 

 

6. If a record has been identified as a trade secret or appears to be confidential, follow the 

procedures outlined above dealing with trade secrets 

 

7. Providing the necessary notices and public records is within the appropriate periods as outlined in 

these guidelines 

 

8. Ensuring that all records are safeguarded   

 

9. Making sure that all originals of records are returned to the appropriate division as soon as 

possible 

 

10. Ensuring that requests from the media are coordinated with the Marketing Department  

 

The approved records will be provided within ten calendar days of the receipt of the request, unless the 

volume of the material warrants additional time.   

 

If additional time is necessary, the District Administrationve Office will provide the requestor a good 

faith estimate of when the copies will be available.  

 

District Counsel  

 

The District’s Counsel Office will be responsible for providing legal guidance in determining which 

records may be released under the Public Records Act.  The District Administrationve Office shall 

provide District Counsel with those documents that are alleged to be trade secrets or exempt from the 

Public Records Act.   
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In addition, the District Administration Office will immediately provide District Counsel with all 

correspondence relating to the justification of exempt or trade secret status.  The District 

Administrationve Office will then be responsible for maintaining a separate file for those records which 

may not be released, and for releasing the remaining records pursuant to these guidelines.  

 

REFERENCES: 

 

• California Legislative Information (as of January 1, 2025March 2019)Cal. Gov. Code Sec. 7290-

7931. 6250-6276.48.  Retrieved from leginfo.legislature.ca.gov 

https://leginfo.legislature.ca.gov/faces/codes_displayexpandedbranch.xhtml?tocCode=GOV&division

=10.&title=1.&part=&chapter=&article=  

 

• Summary of the California Public Records Act 2004 (August 2004). Retrieved from ag.ca.gov 

 

CROSS REFERENCES: 

 

• Subpoenas, Summons, and Complaints Policy, Handling of 
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PURPOSE: 

 

To ensure patients’ the right to request privacy restrictions on the use or disclosure of their protected 

health information (PHI) as required by the Health Insurance Portability and Accountability Act 

(HIPAA), Standards for Privacy of Individually Identifiable Health Information (Privacy Standards), 45 

CFR Parts 160 and 164, the Health Information Technology for Economic and Clinical Health Act 

(HITECH) component of the American Recovery and Reinvestment Act (ARRA) of 2009, and any and 

all other Federal regulations and interpretive guidelines. 

 

POLICY: 

 

Patients will be provided the right to request restriction of certain uses and disclosures of their PHI that is 

contained within the designated record set.  Exceptions include psychotherapy notes, information 

compiled for use in civil, criminal or administrative actions, and information that is subject to prohibition 

by the Clinical Laboratory Improvements Amendments (CLIA).  Requests for such restrictions must be 

made in writing to the SVMC Privacy Officer (PO).  No other SVMC employee may process such a 

request unless specifically authorized by the PO.  A determination to restrict uses or disclosures must 

be made very carefully to ensure the request can be met.  Unless otherwise indicated below, SVMC may 

deny a request under certain circumstances. 

 

Required disclosure restriction: SVMC must comply with a patient’s request to restrict or limit the 

disclosure of the individual’s protected health information (PHI) if 1) except as otherwise required by 

law, the disclosure is to a health plan for purposes of carrying out payment or health care operations (and 

is not for purposes of carrying out treatment), and 2) the PHI pertains solely to a health care item or 

service for which the patient paid the facility out of pocket in full. 

 

Emergency Treatment exception:  If SVMC agrees to a restriction, HIPAA privacy regulations provide an 

exception in emergency treatment situations for a hospital or provider to use and disclose necessary 

information to treat the patient. 

 

AFFECTED AREAS/PERSONNEL:  ALL EMPLOYEES   

 

PROCEDURE: 

 

REQUESTS FOR RESTRICTIONS AND TIMELY ACTION: 

 

1. SVMC must permit a patient to request restrictions on the use and disclosure of PHI as contained 

in the designated record set.  Requests for restrictions must be presented in writing (see attached 

sample restriction request form). 

 

2. The written request must be routed to the PO.  The PO and his or her designee are the only 

individuals who may agree to any such restriction requests. 

 

3. The right to request restrictions and the process for making the request must be outlined in the 

Notice of Privacy Practices.   
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4. Unless otherwise required by law, SVMC must agree to a patient’s request for restrictions or 

limitations for disclosures to the patient’s health plan for payment or health care operations 

purposes if the patient has paid out of pocket in full for the health care item or service and the 

PHI pertains solely to that item or service.   

 

5. For requests that are not required restrictions, the facility is not required to act immediately and 

should investigate its ability to meet the request prior to agreeing to the restriction. 

 

6. The patient’s request and the letter notifying the patient of the PO’s decision must be filed with 

the designated record set. 

 

PROVIDING THE RESTRICTION 

 

Unless the request cannot be denied by law, the PO must ensure that the request can be met and that the 

designated record set is flagged per SVMC procedure. 

 

DENIAL OF REQUEST 

 

1. Except as otherwise required by law, SVMC may not deny a patient’s request for restrictions or 

limitations for disclosures to the patient’s health plan for payment or health care operations 

purposes if the patient has paid out of pocket in full for the health care item or service and the 

PHI pertains solely to that item or service. 

 

2. The facility may deny any other request that is not a required restriction.   

 

3. The patient must be notified of the denial by the PO in writing (see attached sample denial letter). 

  

REQUIRED DOCUMENTATION  

 

1. SVMC must document the following and retain such documentation: 

 

a.  The designated record sets that are subject to restriction; and 

 

b.  The titles of the persons or offices responsible for receiving and processing requests for 

access by individuals. 

 

2. All correspondence and associated documentation related to a patient’s requests for restrictions, 

including denials, must be maintained and retained per the Records Management Policy, or for 

six (6) years, whichever is longer. 

 

3. All correspondence and associated documentation related to patient requests, including denials, 

must be maintained and retained per the Records Management Policy, EC.014, or for 6 years, 

whichever is longer. 
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TERMINATING A RESTRICTION 

 

SVMC may terminate its agreement to a restriction, if:      

 

1. The individual agrees to or requests the termination in writing;     

 

2. The individual orally agrees to the termination and the oral agreement is documented; or      

 

3. SVMC informs the individual that it is terminating its agreement to a restriction, except that such 

termination is only effective with respect to protected health information created or received after 

it has so informed the individual.  Note: Restrictions may not be terminated without the patient’s 

permission for disclosures to the patient’s health plan for payment or health care operations 

purposes if the patient has paid out of pocket in full for the health care item or service and the 

PHI pertains solely to that item or service. 

 

REFERENCES: 

 

• American Recovery and Reinvestment Act of 2009, Title XIII, Subtitle D 

 

• Health Insurance Portability and Accountability Act (HIPAA), Standards for Privacy of Individually 

Identifiable Health Information, 45 CFR Parts 160 and 164 

 

• The Joint Commission (2026).  Hospital accreditation standards. EC.014. Joint Commission 

Resources. Oak Brook, IL. 

 

 

CROSS REFERENCES:  

 

• RECORDS MANAGEMENT Policy 

 

• NOTICE OF PRIVACY PRACTICES  
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I. EXECUTIVE SUMMARY 

 

Each environment of care poses unique risks to the patients served, the employees and medical 

staff who use and manage it, and to others who enter the environment. The Environment of Care 

Safety (EC) Program is designed to identify and manage the risks of the Eenvironments of Ccare 

operated and owned by Sierra View Medical Center (SVMC). The specific risks of each 

environment are identified by conducting and maintaining a proactive risk assessment. An 

environmental safety program based on applicable laws, regulations, and accreditation standards 

is designed to manage the specific risks identified in each healthcare building or portions of 

buildings housing healthcare services operated by Sierra View Medical Center.  

 

The Management Plan for Environmental Safety describes the risk, safety, and daily management 

activities that Sierra View Medical Center has put in place to achieve the lowest potential for 

adverse impact on the safety and health of patients, staff, and other individuals coming to the 

organization’s facilities. The management plan and the environmental management program are 

evaluated annually to determine if they accurately describe the program and that the scope, 

objectives, performance, and effectiveness of the program are appropriate.  

 

The program is applied to Sierra View Medical Center, Distinct Part Skilled Nursing Facility, 

Cancer Treatment Center, Ambulatory Surgery Department, Wound Healing Center, Urology 

Clinic, Clinical Lab, Community Health Center and Medical Office Building of Sierra View 

Medical Center. The Management Plan for Environmental Safety and associated polices extends 

to all inpatient and outpatient service line programs, ancillary services, support services and all 

facilities including patient care, business occupancies and temporary alternate care sites of Sierra 

View Medical Center. The plan also affects all staff, volunteers, medical staff and associates 

including contracted services of Sierra View Medical Center. 

 

II. PRINCIPLES 

 

A. The identification of specific risks faced by patients, employees, and others is essential 

for designing safe work areas and work practices. 

 

B. The identified risks and proven risk management practices are used to design procedures 

and controls to reduce the threats of adverse outcomes. In addition, the identified risks 

and the procedures and controls are used to educate staff to effectively use work 

environments and safe work practices to minimize the potential for adverse impact on 

them, patients, and other individuals coming into the environment. 

 

C. Ongoing monitoring and evaluation of performance, assessment of accidents and 

incidents, and regular environmental rounds are essential management tools for 

improving the safety of the environment. The knowledge developed using these 

management tools is used to make changes in the physical environment, work practices, 

and increase staff knowledge. 
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III. OBJECTIVES 

 

A. Perform an initial proactive risk assessment of the buildings, grounds, equipment, staff 

activities, and the care and work environment for patients and employees to evaluate the 

potential adverse impact on all persons coming to the facilities of Sierra View Medical 

Center. 

 

B. Perform additional risk assessments when changes involving these issues occur. 

 

C. Analyze accidents, incidents, and occurrences to identify root cause elements of those 

incidents. 

 

D. Make changes in the procedures and controls to address identified root causes of 

incidents. 

 

E. Conduct environmental rounds in all areas of the hospital and affiliated medical practices.  

Staff making rounds will evaluate the physical environment, equipment, and work 

practices. Rounds are conducted in all support areas at least annually and all patient care 

areas at least semi-annually. 

 

F. Present quarterly reports of EC management activities to the Safety Committee. The 

reports from each EC area manager will identify key issues of performance and 

regulatory compliance, present recommendations for improvement, and provide 

information about ongoing activities to resolve previously identified EC issues. The 

Safety Officer coordinates the documentation and presentation of this information. 

 

G. Assure that all departments have current organization wide and department specific 

procedures and controls designed to manage identified risks.  

 

H. Review the risks and related procedures and controls at least once every three years to 

assure that the EC programs are current. 

 

I. Assign qualified individuals to manage the EC programs and to respond to immediate 

threats to life and health. 

 

J. Perform an annual evaluation of the management plan and the scope, objectives 

performance and effectiveness of the environmental safety program. 

 

K. Design and present environmental safety education and training to all new and current 

employees, volunteers, members of the medical staff and others as appropriate.  
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IV. PROGRAM MANAGEMENT STRUCTURE 

 

A. The Safety Officer, Vice President of Quality and Regulatory Affairs and Manager of 

Infection Control work as the Environmental Safety Leadership Team (ESLT) to develop 

the environmental safety program. They collaborate with leaders throughout the 

organization to conduct appropriate risk assessments, develop risk-related procedures and 

controls, develop staff education and training materials, and manage day-to-day activities 

of the environmental safety program. They also collaborate with the Performance 

Improvement/Patient Safety Committee to integrate environment of care safety concerns 

into the Patient Safety program.  

 

B. The Environmental Safety Leadership Team coordinates the development of reports to 

the Safety Committee. The reports summarize organizational experience, performance 

management and improvement activities, and other environmental safety issues.  

 

C. The Safety Committee monitors and evaluates the processes used to manage the 

environment of care. Members of the Safety Committee are appointed by the Committee 

Chair. The Safety Committee meets a minimum of four (4) times per year. During each 

meeting, one or more EC performance management and improvement reports is 

presented. In addition, reports of the findings of environmental rounds, incident analysis, 

regulatory changes, and other issues are presented as appropriate. The Committee acts on 

recommendations for improvement, changes in procedures and controls, orientation and 

education, and program changes related to changes in regulations.  

 

The Committee assigns individual’s or group’s responsibility for developing solutions to 

identified issues. Finally, the Committee maintains a tracking log to assure identified 

issues are acted on and that analysis of activities after implementation of changes 

demonstrates that the changes are effective. 

 

Membership of the Committee includes representation from Nursing Administration, 

Facilities Management, Risk Management, Quality and Patient Safety, Human 

Resources, Senior Administration, Education, Medical Staff, Physician representation, 

Infection Control, and others as deemed appropriate. 

 

D. The Board of Directors of Sierra View Medical Center receives regular reports of the 

activities of the environmental safety program from the Safety Committee.  The Board of 

Directors reviews the reports and, as appropriate, communicates concerns about 

identified issues back to the Safety Officer. The Board of Directors collaborates with the 

Chief Executive Officer and Senior Leadership to assure budget and staffing resources 

are available to support the environmental safety program. 

 

E. The Chief Executive Officer of Sierra View Medical Center receives regular reports of 

the activities of the Environmental Safety Program. The Chief Executive Officer 

collaborates with the ESLT and other appropriate staff to address environmental safety 
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issues and concerns. The Chief Executive Officer also collaborates with the Safety 

Officer to develop a budget and operational objectives for the Environment of Care 

Safety Program. 

 

F. The Emergency Management Program contains provisions for management staff on duty 

to take immediate, appropriate action in the event of a situation that poses an immediate 

threat to life, health, or property. 

 

G. The Human Resources Department, with the assistance from the Education Department 

and other leadership staff, are responsible for the development and presentation of 

appropriate materials for orienting new staff members to the organization, the department 

to which they are assigned, and task specific safety and infection control procedures. The 

orientation and ongoing education and training emphasize patient safety.  

 

H. Department Directors are responsible for assuring that all staff actively participates in the 

environmental safety program by observing established procedures and conducting work- 

related activities in a manner consistent with their training. Department Directors also 

participate in the reporting and investigation of incidents occurring in their departments 

and in the monitoring, evaluation, and improvement of the effectiveness of the 

environmental safety program in their areas of responsibility. 

 

I. Individual staff members are responsible for being familiar with the risks inherent in their 

work and present in their work environment. They are also responsible for implementing 

the appropriate organizational, departmental, and job-related procedures and controls 

required to minimize the potential of adverse outcomes of care and workplace accidents.  

 

V. ELEMENTS OF THE ENVIRONMENTAL SAFETY MANAGEMENT PROGRAM 

 

EC.01.01.01 EP1 – Appointment of Environmental Safety Leadership 

 

The Chief Executive Officer appoints a team of qualified individuals to assume responsibility for 

the development, implementation and monitoring of the environmental safety management 

program. The Environmental Safety Leadership Team (ESLT) includes the Safety Officer, Vice 

President of Quality and Regulatory Affairs and the Manager of Infection Control.  

 

The ESLT coordinates the development and implementation of the environmental safety program 

and assures it is integrated with patient safety, infection control, risk management, and other 

programs as appropriate.  

 

The ESLT maintains a current knowledge of environmental safety laws, regulations, and 

standards of safety, and assesses the need to make changes to procedures, controls, training, and 

other activities to assure that the environmental safety management program reflects the current 

risks present in the environment of Sierra View Medical Center.  
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The Emergency Management program includes specific response plans for Sierra View Medical 

Center that address implementation of an appropriate intervention whenever conditions pose an 

immediate threat to life or health, or threaten damage to equipment or buildings. The response 

plans follow the Hospital Incident Command System (HICS) all hazards response protocol. An 

appropriate event incident commander is appointed at the time any emergency response is 

implemented. 

 

The Immediate Threat Procedure is included in the Emergency Operations Procedure manual. 

The procedure lists the communications and specific actions to be initiated when situations pose 

an immediate threat to patients, staff, physicians, or visitors or the threat of major damage to 

buildings or property.  The objective of the procedure is to identify and respond to high risk 

situations before significant injuries, death or loss of property occurs. 

  

The Chief Executive Officer has appointed the Safety Officer, the Nursing House Supervisor on 

duty, and the Administrator on Call to exercise this responsibility. These individuals are to 

assume the role of incident command and to coordinate the mobilization of resources required to 

take appropriate action to quickly minimize the effects of such situations.   

 

EC.01.01.01 EP4 – Environmental Safety Management Plan 

 

The Environmental Safety Management Program is described in this management plan. The 

Environmental Safety Management Plan describes the procedures and controls in place to 

minimize the potential adverse impact of the environment on patients, staff, and other people 

coming to the facilities of Sierra View Medical Center. 

 

EC.02.01.01 EP1 – The hospital identifies safety risks associated with the Eenvironment of 

Ccare 

 

The ESLT of Sierra View Medical Center performs proactive risk assessments to identify risks 

that create the potential for personal injury of staff or others or adverse outcomes of patient care. 

The purpose of the risk assessments is to gather information that can be used to develop 

procedures and controls to minimize the potential of adverse events affecting staff, patients, and 

others. The risk assessments use information from sources such as environmental rounds, the 

results of root cause analysis (RCA), incident reports, and external reports such as The Joint 

Commission Sentinel Event Alerts and FDA product recall notices. 

  

The ESLT coordinates the risk assessment process with the Facilities Manager and Department 

Directors and others as appropriate. 

 

EC.02.01.01 EP3 – The hospital takes action to minimize or eliminate identified safety risks 

in the physical environment 

  

The results of the risk assessment process are used to create new or revise existing procedures and 

controls. They are also used to guide the modification of the environment or the procurement of 
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equipment that can eliminate or significantly reduce identified risks. The procedures, controls, 

environmental design changes, and equipment are designed to effectively manage the level of 

environmental safety in a planned and systematic manner.  

              

              EC.02.01.01 EP14 & EP16PE.05.01.01 – The hospital manages safety risks in the MRI 

environment  

 

              The Radiation Safety Officer (RSO) follows the MRI Safety Policy to ensure the safety of all     

              patients, visitors, and staff who enter the MRI Suite. Staff is trained to eliminate or reduce     

              identified risks. MRI staff are familiar with proper screening procedures for all patients and 

              staff (i.e. ferrous objects, metallic implants and devices) and trained to recognize when patients  

              display signs of claustrophobia, anxiety, or emotional distress. 

 

             LD.04.01.07 EP1 – Development and Management of Policies and Procedures 

 

The Safety Officer follows the administrative policy for the development of organization-wide 

and department specific policies, procedures, and controls designed to eliminate or minimize the 

identified risks. The Safety Officer assists department heads with the development of department 

or job-specific environmental safety procedures and controls. 

 

The organization-wide policies and procedures and controls are available to all departments and 

services on the organizational intranet. Departmental procedures and controls are maintained by 

department directors. The department directors are accountable for ensuring that all staff are 

familiar with organizational, departmental, and appropriate job-related procedures and controls. 

Department Directors are also accountable for monitoring appropriate implementation of the 

policies, procedures and controls in their area(s) of responsibility. Each staff member is 

accountable for implementing the policies, procedures and controls related to her/his work 

processes. 

 

The policies, procedures and controls are reviewed when significant changes in services occur, 

when new technology or space is acquired, and at least every three years.   

 

The Safety Officer coordinates the reviews of policies and procedures with department heads and 

other appropriate staff. 

