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annual out-of-pocket medical expenses that exceed 10 percent of the patient's family 
income; and 

• The patient's injury is not a compensable injury for purposes of workers' compensation, 
automobile insurance, or other insurance as determined and documented by HCA; and 

• The patient's family income does not exceed 400% of the Federal Poverty Level. 

HCA staff shall make reasonable efforts to obtain from the patient, or his or her representative, 
 information  about  whether  private  or public  health  insurance,  including eligibility for the California 
Health Benefit Exchange, may fully or partially cover the charges for care.  If the patient does not have 
proof of third party coverage, HCA staff shall provide the patient with application forms and other 
information explaining how the patient may be eligible for Financial Assistance and specified health 
coverage programs, including, but not limited to, Medi-Cal, California Children's Services, the California 
Health Benefit Exchange or other government-funded health care programs. 

The fact that a patient is applying for any of the above described health care coverage shall not preclude 
such patient from applying for or qualifying for the Charity Care Program or the Discount Payment 
Program. 

Other Circumstances:  A patient may also qualify for the Charity Care Program if: 

a. The patient qualifies for limited benefits under Medi-Cal, i.e., limited pregnancy or emergency 
benefits, but does not have benefits for other services provided at HCA. 

b. The patient qualifies for a medically indigent adult program offered by a county other than 
Ventura County. 

c. Reasonable efforts have been made to locate and contact the patient, such efforts have been 
unsuccessful, and the HCA Director or designee has reason to believe that the patient would 
qualify for charity or a discount (i.e., the patient is homeless). 

d. A third party collection agency has made efforts to collect the outstanding balance and has 
recommended to the HCA Director or designee that charity care or a discount be offered. 

Definition of Patient's Family and Determination of Family Income:  The "patient's family" is defined as 
the following: 

1. For persons eighteen (18) years of age and older, 

a. A spouse, domestic partner and dependent children under twenty-one (21) years of 
age, and dependent children of any age if those children are disabled whether living 
at home or not; 

2. For dependent persons 

a. Under eighteen (18) or 

b. Between eighteen (18) to twenty (20) years of age, 

i. Parents, caretaker relatives, and other children and dependent children of 
the parents or caretaker relatives of any age if those children are 
disabled. 

Documentation requirements of family income shall be limited to recent pay stubs or tax returns. Recent 
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tax returns are tax return(s) which document a patient’s income for the year in which the patient was first 
billed or twelve (12) months prior to when the patient was first billed. Recent paystubs are paystubs 
within a six (6) month period before or after the patient is first billed by HCA, or in the case of preservice, 
when the application is submitted. HCA may accept other forms of documentation of income but shall 
not require such other forms. The patient's monetary assets or the monetary assets of the patient's 
family may not be considered when calculating family income. 

Federal Poverty Levels:  The measure of 400% of the Federal Poverty Level shall be made by reference 
to the most up-to-date Department of Health and Human Services poverty guidelines for the number of 
persons in the patient's family or household.  https://aspe.hhs.gov/topics/poverty-economic-mobility/
poverty-guidelines. 

Charity Care 

Balances for those patients who qualify to participate in the Charity Care Program, as determined by 
HCA, shall be reduced to a sum equal to $0 with the remaining balance eliminated and classified as 
charity care. Charity care is free care. 

Resolution of Disputes 

Any disputes regarding a patient's eligibility to participate in the Charity Care Program shall be directed 
to and resolved by the HCA Chief Financial Officer. 

Notices 

To ensure that patients are aware of the existence of the Charity Care Program, the following actions 
shall be taken: 

Written Notice to Patients - Each patient who is seen at HCA, whether admitted or not, shall receive the 
notice attached hereto as Exhibit 1. The notice shall be provided in English and non-English languages 
spoken by a substantial number of the patients served by HCA. 

In addition, the notice attached hereto as Exhibit 1 shall also be clearly and conspicuously posted in 
locations that are visible to patients in the following areas: 

• Emergency Department 

• Billing Office 

• Admissions Office 

• Other outpatient settings 

• Prominently displayed on HCA's internet website with a link to the Charity Care 
Program 

Each bill that is sent to a patient who has not provided proof of coverage by a third party at the time care 
is provided or upon discharge will include a statement of charges for services rendered by HCA and the 
notice attached hereto as Exhibit 2. The notice shall be provided in English and non-English languages 
spoken by a substantial number of the patients served by HCA. 
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Collection Activities 

HCA may use the services of an external collection agency for the collection of patient debt.  No debt 
shall be assigned for collection until the HCA Director or his/her designee has reviewed the account, and 
either 1) the patient has been found to be ineligible for financial assistance, or 2) the patient has not 
responded to any attempts to bill or offer financial assistance for 180 days.  The notice attached hereto 
as Exhibit 3 will be provided to the patient prior to an account being assigned to an external collection 
agency. 