 

EC.02.01.01 EP5PE.01.01.01 EP3 – The hospital maintains all grounds and equipment 

 

The Facilities Manager is responsible for managing the appearance and safety of the hospital 

grounds. In addition, the Facilities Manager is responsible for assuring that the equipment used to 

maintain the grounds is in proper operating condition and that grounds staff is trained to operate 

and maintain the equipment.   

 

The grounds include but are not limited to lawns, shrubs and trees, sidewalks, roadways, parking 

lots, lighting, signage and fences. External equipment includes but is not limited to mobile 
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docking facilities, the oxygen storage facility, electrical service entrances and transformers, 

sewage and storm lift stations and equipment yards. Sierra View Medical Center does not provide 

any patient care, treatment, or services outside of hospital buildings.  There are no patient activity 

areas outside of hospital buildings that require supervision by hospital staff. 

 

The Facilities Manager is responsible for scheduling the work required to maintain the 

appearance and safety of hospital grounds. The Engineering staff and Security Officers make 

regular rounds of the grounds to identify unsafe conditions. The Security Supervisor and 

Engineering staff reports all deficiencies to the Facilities Manager for appropriate action. 

 

EC.02.01.01 EP11 – The hospital responds to product notices and recalls 

 

The Manager of the Environment of Care and the Director of Materials Management coordinates 

a product safety recall system. The system is designed to quickly assess safety recall notices; to 

respond to those that affect Sierra View Medical Center; and to assure all active safety recalls are 

completed in a timely manner. 

 

A quarterly report of safety recall notices that required action to eliminate defective equipment or 

supplies from Sierra View Medical Center is presented to the Environmental Safety Committee 

by the Manager of the Environment of Care and the Director of Materials Management. 

 

EC.02.01.03 EP1 – The hospital prohibits smoking except in specific circumstances 

  

Sierra View Medical Center has developed a Tobacco Free Environment policy. The policy 

prohibits the usage of any tobacco product (i.e.: cigarettes, cigars, pipe, chewing tobacco, e-

cigarettes) in any hospital building or grounds by all, including staff, visitors and patients.  

 

Sierra View Medical Center has identified alternatives to tobacco products that are offered to all. 

Sierra View Medical Center has developed tobacco replacement product resources to assist staff 

and patients with smoking cessation as desired.  

 

The procedures for managing the use of tobacco replacement materials are followed and enforced 

by all managers and staff. 

 

EC.02.01.03 EP6 – The hospital takes action to maintain compliance with its smoking policy 

 

The procedures for managing the use of smoking materials are followed and enforced by all 

leadership and staff. 

 

EC.04.01.01 EP1 - EP11 – The hospital monitors conditions in the environment 

 

The Vice President of Quality and Regulatory Affairs coordinates the design and implementation 

of the incident reporting and analysis process. The Safety Officer works with Risk Management 
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to design appropriate forms and procedures to document and evaluate patient and visitor 

incidents, staff member incidents, and property damage related to environmental conditions.  

 

Incident reports are completed by a witness or the staff member to whom a patient or visitor 

incident is reported. The completed reports are forwarded to Risk Management. Risk 

Management works with appropriate staff to analyze and evaluate the reports. The results of the 

evaluation are used to eliminate immediate problems in the environment.  

 

In addition, the Vice President of Quality and Regulatory Affairs and the Safety Officer 

collaborate to conduct an aggregate analysis of incident reports generated from environmental 

conditions to determine if there are patterns of deficiencies in the environment of staff behaviors 

that require action. The findings of such analysis are reported to the Safety Committee and the 

Performance Improvement Patient Safety Committee, as appropriate, as part of quarterly 

Environmental Safety reports.  The Safety Officer provides summary information related to 

incidents to the Chief Executive Officer, Board of Directors and Senior Leadership as 

appropriate.  

 

The Safety Officer coordinates the collection of information about environmental safety and 

patient safety deficiencies, including identification of opportunities for improvement from all 

areas of Sierra View Medical Center. Appropriate representatives from hospital administration, 

clinical services, support services, and the Facilities Manager, who represents each of the seven 

management of the environment of care functions, use the information to analyze safety and 

environmental issues and to develop recommendations for addressing them. 

 

The Safety Committee and the Performance Improvement/Patient Safety Committee are 

responsible for identifying opportunities for improving environmental safety, for setting priorities 

for the identified needs for improvement, and for monitoring the effectiveness of changes made to 

any of the environment of care management programs. 

 

The Safety Officer and the Chairpersons of the Safety Committee and the Performance 

Improvement/Patient Safety Committee prepare quarterly reports to the leadership of Sierra View 

Medical Center. The quarterly reports summarize key issues reported to the Committees, with 

their recommendations. The quarterly report is also used to communicate information related to 

standards and regulatory compliance, program issues, objectives, program performance, annual 

evaluations, and other information, as needed, to assure Hospital leaders that management 

responsibilities have been carried out. 

 

EC.04.01.01 EP15 – Every twelve months, the hospital evaluates each environment of care 

management plan, including a review of the scope, objectives, performance, and 

effectiveness of the program described by the plan. 

 

The Safety Officer coordinates the annual evaluation of the management plans associated with 

the Environment of Care functions. 
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The annual evaluation examines the management plans to determine if they accurately represent 

the management of environmental and patient safety risks. The review also evaluates the 

operational results of each Environment of Care program to determine if the scope, objectives, 

performance, and effectiveness of each program are acceptable. The annual evaluation uses a 

variety of information sources. The sources include aggregate analysis of environmental rounds 

and incident reports, findings of external reviews, benchmarking programs or assessments by 

regulators, accrediting bodies, insurers, and consultants, minutes of Safety Committee meetings, 

and analytical summaries of other activities. The findings of the annual review are presented to 

the Safety Committee by the end of the first quarter of the fiscal year. Each report presents a 

balanced summary of an Environment of Care program for the preceding fiscal year. Each report 

includes an action plan to address identified weaknesses. 

 

In addition, the annual review incorporates appropriate elements of The Joint Commission’s 

required Periodic Performance Review (PPR). Any deficiencies identified on an annual basis will 

be immediately addressed by a plan for improvement.  

 

Effective development and implementation of the plans for improvement will be monitored by 

the Safety Officer. 

 

The results of the annual evaluation are presented to the Safety Committee. The Committee 

reviews and approves the reports. Actions and recommendations of the Committee are 

documented in the minutes.  

 

The annual evaluation is distributed to the Chief Executive Officer, Board of Directors, Senior 

Leadership, the Performance Improvement/Patient Safety Committee and others as appropriate. 

The manager of each Environment of Care program is responsible for implementing the 

recommendations in the report as part of the performance improvement process. 

 

EC.04.01.03 EP2 - Analysis and actions regarding identified environmental issues 

 

The Safety Committee receives reports of activities related to the environmental and patient 

safety programs based on a quarterly reporting schedule. The Committee evaluates each report to 

determine if there are needs for improvement. 

 

Each time a need for improvement is identified, the Committee summarizes the issues as 

opportunities for improvement and communicates them to the leadership of the hospital, the 

performance improvement program, and the patient safety program. 

 

EC.04.01.05 EP1 Improving the Environment 

 

When the Senior Leadership or the Vice President of Quality and Regulatory Affairs concurs with 

the Safety Committee recommendations for improvements to the environment of care 

management programs, a team of appropriate staff is appointed to manage the improvement 

project. The Safety Committee works with the team to identify the goals for improvement, the 

134 



   Environment of Care Policy & Procedure Manual 

 

SUBJECT:  

SAFETY MANAGEMENT PLAN 

SECTION:   

Safety Management 

Page 10 of 11 

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

 

 

timeline for the project, the steps in the project, and to establish objective measures of 

improvement. 

 

The Safety Committee also establishes a schedule for the team to report progress and results. All 

final improvement reports are summarized as part of the annual review of the program and 

presented to hospital administration, performance improvement, and patient safety leadership. 

 

GOAL:  

 

− Continue working  to lower the OSHA Lost Workday Injury/Illness Quarterly Rate to the 

50th percentile in the Osborne Engineering Benchmarking Database. The current rate is the  

93rd percentile. 79th percentile percentile. Although we saw a significant drop we did not 

meet our goal of the 50th percentile 

 

 

HR.01.04.01 EP1 & EP3; HR.01.05.03 EP1 and EC.03.01.01 EP1 & EP2HR.11.03.01 EP1 - 5 

Orientation and Ongoing Education and Training 

 

Orientation and training addressing all subjects of the environment of care is provided to each 

employee, volunteer, and to each new medical staff member at the time of their employment or 

appointment.  

 

In addition, all current employees, as well as volunteers, physicians, and students, participate in an 

annual update of the orientation program as deemed appropriate.  

 

The update addresses changes to the procedures and controls, laws and regulations, and the state of 

the art of environmental safety. 

  

The Human Resources Department, with participation from the Education Department, coordinates 

the general orientation program. New staff members are required to attend the first general 

orientation program after their date of employment.  

 

The Human Resources Department, with participation from the Education Department, maintains 

attendance records for each new staff member completing the general orientation program.   

 

New staff members are also required to participate in orientation to the department where they are 

assigned to work. The departmental orientation addresses job-related patient safety and 

environmental risks and the policies, procedures and controls in place to minimize or eliminate 

them during routine daily operations.  

 

The Safety Officer collaborates with the Environment of Care managers, Department Directors, 

Vice President of Quality and Regulatory Affairs, Manager of Infection Control, the Patient Safety 

Officer and others as appropriate to develop content materials for general and job-related 

orientation and continuing education programs. The content and supporting materials used for 
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general and department-specific orientation and continuing education programs are reviewed as part 

of the annual review of each EC program and revised as necessary. 

 

The Safety Officer gathers data during environmental rounds and other activities to determine the 

degree to which staff and licensed independent practitioners are able to describe or demonstrate 

how job-related physical risks are to be managed or eliminated as part of daily work. In addition, 

the Safety Officer evaluates the degree to which staff and licensed independent practitioners 

understand or can demonstrate the actions to be taken when an environmental incident occurs and 

how to report environment of care risks or incidents.  

 

Information about staff and licensed independent practitioner knowledge and technical skills related 

to managing or eliminating environment of care risks is reported to the Safety Committee. When 

deficiencies are identified, action is taken to improve orientation and ongoing educational materials, 

methods, and retention of knowledge as appropriate. 

 

AFFECTED PERSONNEL / AREAS: BOARD OF DIRECTORS, MEDICAL STAFF, ALL HOSPITAL 

EMPLOYEES, VOLUNTEERS, VENDORS, CONTRACTED SERVICES AND STAFF 

 

REFERENCES: 

 

• The Joint Commission (20265).  Hospital accreditation standards. EC.01.01.01 EP4 Joint 

Commission Resources. Oak Brook, IL. 

• The Joint Commission (20263). Laboratory & Point-of-Care standards. EC.04.01.01, EP1 Joint 

Commission Resources. Oak Brook, IL. 

 

CROSS REFERENCES: 

 

• WORKPLACE VIOLENCE PREVENTION PLAN  
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I. EXECUTIVE SUMMARY 

 

Each environment of care poses unique security risks to the patients served, the employees and 

medical staff who use and manage it, and to others who enter the environment. The Security 

Management Program is designed to identify and manage the security risks of the environments 

of care operated and owned by Sierra View Medical Center (SVMC). The specific risks of each 

environment are identified by conducting and maintaining a proactive risk assessment. A security 

management program based on applicable laws, regulations, and accreditation standards is 

designed to manage the specific risks identified in each healthcare building or portions of 

buildings housing healthcare services operated by Sierra View Medical Center.  

 

The Management Plan for a Secure Environment describes the security risk and daily 

management activities that Sierra View Medical Center has put in place to achieve the lowest 

potential for adverse impact on the security of patients, staff, and other individuals coming to the 

organization’s facilities. The management plan and the Security Management Program are 

evaluated annually to determine if they accurately describe the program and that the scope, 

objectives, performance, and effectiveness of the program are appropriate.  

 

The program is applied to Sierra View Medical Center, Distinct Part Skilled Nursing Facility, 

Cancer Treatment Center, Ambulatory Surgery Department, Wound Healing Center, Urology 

Clinic, Clinical Lab,, Sierra View Community Health Clinic and Medical Office Building of 

Sierra View Medical Center. The Security Management Plan and associated policies extend to all 

inpatient and outpatient service line programs, ancillary services, support services and all 

facilities including patient care, business occupancies and temporary alternate care sites of Sierra 

View Medical Center. The plan also affects all staff, volunteers, medical staff and associates, 

including contracted services of Sierra View Medical Center. 

 

II. PRINCIPLES 

 

A. Security is a system made up of human assets and technology. 

 

B. Visible and clandestine components of the system are used to reduce the potential for 

criminal activity, the threat of workplace violence, and to increase feelings of security 

among patients, staff, and others coming to Sierra View Medical Center. 

 

C. Initial and ongoing assessment of security threats is essential for timely identification of 

changes in the types of security threats facing Sierra View Medical Center. 

 

D. Collection and analysis of information about adverse security events provides 

information to help predict and prevent personal violence, crime, and other incidents. 

 

E. Staff awareness of security is an essential part of an effective program. Sierra View 

Medical Center orients and trains all staff to the security program and to techniques for 

managing security risks related to work areas or daily activities.  
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III. OBJECTIVES 

  

A. Perform an initial proactive risk assessment of the buildings, grounds, equipment, staff 

activities, and the care and work environment for patients and employees to evaluate the 

potential adverse impact on all persons coming to the facilities of Sierra View Medical 

Center. 

 

B. Perform additional risk assessments when changes in the campus design or patterns of 

security events indicate a change in the security threat level. 

 

C. Analyze security incidents and occurrences to identify root cause elements of them. 

 

D. Conduct ongoing random security patrols in all areas of the hospital, affiliated medical 

practices, and outpatient facilities.  Staff making rounds evaluates the physical 

environment, equipment, and work practices. Rounds are conducted in all support areas 

and all patient care areas at least once per day. 

 

E. Present reports of Environment of Care management activities to the Environmental 

Safety Committee quarterly. The reports identify key issues of performance and 

regulatory compliance, present recommendations for improvement, and provide 

information about ongoing activities to resolve previously identified security issues. The 

Safety/Security Officer coordinates the documentation and presentation of this 

information. 

 

F. Assure that all departments have current organization-wide and department-specific 

procedures and controls designed to manage identified security risks.  

 

G. Review the risks and related procedures and controls at least once every three years to 

assure that the security program is current. 

 

H. Assign qualified individuals to manage the program and to respond to immediate security 

threats. 

 

I. Perform an annual evaluation of the management plan and of the scope, objectives 

performance and effectiveness of the security program. 

 

J. Design and present security education and training to all new and current employees, 

volunteers, members of the medical staff, contract staff and others as appropriate. 

 

K. Provide timely response to emergencies and requests for assistance. 

 

L. Communicate with law enforcement and other civil authorities as needed.  
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M. Manage access to the grounds, buildings, and sensitive areas of Sierra View Medical 

Center. 

 

IV. PROGRAM MANAGEMENT STRUCTURE 

 

A. The Board of Directors of Sierra View Medical Center receives regular reports of the 

activities of the Security Program from the Environmental Safety Committee.  The Board 

of Directors reviews the reports and, as appropriate, communicates concerns about 

identified issues back to the Safety/Security Officer.  

 

B. The Board of Directors collaborates with the Chief Executive Officer and other Senior 

Leadership to assure budget and staffing resources are available to support the Security 

Program. 

 

C. The Chief Executive Officer of Sierra View Medical Center receives regular reports of 

the activities of the Security program. The Chief Executive Officer collaborates with the 

Safety Officer and other appropriate staff to address security issues and concerns. The 

Chief Executive Officer also collaborates with the Safety/Security Officer to develop a 

budget and operational objectives for the Security Program. 

 

D. The Safety/Security Officer works under the general direction of the Chief Executive 

Officer or designee. The Safety Officer, in collaboration with the Environment of 

Care/Safety and Security Manager, is responsible for managing the Security Program. 

The Safety/Security Officer reports program findings to the Safety Committee. The 

reports summarize organizational experience, performance management and 

improvement activities, and other security issues.  

 

E. Department Directors are responsible for orienting new staff members to the department 

and job and to task specific security procedures. The orientation and ongoing education 

and training emphasize patient safety. Department Directors are also responsible for 

participating in the reporting and investigation of incidents occurring in their 

departments.   

 

F. Individual staff members are responsible for learning and following job and task specific 

procedures for secure operations. 

 

V. ELEMENTS OF THE SECURITY PLAN 

 

EC.01.01.01 EP1 – Appointment of Security Leadership 

 

The Chief Executive Officer of Sierra View Medical Center appoints the Safety Officer, and 

selects a qualified individual capable of overseeing the development, implementation and 

monitoring of the security program.  
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The Safety Officer coordinates the development and implementation of the security program and 

assures it is integrated with the patient safety, information management, and other programs as 

appropriate. The Safety Officer job is defined by a job description. The Chief Executive Officer 

or designee evaluates the competence of the Safety/Security Officer annually. 

 

The Safety Officer maintains a current knowledge of laws, regulations, and standards of security. 

The Safety Officer also continually assesses the need to make changes to procedures, controls, 

training, and other activities to assure that the security management program reflects the current 

risks present in the environment of Sierra View Medical Center.  

 

The Emergency Management program includes specific response plans for Sierra View Medical 

Center that address implementation of an appropriate intervention whenever conditions pose an 

immediate threat to life or health or threaten damage to equipment or buildings. The response 

plans follow the Hospital Incident Command System (HICS) all hazards response protocol. An 

appropriate Incident Commander is appointed at the time that any emergency response is 

implemented. 

 

   The Immediate Threat Procedure is included in the Emergency Operations Procedure manual. 

The procedure lists the communications and specific actions to be initiated when situations pose 

an immediate threat to patients, staff, physicians, or visitors, or the threat of major damage to 

buildings or property.  The objective of the procedure is to identify and respond to high risk 

situations before significant injuries, death or loss of property occurs. 

  

The Chief Executive Officer has appointed the Safety Officer, the Nursing House Supervisor on 

duty, and the Administrator on Call to exercise this responsibility. These individuals are to 

assume the role of incident command and to coordinate the mobilization of resources required to 

take appropriate action to quickly minimize the effects of such situations.   

 

EC.01.01.01 EP5NPG.11.01.01 – Management Plan for a Secure Environment 

 

The Security Management Program is described in this management plan. The Security 

Management Plan describes the policies, procedures and controls in place to minimize the 

potential that any patients, staff, and other people coming to the facilities of Sierra View Medical 

Center experience an adverse security event. 

 

EC.02.01.01 EP1 – Proactive Risk Assessment 

 

The Safety Officer of Sierra View Medical Center performs proactive risk assessments to identify 

risks that create the potential for personal injury of staff or others or adverse outcomes of patient 

care. The purpose of the risk assessments is to gather information that can be used to develop 

procedures and controls to minimize the potential of adverse events affecting staff, patients, and 

others. 
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The Safety Officer works with Department Directors and Managers, the Patient Safety Officer, 

Risk Coordinator, the Vice President of Quality and Regulatory Affairs and others as appropriate. 

 

EC.02.01.01 EP3NPG.11.01.01 – The hospital takes action to minimize or eliminate 

identified security risks in the physical environment 

  

The results of the risk assessment process are used to create new or revise existing procedures and 

controls. They are also used to guide the modification of the environment or the procurement of 

equipment that can eliminate or significantly reduce identified risks. The procedures, controls, 

environmental design changes, and equipment are designed to effectively manage the level of 

security in a planned and systematic manner.  

 

LD.04.01.07 EP1 – Development and Management of Policies and Procedures 

 

The Safety Officer follows the administrative policy for the development of organization-wide 

and department-specific policies, procedures, and controls designed to eliminate or minimize the 

identified risks. The Safety Officer assists department heads with the development of department 

or job specific environmental safety procedures and controls. 

 

The organization wide policies, procedures and controls are available to all departments and 

services on the organizational intranet. Departmental policies, procedures and controls are 

maintained by Department Directors. The Department Directors are responsible for ensuring that 

all staff is familiar with organizational, departmental, and appropriate job-related policies, 

procedures and controls. Department Directors are also responsible for monitoring appropriate 

implementation of the policies, procedures and controls in their area(s) of responsibility. Each 

staff member is responsible for implementing the policies, procedures and controls related to 

her/his work processes. 

 

The policies, procedures and controls are reviewed when significant changes in services occur, 

when new technology or space is acquired, and at least every three years.  The Safety Officer 

coordinates the reviews of procedures with department heads and other appropriate staff. 

 

EC.02.01.01 EP7NPG.11.01.01 – Identification of Patients, Staff, and Others Entering the 

Facility 

 

The identification of staff is an interdisciplinary function. Several Directors share responsibility 

for designing identification systems and establishing procedures and controls to maintain the 

effectiveness of the systems.  

 

The current systems in place at Sierra View Medical Center include photographic ID badges for 

all staff, volunteers, students, contracted staff and members of the medical staff, password 

systems to limit access to authorized users of information system applications, physical security 

systems to limit access to departments and areas of the hospital, and distinctive clothing/badges to 

facilitate rapid visual recognition of critical groups of staff. 
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The identification of patients is also an interdisciplinary function. The current system includes 

personal identification of patients in medical records and by use of various arm band systems. It 

also includes functional identification of patients who are fall risks, have allergies to medications 

or nutritional products, have DNR orders or Advance Directives, who are undergoing surgery, 

who are receiving blood or blood products, and who are security risks. 

 

The identification of others entering Sierra View Medical Center is managed by the Security and 

Materials Management Departments. The Safety Officer, in collaboration with the Chief 

Executive Officer and other appropriate staff, manages the procedures for identification of 

contractors and visitors. The Director of Materials Management manages the procedures for 

identification of vendors. The Safety Officer takes appropriate action to remove unauthorized 

persons from areas and to prevent unwanted individuals from gaining access to Sierra View 

Medical Center. 

 

Sierra View Medical Center requires all guests/visitors on Sierra View Medical Center premises 

to wear authorized colored identification wristbands indicating the date and the area or 

department they are visiting or rendering services from: 

 

• White – Radiology/Lab General Areas 

• Orange – Distinct Part Skilled Nursing Facility (DPSNF) 

• Purple – Radiology/Cath Lab  

• Yellow – Emergency Department 

• Blue – Post Anesthesia Care Unit (PACU)/Surgery 

• Red – Intensive Care Unit (ICU)/Telemetry 

• Green – Medical Surgical Unit 

• Pink – Women’s Services 

 

EC.02.01.01 EP8NPG.11.01.01 EP1 – Identification and Management of Security Sensitive 

Areas 

 

The Safety Officer is responsible for identifying security sensitive areas, and controls access to 

and from the security sensitive areas. 

 

 The following areas have been designated as sensitive areas: 

 

• Cashiers Window  

• Emergency Department 

• Human Resources 

• Labor & Delivery 

142 



 Environment of Care Policy & Procedure Manual 

 

SUBJECT:  

SECURITY MANAGEMENT PLAN 

SECTION:   

Security 

Page 7 of 11 

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

 

 

• Women’s Services 

• Pharmacy 

• Information Services 

• Health Information Management (HIM) 

• Medication Rooms 

• OTHERS as deemed necessary 

Staff in each sensitive area participates in intensive training addressing the unique risks of the 

area and the procedures and controls in place to manage them. The Safety Officer assesses the 

need for reinforcement of department level education on an annual basis. 

 

EC.02.01.01 EP9NPG.11.01.01 EP2 – Management of Security Incidents Including an 

Infant or Pediatric Abduction 

 

The Safety Officer has developed procedures for rapid response to breaches of security. The on-

duty Security Officers and local police have the manpower and technological resources to 

respond to a wide variety of incidents. The Safety Officer or a designee is responsible for 

assessing breaches of security and determining what resources are required to respond effectively. 

 

The responding officers use appropriate written procedures and techniques, including use of 

force, to bring security incidents under control and to restore order. 

 

The Safety Officer and the Vice President of Patient Care Services are responsible for the design 

and management of systems to reduce the threat of abduction of infants or children and to 

respond to any threats of or actual abductions.  

 

The Safety Officer and the Clinical Directors of Neonatal and Pediatric Services are required to 

conduct at least one abduction drill annually. In addition, activations of the abduction alert system 

and all attempted or actual abductions of infants or children are treated as security incidents and 

reported and analyzed appropriately. 

 

EC.04.01.01 EP1 – EP11 – The hospital monitors conditions in the environment 

 

The Vice President of Quality and Regulatory Affairs coordinates the design and implementation 

of the incident reporting and analysis process. The Safety Officer works with the Vice President 

of Quality and Regulatory Affairs to design appropriate forms and procedures to document and 

evaluate patient and visitor incidents, staff member incidents, and property damage related to 

environmental conditions.  

 

143 



 Environment of Care Policy & Procedure Manual 

 

SUBJECT:  

SECURITY MANAGEMENT PLAN 

SECTION:   

Security 

Page 8 of 11 

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

 

 

Incident reports are completed by the staff member to whom a patient or visitor incident is 

reported. The completed reports are forwarded to Risk Management.  Risk Management works 

with appropriate staff to analyze and evaluate the reports. The results of the evaluation are used to 

eliminate immediate problems in the environment.  

 

   In addition, the Vice President of Quality and Regulatory Affairs and the Safety Officer 

collaborate to conduct an aggregate analysis of incident reports generated from environmental 

conditions to determine if there are patterns of deficiencies in the environment of staff behaviors 

that require action. The findings of such analysis are reported to the Safety Committee and the 

Performance Improvement Patient Safety Committee, as appropriate, as part of quarterly 

Environmental Safety reports. The Environment of Care Safety Committee Chairperson provides 

summary information related to incidents to the Chief Executive Officer and other leaders, 

including the Board of Directors, as appropriate.  

 

The Safety Officer works with the Security Supervisor and the Safety Committee to collect 

information about Security deficiencies and opportunities for improvement from all areas of 

Sierra View Medical Center. Appropriate representatives from hospital administration, clinical 

services, support services, and a representative from each of the seven environments of care use 

the information to analyze safety and environmental issues and to develop recommendations for 

addressing them. 

 

The Safety Committee and the Performance Improvement/Patient Safety Committee are 

responsible for identifying important opportunities for improving environmental safety, for 

setting priorities for the identified needs for improvement, and for monitoring the effectiveness of 

changes made to any of the Environment of Care Management Programs. 

  

The Safety Officer and the Performance Improvement/Patient Safety Committee prepare a 

quarterly report to the leadership of Sierra View Medical Center. The quarterly report summarizes 

key issues reported to the Committees and the recommendations of them. The quarterly report is 

also used to communicate information related to standards and regulatory compliance, program 

issues, objectives, program performance, annual evaluations, and other information, as needed, to 

assure leaders that management responsibilities have been carried out. 

 

EC.04.01.01 EP15 – Every twelve months the hospital evaluates each environment of care 

management plan, including a review of the scope, objectives, performance, and 

effectiveness of the program described by the plan. 

 

The Safety Officer coordinates the annual evaluation of the management plans associated with 

each of the Environment of Care functions. 

 

The annual evaluation examines the management plans to determine if they accurately represent 

the management of environmental and patient safety risks. The review also evaluates the 

operational results of each Environment of Care program to determine if the scope, objectives, 
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performance, and effectiveness of each program are acceptable. The annual evaluation uses a 

variety of information sources.  

 

The sources include aggregate analysis of environmental rounds and incident reports, findings of 

external reviews, benchmarking programs or assessments by regulators, accrediting bodies, 

insurers, and consultants, minutes of Safety Committee meetings, and analytical summaries of 

other activities. The findings of the annual review are presented to the Safety Committee by the 

end of the first quarter of the fiscal year. Each report presents a balanced summary of the 

Environment of Care program for the preceding fiscal year. Each report includes an action plan to 

address identified weaknesses. 

 

In addition, the annual review incorporates appropriate elements of the Joint Commission’s 

required Periodic Performance Review. Any deficiencies identified on an annual basis will be 

immediately addressed by a plan for improvement. Effective development and implementation of 

the plans for improvement will be monitored by the Safety Officer. 

 

The results of the annual evaluation are presented to the Safety Committee. The Committee 

reviews and approves the reports. Actions and recommendations of the Committee are 

documented in the minutes. The annual evaluation is distributed to the Chief Executive Officer, 

the Board of Directors, organizational leaders, the Performance Improvement/Patient Safety 

Committee, and others as appropriate. The manager of each Environment of Care Program is 

responsible for implementing the recommendations in the report as part of the performance 

improvement process. 

 

EC.04.01.03 EP2 - Analysis and actions regarding identified environmental issues 

 

The Safety Committee receives reports of activities related to the environmental and patient 

safety programs based on a quarterly reporting schedule.  

 

The Committee evaluates each report to determine if there are needs for improvement. Each time 

a need for improvement is identified, the Committee summarizes the issues as opportunities for 

improvement and communicates them to the leadership of the hospital, the performance 

improvement program, and the patient safety program. 

 

EC.04.01.05 EP1 – Improving the Environment 

 

When the Board of Directors, Senior Leadership or Quality and Patient Safety concurs with the 

Safety Committee recommendations for improvements to the environment of care management 

programs, a team of appropriate staff is appointed to manage the improvement project. The Safety 

Committee works with the team to identify the goals for improvement, the timeline for the 

project, the steps in the project, and to establish objective measures of improvement. 
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The Safety Committee also establishes a schedule for the team to report progress and results. All 

final improvement reports are summarized as part of the annual review of the program and 

presented to the Board of Directors, Senior Leadership and Quality and Patient Safety leadership. 

 

 

 

 

 

 

GOAL: 

 

Continue workingWork to reduce the number of Incidents of Automobile Thefts/100,000  Square 

Feet of Parking Area to the 50oth percentile in the Osborne Engineering Benchmarking Database. 

The current rate is the 83rd 87th   percentile. Meet with Security leadership to discuss a new 

strategy to bring down the number 

 

 

 

HR.01.04.01 EP1 & EP3; HR.01.05.03 EP1 and EC.03.01.01 EP1 & EP2HR.11.03.01 EP1 - 5 

– Orientation and Ongoing Education and Training 

 

Orientation and training addressing all subjects of the environment of care is provided to each 

employee, contract staff, volunteer, and to each new medical staff member at the time of their 

employment or appointment.  

 

In addition, all current employees, as well as contract staff, volunteers, physicians, and students, 

participate in an annual update of the orientation program as deemed appropriate. The update 

addresses the changes to the policies, procedures and controls, laws and regulations, and the state 

of the art of environmental safety. 

 

The Human Resources Department, with assistance from the Education Department, coordinates 

the general orientation program. New staff members are required to attend the first general 

orientation program after their date of employment. The Human Resources Department and the 

Education Department maintains attendance records for each new staff member completing the 

general orientation program.   

 

New staff members are also required to participate in orientation to the department where they are 

assigned to work.  The departmental orientation addresses job-related patient safety and 

environmental risks and the policies, procedures and controls in place to minimize or eliminate 

them during routine daily operations.  

 

The Safety Officer collaborates with the Environment of Care managers, Department Directors, 

Vice President of Quality and Regulatory Affairs, Manager of Infection Control, the Patient 

Safety Officer and others as appropriate to develop content materials for general and job related 
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orientation and continuing education programs. The content and supporting materials used for 

general and department-specific orientation and continuing education programs are reviewed as 

part of the annual review of each Environment of Care program and revised as necessary. 

 

The Safety Officer gathers data during environmental rounds and other activities to determine the 

degree to which staff and licensed independent practitioners are able to describe or demonstrate 

how job-related physical risks are to be managed or eliminated as part of daily work. In addition, 

the Safety Officer evaluates the degree to which staff and licensed independent practitioners 

understand or can demonstrate the actions to be taken when an environmental incident occurs and 

how to report environment of care risks or incidents.  

 

Information about staff and licensed independent practitioner knowledge and technical skills 

related to managing or eliminating environment of care risks is reported to the Safety Committee. 

When deficiencies are identified, action is taken to improve orientation and ongoing educational 

materials, methods, and retention of knowledge as appropriate. 

 

AFFECTED PERSONNEL / AREAS: BOARD OF DIRECTORS, MEDICAL STAFF, ALL HOSPITAL 

EMPLOYEES, VOLUNTEERS, VENDORS, CONTRACTED SERVICES AND STAFF 

 

REFERENCES: 

 

• The Joint Commission (20265).  Hospital accreditation standards. EC.01.01.01 EP5NPG.11.01.01 

Joint Commission Resources. Oak Brook, IL. 

   

CROSS REFERENCES: 

 

• WORKPLACE VIOLENCE PREVENTION PLAN  
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PURPOSE: 

 

To identify the purpose and criteria for employee participation on SVMC’s hospital service excellence 

teams.  Service Excellencet Teams (SET) include the Awards and Recognition Committee, The Culture 

Team, The EPPEC Team and The Wellness Committee.are designed based on business needs and can be 

established at anytime by the SLT members.  

 

POLICY: 

 

Service Excellence Teams are designed to enhance the overall morale and offer staff a fun, engaging and 

healthy workplace.  Each service team SET will focus on events, activities, and initiatives which support 

SVMC’s mission, vision and values.  Each SET will have a VP-level executive sponsor..       

 

AFFECTED PERSONNEL/AREAS: ALL EMPLOYEES 

 

PROCEDURE: 

 

To be eligible to participate on a SVMC Service TeamSET staff members must meet the following 

criteria: 

 

• In addition to being employedNewly hired staff must complete at SVMC for at least six months of 

employment. 

• employees serving on a service team who transfer into a new position must get permission from their 

new leader to remain on the service team.  EmployeesStaff must be able to demonstrate success in 

their position and be viewed as a role-model of SVMC‘s values to be considered to participate on a 

service team.  If a staff member is placed on a written-level a notice of corrective action, the 

Director/Manager leader will ask their staff member to step down from their respective SET team and 

the Director/Manager leader will notify the SET executive sponsor.    The staff member, if no further 

notice of corrective actions are issued can be re-considered for a SET after six (6) months from the 

NOCA. 

 

• No disciplinary actions including attendance resulting in a Notice of Corrective Action within the last 

six months from date of request to join a service team.  Service members who receive a NOCA during 

their tenure on the service team will be removed from the team and can be considered to rejoin the 

team after 6 months of the NOCA and approval from their leader. 

•  

• Staff can self-select to join a team if they meet the above criteria with leadership approval and/or be 

recommended to join a team from their leadership team member. 

 

•  

• Existing  staff serving on a service team who transfer into a new position Can remain on the SET with 

the approval of their new department leadership. 
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• Service on a team is not established for any certain period of time.  As long as the staff member 

remains in good standing and continues to want to serve, they are afforded this opportunity.  

Employees who are already serving on a service team and transfer into a new position must get 

permission from their new leader to remain on the service team. 

 

• Staff may only serve on one (1) service team at a time. 

 

At any point during the employee’s tenure on a team, if any of the above listed criteria have not been met, 

the employee’s membership will be withdrawn from the service team.  This will be done discreetly and 

confidentiallyconfidentially, with the assistance of the staff member’s Service Team Executive Sponsor 

SET executive sponsor.   

 

 

Time spent by employees performing tasks for their respective teams will be considered to be “hours 

worked” and employees will be paid at their base rate of pay.  Service on a SET is not intended to result 

in receiving overtime pay.  Employees may not spend time performing tasks for their teams in a manner 

that would result in receiving overtime pay due to working more than 40 hours in a work week.  To avoid 

working greater than 40 hours in a work week, employees may be permitted to flex their scheduled hours, 

with prior authorization from the employee’s respective department Director/Managerleadership, based 

on the needs of the department.  Any employee who violates this provision of the policy will be subject to 

disciplinary action and removal from the team. 

 

REFERENCES: 

 

• PERSONAL CONDUCT  

 

• PERFORMANCE ACCOUNTABILITY AND COMMITMENT  

 

• ATTENDANCE AND PUNCTUALITY  
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I. EXECUTIVE SUMMARY 

 

The Environment of Care and the range of patient care services provided to the patients served by 

Sierra View Medical Center present unique challenges. The specific utility system risks of the 

environment are identified by conducting and maintaining a proactive risk assessment. A Utility 

Systems Management Plan based on various risk criteria, including risks identified by outside 

sources such as the Joint Commission, is used to eliminate or reduce the probability of adverse 

patient outcomes. 

 

The Utility Systems Management Plan describes the risk and daily management activities that 

Sierra View Medical Center has put in place to achieve the lowest potential for adverse impact on 

the safety and health of patients, staff, and other people coming to the organization’s facilities. 

The Management Plan and the Utility Systems Management program are evaluated annually to 

determine if they accurately describe the program and that the scope, objectives, performance, 

and effectiveness of the program are appropriate.  

 

The program is applied to Sierra View Medical Center (SVMC), Distinct Part Skilled Nursing 

Facility, Cancer Treatment Center, Ambulatory Surgery Department, Clinical Lab, Wound 

Healing Center, Urology Clinic, Sierra View Community Health Center, Surgery Clinic and 

Medical Office Building of Sierra View Medical Center. The Utilities Management Plan and 

associated policies extend to all inpatient and outpatient service line programs, ancillary services, 

support services and all facilities including patient care, business occupancies and temporary 

alternate care sites of Sierra View Medical Center. The plan also affects all staff, volunteers, 

medical staff and associates, including contracted services of Sierra View Medical Center. 

 

II. PRINCIPLES 

 

A. Utility systems play a significant role in supporting complex medical equipment and in 

providing an appropriate environment for provision of patient care services. 

 

B. Orientation, education, and training of operators, users, and maintainers of utility systems 

is an essential part of assuring safe, effective care and treatment are rendered to persons 

receiving services. 

 

C. Assessment of needs for continuing technical support of utility systems and design of 

appropriate calibration, inspection, maintenance, and repair services is an essential part of 

assuring that the systems are safe and reliable. 

 

III. OBJECTIVES 

 

Design, operate and maintain utility systems serving the buildings that house the healthcare 

services of Sierra View Medical Center to provide a safe, comfortable, appropriate environment 

that supports patient care and business operations. 
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Perform recommended maintenance to maximize system service life and reliability. 

 

Manage the Utility Systems Management program to assure compliance with the Joint 

Commission requirements. 

 

IV. PROGRAM MANAGEMENT STRUCTURE 

 

A. The Facilities Manager assures that an appropriate utility system maintenance program is 

implemented. The Facilities Manager also collaborates with the Safety Officer to develop 

reports of Utility Systems Management performance for presentation to the Safety 

Committee on a quarterly basis. The reports summarize organizational experience, 

performance management and improvement activities, and other utility systems issues.  

 

B. The Hospital’s Board of Directors receives regular reports of the activities of the Utility 

Systems Management program from the Safety Committee.  The Board of Directors 

reviews the reports and, as appropriate, communicates concerns about identified issues 

back to the Facilities Manager and appropriate clinical staff.  The Board of Directors 

collaborates with the Chief Executive Officer and other Senior Leaders to assure budget 

and staffing resources are available to support the Utility Systems Management program. 