HCA shall obtain an agreement from each collection agency that it utilizes to collect patient debt that the 
agency will comply with the requirements of Health & Safety Code Sections 127405, 127425, 127426 
and 127430, Civil Code Section 1785.27 and the Charity Care Program. 

Neither HCA nor any collection agency utilized by HCA shall report adverse information to a consumer 
credit reporting agency. HCA will not commence civil action against the patient for nonpayment at any 
time prior to 180 days after the initial billing if the patient lacks third party coverage, if the patient 
provides information that he or she may qualify for the Charity Care Program, or if the patient provides 
information that he or she may incur high medical costs. For purposes of determining whether a patient 
has high medical costs, out-of-pocket costs and expenses means any expenses for medical care that are 
not reimbursed by insurance or a health coverage program, such as Medicare copays or Medi-Cal cost 
sharing. 

"High medical cost" is defined as: either annual out-of-pocket medical costs incurred by the patient that 
exceed the lesser of ten percent (10%) of the patient's current family income or family income in the prior 
twelve (12) months, or annual out-of-pocket medical expenses that exceed ten percent (10%) of the 
patient's family income. 

In addition, if a patient is attempting to qualify for eligibility under the Charity Care Program or Discount 
Payment Program and is attempting in good faith to settle an outstanding bill with HCA by negotiating a 
reasonable payment plan or making regular partial payments of a reasonable amount, HCA shall not 
send the unpaid bill to any collection agency unless that entity has agreed to comply with Health & 
Safety Code Sections 127405, 127425, 127426 and 127430, Civil Code Section 1785.27 and the Charity 
Care Program. 

Any collection agency shall comply with any payment plan entered into by a patient. HCA shall not, in 
working with patients eligible under the Charity Care Program or Discount Payment Program, use wage 
garnishments or liens on real property as a means of collecting unpaid HCA bills. 

If a patient qualifies for charity/discount payment, qualification is valid going forward for twelve (12) 
months or until the patient’s financial condition changes, and is no longer eligible for the Charity Care 
Program. 

If a patient does not submit an application or documentation of income, HCA may presumptively 

110.030 Charity Care Policy. Retrieved 3/21/2025. Official copy at http://vcmc.policystat.com/policy/17258697/. Copyright ©
2025 Ventura County Medical System

Page 4 of 9



COPY

determine that a patient is eligible for charity care or discounted payment based on information other 
than that provided by the patient or based on a prior eligibility determination. 

HCA may require a patient or guarantor to pay the entire amount of any reimbursement sent directly to 
the patient or guarantor by a third-party payer for HCA services. If a patient receives a legal settlement, 
judgment, or award under a liable third-party action that includes payment for health care services or 
medical care related to the injury, HCA may require the patient or guarantor to reimburse HCA for the 
related health care services rendered up to the amount reasonably awarded for that purpose. 
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EXHIBIT 1 

Charity Care and Discounted Payment Program 

Patients who lack insurance or have inadequate insurance, or high medical costs and meet certain low- 
and moderate-income requirements may qualify for discounted payments or charity care.  Patients 
should contact the Ventura County Health Care Agency at 805-648-9553, vchca.org or
VCHCA.PatientAssistance@ventura.org to obtain further information.  Emergency Department 
physicians, who are not employees of the hospital, must also provide a discounted payment program. 
Please contact 626-447-0296 for further information. 

There are organizations that will help patients understand the billing and payment process.  For 
assistance, patients may contact the Health Consumer Alliance (https://healthconsumer.org.) 

For information and eligibility for Covered California, please visit www.coveredca.com. 

For Medical eligibility, please visit www.medi-cal.ca.gov. 

For a list of the hospital's shoppable services, please visit https://apps.para-hcfs.com/PTT/FinalLinks/
Ventura_V3.aspx. or website at vchca.org 
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EXHIBIT 2 

Notice to Accompany Bills to Potentially Eligible Patients 

Our records indicate that you do not have health insurance coverage or coverage under Medicare, Medi-
Cal, or other similar programs. If you have such coverage, please contact our office at 805-648-9553 as 
soon as possible so the information can be obtained and the appropriate entity billed. 