 

C. The Hospital’s Chief Executive Officer receives regular reports of the activities of the 

Utility Systems Management program. The Chief Executive Officer collaborates with the 

Facilities Manager and other appropriate staff to address utility system issues and 

concerns. The Chief Executive Officer collaborates with the Facilities Manager to 

develop a budget and operational objectives for the program. 

 

D. The facility maintenance technicians, and selected outside service company staff, 

schedule and complete all calibration, inspection, and maintenance activities required to 

assure safe, reliable performance of utility systems in a timely manner. In addition, the 

technicians and service company staff perform necessary repairs.  

 

E. Individual staff members are responsible for being familiar with the risks inherent in their 

work and present in their work environment. They are also responsible for implementing 

the appropriate organizational, departmental, and job-related procedures and controls 

required to minimize the potential of adverse outcomes of care and workplace accidents.  

 

V. PROCESSES OF THE UTILITY SYSTEMS PLAN 

 

EC.01.01.01 EP9PE.04.01.03 – Plan for the Safe, Reliable, Effective Operation of Utility 

Systems 

 

The Utility Systems Management Plan describes the procedures and controls in place to minimize 

the potential that any patients, staff, and other individuals coming to the facilities of Sierra View 

Medical Center may experience an adverse event while being monitored, diagnosed, or treated 
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with any type of medical equipment or being housed in an environment supported by the utility 

systems of Sierra View Medical Center. 

 

EC.02.05.01 EP1 – Design and Installation of Utility Systems 

 

The Facilities Manager works with qualified design professionals, project managers, and the 

intended end users of the space of Sierra View Medical Center to plan, design, construct, and 

commission utility systems that meet codes and standards and the operational needs of the patient 

care and business activities of Sierra View Medical Center. The construction and commissioning 

procedures are designed to assure compliance with codes and standards and to meet the specific 

needs of the occupants of every space. In addition, the design process is intended to assure 

performance capability meets current needs and sufficient additional capacity is available to 

manage unusual demands and to help assure that future demands on utility systems can be met.  

 

EC.02.05.01 EP3 –Developing an Inventory of Utility Systems and Equipment 

 

All utility systems’ components and equipment are included in a program of planned calibration, 

inspection, maintenance, and testing. The components and equipment are inventoried at the time 

of installation and acceptance testing. The inventory is maintained on an ongoing basis by the 

Plant Operations staff. The inventory includes utility system equipment maintained by the 

Engineering and Maintenance staff and equipment maintained by vendors. 

 

EC.02.05.01 EP4 – Determining System Risk 

 

The Facilities Manager identifies high-risk, operating components of utility systems on the 

inventory for which there is a risk of serious harm or death to a patient or staff member should the 

component fail.  High-risk, operating components of utility system include life-support 

equipment.   

EC.02.05.01 EP5 & EP6 – Inspection, Testing, and Maintenance Intervals 

 

The Facilities Manager uses manufacturer recommendations, applicable codes and standards, 

accreditation requirements, and local or reported field experience to determine the appropriate 

maintenance intervals for assuring safety and maximizing equipment availability and service life. 

 

A computerized maintenance management system is used to schedule and track timely 

completion of scheduled maintenance and service activities. 

 

The Facilities Manager is responsible for assuring that the rate of timely completion of scheduled 

maintenance and other service activities meets regulatory and accreditation requirements. 
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EC.02.05.02 EP1 – 4PE.04.01.05 – Management of Water Systems 

 

The Facilities Manager and the Manager of Infection Control are responsible for identifying 

needs for procedures and controls to minimize the potential for the spread of infections through or 

by the utility systems.  

 

Each clinical care service and support service is evaluated to determine the potential for hospital-

acquired illness. Each potential is further evaluated to determine what role physical barriers and 

utility systems can play in contributing to or minimizing the potential.  

 

The Facilities Manager and the Manager of Infection Control are responsible for developing 

procedures and controls to manage any identified potential for growth and/or transmission of 

pathogenic organisms in the domestic hot water system, cooling tower water, and other potential 

sources of waterborne pathogens.  

 

The procedures may include periodic testing or treatment to control the risk and to inhibit the 

growth and spread of waterborne pathogens. 

 

EC.02.05.01 EP15 & EP16 – Management of Ventilation Systems 

 

The Facilities Manager and the Manager of Infection Control are responsible for designing 

procedures and controls for monitoring the performance of air handling equipment. The 

procedures and controls address maintenance of air flow rates, air pressure differentials in critical 

areas, and managing the effectiveness of air filtration systems. 

 

Air handling and filtration equipment designed to control airborne contaminants including vapors, 

biological agents, dust, and fumes is monitored and maintained by Plant Maintenance. 

 

The performance of all new and altered air management systems is verified by a qualified service 

provider. At a minimum, flow rates and pressure relationships are measured as part of the 

commissioning of all new building projects and major space renovations.  

 

Periodic measurements of air volume flow rates and pressure relationships are tested in sensitive 

areas throughout the hospital. When the measured system performance cannot be adjusted to meet 

code requirements or occupant needs, the Facilities Manager and Manager of Infection Control 

develops, when appropriate, a temporary Infection Control Risk Management plan to minimize 

the potential impact of the deficient performance.  

 

EC.02.05.01 EP17 – Mapping of Utility Systems 

 

The Facilities Manager is responsible for maintaining up-to-date documentation of the 

distribution of all utility systems. The documents include as-built and record drawings, one line 

drawings, valve charts, and similar documents. The documents include original construction 

documentation and documentation of renovations, alterations, additions, and modernizations. 
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Hard copies of the documentation are maintained in the Plant Operations department. Documents 

that are available in electronic format are maintained on disc or on the Intranet server of the 

hospital. 

 

EC.02.05.01 EP9 – Labeling of Controls for System Shutdown and Recovery 

 

The Facilities Manager is responsible for assuring that current documents showing the layout of 

utility systems and the locations of controls that must be activated to implement a partial or 

complete shut-down of each utility system are available at all times.  

 

The documents must include the original layout of the systems and all modifications, additions, 

and renovations that affect the process for implementing a partial or complete shutdown of a 

system. The documents must include information that can be used to identify specific controls. 

The controls must be identified by a label, numbered tag or other device that corresponds to the 

information on the documents. 

 

EC.02.05.01 EP9 – 13 – Emergency Procedures 

 

The Facilities Manager and appropriate clinical caregivers collaborate to identify life-critical 

medical equipment supported by the utility systems. Life-critical equipment is defined as 

equipment, the failure or malfunction of which would cause immediate death or irreversible harm 

to the patient dependent on the function of the equipment. 

 

The Facilities Manager and the caregivers are responsible for developing appropriate resources to 

manage the response to the disruption of the function of the identified life-critical equipment. The 

resources are designed to minimize the probability of an adverse outcome of care.  

 

The resources must include, but are not limited to, information about the availability of spare or 

alternate equipment, procedures for communication with staff responsible for repair of the 

equipment, and specific emergency clinical procedures and the conditions under which they are to 

be implemented.  

  

Copies of applicable emergency procedures are included in the emergency operations manual of 

each clinical department. Training addressing the medical equipment emergency procedures is 

included in the department or job-related orientation process. All utility systems emergency 

procedures are reviewed annually.   

 

EC.02.05.03 EP1 – 7 and EC.02.05.07 EP1 -– 10PE.04.01.03 EP3 – Inspection, Testing, and 

Maintenance of Emergency Power Systems 

 

The Facilities Manager is responsible for identifying all emergency power sources and for 

developing procedures and controls for inspection, maintenance, and testing to assure maximum 

service life and reliability. Sierra View Medical Center uses battery-powered lights, engine-

154 



   Environment of Care Policy & Procedure Manual 

 

SUBJECT:  

UTILITY SYSTEMS MANAGEMENT PLAN 

SECTION:   

 

Page 6 of 11 

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

 

 

driven generators, and large UPS stored energy systems to provide power for emergency lighting, 

operation of critical systems, and operation of information systems equipment. 

 

Each required battery-powered emergency lighting device is tested for 30 seconds each quarter 

and for 90 minutes annually.  

 

The Emergency Power Supply Systems (EPSS) supply power for emergency exits, patient 

ventilation, fire and life safety equipment, public safety, communications, data and processes that, 

if disrupted, would have serious life safety or health consequences. Each required EPSS system is 

tested in accordance with the code requirements for the class of device. 

 

The Facilities Manager is responsible for assuring that appropriate inspection, maintenance, and 

testing of the essential electrical system is done. Each motor/generator set serving the emergency 

power system is tested under connected load conditions 12 times a year. All automatic transfer 

switches are tested as part of each scheduled generator load test. 

 

Testing parameters are recorded and evaluated by the Plant Operations staff. All deficiencies are 

rectified immediately or a temporary secondary source of essential electrical service is put in 

place to serve the needs to critical departments or services until the primary system can be 

restored to full service.  

 

If a failure during a planned test occurs, a full retest will be performed after appropriate repairs 

are made and the essential electrical system is functional again. 

 

Each diesel engine powered motor/generator not loaded to 30% or more of its nameplate capacity 

during connected load tests undergoes further evaluation to determine if the exhaust gas 

temperature reaches or exceeds the manufacturer’s recommended temperature to prevent wet 

stacking. Each diesel engine failing to meet the temperature recommendation will be exercised 

annually by connecting it to a dynamic load bank and performing the three step test process 

specified by National Fire Protection Association (NFPA) 99, NFPA 101 and NFPA 110. 

 

Batteries, fuel stored on site, controls, and other auxiliary emergency power equipment is 

inspected, maintained, and tested as required. The Facilities Manager, Engineering staff and 

contracted service providers are responsible for assuring the reliability of each component part of 

the emergency power systems by performing all required calibration, inspection, maintenance, 

and testing in a timely manner.  

 

EC.02.05.05 EP2 - Utility Systems Inventory and Initial Testing 

 

The Facilities Manager establishes and maintains a current, accurate, and separate inventory of all 

utility systems equipment included in a program of planned inspection or maintenance. The 

inventory includes equipment owned by Sierra View Medical Center and leased or rented 

equipment.  
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The Facilities Manager is responsible for implementation of the program of planned inspection 

and maintenance. All utility systems equipment is tested for performance and safety prior to use.  

 

EC.02.05.05 EP4 - Testing of High Risk Equipment 

 

The Facilities Manager assures that scheduled testing of all utility systems that play a role in life 

support is performed in a timely manner. Reports of the completion rate of scheduled inspection 

and maintenance are presented to the Safety Committee each quarter. If the quarterly rate of 

completion falls below 100%, the Facilities Manager will also present an analysis to determine 

what the cause of the problem is and make recommendations for addressing it. 

 

EC.02.05.05 EP5 - Testing of Infection Control Support Equipment 

 

The Facilities Manager assures that scheduled testing of utility systems equipment that supports 

critical infection control processes is performed in a timely manner. Reports of the completion 

rate of scheduled inspection and maintenance are presented to the Safety Committee each quarter. 

If the quarterly rate of completion falls below 100%, the Facilities Manager will also present an 

analysis to determine what the cause of the problem is and make recommendations for addressing 

it. 

 

EC.02.05.05 EP6 - Testing of Non-High Risk Equipment 

 

The Facilities Manager assures that scheduled testing of all non-life support equipment is 

performed in a timely manner. Reports of the completion rate of scheduled inspection and 

maintenance are presented to the Safety Committee each quarter. If the quarterly rate of 

completion falls below 100%, the Facilities will also present an analysis to determine what the 

cause of the problem is and make recommendations for addressing it. 

 

EC.02.05.09 EP7 - Medical Gas System Testing 

 

All medical gas systems are maintained and periodically tested to assure system performance. All 

testing and inspection is done in accordance with the requirements of the 2012 edition of NFPA 

99. 

 

UM.EC.02.05.09 EP10 - Modifying / Repairing Medical Gas Systems 

 

When a new medical gas system is installed or an existing system is breached for any reason, the 

Facilities Manager coordinates certification of the system by a qualified service provider. The 

certification testing is done in accordance with the requirements of the 2012 edition of NFPA 99. 

The Facilities Manager maintains a permanent record of all certification testing. 
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EC.02.05.09 EP11 - Labeling & Accessibility of Medical Gas Controls 

 

The Facilities Manager is responsible for assuring that all medical gas system control valves and 

monitoring stations are identified appropriately.  

 

In addition, the Facilities Manager is responsible for assuring that each monitoring station and 

valve is accessible. Accessibility is evaluated during scheduled environmental tours.  Deficiencies 

are reported to the appropriate manager for resolution. 

 

EC.04.01.01 EP1 – 11 – The hospital monitors conditions in the environment 

 

The Vice President of Quality and Regulatory Affairs coordinates the design and implementation 

of the incident reporting and analysis process. The Safety Officer works with the Vice President 

of Quality and Regulatory Affairs to design appropriate forms and procedures to document and 

evaluate patient and visitor incidents, staff member incidents, and property damage related to 

environmental conditions.  

 

Incident reports are completed by a witness or the staff member to whom a patient or visitor 

incident is reported. The completed reports are forwarded to the Administrative Director of 

Quality and Care, who in turn works with appropriate staff to analyze and evaluate the reports. 

The results of the evaluation are used to eliminate immediate problems in the environment.  

 

In addition, the Vice President of Quality and Regulatory Affairs and the Safety Officer 

collaborate to conduct an aggregate analysis of incident reports generated from environmental 

conditions to determine if there are patterns of deficiencies in the environment of staff behaviors 

that require action. The findings of such analysis are reported to the Safety Committee and the 

Performance Improvement/Patient Safety Committee, as appropriate, as part of quarterly 

Environmental Safety reports.  The Safety Officer provides summary information related to 

incidents to the Chief Executive Officer, Senior Leaders, and the Board of Directors, as 

appropriate.  

 

The Safety Officer coordinates the collection of information about environmental safety and 

patient safety deficiencies and opportunities for improvement from all areas of Sierra View 

Medical Center. Appropriate representatives from hospital administration, clinical services, 

support services, and a representative from each of the seven environments of care use the 

information to analyze safety and environmental issues and to develop recommendations for 

addressing them. 

 

The Safety Committee and the Performance Improvement Patient Safety Committee are 

responsible for identifying important opportunities for improving environmental safety, for 

setting priorities for the identified needs for improvement, and for monitoring the effectiveness of 

changes made to any of the environment of care management programs. 
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The Safety Officer and the Chairpersons of the Safety Committee and the Performance 

Improvement/Patient Safety Committee prepare a quarterly report to the leadership of Sierra 

View Medical Center. The quarterly report summarizes key issues reported to the Committees 

and their recommendations. The quarterly report is also used to communicate information related 

to standards and regulatory compliance, program issues, objectives, program performance, annual 

evaluations, and other information, as needed, to assure leaders that management responsibilities 

have been carried out. 

 

EC.04.01.01 EP15 – Every twelve months the hospital evaluates each Environment of Care 

Management Plan, including a review of the scope, objectives, performance, and 

effectiveness of the program described by the plan. 

 

The Safety Officer coordinates the annual evaluation of the management plans associated with 

each of the Environment of Care functions. 

  

The annual evaluation examines the management plans to determine if they accurately represent 

the management of environmental and patient safety risks. The review also evaluates the 

operational results of each Environment of Care program to determine if the scope, objectives, 

performance, and effectiveness of each program are acceptable. The annual evaluation uses a 

variety of information sources. The sources include aggregate analysis of environmental rounds 

and incident reports, benchmarking programs, findings of external reviews or assessments by 

regulators, accrediting bodies, insurers, and consultants, minutes of Safety Committee meetings, 

and analytical summaries of other activities.  

 

The findings of the annual review are presented to the Safety Committee by the end of the second 

quarter of the calendar year. Each report presents a balanced summary of an Environment of Care 

program for the preceding fiscal year. Each report includes an action plan to address identified 

weaknesses. 

 

In addition, the annual review incorporates appropriate elements of The Joint Commission’s 

required Periodic Performance Review. Any deficiencies identified on an annual basis will be 

immediately addressed by a plan for improvement. Effective development and implementation of 

the plans for improvement will be monitored by the Environmental Safety/Security Officer. 

 

The results of the annual evaluation are presented to the Safety Committee. The Committee 

reviews and approves the reports. Actions and recommendations of the Committee are 

documented in the minutes. The annual evaluation is distributed to the Chief Executive Officer, 

Senior Leadership, the Board of Directors, Department Directors, the Performance Improvement 

Patient Safety Committee, and others as appropriate. The manager of each Environment of Care 

program is responsible for implementing the recommendations in the report as part of the 

performance improvement process. 

 

EC.04.01.03 EP2 - Analysis and actions regarding identified environmental issues 
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The Safety Committee receives reports of activities related to the environmental and patient 

safety programs based on a quarterly reporting schedule. The Committee evaluates each report to 

determine if there are needs for improvement. Each time a need for improvement is identified; the 

Committee summarizes the issues as opportunities for improvement and communicates them to 

the leadership of the hospital, the performance improvement program, and the patient safety 

program. 

 

EC.04.01.05 EP1 – Improving the Environment 

 

When the Board of Directors, Senior Leadership, and the Vice President of Quality and 

Regulatory Affairs concurs with the Safety Committee recommendations for improvements to the 

environment of care management programs, a team of appropriate staff is appointed to manage 

the improvement project. The Safety Committee works with the team to identify the goals for 

improvement, the timeline for the project, the steps in the project, and to establish objective 

measures of improvement. 

 

The Safety Committee also establishes a schedule for the team to report progress and results. All 

final improvement reports are summarized as part of the annual review of the program and 

presented to hospital, performance improvement, and patient safety leadership. 

 

Goal: 

 

Work with Engineering to search for opportunities to lower the Electricity Operating Cost 

($/sq.ft./qrt.). The facility is currently in the 96th percentile of the category in the Osborne 

Engineering Benchmarking database  find opportunities to conserve electricity throughout the 

facility. This will include changing of light fixtures and better management of timers for lighting 

and other equipment.  

 

HR.01.04.01 EP1 & EP3; HR.01.05.03 EP1 and EC.03.01.01 EP1 & EP2HR.11.03.01 EP1 - 5 

– Orientation and Ongoing Education and Training 

 

Orientation and training addressing all subjects of the environment of care is provided to each 

employee, volunteer, contract staff and to each new medical staff member at the time of their 

employment or appointment.  

 

In addition, all current employees, as well as volunteers, physicians, and students, participate in 

an annual update of the orientation program as deemed appropriate. The update addresses 

changes to the procedures and controls, laws and regulations, and the state of the art of 

environmental safety. 

  

The Human Resources Department, with assistance from the Education Department, coordinates 

the general orientation program. New staff members are required to attend the first general 

orientation program after their start date of employment. The Human Resources Department 
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maintains attendance records for each new staff member completing the general orientation 

program.   

 

New staff members are also required to participate in orientation to the department where they are 

assigned to work.  The departmental orientation addresses job-related patient safety and 

environmental risks and the procedures and controls in place to minimize or eliminate them 

during routine daily operations.  

 

The Safety Officer collaborates with the Environment of Care managers, Department Directors, 

Vice President of Quality and Regulatory Affairs, Manager of Infection Control, and others as 

appropriate to develop content materials for general and job-related orientation and continuing 

education programs. The content and supporting materials used for general and department-

specific orientation and continuing education programs are reviewed as part of the annual review 

of each Environment of Care Program and revised as necessary. 

 

The Safety Officer gathers data during environmental rounds and other activities to determine the 

degree to which staff and licensed independent practitioners are able to describe or demonstrate 

how job-related physical risks are to be managed or eliminated as part of daily work.  

 

In addition, the Safety Officer evaluates the degree to which staff and licensed independent 

practitioners understand or can demonstrate the actions to be taken when an environmental 

incident occurs and how to report environment of care risks or incidents.  

 

Information about staff and licensed independent practitioner knowledge and technical skills 

related to managing or eliminating environment of care risks is reported to the Safety Committee. 

When deficiencies are identified, action is taken to improve orientation and ongoing educational 

materials, methods, and retention of knowledge as appropriate. 

 

AFFECTED PERSONNEL / AREAS: GOVERNING BOARD; MEDICAL STAFF; ALL HOSPITAL 

EMPLOYEES; VOLUNTEERS; VENDORS; CONTRACT SERVICES AND STAFF 

 

REFERENCES: 

 

• The Joint Commission (20265).  Hospital accreditation standards. EC.01.01.01 EP9PE.04.01.03 Joint 

Commission Resources. Oak Brook, IL. 
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MEETING MINUTES 
BOARD OF DIRECTORS MONTHLY MEETING 

SIERRA VIEW LOCAL HEALTH CARE DISTRICT 

 

The monthly August 25, 2026 at 5:00 P.M. in the Sierra View Medical Center Board Room,  

465 West Putnam Avenue, Porterville, California  

 

Call to Order: Vice Chair Reddy called the meeting to order at 5:07 p.m. 

 

 Board Attendance:  

• Liberty Lomeli, Chair  - Present  

• Bindusagar Reddy, Vice Chair - Present 

• Areli Martinez, Secretary – Absent 

• Hans Kashyap, Director – Present 

• Martha A. Flores, Director – Present 

   

 Others Present: Donna Hefner, President/Chief Executive Officer, Roger Larsen, Interim 

Chief Financial Officer, Brandy Irwin, Chief Nursing Officer, Kim Pryor-DeShazo, 

Director of Marketing and Community Services, Jennifer Regalado, Compliance 

Manager,  Gary Wilbur, Administrative Director of General Services, Terry Villareal, 

Clerk to the Board, Alex Reed-Krase, Legal Counsel, Harpreet Sandhu, Chief of Staff 

 

I. Approval of Agenda:   

 

Chair LOMELI inquired if there was a motion to approve the agenda. Vice Chair 

REDDY moved to approve the agenda, the motion was seconded by Director FLORES.  

The motion was carried with the following vote:  

 

FLORES Yes 

KASHYAP Yes 

REDDY Yes 

LOMELI Yes 

 

II. Closed Session: Board adjourned Open Session and went into Closed Session at 5:08 

p.m. to discuss the following items: 

 

A. Pursuant to Evidence Code Sections 1156 and 1157.7; Health and Safety Code 

Section 32106(b): Chief of Staff Report. 

 

1. General Update; 

2. Report on Peer Review/Credentials  

 

B. Pursuant to Evidence Code Sections 1156 and 1157.7; Health and Safety Code 

Section 32106(b): Quality Division Update 
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C. Pursuant to Gov. Code Section 54962; Health and Safety Code Section 32106(c): 

Discussion Regarding Trade Secrets Pertaining to Services and Strategic Planning. 

Estimated date of disclosure December 1, 2026.   

 

The Board paused its discussion of Closed Session Item C due to time constraints and 

reconvened in Closed Session following the conclusion of Open Session.  

 

III. Open Session: Chair LOMELI adjourned Closed Session at 5:35 p.m., reconvening in 

Open Session at 5:36 p.m.  

 

Pursuant to Gov. Code Section 54957.1; Action(s) taken as a result of discussion(s) in 

Closed Session.  

    

A. Chief of Staff Report: 

 

1. General Report 

Recommended Action: Information only; no action taken  

 

2. Report on Peer Review/Credentials 

Following review and discussion, Vice Chair REDDY made a motion to 

approve the Quality of Care/Peer Review/Credentials as presented. The 

motion was seconded by Director FLORES. The motion was carried with 

the following vote by the Board:   

 

FLORES  Yes 

KASHYAP  Yes 

REDDY  Yes 

LOMELI  Yes 

 

B. Quality Division Update  

 

1.  Following review and discussion, Vice Chair REDDY made a motion to 

approve the Quality Division Update as presented. The motion was 

seconded by Director FLORES. The motion was carried with the 

following vote by the Board:  

 

FLORES  Yes 

KASHYAP  Yes 

REDDY  Yes 

LOMELI  Yes 

 

 

IV. Public Comments 

None 

 

V. Consent Agenda 
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The Medical Staff Policies/Procedures/Protocols/Plans and Hospital 

Policies/Procedures/Protocols/Plans and Informational Reports were presented for 

approval (Consent Agenda attached to the file copy of these Minutes).  Following review 

and discussion, it was moved by Director FLORES, seconded by Vice Chair REDDY, 

and carried to approve the Consent Agenda as presented.   The vote of the Board is as 

follows: 

 

FLORES  Yes 

KASHYAP  Yes 

REDDY  Yes 

LOMELI  Yes 

 

VI. Approval of Minutes:  

 

A. Motion made by Director FLORES and seconded by Vice Chair REDDY to approve 

the July 28, 2026, Minutes of the Regular Board Meeting as presented. The motion 

carried and the vote of the Board is as follows: 

 

FLORES  Yes 

KASHYAP Yes 

REDDY  Yes 

LOMELI  Yes 

 

VII. Business Items 

 

A. July 2026 Financial Report 

Roger Larsen, Interim CFO presented the July monthly financial report.  Following 

review and discussion, it was moved by Vice Chair REDDY, seconded by Director 

FLORES and carried to approve the July Monthly Financial Report as presented.  

The vote of the Board is as follows: 

 

FLORES  Yes 

KASHYAP Yes 

REDDY  Yes 

LOMELI  Yes 

 

B. Investment Report – Quarter Ending June 30, 2026 

Following review and discussion, it was moved by Director FLORES seconded by 

Vice Chair REDDY and carried to approve Quarterly Investment Report as 

presented.  The vote of the Board is as follows: 

 

FLORES  Yes 

KASHYAP Yes 

REDDY  Yes 

LOMELI  Yes 
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C.  Capital Report – Quarter Ending June 30, 2026 

Following review and discussion, it was moved by Director FLORES seconded by 

Vice Chair REDDY and carried to approve Quarterly Capital Report as presented.  

The vote of the Board is as follows: 

 

FLORES  Yes 

KASHYAP Yes 

REDDY  Yes 

LOMELI  Yes 

 

D.  Conflict of Interest Code 

Following review and discussion, it was moved by Director FLORES seconded by 

Vice Chair REDDY and carried to approve Conflict of Interest Code as presented.  

The vote of the Board is as follows: 

 

FLORES  Yes 

KASHYAP Yes 

REDDY  Yes 

LOMELI  Yes 

 

E.  Resolution 08-25-26/01 Resolution to Purchase Real Property at 380 W. Putnam 

Avenue, Porterville, CA 93257 

 This item is deferred to the end of the meeting. 

   

VIII. SVLHCD Board Chair Report 

 

Board Chair Liberty Lomeli provided an overview of the current state of medicine and 

the challenges facing rural hospitals, highlighting workforce shortages, reimbursement 

pressures, advances in technology, and continued healthcare consolidation. He discussed 

the potential impacts of these trends on Sierra View Medical Center and emphasized 

opportunities involving community trust, telehealth, evolving rural payment models, and 

regional partnerships.  

 

IX. CEO Report 

 

The CEO provided an overview of August performance highlights, organizational 

accomplishments, community engagement, and upcoming initiatives.  

 

• Reported 34,000 website sessions, 375,000 social media views, and a social media 

following of approximately 12,000. The hospital maintained a 3.9-star Google rating 

and received 243 additional reviews in August, bringing the total to 5,619.  

• Provided an update on California Rural Health Transformation grant applications. 

Nearly $5 million in known funding requests have been submitted, including 

applications supporting the OB Nest Program, Warrior Centric Care, and 

modernization of the Elekta MOSAIQ electronic health record system. A workforce 

recruitment and retention application was also in progress.  
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• Announced the summer edition of Health Insights, which featured patient stories, 

physician development, stroke care recognition, patient experience initiatives, 

hospital news, and Board of Directors election information.  

• Highlighted employee engagement activities that provided staff with opportunities to 

connect and learn about hospital programs and resources.  

• Shared public health alerts regarding confirmed measles cases in Kern County and a 

human case of West Nile virus in Tulare County.  

• Promoted the Sierra View Foundation’s Midnight in Manhattan fundraiser, scheduled 

for September 18 at Eagle Mountain Casino.  

• Recognized Karen Taylor as the June Employee of the Month and Ana Weber as the 

July Employee of the Month.  

• Recognized Crystal Lucas as the June Leader of the Month and Whitney Watts as the 

July Leader of the Month.  

• Reported participation in four community outreach activities, including a backpack 

giveaway at the Terra Bella Community Health Center, the Eagle Mountain Casino 

Health Fair, a community blood drive, and breastfeeding education and support 

services.  

• Reviewed upcoming events and initiatives, including the REACH Helicopter 

Showcase, Fiesta de Oro employee celebration, Run for Life, the Scrub Fair, 

Midnight in Manhattan, and the Unitek graduation. 

 

X. Announcements:  

Regular Board of Directors Meeting – August 28, 2026, at 5:00 p.m. 

 

XI. Closed Session: Board adjourned Open Session at 6:17 p.m., reconvening in Closed 

Session at 6:25 p.m. to discuss the following items:  

 

C.  Pursuant to Gov. Code Section 54962; Health and Safety Code Section 32106(c): 

Discussion Regarding Trade Secrets Pertaining to Services and Strategic Planning. 

Estimated date of disclosure December 1, 2026.   

 

During Closed Session Item C, Vice Chair Reddy briefly stepped out of the room on several 

occasions to take telephone calls for his on-call duty. During the initial Closed Session, he 

stepped out at 5:20 p.m. for approximately one minute or less. He stepped out again at 5:28 p.m. 

and returned at 5:32 p.m. After the Board reconvened in Closed Session to continue Item C, Vice 

Chair Reddy stepped out at 6:53 p.m. and 6:59 p.m., each for approximately one minute or less. 

He also stepped out at 7:06 p.m. and returned at 7:08 p.m., and stepped out at 7:11 p.m. and 

returned at 7:19 p.m. 

 

D.  Conference with Sierra View Local Health Care District Real Property Negotiator 

regarding purchase of property for sale. Cal. Gov. Code § 54956.8.  

Property: 380 W. Putnam Avenue, Porterville, CA 93257.  

SVMC Negotiator: Ron Wheaton 

Negotiating Party:  George Wilson, represented by Rebecca Brann, Henry Schein 

Dental Practice Transitions. Estimated date of disclosure October 1, 2026.  
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E.  Pursuant to Gov. Code Section 54962; Health and Safety Code Section 32106(c): 

Discussion Regarding Trade Secrets Pertaining to Services and Strategic Planning. 

Estimated date of disclosure December 1, 2026.  

 

F.  Pursuant to Gov. Code Section 54956.9(d)(2), Significant Exposure to Litigation; 

Anticipated Litigation; and Pending Litigation: Conference with Legal Counsel.  

Estimated Disclosure: 3 years after completion of the matter.  

 

G.  Pursuant to Gov. Code Section 54957(b): Discussion Regarding Confidential 

Personnel Matter – One (1) Item. Estimated Date of Disclosure January 1, 2027, for 

materials that are not part of an individual’s private personnel file.  

 

H.  Pursuant To Gov. Code Section 54956.9(D)(2), Conference With Legal Counsel 

About Recent Work Product (B)(1) And (B)(3)(F): Significant Exposure To 

Litigation; Privileged Communication (1 Items).   

 

XII. Open Session: Chairman LOMELI adjourned Closed Session at 7:52 p.m., reconvening 

in Open Session at 7:53 p.m.  

 

C.  Discussion Regarding Trade Secrets and Strategic Planning 

Recommended Action: Information Only; No Action Taken 

 

D.  Discussion Regarding Real Property for Sale Located at 380 W. Putnam Avenue  

 Recommended Action: Information Only; No Action Taken  

 

E.   Discussion Regarding Trade Secrets Pertaining to Services and Strategic Planning 

 Recommended Action: Information Only; No Action Taken  

 

F.   Conference with Legal Counsel Regarding Pending Litigation 

 Recommended Action: Information Only; No Action Taken  

 

G.  Discussion Regarding Confidential Personnel Matter 

Recommended Action: Information Only; No Action Taken 

 

H.   Conference with Legal Counsel  

Recommended Action: Information Only; No Action Taken 

 

The Board revisited Open Session Business Item E that was previously deferred.   

 

E.  Resolution 08-25-26/01 Resolution to Purchase Real Property at 380 W. Putnam 

Avenue, Porterville, CA 93257 

Following review and discussion, it was moved by Director FLORES seconded by 

Vice Chair REDDY and carried to approve resolution 08-25-26/01 for the purchase 

of the property at 380 W. Putnam Avenue.  The vote of the Board is as follows: 

 

FLORES  Yes 

KASHYAP Abstain 
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REDDY  Yes 

LOMELI Yes 

 

XIII. Adjournment 

 

The meeting was adjourned at 8:18 p.m. 

 

 

Respectfully submitted,  

 

 

 

Areli Martinez 

Secretary  

SVLHCD Board of Directors 

 

AM: trv 
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I. INTRODUCTION 
 

Sierra View Local Health Care District (“District”) is a California Health Care District formed by 

resolution of the Tulare County Board of Supervisors. The District was created pursuant to the 

California Health and Safety Code §32000 to address health care needs in the southeast portion of 

Tulare County. It is governed by an elected five-member board of directors. 

 

The purpose of this investment policy is to identify various policies and procedures that will foster a 

prudent and systematic investment program designed to seek the District’s objectives of safety, 

liquidity and return on investment through a diversified investment portfolio. This policy also serves 

to organize and formalize the District’s investment-related activities, while complying with all 

applicable statutes governing the investment of public funds. This policy is written to incorporate 

industry best practices and recommendations from sources such as the Government Finance Officers 

Association (GFOA), California Municipal Treasurers Association (CMTA), California Debt and 

Investment Advisory Commission (CDIAC) and the Association of Public Treasurers (APT). 

 

This investment policy was endorsed and adopted by the District’s Board of Directors and is effective 

as of the 1st day of October, 2026, and replaces any previous versions.  

II. SCOPE 
 

This policy covers all funds and investment activities under the direct authority of the District, as set 

forth in the State Government Code, Sections 53600 et seq., with the following exceptions: 

 

• Proceeds of debt issuance shall be invested in accordance with the District’s general investment 

philosophy as set forth in this policy; however, such proceeds are to be invested pursuant to the 

permitted investment provisions of their specific bond indentures. 

 

• CalPERS, OPEB trusts, and the investment of employees’ deferred compensation funds invested 

pursuant to Government Code Section 53609 

 

• Any other funds specifically exempted by the Board of Directors. 

 

POOLING OF FUNDS 

Except for cash in certain restricted and special funds, the District will consolidate cash and reserve 

balances from all funds to maximize investment earnings and to increase efficiencies with regard to 

investment pricing, safekeeping and administration. Investment income will be allocated to the 

various funds based on their respective participation and in accordance with generally accepted 

accounting principles. 

III. PRUDENCE 
 

Pursuant to California Government Code, Section 53600.3, all persons authorized to make investment 

decisions on behalf of the District are trustees and therefore fiduciaries subject to the Prudent Investor 

Standard:  

 

“…all governing bodies of local agencies or persons authorized to make investment decisions 

on behalf of those local agencies investing public funds pursuant to this chapter are trustees 

and therefore fiduciaries subject to the prudent investor standard. When investing, reinvesting, 

purchasing, acquiring, exchanging, selling, or managing public funds, a trustee shall act with 

care, skill, prudence, and diligence under the circumstances then prevailing, including, but not 

limited to, the general economic conditions and the anticipated needs of the District, that a 

prudent person acting in a like capacity and familiarity with those matters would use in the 

conduct of funds of a like character and with like aims, to safeguard the principal and 
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maintain the liquidity needs of the District. Within the limitations of this section and 

considering individual investments as part of an overall strategy, investments may be acquired 

as authorized by law.”  

 

The CFO and other authorized persons responsible for managing District funds acting in 

accordance with written procedures and this investment policy and exercising due diligence shall 

be relieved of personal responsibility for an individual security’s credit risk or market price 

changes provided that the CFO or other authorized persons acted in good faith. Deviations from 

expectations of a security’s credit or market risk should be reported to the Board of Directors in a 

timely fashion and appropriate action should be taken to control adverse developments. 

IV. OBJECTIVES 
 

The District’s overall investment program shall be designed and managed with a degree of 

professionalism worthy of the public trust. The overriding objectives of the program are to preserve 

principal, provide sufficient liquidity, and manage investment risks, while seeking a market-rate of 

return. 

 

• SAFETY. Safety of principal is the foremost objective of the investment program. Investments will 

be undertaken in a manner that seeks to ensure the preservation of capital in the overall portfolio. 

To attain this objective, the District will diversify its investments by investing funds among a 

variety of securities with independent returns.  

 

• LIQUIDITY. The investment portfolio will remain sufficiently liquid to meet all operating 

requirements that may be reasonably anticipated.  

 

• RETURN ON INVESTMENTS. The investment portfolio will be designed with the objective of 

attaining a market rate of return throughout budgetary and economic cycles, taking into account 

the investment risk constraints for safety and liquidity needs. 

V. DELEGATION OF AUTHORITY 
 

Authority to manage the District’s investment program is derived from California Government Code, 

Sections 41006 for City Treasurers and 53600 et seq. 

 

The Board of Directors is responsible for the management of the District’s funds, including the 

administration of this investment policy. Management responsibility for the cash management of the 

District’s funds is hereby delegated to the CFO.  

 

The CFO will be responsible for all transactions undertaken and will establish a system of procedures 

and controls to regulate the activities of subordinate officials and employees. Such procedures will 

include explicit delegation of authority to persons responsible for investment transactions. No person 

may engage in an investment transaction except as provided under the terms of this policy and the 

procedures established by the CFO. 

 

The District may engage the services of one or more external investment advisers, who are registered 

under the Investment Advisers Act of 1940, to assist in the management of the District’s investment 

portfolio in a manner consistent with the District’s objectives. External investment advisers may be 

granted discretion to purchase and sell investment securities in accordance with this investment 

policy.  

 

The District’s overall investment program shall be designed and managed with a degree of 

professionalism that is worthy of the public trust. The District recognizes that in a diversified 

portfolio, occasional measured losses may be inevitable and must be considered within the context of 
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the overall portfolio’s return and the cash flow requirements of the District.  

VI. ETHICS AND CONFLICTS OF INTEREST 
 

All participants in the investment process shall act as custodians of the public trust. Investment 

officials shall recognize that the investment portfolio is subject to public review and evaluation. Thus, 

employees and officials involved in the investment process shall refrain from personal business 

activity that could create a conflict of interest or the appearance of a conflict with proper execution of 

the investment program, or which could impair their ability to make impartial investment decisions.   

 

Employees and investment officials shall disclose to the CFO any material interests in financial 

institutions with which they conduct business, and they shall further disclose any large personal 

financial/investment positions that could be related to the performance of the investment portfolio. 

Employees and officers shall refrain from undertaking any personal investment transactions with the 

same individual with whom business is conducted on behalf of the District. 