If you do not have health insurance coverage, or have high medical costs, you may be eligible for 
Medicare, Medi-Cal, the Ventura County Health Care Agency's Discounted Payment Program, or the 
Charity Care Program.  For more information about how to apply for Medicare, Medi-Cal, Presumptive 
Medi-Cal the California Health Benefit Exchange, or other similar programs, please contact the Ventura 
County Health Care Agency by telephone at 805-648-9553 the internet at vchca.org or via email at 
 VCHCA.PatientAssistance@ventura.org and speak to a representative who will be able to answer 
questions and provide you with applications for these programs. An application for the Discount 
Payment Program is enclosed. 

Emergency Department physicians, who are not employees of the hospital, must also provide a 
discounted payment program. Please contact 626-447-0296 for further information. 

For additional assistance, patients may contact the Ventura County consumer assistance center toll free 
at 866-904-9362 or visit the Ventura County Human Services Agency website at www.vchsa.org. 
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EXHIBIT 3 

Notice of Commencement of Collection Activities 

John Doe 
123 Main Street 
Ventura, CA 93001 
Re: Encounter #: 2000000001 
Balance: $100.00 

Dear Mr. Doe, 

State and federal law require debt collectors to treat you fairly and prohibit debt collectors from making 
false statements or threats of violence, using obscene or profane language, and making improper 
communications with third parties, including your employer.  Except under unusual circumstances, debt 
collectors may not contact you before 8 a.m. or after 9 p.m.  In general, a debt collector may not give 
information about your debt to another person, other than your attorney or spouse.  A debt collector may 
contact another person to confirm your location or to enforce a judgment. 

Before assigning your account to a collection agency, a newly enacted California law requires that we 
notify you of the following information: 

The date or dates of service of this account: XX/XX/XXXX 
The name of the company your account will be assigned to: California Business Bureau 
How you can obtain an itemized bill from us: Please call 805-648-9553 for an itemized bill 
The name and type of health care coverage on record at the time of services or a statement that the 
hospital does not have that information: 
Applications for our Charity Care and Discount Payment Policies: See attached applications. 
The date(s) you were originally sent a notice about applying for financial assistance: XX/XX/XXXX 
The date(s) you were sent a financial assistance application: XX/XX/XXXX 
The date a decision was made on the application if submitted: XX/XX/XXXX 

Please contact us at (805-648-9553/business office) if you have any questions about this letter, or about 
your account/bill with us. 

Respectfully 
VCHCA 

For more information about debt collection activities, you may contact the Federal Trade Commission by 
telephone at 1-877-382-4357 or online at www.ftc.gov.  Patients may also contact the Ventura County 
consumer assistance center toll free at 866-904-9362 or visit the Ventura County Human Services 
Agency website at www.vchsa.org. 
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All Revision Dates 
2/7/2025, 5/3/2023, 4/14/2023, 7/30/2019, 8/1/2017 

Attachments 

  Charity Care Application [English] 

  Charity Care Application [Spanish] 

Approval Signatures 

Step Description Approver Date 

Chief Financial Officer Michael Taylor: Chief Financial 
Officer, Health Care Agency 

2/7/2025 

Hospital Administration John Fankhauser, MD: Chief 
Executive Officer, VCMC & SPH 

1/31/2025 

Hospital Finance Jill Ward: Chief Financial 
Officer, VCMC & SPH 

1/22/2025 

Compliance Officer Melissa Guevarra: Acting 
Compliance Officer 

1/22/2025 

Revenue Cycle Kimberly Dillard: Director, 
Revenue Cycle 

1/17/2025 
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Status Active PolicyStat ID 17258708 

Origination 2/1/2009 

Last 
Approved 

2/7/2025 

Effective 12/17/2024 

Last Revised 2/7/2025 

Next Review 2/7/2028 

Owner Kimberly Dillard: 
Director, Revenue 
Cycle 

Policy Area Administrative - 
Fiscal 

110.032 Discount Payment Program Policy 

PURPOSE: 
The Ventura County Health Care Agency (HCA), including Ventura County Medical Center (VCMC)/Santa 
Paula Hospital (SPH) and hospital clinics strive to provide compassionate, quality patient care for the 
community we serve. This policy demonstrates HCA's commitment to our mission and vision by helping 
meet the needs of low income and uninsured patients in our community. The purpose of this policy is to 
provide criteria to use when determining patient eligibility for HCA discounted payment program in 
compliance with applicable federal and state law. 