VII. INTERNAL CONTROLS 
 

The CFO is responsible for establishing and maintaining an internal control structure 

designed to ensure that the assets of the entity are protected from loss, theft or misuse. The 

internal control structure shall be designed to provide reasonable assurance that these 

objectives are met. The concept of reasonable assurance recognizes that (1) the cost of a 

control should not exceed the benefits likely to be derived; and (2) the valuation of costs and 

benefits requires estimates and judgments by management.  

 

Periodically, as deemed appropriate by the District and/or the Board of Directors, an 

independent analysis by an external auditor shall be conducted to review internal controls, 

account activity and compliance with policies and procedures. 

VIII. AUTHORIZED FINANCIAL INSTITUTIONS, DEPOSITORIES, AND 

BROKER/DEALERS 
 

The CFO shall maintain procedures for establishing a list of authorized broker/dealers and financial 

institutions which are approved for investment purposes that are selected through a process of due 

diligence as determined by the District. Due inquiry shall determine whether such authorized 

broker/dealers, and the individuals covering the District are reputable and trustworthy, knowledgeable 

and experienced in Public District investing and able to meet all of their financial obligations. These 

institutions may include "primary" dealers or regional dealers that qualify under Securities and 

Exchange Commission (SEC) Rule 15c3-1 (uniform net capital rule). 

 

In accordance with Section 53601.5, institutions eligible to transact investment business with the 

District include: 

 

• Institutions licensed by the state as a broker-dealer, as defined in Section 25004 of the 

Corporations Code, with proof of FINRA certification. 

• Institutions that are members of a federally regulated securities exchange. 

• Primary government dealers as designated by the Federal Reserve Bank and non-primary 

government dealers. 

• Nationally or state-chartered banks. 

• Savings association or federal association (as defined in Section 5102 of the Financial Code). 

• The Federal Reserve Bank. 

• Direct issuers of securities eligible for purchase. 
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Selection of financial institutions and broker/dealers authorized to engage in transactions will be at the 

sole discretion of the District, except where the District utilizes an external investment adviser in 

which case the District may rely on the adviser for selection.  

 

All financial institutions which desire to become qualified bidders for investment transactions (and 

which are not dealing only with the investment adviser) must supply the CFO with audited financials 

and a statement certifying that the institution has reviewed the California Government Code, Section 

53600 et seq. and the District’s investment policy. The CFO will conduct an annual review of the 

financial condition and registrations of such qualified bidders.  

 

To the extent practicable, the CFO shall endeavor to complete investment transactions using a 

competitive bid process whenever possible. The District’s CFO will determine which financial 

institutions are authorized to provide investment services to the District. It shall be the District’s 

policy to purchase securities only from authorized institutions and firms.  

 

Selection of broker/dealers used by an external investment adviser retained by the District will be at 

the sole discretion of the adviser. Where possible, transactions with broker/dealers shall be selected on 

a competitive basis and their bid or offering prices shall be recorded. If there is no other readily 

available competitive offering, best efforts will be made to document quotations for comparable or 

alternative securities. When purchasing original issue instrumentality securities, no competitive 

offerings will be required as all dealers in the selling group offer those securities at the same original 

issue price. 

 

Public deposits will be made only in qualified public depositories as established by State law. 

Deposits will be insured by the Federal Deposit Insurance Corporation, or, to the extent the amount 

exceeds the insured maximum, will be collateralized in accordance with State law. 

IX. AUTHORIZED INVESTMENTS 
 

The District’s investments are governed by California Government Code, Sections 53600 et seq. 

Within the investments permitted by the Code, the District seeks to further restrict eligible 

investments to the guidelines listed below. In the event a discrepancy is found between this policy and 

Code, the more restrictive parameters will take precedence. Percentage holding limits and minimum 

credit requirements listed in this section apply at the time the security is purchased.  

 

Any investment currently held at the time the policy is adopted which does not meet the new policy 

guidelines can be held until maturity and shall be exempt from the current policy. At the time of the 

investment’s maturity or liquidation, such funds shall be reinvested only as provided in the current 

policy. 

 

An appropriate risk level shall be maintained by primarily purchasing securities that are of high 

quality, liquid, and marketable. The portfolio shall be diversified by security type and issuer to avoid 

incurring unreasonable and avoidable risks regarding specific security types or individual issuers. 

 

1. MUNICIPAL SECURITIES include obligations of the District, the State of California and any 

local District within the State of California, provided that: 

  

• The securities are rated in a rating category of “A” or its equivalent or better by at least one 

nationally recognized statistical rating organization (“NRSRO”). 

• No more than 5% of the total portfolio may be invested in any single issuer. 

• No more than 30% of the total portfolio may be in Municipal Securities. 

• The maximum maturity does not exceed five (5) years. 
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2. MUNICIPAL SECURITIES (REGISTERED TREASURY NOTES OR BONDS) of any of the other 49 

states in addition to California, including bonds payable solely out of the revenues from a 

revenue-producing property owned, controlled, or operated by a state or by a department, board, 

District, or authority of any of the other 49 states, in addition to California. 
  

• The securities are rated in a rating category of “A” or its equivalent or better by at least one 

NRSRO. 

• No more than 5% of the total portfolio may be invested in any single issuer. 

• No more than 30% of the total portfolio may be in Municipal Securities. 

• The maximum maturity does not exceed five (5) years. 

 
3. U.S. TREASURIES and other government obligations for which the full faith and credit of the 

United States are pledged for the payment of principal and interest. There are no limits on the 

dollar amount or percentage that the District may invest in U.S. Treasuries, provided that: 

 

• The maximum maturity does not exceed five (5) years. 

 

4. FEDERAL AGENCIES or United States Government-Sponsored Enterprise obligations, 

participations, or other instruments, including those issued by or fully guaranteed as to principal 

and interest by federal agencies or United States government-sponsored enterprises. There are no 

limits on the dollar amount or percentage that the District may invest in Federal District or 

Government-Sponsored Enterprises (GSEs), provided that: 

 

• No more than 30% of the total portfolio may be invested in any single District/GSE issuer. 

• No more than 20% of the total portfolio may be invested in callable District securities. 

• The maximum maturity does not exceed five (5) years. 

 

5. BANKER’S ACCEPTANCES, provided that: 

 

• They are issued by institutions which have short-term debt obligations rated “A-1” or its 

equivalent or better by at least one NRSRO; or long-term debt obligations which are rated in a 

rating category of “A” or its equivalent or better by at least one NRSRO. 

• No more than 40% of the total portfolio may be invested in Banker’s Acceptances. 

• No more than 5% of the total portfolio may be invested in any single issuer. 

• The maximum maturity does not exceed 180 days. 

 

6. COMMERCIAL PAPER, provided that the securities are issued by an entity that meets all of the 

following conditions in either paragraph (a) or (b) and other requirements specified below: 

 

a. SECURITIES issued by corporations: 

 

(i) A corporation organized and operating in the United States with assets more than 

$500 million. 

(ii) The securities are rated “A-1” or its equivalent or better by at least one NRSRO. 

(iii)  If the issuer has other debt obligations, they must be rated in a rating category of “A” 

or its equivalent or better by at least one NRSRO. 

 

b. SECURITIES issued by other entities: 

 

(i) The issuer is organized within the United States as a special purpose corporation, 

trust, or limited liability company. 
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(ii) The securities must have program-wide credit enhancements including, but not 

limited to, overcollateralization, letters of credit, or a surety bond. 

(iii) The securities are rated “A-1” or its equivalent or better by at least one NRSRO. 

 

• No more than 25% of the total portfolio may be invested in Commercial Paper. Under a 

provision sunsetting on January 1, 2031, no more than 40% of the total portfolio may be 

invested in Commercial Paper if the District’s investment assets under management are 

greater than $100,000,000. 

• No more than 5% of the total portfolio may be invested in any single issuer. 

• The maximum maturity does not exceed 397 days. 

 

7. NEGOTIABLE CERTIFICATES OF DEPOSIT (NCDS), issued by a nationally or state-chartered 

bank, a savings association or a federal association, a state or federal credit union, or by a 

federally licensed or state-licensed branch of a foreign bank, provided that: 

 

• The amount of the NCD insured up to the FDIC limit does not require any credit ratings. 

• Any amount above the FDIC insured limit must be issued by institutions which have short-

term debt obligations rated “A-1” or its equivalent or better by at least one NRSRO; or long-

term obligations rated in a rating category of “A” or its equivalent or better by at least one 

NRSRO. 

• No more than 30% of the total portfolio may be invested in NCDs. 

• No more than 5% of the total portfolio may be invested in any single issuer. 

• The maximum maturity does not exceed five (5) years. 

 

8. FEDERALLY INSURED TIME DEPOSITS (Non-Negotiable Certificates of Deposit) in state or 

federally chartered banks, savings and loans, or credit unions, provided that: 

 

• The amount per institution is limited to the maximum covered under federal insurance. 

• No more than 20% of the total portfolio will be invested in a combination of federally insured 

and collateralized time deposits. 

• The maximum maturity does not exceed five (5) years. 

 

9. COLLATERALIZED TIME DEPOSITS (Non-Negotiable Certificates of Deposit) in state or federally 

chartered banks, savings and loans, or credit unions in excess of insured amounts which are fully 

collateralized with securities in accordance with California law, provided that: 

 

• No more than 20% of the total portfolio will be invested in a combination of federally insured 

and collateralized time deposits. 

• The maximum maturity does not exceed five (5) years. 

 

10. PLACEMENT SERVICE DEPOSITS, provided that: 

 

• No more than 30% of the total portfolio may be invested in a combination of qualifying 

placement service deposits. 

• The full amount of each deposit along with accrued interest must at all times be insured by the 

Federal Deposit Insurance Corporation (FDIC) or the National Credit Union Administration 

(NCUA). 

• Under a provision sunsetting on January 1, 2031, no more than 50% of the portfolio may be 

invested in deposits through a placement service, including Certificates of Deposit, if the 

District is a city, district or local District that does not pool money with other local agencies. 

• The maximum maturity does not exceed five (5) years. 
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11.  COLLATERALIZED BANK DEPOSITS. District’s deposits with financial institutions will be 

collateralized with pledged securities per California Government Code, Section 53651. There are 

no limits on the dollar amount or percentage that the District may invest in collateralized bank 

deposits. 

 

12. REPURCHASE AGREEMENTS collateralized with securities authorized under California 

Government Code, maintained at a level of at least 102% of the market value of the Repurchase 

Agreement. There are no limits on the dollar amount or percentage that the District may invest, 

provided that: 

 

• Securities used as collateral for Repurchase Agreements will be delivered to an acceptable 

third party custodian. 

• Repurchase Agreements are subject to a Master Repurchase Agreement between the District 

and the provider of the repurchase agreement. The Master Repurchase Agreement will be 

substantially in the form developed by the Securities Industry and Financial Markets 

Association (SIFMA).  

• The maximum maturity does not exceed one (1) year. 

 

13. LOCAL GOVERNMENT INVESTMENT POOLS (LGIP) 

 

a. STATE OF CALIFORNIA LOCAL DISTRICT INVESTMENT FUND (LAIF), created by 

California Government Code Section 16429.1, provided that: 

 

• The District may invest up to the maximum amount permitted by LAIF. 

• LAIF’s investments in instruments prohibited by or not specified in the District’s policy 

do not exclude the investment in LAIF itself from the District’s list of allowable 

investments, provided LAIF’s reports allow the CFO to adequately judge the risk inherent 

in LAIF’s portfolio. 

 

b. SHARES OF BENEFICIAL INTEREST ISSUED BY A JOINT POWERS AUTHORITY (JPA), 

provided that: 

 

• The JPA is organized pursuant to California Government Code Section 6509.7 and 

invests in the securities and obligations authorized in subdivisions (a) to (r), inclusive. 

• Each share shall represent an equal proportional interest in the underlying pool of 

securities owned by the JPA. 

• The JPA has retained an investment advisor who is registered with the SEC (or exempt 

from registration), has assets under management in excess of $500 million, and has at 

least five years’ experience investing in instruments authorized by Section 53601, 

subdivisions (a) to (q).  

 

c. OTHER LOCAL GOVERNMENT INVESTMENT POOLS (LGIP) 

 

• Other LGIPs permitted by the District (such as a County Pool as defined by California 

Government Code Section 27000.3). 

• No more than 20% of the total portfolio may be invested in LGIPs other than LAIF and 

JPAs. 

 

14. CORPORATE MEDIUM TERM NOTES (MTNS), provided that: 

 

• The issuer is a corporation organized and operating within the United States or by depository 

institutions licensed by the United States or any state and operating within the United States. 
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• The securities are rated in a rating category of “A” or its equivalent or better by at least one 

NRSRO. 

• No more than 30% of the total portfolio may be invested in MTNs. 

• No more than 5% of the total portfolio may be invested in any single issuer. 

• The maximum maturity does not exceed five (5) years. 

 

15. ASSET-BACKED, MORTGAGE-BACKED, MORTGAGE PASS-THROUGH SECURITIES, AND 

COLLATERALIZED MORTGAGE OBLIGATIONS FROM ISSUERS NOT DEFINED IN SECTIONS 3 

AND 4 OF THE AUTHORIZED INVESTMENTS SECTION OF THIS POLICY, provided that: 

 

• The securities are rated in a rating category of “AA” or its equivalent or better by a NRSRO. 

• No more than 20% of the total portfolio may be invested in these securities. 

• No more than 5% of the total portfolio may be invested in any single Asset-Backed or 

Commercial Mortgage security issuer. 

• The maximum maturity does not exceed five (5) years. 

 

16. MUTUAL FUNDS AND MONEY MARKET MUTUAL FUNDS that are registered with the Securities 

and Exchange Commission under the Investment Company Act of 1940, provided that:  

 

a. MUTUAL FUNDS that invest in the securities and obligations as authorized under California 

Government Code, Section 53601 (a) to (k) and (m) to (q) inclusive and that meet either of 

the following criteria: 

 

(i) Attained the highest ranking or the highest letter and numerical rating provided by not 

less than two (2) NRSROs; or 

(ii) Have retained an investment adviser registered or exempt from registration with the 

Securities and Exchange Commission with not less than five years’ experience 

investing in the securities and obligations authorized by California Government Code, 

Section 53601 and with assets under management in excess of $500 million. 

 

• No more than 10% of the total portfolio may be invested in shares of any one mutual 

fund. 

 

b. MONEY MARKET MUTUAL FUNDS registered with the Securities and Exchange Commission 

under the Investment Company Act of 1940 and issued by diversified management companies 

and meet either of the following criteria: 

 

(i) Have attained the highest ranking or the highest letter and numerical rating provided 

by not less than two (2) NRSROs; or 

(ii) Have retained an investment adviser registered or exempt from registration with the 

Securities and Exchange Commission with not less than five years’ experience 

managing money market mutual funds with assets under management in excess of 

$500 million. 

 

• No more than 20% of the total portfolio may be invested in the shares of any one Money 

Market Mutual Fund. 

 

c. No more than 20% of the total portfolio may be invested in these securities. 

 

17. SUPRANATIONALS, provided that: 
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• Issues are US dollar denominated senior unsecured unsubordinated obligations issued or 

unconditionally guaranteed by the International Bank for Reconstruction and Development, 

International Finance Corporation, or Inter-American Development Bank. 

• The securities are rated in a rating category of “AA” or its equivalent or better by a NRSRO. 

• No more than 30% of the total portfolio may be invested in these securities. 

• No more than 10% of the total portfolio may be invested in any single issuer. 

• The maximum maturity does not exceed five (5) years. 

X. PROHIBITED INVESTMENT VEHICLES AND PRACTICES 
 

• State law notwithstanding, any investments not specifically described herein are prohibited, 

including, but not limited to futures and options. 

• In accordance with Government Code, Section 53601.6, investment in inverse floaters, range 

notes, or mortgage derived interest-only strips is prohibited. 

• Investment in any security that could result in a zero-interest accrual if held to maturity is 

prohibited. Under a provision sunsetting on January 1, 2031, securities backed by the U.S. 

Government that could result in a zero- or negative-interest accrual if held to maturity are 

permitted. 

• Trading securities for the sole purpose of speculating on the future direction of interest rates is 

prohibited. 

• Purchasing or selling securities on margin is prohibited. 

• The use of reverse repurchase agreements, securities lending or any other form of borrowing or 

leverage is prohibited. 

• The purchase of foreign currency denominated securities is prohibited. 

• The purchase of a security with a forward settlement date exceeding 45 days from the time of the 

investment is prohibited. 

XI. INVESTMENT POOLS/MUTUAL FUNDS 
 

The District shall conduct a thorough investigation of any pool or mutual fund prior to making an 

investment, and on a continual basis thereafter. Annually, the CFO shall seek responses to the 

following questions from any investment pool or mutual fund in which the District invests: 

 

• A description of eligible investment securities, and a written statement of investment policy 

and objectives. 

• A description of interest calculations and how it is distributed, and how gains and losses are 

treated. 

• A description of how the securities are safeguarded (including the settlement processes), and 

how often the securities are priced and the program audited. 

• A description of who may invest in the program, how often, what size deposit and withdrawal 

are allowed. 

• A schedule for receiving statements and portfolio listings. 

• Are reserves, retained earnings, etc. utilized by the pool/fund? 

• A fee schedule, and when and how it is assessed. 

• Is the pool/fund eligible for bond proceeds and/or will it accept such proceeds?  

XII. COLLATERALIZATION 
 

CERTIFICATES OF DEPOSIT (CDS). The District shall require any commercial bank or savings and 

loan association to deposit eligible securities with an District of a depository approved by the 

State Banking Department to secure any uninsured portion of a Non-Negotiable Certificate 

of Deposit. The value of eligible securities as defined pursuant to California Government 

Code, Section 53651, pledged against a Certificate of Deposit shall be equal to 150% of the 
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face value of the CD if the securities are classified as mortgages and 110% of the face value 

of the CD for all other classes of security. 

 

COLLATERALIZATION OF BANK DEPOSITS. This is the process by which a bank or financial 

institution pledges securities, or other deposits for the purpose of securing repayment of deposited 

funds. The District shall require any bank or financial institution to comply with the collateralization 

criteria defined in California Government Code, Section 53651. 

 

REPURCHASE AGREEMENTS. The District requires that Repurchase Agreements be collateralized 

only by securities authorized in accordance with California Government Code: 

 

• The securities which collateralize the repurchase agreement shall be priced at Market Value, 

including any Accrued Interest plus a margin. The Market Value of the securities that underlie 

a repurchase agreement shall be valued at 102% or greater of the funds borrowed against 

those securities. 

• Securities used as collateral for Repurchase Agreements will be delivered to an acceptable 

third-party custodian. 

• Financial institutions shall mark the value of the collateral to market at least monthly and 

increase or decrease the collateral to satisfy the ratio requirement described above. 

• The District shall receive monthly statements of collateral. 

XIII. DELIVERY, SAFEKEEPING AND CUSTODY 
 

DELIVERY-VERSUS-PAYMENT (DVP). All investment transactions shall be conducted on a delivery-

versus-payment basis. 

 

SAFEKEEPING AND CUSTODY. To protect against potential losses due to failure of individual 

securities dealers, and to enhance access to securities, interest payments and maturity proceeds, all 

cash and securities in the District’s portfolio shall be held in safekeeping in the District’s name by a 

third party custodian, acting as agent for the District under the terms of a custody agreement executed 

by the bank and the District. All investment transactions will require a safekeeping receipt or 

acknowledgment generated from the trade. A monthly report will be received by the District from the 

custodian listing all securities held in safekeeping with current market data and other information. 

 

The only exceptions to the foregoing shall be depository accounts and securities purchases made with: 

(i) local government investment pools; (ii) time certificates of deposit, and, (iii) mutual funds and 

money market mutual funds, since these securities are not deliverable.  

XIV. MAXIMUM MATURITY 
 

To the extent possible, investments shall be matched with anticipated cash flow requirements and 

known future liabilities.  

 

The District will not invest in securities maturing more than five (5) years from the date of trade 

settlement, unless the Board of Directors has by resolution granted authority to make such an 

investment.  

XV. RISK MANAGEMENT AND DIVERSIFICATION 
 

MITIGATING CREDIT RISK IN THE PORTFOLIO  

Credit risk is the risk that a security or a portfolio will lose some or all its value due to a real or 

perceived change in the ability of the issuer to repay its debt. The District will mitigate credit risk by 

adopting the following strategies: 
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• The diversification requirements included in the “Authorized Investments” section of this policy 

are designed to mitigate credit risk in the portfolio. 

 

• No more than 5% of the total portfolio may be deposited with or invested in securities issued by 

any single issuer unless otherwise specified in this policy. 

 

• The District may elect to sell a security prior to its maturity and record a capital gain or loss in 

order to manage the quality, liquidity or yield of the portfolio in response to market conditions or 

the District’s risk preferences. 

 

• If a security owned by the District is downgraded to a level below the requirements of this policy, 

making the security ineligible for additional purchases, the following steps will be taken: 

 

• Any actions taken related to the downgrade by the investment manager will be communicated 

to the CFO in a timely manner. 

 

• If a decision is made to retain the security, the credit situation will be monitored and reported 

to the Board of Directors. 

 

MITIGATING MARKET RISK IN THE PORTFOLIO  

Market risk is the risk that the portfolio value will fluctuate due to changes in the general level of 

interest rates. The District recognizes that, over time, longer-term portfolios have the potential to 

achieve higher returns. On the other hand, longer-term portfolios have higher volatility of return. The 

District will mitigate market risk by providing adequate liquidity for short-term cash needs, and by 

making longer-term investments only with funds that are not needed for current cash flow purposes. 

 

The District further recognizes that certain types of securities, including variable rate securities, 

securities with principal paydowns prior to maturity, and securities with embedded options, will affect 

the market risk profile of the portfolio differently in different interest rate environments. The District, 

therefore, adopts the following strategies to control and mitigate its exposure to market risk: 

 

• The District will maintain a minimum of six months of budgeted operating expenditures in short-

term investments to provide sufficient liquidity for expected disbursements. 

 

• The maximum stated final maturity of individual securities in the portfolio will be five (5) years, 

except as otherwise stated in this policy. 

 

• The duration of the portfolio will generally be approximately equal to the duration (typically, plus 

or minus 20%) of a Market Benchmark, an index selected by the District based on the District’s 

investment objectives, constraints and risk tolerances. 

XVI. REVIEW OF INVESTMENT PORTFOLIO 
 

The CFO shall periodically, but no less than quarterly, review the portfolio to identify investments 

that do not comply with this investment policy and establish protocols for reporting major and critical 

incidences of noncompliance to the Board of Directors. 

XVII. PERFORMANCE EVALUATION 
 

The investment portfolio shall be designed to attain a market-average rate of return 

throughout budgetary and economic cycles, taking into account the District’s risk constraints, 

the cash flow characteristics of the portfolio, and state and local laws, ordinances or 

resolutions that restrict investments.  
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The CFO shall monitor and evaluate the portfolio’s performance relative to the chosen market 

benchmark(s), which will be included in the CFO’s quarterly report. The CFO shall select an 

appropriate, readily available index to use as a market benchmark. Benchmarks may change 

over time based on changes in market conditions or cash flow requirements. 

XVIII. REPORTING 
 

 MONTHLY REPORTS  

Monthly transaction reports will be submitted by the CFO to the Board of Directors in accordance 

with California Government Code Section 53607.  

 

QUARTERLY REPORTS  

The CFO will submit a quarterly investment report to the Board of Directors which provides full 

disclosure of the District’s investment activities within 45 days after the end of the quarter. These 

reports will disclose, at a minimum, the following information about the District’s portfolio: 

 

1. An asset listing showing par value, cost and independent third-party fair market value of each 

security as of the date of the report, the source of the valuation, type of investment, issuer, 

maturity date and interest rate. 

 

2. Transactions for the period. 

 

3. A description of the funds, investments and programs (including lending programs) managed by 

contracted parties (i.e. LAIF; LGIPS, outside money managers and securities lending agents) 

 

4. A one-page summary report that shows: 

a. Average maturity of the portfolio and modified duration of the portfolio; 

b. Maturity distribution of the portfolio; 

c. Percentage of the portfolio represented by each investment category; 

d. Average portfolio credit quality; and, 

e. Time-weighted total rate of return for the portfolio for the prior one month, three months, 

twelve months and since inception compared to the District’s market benchmark returns for 

the same periods; 

 

5. A statement of compliance with investment policy, including a schedule of any transactions or 

holdings which do not comply with this policy or with the California Government Code, including 

a justification for their presence in the portfolio and a timetable for resolution. 

 

6. A statement that the District has adequate funds to meet its cash flow requirements for the next six 

months. 

 

ANNUAL REPORTS 

A comprehensive annual report will be presented to the Governing Board. This report will include 

comparisons of the District’s return to the market benchmark return, suggest policies and 

improvements that might enhance the investment program, and will include an investment plan for the 

coming year. 

XIX. REVIEW OF INVESTMENT POLICY 
 

The investment policy will be reviewed and adopted at least annually within 120 days of the end of 

the fiscal year, to ensure its consistency with the overall objectives of preservation of principal, 

liquidity and return, and its relevance to current law and financial and economic trends.  
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Any recommended modifications or amendments shall be presented by Staff to the Board of Directors 

for their consideration and adoption. 

  

Prepared by: 

    

   CFO   

 

Approved: 

___________________________________ 

 Alex Reed-Krase, Attorney at Law  

 District Attorney  

  

Approved: 

 _____________________________________ 

  Liberty Lomeli, Board Chair 

  Board of Directors  

  

Date:    
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GLOSSARY OF INVESTMENT TERMS 
 
AGENCIES. Shorthand market terminology for any obligation issued by a government-sponsored entity (GSE), 

or a federally related institution. Most obligations of GSEs are not guaranteed by the full faith and 

credit of the US government. Examples are:  

FFCB. The Federal Farm Credit Bank System provides credit and liquidity in the agricultural 

industry. FFCB issues discount notes and bonds.  

FHLB. The Federal Home Loan Bank provides credit and liquidity in the housing market. FHLB 

issues discount notes and bonds.  

FHLMC. Like FHLB, the Federal Home Loan Mortgage Corporation provides credit and liquidity in 

the housing market. FHLMC, also called “Freddie Mac” issues discount notes, bonds and 

mortgage pass-through securities.  

FNMA. Like FHLB and Freddie Mac, the Federal National Mortgage Association was established to 

provide credit and liquidity in the housing market. FNMA, also known as “Fannie Mae,” issues 

discount notes, bonds and mortgage pass-through securities. 

GNMA. The Government National Mortgage Association, known as “Ginnie Mae,” issues mortgage 

pass-through securities, which are guaranteed by the full faith and credit of the US Government.  

PEFCO. The Private Export Funding Corporation assists exporters. Obligations of PEFCO are not 

guaranteed by the full faith and credit of the US government.  

TVA. The Tennessee Valley Authority provides flood control and power and promotes development 

in portions of the Tennessee, Ohio, and Mississippi River valleys. TVA currently issues discount 

notes and bonds.  

ASSET BACKED SECURITIES. Securities supported by pools of installment loans or leases or by pools of 

revolving lines of credit.  

BANKER’S ACCEPTANCE. A money market instrument created to facilitate international trade transactions. It 

is highly liquid and safe because the risk of the trade transaction is transferred to the bank which 

“accepts” the obligation to pay the investor.  

BENCHMARK. A comparison security or portfolio. A performance benchmark is a partial market index, which 

reflects the mix of securities allowed under a specific investment policy. 

BID. The indicated price at which a buyer is willing to purchase a security or commodity.  

BROKER. A broker brings buyers and sellers together for a transaction for which the broker receives a 

commission. A broker does not sell securities from their own position.  

CALLABLE. A callable security gives the issuer the option to call it from the investor prior to its maturity. The 

main cause of a call is a decline in interest rates. If interest rates decline, the issuer will likely call its 

current securities and reissue them at a lower rate of interest. 

CERTIFICATE OF DEPOSIT (CD). A time deposit with a specific maturity evidenced by a certificate. 

COLLATERAL. Securities or cash pledged by a borrower to secure repayment of a loan or repurchase 

agreement. Also, securities pledged by a financial institution to secure deposits of public monies.  

COLLATERALIZED BANK DEPOSIT. A bank deposit that is collateralized at least 100% (principal plus interest 

to maturity). The deposit is collateralized using assets set aside by the issuer such as Treasury 

securities or other qualified collateral to secure the deposit in excess of the limit covered by the 

Federal Deposit Insurance Corporation. 

COLLATERALIZED MORTGAGE OBLIGATIONS (CMO). Classes of bonds that redistribute the cash flows of 

mortgage securities (and whole loans) to create securities that have different levels of prepayment 

risk, as compared to the underlying mortgage securities. 

COLLATERALIZED TIME DEPOSIT. Time deposits that are collateralized at least 100% (principal plus interest 

to maturity). These instruments are collateralized using assets set aside by the issuer such as Treasury 

securities or other qualified collateral to secure the deposit in excess of the limit covered by the 

Federal Deposit Insurance Corporation. 

COMMERCIAL PAPER. The short-term unsecured debt of corporations.  

COUPON. The rate of return at which interest is paid on a bond. 

CREDIT RISK. The risk that principal and/or interest on an investment will not be paid in a timely manner due 

to changes in the condition of the issuer.  
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DEALER. A dealer acts as a principal in security transactions, selling securities from and buying securities for 

their own position.  

DELIVERY VS. PAYMENT (DVP). A securities industry procedure whereby payment for a security must be 

made at the time the security is delivered to the purchaser’s agent.  

DISCOUNT. The difference between the par value of a bond and the cost of the bond, when the cost is below 

par. Some short-term securities, such as T-bills and banker’s acceptances, are known as discount 

securities. They sell at a discount from par and return the par value to the investor at maturity without 

additional interest. Other securities, which have fixed coupons, trade at a discount when the coupon 

rate is lower than the current market rate for securities of that maturity and/or quality.  

DIVERSIFICATION. Dividing investment funds among a variety of investments to avoid excessive exposure to 

any one source of risk.  

DURATION. The weighted average time to maturity of a bond where the weights are the present values of the 

future cash flows. Duration measures the price sensitivity of a security to changes interest rates.  

FEDERAL DEPOSIT INSURANCE CORPORATION (FDIC). The Federal Deposit Insurance Corporation (FDIC) 

is an independent federal District insuring deposits in U.S. banks and thrifts in the event of bank 

failures. The FDIC was created in 1933 to maintain public confidence and encourage stability in the 

financial system through the promotion of sound banking practices.   

FEDERALLY INSURED TIME DEPOSIT. A time deposit is an interest-bearing bank deposit account that has a 

specified date of maturity, such as a certificate of deposit (CD). These deposits are limited to funds 

insured in accordance with FDIC insurance deposit limits.   

FIDUCIARY. A person or organization that acts on behalf of another person(s) or organization that puts their 

clients’ interest ahead of their own as they are bound both legally and ethically to act in the best 

interests of their clients. 

JOINT POWERS AUTHORITY (JPA). An entity created by two or more public agencies that share a common 

goal in order to jointly exercise powers common to all members through a joint powers agreement or 

contract. 

LEVERAGE. Borrowing funds in order to invest in securities that have the potential to pay earnings at a rate 

higher than the cost of borrowing. 

LIQUIDITY. The speed and ease with which an asset can be converted to cash.  

LOCAL DISTRICT INVESTMENT FUND (LAIF). A voluntary investment fund open to government entities and 

certain non-profit organizations in California that is managed by the State Treasurer’s Office. 

LOCAL GOVERNMENT INVESTMENT POOL. Investment pools that range from the State Treasurer’s Office 

Local District Investment Fund (LAIF) to county pools, to Joint Powers Authorities (JPAs). These 

funds are not subject to the same SEC rules applicable to money market mutual funds. 

MAKE WHOLE CALL. A type of call provision on a bond that allows the issuer to pay off the remaining debt 

early. Unlike a call option, with a make whole call provision, the issuer makes a lump sum payment 

that equals the net present value (NPV) of future coupon payments that will not be paid because of the 

call. With this type of call, an investor is compensated, or "made whole." 

MARGIN. The difference between the market value of a security and the loan a broker makes using that 

security as collateral. 

MARKET RISK. The risk that the value of securities will fluctuate with changes in overall market conditions 

or interest rates. 

MARKET VALUE. The price at which a security can be traded.  

MATURITY. The final date upon which the principal of a security becomes due and payable. An investment’s 

term or remaining maturity is measured from the settlement date to final maturity. 

MEDIUM TERM NOTES. Unsecured, investment-grade senior debt securities of major corporations which are 

sold in relatively small amounts on either a continuous or an intermittent basis. MTNs are highly 

flexible debt instruments that can be structured to respond to market opportunities or to investor 

preferences.  

MODIFIED DURATION. The percent change in price for a 100-basis point change in yields. Modified duration 

is the best single measure of a portfolio’s or security’s exposure to market risk.  

MONEY MARKET. The market in which short-term debt instruments (T-bills, discount notes, commercial 

paper, and banker’s acceptances) are issued and traded.  

http://www.investopedia.com/terms/m/make-wholecall.asp
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MONEY MARKET MUTUAL FUND. A mutual fund that invests exclusively in short-term securities. Examples 

of investments in money market funds are certificates of deposit and U.S. Treasury securities. Money 

market funds attempt to keep their net asset values at $1 per share. 

MORTGAGE PASS-THROUGH SECURITIES. A securitized participation in the interest and principal cash flows 

from a specified pool of mortgages. Principal and interest payments made on the mortgages are passed 

through to the holder of the security.  

MUNICIPAL SECURITIES. Securities issued by state and local agencies to finance capital and operating 

expenses. 

MUTUAL FUND. An entity which pools the funds of investors and invests those funds in a set of securities 

which is specifically defined in the fund’s prospectus. Mutual funds can be invested in various types 

of domestic and/or international stocks, bonds, and money market instruments, as set forth in the 

individual fund’s prospectus. For most large, institutional investors, the costs associated with 

investing in mutual funds are higher than the investor can obtain through an individually managed 

portfolio.  

NATIONALLY RECOGNIZED STATISTICAL RATING ORGANIZATION (NRSRO). A credit rating District that 

the Securities and Exchange Commission in the United States uses for regulatory purposes. Credit 

rating agencies provide assessments of an investment's risk. The issuers of investments, especially 

debt securities, pay credit rating agencies to provide them with ratings. The three most prominent 

NRSROs are Fitch, S&P, and Moody's. 

NEGOTIABLE CERTIFICATE OF DEPOSIT (CD). A short-term debt instrument that pays interest and is issued 

by a bank, savings or federal association, state or federal credit union, or state-licensed branch of a 

foreign bank. Negotiable CDs can be traded in a secondary market. 

OFFER (ASK). An indicated price at which market participants are willing to sell a security. Also referred to as 

the “ask price”.  

PAYDOWN. A reduction in the principal amount owed on a bond, loan, or other debt. 

PLACEMENT SERVICE DEPOSITS. A private service that allows local agencies to invest in FDIC-insured 

deposits with one or more banks, savings and loans, and credit unions located in the United States. 

IntraFi (formerly known as CDARS) is an example of an entity that provides this service. 

PREMIUM. The difference between the par value of a bond and the cost of the bond, when the cost is above 

par. 

PRIMARY DEALER. A financial institution (1) that is a trading counterparty with the Federal Reserve in its 

execution of market operations to carry out U.S. monetary policy, and (2) that participates for 

statistical reporting purposes in compiling data on activity in the U.S. Government securities market. 

PRUDENT INVESTOR (PRUDENT PERSON) RULE. A standard of responsibility which applies to fiduciaries. In 

California, the rule is stated as “Investments shall be managed with the care, skill, prudence and 

diligence, under the circumstances then prevailing, that a prudent person, acting in a like capacity and 

familiar with such matters, would use in the conduct of an enterprise of like character and with like 

aims to accomplish similar purposes.”  

REGIONAL DEALER. A financial intermediary that buys and sells securities for the benefit of its customers 

without maintaining substantial inventories of securities and that is not a primary dealer. 

REPURCHASE AGREEMENT. Short-term purchases of securities with a simultaneous agreement to sell the 

securities back at a higher price. From the seller’s point of view, the same transaction is a reverse 

repurchase agreement.  

SAFEKEEPING. A service to bank customers whereby securities are held by the bank in the customer’s name.  

SECURITIES AND EXCHANGE COMMISSION (SEC). The U.S. Securities and Exchange Commission (SEC) is 

an independent federal government District responsible for protecting investors, maintaining fair and 

orderly functioning of securities markets and facilitating capital formation. It was created by Congress 

in 1934 as the first federal regulator of securities markets. The SEC promotes full public disclosure, 

protects investors against fraudulent and manipulative practices in the market, and monitors corporate 

takeover actions in the United States.  

SECURITIES AND EXCHANGE COMMISSION (SEC) RULE 15C3-1. An SEC rule setting capital requirements 

for brokers and dealers. Under Rule 15c3-1, a broker or dealer must have sufficient liquidity in order 

to cover the most pressing obligations. This is defined as having a certain amount of liquidity as a 
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percentage of the broker/dealer's total obligations. If the percentage falls below a certain point, the 

broker or dealer may not be allowed to take on new clients and may have restrictions placed on 

dealings with current client.  

STRUCTURED NOTE. Notes issued by Government Sponsored Enterprises (FHLB, FNMA, etc.) and 

Corporations, which have imbedded options (e.g., call features, step-up coupons, floating rate 

coupons, derivative-based returns) into their debt structure. Their market performance is impacted by 

the fluctuation of interest rates, the volatility of the imbedded options and shifts in the shape of the 

yield curve. 

SUPRANATIONAL. A Supranational is a multi-national organization whereby member states transcend national 

boundaries or interests to share in the decision making to promote economic development in the 

member countries. 

THIRD PARTY CUSTODIAN. An independent, third-party custodial safekeeping provider that has a fiduciary 

responsibility for safekeeping their client’s assets to minimize the risk of a fraudulent transaction.   

TOTAL RATE OF RETURN. A measure of a portfolio’s performance over time. It is the internal rate of return, 

which equates the beginning value of the portfolio with the ending value; it includes interest earnings, 

realized and unrealized gains, and losses in the portfolio. 

U.S. TREASURY OBLIGATIONS. Securities issued by the U.S. Treasury and backed by the full faith and credit 

of the United States. Treasuries are considered to have no credit risk and are the benchmark for 

interest rates on all other securities in the US and overseas. The Treasury issues both discounted 

securities and fixed coupon notes and bonds.  

TREASURY BILLS. All securities issued with initial maturities of one year or less are issued as 

discounted instruments and are called Treasury bills. The Treasury currently issues three- and six-

month T-bills at regular weekly auctions. It also issues “cash management” bills as needed to 

smooth out cash flows.  

TREASURY NOTES. All securities issued with initial maturities of two to ten years are called Treasury 

notes and pay interest semi-annually.  

TREASURY BONDS. All securities issued with initial maturities greater than ten years are called 

Treasury bonds. Like Treasury notes, they pay interest semi-annually.  

VOLATILITY. The rate at which security prices change with changes in general economic conditions or the 

general level of interest rates. 

YIELD TO MATURITY. The annualized internal rate of return on an investment which equates the expected 

cash flows from the investment to its cost. 
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Increase/
Over/ Over/ Fiscal 26 (Decrease)

  Statistic Actual Budget (Under) % Var. Actual Budget (Under) % Var. YTD Aug-25 % Change
Utilization

SNF Patient Days
Total 31                 35                 (4)                  -11.9% 62                       35                   27                 76.3% 27                       35                    129.6%

Medi-Cal 31                 -               31                 0.0% 62                       -                  62                 0.0% 27                       35                    129.6%

Sub-Acute Patient Days
Total 1,044            1,052            (8)                  -0.8% 2,098                  2,109              (11)                -0.5% 2,132                  (34)                   -1.6%

Medi-Cal 475               464               11                 2.3% 940                     955                 (15)                -1.5% 965                     (25)                   -2.6%

Acute Patient Days 1,632            1,736            (104)              -6.0% 3,167                  3,501              (334)              -9.5% 3,392                  (225)                 -6.6%
Acute Discharges 448               472               (24)                -5.0% 857                     951                 (94)                -9.9% 952                     (95)                   -10.0%

 Medicare 170               174               (4)                  -2.2% 345                     358                 (13)                -3.6% 358                     (13)                   -3.6%
Medi-Cal 203               229               (26)                -11.3% 389                     471                 (82)                -17.4% 471                     (82)                   -17.4%
Contract 67                 65                 2                   3.1% 108                     116                 (8)                  -6.8% 116                     (8)                     -6.9%

Other 8                   4                   4                   100.1% 15                       7                     8                   114.4% 7                         8                      114.3%

Average Length of Stay 3.64              3.68              (0.04)             -1.0% 3.70                    3.68                0.02              0.4% 3.56                    0.13                 3.7%

Newborn Patient Days
Medi-Cal 136               158               (22)                -14.0% 313                     346                 (33)                -9.6% 345                     (32)                   -9.3%

Other 46                 36                 10                 28.2% 75                       79                   (4)                  -4.5% 82                       (7)                     -8.5%
Total 182               194               (12)                -6.2% 388                     425                 (37)                -8.6% 427                     (39)                   -9.1%

Total Deliveries 106               104               2                   1.5% 201                     222                 (21)                -9.4% 225                     (24)                   -10.7%
Medi-Cal % 72.64% 79.49% -6.85% -8.6% 80.10% 79.49% 0.61% 0.8% 78.51% 1.59% 2.0%

Case Mix Index
Medicare 1.3933          1.4491          (0.0558)         -3.9% 1.4020                     1.4491            (0.0471)         -3.3% 1.4520                (0.0500)            -3.4%
Medi-Cal 1.1489          1.0840          0.0649          6.0% 1.1470                     1.0840            0.0630          5.8% 1.0934                0.0536             4.9%

Overall 1.2193          1.2216          (0.0023)         -0.2% 1.2310                     1.2216            0.0094          0.8% 1.2176                0.0134             1.1%

Ancillary Services
Inpatient  

Surgery Minutes 6,917            6,984            (67)                -1.0% 13,632                14,644            (1,012)           -6.9% 15,294                (1,662)              -10.9%
Surgery Cases 83                 84                 (1)                  -0.9% 159                     179                 (20)                -11.1% 186                     (27)                   -14.5%

Imaging Procedures 1,427            1,497            (70)                -4.7% 2,797                  3,137              (340)              -10.8% 3,296                  (499)                 -15.1%

Outpatient
Surgery Minutes 12,376          14,198          (1,822)           -12.8% 27,012                29,749            (2,737)           -9.2% 31,053                (4,041)              -13.0%

Surgery Cases 174               183               (9)                  -5.2% 377                     384                 (7)                  -1.9% 400                     (23)                   -5.8%
Endoscopy Procedures 214               179               35                 19.5% 420                     375                 45                 11.9% 394                     26                    6.6%

Imaging Procedures 4,340            4,058            282               6.9% 8,874                  8,503              371               4.4% 8,505                  369                  4.3%
MRI Procedures 278               297               (19)                -6.4% 610                     623                 (13)                -2.0% 654                     (44)                   -6.7%
CT Procedures 1,406            1,305            101               7.7% 2,903                  2,734              169               6.2% 2,888                  15                    0.5%

Ultrasound Procedures 1,500            1,351            149               11.1% 3,089                  2,830              259               9.2% 2,921                  168                  5.8%
Lab Tests 34,842          33,270          1,572            4.7% 71,731                69,709            2,022            2.9% 70,139                1,592               2.3%

Dialysis 10                 5                   5                   94.2% 28                       11                   17                 159.5% 12                       16                    133.3%

Sierra View Medical Center
Financial Statistics Summary Report

August 2026

Aug-26 YTD
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Increase/
Over/ Over/ Fiscal 26 (Decrease)

  Statistic Actual Budget (Under) % Var. Actual Budget (Under) % Var. YTD Aug-25 % Change

Sierra View Medical Center
Financial Statistics Summary Report

August 2026

Aug-26 YTD

Cancer Treatment Center
Chemo Treatments 2,061            1,920            141               7.4% 4,234                  4,022              212               5.3% 4,131                  103                  2.5%

Radiation Treatments 1,877            1,670            207               12.4% 3,756                  3,498              258               7.4% 2,765                  991                  35.8%

Cardiac Cath Lab
Cath Lab IP Procedures 13 18 (5)                  -28.0% 23                       38                   (15)                -39.2% 35                       (12)                   -34.3%

Cath Lab OP Procedures 37 36 1                   2.2% 73                       76                   (3)                  -3.8% 64                       9                      14.1%
Total Cardiac Cath Lab 50 54 (4)                  -7.8% 96                       114                 (18)                -15.6% 99                       (3)                     -3.0%

Outpatient Visits
Emergency 3,622            3,383            239               7.1% 7,114                  7,089              25                 0.4% 6,839                  275                  4.0%

-                      -                  
Total Outpatient 15,576 14,214 1,362            9.6% 31,579                29,782            1,797            6.0% 29,829                1,750               5.9%

Staffing
Paid FTE's 904.91          902.60          2.31              0.3% 904.08                902.60            1.48              0.2% 898.62                5.46                 0.6%

Productive FTE's 790.23          781.84          8.39              1.1% 790.23                781.84            8.39              1.1% 743.86                46.37               6.2%
Paid FTE's/AOB 4.91              4.99              (0.08)             -1.5% 4.88                    4.96                (0.08)             -1.5% 5.10                    (0.22)                -4.2%

Revenue/Costs (w/o Case Mix)
Revenue/Adj.Patient Day 11,020          10,519          501               4.8% 11,214                10,857            357               3.3% 11,226                (12)                   -0.1%

Cost/Adj.Patient Day 2,912            2,868            44                 1.5% 2,859                  2,896              (37)                -1.3% 2,794                  65                    2.3%

     
Revenue/Adj. Discharge 50,367          50,638          (271)              -0.5% 53,801                52,090            1,711            3.3% 52,538                1,262               2.4%

Cost/Adj. Discharge 13,307          13,804          (497)              -3.6% 13,714                13,893            (179)              -1.3% 13,076                638                  4.9%
Adj. Discharge 1,250            1,165            84                 7.2% 2,392                  2,351              41                 1.7% 2,334                  58                    2.5%

Net Op. Gain/(Loss) % -5.61% -4.29% -1.33% 30.9% -1.41% -2.63% 1.22% -46.4% 1.21% -2.62% -216.0%
Net Op. Gain/(Loss) $ (883,693)       (661,140)      (222,553)       33.7% (455,651)             (836,392)         380,741        -45.5% 375,086              (830,737)          -221.5%

Gross Days in Accts Rec. 95.04            100.75          (5.70)             -5.7% 95.04                  100.75            (5.70)             -5.7% 94.97                  0.07                 0.1%
Net Days in Accts. Rec. 33.84            43.55            (9.72)             -22.3% 33.84                  43.55              (9.72)             -22.3% 42.74                  (8.90)                -20.8%
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Aug-26 Jul-26

Assets
Current Assets:
Cash & Cash Equivalents 5,519,227             10,539,159           
Short-Term Investments 2,343,365             -                        
Assets Limited As To Use 1,632,878             1,168,353             

Patient Accounts Receivable 196,613,252         195,083,692         
Less Uncollectables (14,251,164)          (13,974,094)          
Contractual Allowances (164,799,565)        (164,008,600)        

Other Receivables 45,930,574           32,020,026           
Inventories 4,622,960             4,673,990             
Prepaid Expenses and Deposits 4,090,773             4,236,070             
Less Receivable - Current 314,043                314,043                

Total Current Assets 82,016,345           70,052,640           

Assets Limited as to use, Less
Current Requirements 33,234,063           33,152,142           
Long-Term Investments 130,985,763         143,044,519         
Property, Plant and Equipment, Net 69,182,548           69,257,659           
Intangible Right of use Assets 125,959                136,289                
SBITA Right of use Assets 1,812,767             1,949,981             
Lease Receivable - LT 341,227                366,946                
Other Investments 250,000                250,000                
Prepaid Loss on Bonds 965,062                986,042                

Total Assets 318,913,733         319,196,217         

Liabilities and Funds Balances
Current Liabilities
Bond Interest Payable 173,608                86,804                  
Current Maturities of Bonds Payable 4,235,000             4,235,000             
Current Maturities of Long Term Debt 0                            0                            
Account Payable and Accrued Expenses 5,143,061             5,631,920             
Accrued Payroll and Related Costs 8,456,962             7,667,031             
Estimated Third-Party Payor Settlements 3,732,840             3,762,840             
Lease Liability - Current 130,972                130,972                
SBITA Liability - Current 1,606,351             1,655,578             
Total Current Liabilities 23,478,793           23,170,144           

Self-Insurance Reserves 1,943,450             1,933,422             
Capital Lease Liab LT 0                            0                            
Bonds Payable, Less Curr Reqt 24,640,000           24,640,000           
Bonds Premium Liability - LT 1,454,686             1,493,511             
Lease Liability - LT 11,442                  22,629                  
SBITA Liability - LT 580,789                688,737                
Other Non Current Liabilities -                        -                        
Deferred Inflow - Leases 603,064                627,561                

Total Liabilities 52,712,224           52,576,004           

Unresticted Fund 266,128,611         266,128,611         
Profit or (Loss) 72,897                  491,602                

Total Liabilities and Fund Balance 318,913,733         319,196,217         

-                        -                        

Sierra View Local Health Care District 
Balance Sheet



For Period Aug-26

 ACTUAL  BUDGET  VARIANCE % VARIANCE  ACTUAL YTD  BUDGET YTD  VARIANCE YTD % VARIANCE

Operating Revenue
Inpatient - Nursing 5,500,870            5,604,837            (103,967)            (2%) 10,872,207            11,461,464             (589,257)            (5%)
Inpatient - Ancillary 18,322,567          18,282,876          39,691               0% 36,580,047            38,100,311             (1,520,264)         (4%)
Total Inpatient Revenue 23,823,437          23,887,713          (64,276)              (0%) 47,452,254            49,561,775             (2,109,521)         (4%)

Outpatient - Ancillary 39,114,563          35,119,238          3,995,325          11% 81,228,223            72,907,947             8,320,276           11%
Total Patient Revenue 62,938,000          59,006,951          3,931,049          7% 128,680,477          122,469,722           6,210,755           5%

Medicare (19,510,662)        (20,582,758)         1,072,096          (5%) (40,438,833)           (42,722,932)            2,284,099           (5%)
Medi-Cal (20,341,806)        (16,435,545)         (3,906,261)         24% (40,882,786)           (34,256,293)            (6,626,493)         19%
Other/Charity (7,065,163)          (6,834,867)           (230,296)            3% (13,776,864)           (14,202,781)            425,917              (3%)
Discounts & Allowances (451,111)             (57,877)                (393,234)            679% (1,285,753)             (117,015)                 (1,168,738)         999%
Bad Debts (474,208)             (367,871)              (106,337)            29% (1,484,834)             (735,741)                 (749,093)            102%
Total Deductions (47,842,950)        (44,278,918)         (3,564,032)         8% (97,869,070)           (92,034,762)            (5,834,308)         6%

Net Service Revenue 15,095,051          14,728,033          367,018             2% 30,811,406            30,434,960             376,446              1%
Other Operating Revenue 649,892               696,797               (46,905)              (7%) 1,535,021              1,393,594               141,427              10%
Total Operating Revenue 15,744,943          15,424,830          320,113             2% 32,346,427            31,828,554             517,873              2%

Salaries 6,510,178            6,410,013            (100,165)            (2%) 13,038,046            13,098,021             59,975                0%
S&W PTO 657,661               700,645               42,984               6% 1,355,257              1,427,090               71,833                5%
Employee Benefits 1,573,066            1,555,958            (17,108)              (1%) 3,186,670              3,111,916               (74,754)              (2%)
Professional Fees 2,182,606            1,949,458            (233,148)            (12%) 4,285,197              3,901,413               (383,784)            (10%)
Purchased Services 979,609               1,007,015            27,407               3% 1,806,166              2,014,030               207,864              10%
Supplies & Expenses 2,776,740            2,418,345            (358,395)            (15%) 5,294,366              5,023,163               (271,203)            (5%)
Maintenance & Repairs 285,938               299,082               13,144               4% 597,439                 598,164                  725                    0%
Utilities 362,707               293,888               (68,819)              (23%) 641,385                 587,776                  (53,609)              (9%)
Rent/Lease 39,702                38,646                 (1,056)                (3%) 76,525                   77,292                    767                    1%
Insurance 118,375               124,899               6,524                 5% 269,713                 249,798                  (19,915)              (8%)
Depreciation/Amortization 794,082               850,945               56,863               7% 1,588,750              1,702,131               113,381              7%
Other Expense 347,973               437,076               89,103               20% 662,564                 874,152                  211,588              24%
Impaired Costs -                      -                       -                    0% -                         -                         -                     0%
Total Operating Expense 16,628,636          16,085,970          (542,666)            (3%) 32,802,079            32,664,946             (137,133)            (0%)
Net Gain/(Loss) From Operations (883,693)             (661,140)              (222,553)            34% (455,651)                (836,392)                 380,741              (46%)

District Taxes 140,212               140,212               -                    0% 280,424                 280,424                  -                     0%
Investment Income 502,356               458,286               44,070               10% 1,119,747              916,572                  203,175              22%
Other Non - Operating Income 27,873                40,585                 (12,712)              (31%) 55,944                   81,170                    (25,226)              (31%)
Interest Expense (65,847)               (72,113)                6,266                 9% (124,617)                (144,226)                 19,609                14%
Non-Operating Expense (21,607)               (34,963)                13,356               38% (85,582)                  (69,926)                   (15,656)              (22%)
Total Non-Operating Income 582,987               532,007               50,980               10% 1,245,915              1,064,014               181,901              17%

-                    -                     
Gain/(Loss) Before Net Inc/(Decr) FV Invstmt (300,706)             (129,133)              (171,573)            133% 790,264                 227,622                  562,642              247%
Net Incr/(Decr) in the Fair Value Invstmt (117,998)             166,666               (284,664)            (171%) (717,367)                333,332                  (1,050,699)         (315%)
Net Gain/(Loss) (418,704)             37,533                 (456,237)            (1,216%) 72,897                   560,954                  (488,057)            (87%)

Sierra View Local Health Care District 
Income Statement 



Current Month YTD

Cash flows from operating activities:
Operating Income/(Loss) (883,693)                     (455,651)           
Adjustments to reconcile operating income/(loss) to net cash from operating activities

Depreciation/Amortization 794,082                      1,588,750         
Provision for bad debts 277,070                      855,331            

-                    
     Change in assets and liabilities: -                    

Patient accounts receivable, net (738,596)                     (1,722,650)        
Other receivables (13,910,548)                (16,207,960)      
Inventories 51,030                        (17,055)             
Prepaid expenses and deposits 145,297                      (1,289,029)        
Advance refunding of bonds payable, net 20,980                        41,959              
Accounts payable and accrued expenses (488,859)                     (201,856)           
Deferred inflows - leases (24,497)                       (48,994)             
Accrued payroll and related costs 789,930                      (1,643,086)        
Estimated third-party payor settlements (30,000)                       1,215,809         
Self-insurance reserves 10,028                        1,788                

Total adjustments (13,104,083)                (17,426,992)      

Net cash provided by (used in) operating activities (13,987,776)                (17,882,644)      

Cash flows from noncapital financing activities:
District tax revenues 140,212                      280,424            
Noncapital grants and contributions, net of other expenses (11,602)                       (58,298)             

               Net cash provided by (used in) noncapital financing activities 128,610                      222,126            

Cash flows from capital and related financing activities:
Purchase of capital assets (708,640)                     (1,175,988)        
Proceeds from sale of assets -                              -                    
Proceeds from debt borrowings -                              -                    
Proceeds from lease receivable, net 25,719                        51,364              
Principal payments on debt borrowings -                              (4,400,000)        
Interest payments -                              (608,825)           
Issuance of bonds payable and bond premium liability -                              -                    
Net change in notes payable and lease liability (31,147)                       (61,650)             
Net changes in assets limited as to use (546,446)                     3,903,934         

Net cash provided by (used in) capital and related  financing activities (1,260,514)                  (2,291,164)        

Cash flows from investing activities:
Net (purchase) or sale of investments 11,940,757                 11,133,152       
Investment income 502,356                      1,119,747         

               Net cash provided by (used in) investing activities 12,443,113                 12,252,899       

Net increase (decrease) in cash and cash equivalents: (2,676,566)                  (7,698,782)        

Cash and cash equivalents at beginning of month/year 10,539,159                 15,561,375       

Cash and cash equivalents at end of month 7,862,592                   7,862,592

SIERRA VIEW MEDICAL CENTER
Statement of Cash Flows

August-26
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SIERRA VIEW MEDICAL CENTER

MONTHLY CASH RECEIPTS
August 2026

PATIENT
 ACCOUNTS OTHER TOTAL
RECEIVABLE ACTIVITY DEPOSITED

Sep-25 12,323,268          233,998            12,557,266      
Oct-25 12,181,755          7,001,985         19,183,740      
Nov-25 10,154,998          601,439            10,756,437      
Dec-25 13,361,348          2,861,896         16,223,244      
Jan-26 10,470,878          6,040,603         16,511,481      
Feb-26 12,005,852          5,418,366         17,424,218      
Mar-26 16,266,557          2,876,805         19,143,362      
Apr-26 13,143,789          7,283,225         20,427,014      

May-26 12,237,289          6,326,173         18,563,462      
Jun-26 12,077,436          4,017,650         16,095,086      
Jul-26 12,659,822          2,053,834         14,713,656      

Aug-26 12,145,388          223,263            12,368,651      

NOTE:

Cash receipts in "Other Activity" include the following:

    - Other Operating Revenues - Receipts for Café, rebates, refunds,
      and miscellaneous funding sources 

    - Non-Operating Revenues - rental income, property tax revenues, sale of assets

    - Medi-Cal OP Supplemental and DSH Funds 
    - Medi-Cal and Medi-Care Tentative Cost Settlements 
    - Grants, IGT, HQAF, & QIP Supplemental Funds
    - Medicare interim payments 

August 2026 Summary of Other Activity:
220,500           M-Care interim payments 

2,763               Miscellaneous
223,263            08/26 Total Other Activity
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