POLICY: 
VCMC, SPH, its outpatient locations and clinics offer a Discount Payment Program for hospital and 
hospital clinic services to patients who meet the eligibility criteria described below, pursuant to Health & 
Safety Code sections 127400 through 127446. All medically necessary services provided by the HCA are 
eligible for the Discount Payment Program (DPP), and an application can be submitted at any time. 
Services performed within the HCA are presumed to be medically necessary unless HCA provides an 
attestation in advance that services are not medically necessary. 

PROCEDURE: 
Eligibility for Participation in the Discount Payment Program 

Financially Qualified Patient 

A patient who satisfies the following is found to be a financially qualified patient, and eligible for 
participation in the DPP. 

1. A patient who is self-pay; or 
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2. A patient with high medical costs; or 

3. A patient who has a family income that does not exceed 400 percent of the federal poverty 
level. 

Additionally, HCA may choose to grant eligibility for this discount payment policy or charity care 
policies to patients with incomes over 400 percent of the federal poverty level when the process 
for determination is stated and consistently applied, therefore insured and underinsured 
patients may likewise qualify for the discount payment program. 

Self-Pay Patients 

A patient who does not have third party coverage from a health insurer, health care service plan, 
Medicare, or Medi-Cal or whose injury is not a compensable injury for purposes of workers' 
compensation, automobile insurance, or other insurance as determined and documented by HCA. Self-
pay patients may include charity care patients. 

High Medical Costs 

A patient with high medical costs is a person whose family income does not exceed 400 percent of the 
federal poverty level and any of the following 

A.   A patient whose annual out-of-pocket costs incurred by the individual at the hospital that 
exceed the lesser of 10 percent of the patient’s current family income or family income in the prior 
12 months. 

B.   A patient whose annual out-of-pocket expenses that exceed 10 percent of the patient’s family 
income, if the patient provides documentation of the patient’s medical expenses paid by the 
patient or the patient’s family in the prior 12 months. 

C.  A patient who is eligible for a lower-level determination in accordance with HCA charity care 
policy. 

Insured and Underinsured Patients 

HCA additionally will consider a patient to have high medical costs if a patient has third party 
coverage or whose injury is a compensable injury for purposes of workers’ compensation, 
automobile insurance, or other insurance as determined and documented by HCA staff may 
qualify for the Discount Payment Program (for co-pays, coinsurances, and deductibles) if both of 
the following conditions are met: 

• (1) The patient does not receive a discount rate from HCA because of his or her third 
party 
coverage. AND (2) either A or B as stated above are satisfied. 

Family Income and Federal Poverty Level (FPL) 

HCA will use reference to the most up-to- date Department of Health and Human Services (HHS) poverty 
guidelines for the number of persons in the patient's family or household. https://aspe.hhs.gov/topics/
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poverty-economic-mobility/poverty-guidelines 

For those patients who do not qualify for charity care but qualify to participate in the DPP, the amount of 
the discount is determined by the Discount Payment Rate Schedule. The expected payment for services 
HCA provides (to any patient who is eligible under the DPP) shall not exceed one hundred percent (100%) 
of the greatest amount of payment HCA would receive from Medicare, Medi-Cal, or any other 
government sponsored health program of health benefits, in which HCA participates (based on the fee 
schedule of such payor). This will be determined on a case-by-case basis. 

Additional Considerations 

Patient Insurance Status Unknown 
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HCA staff shall make reasonable efforts to obtain from the patient, or his or her representative, 
information about whether private or public health insurance, including eligibility for the California Health 
Benefit Exchange, may fully or partially cover the charges for care. If the patient does not have proof of 
third party coverage, HCA staff shall provide the patient with application forms and other information 
explaining how the patient may be eligible for specified health coverage programs, including, but not 
limited to, Medi-Cal, Presumptive Medi-Cal, California Children's Services, the California Health Benefit 
Exchange, or other government funded health care programs. The fact that a patient is being screened 
for or applying for any of the above-described health care coverage, shall not preclude such patient from 
applying for or qualifying for the DPP. 

Cash Pay Patients 

A patient who elects not to complete the DPP application shall be eligible for the DPP Cash-Pay Patient 
rate of fifty percent (50%) of billed charges upon request. 

Definition of Patient's Family & Determination of Family Income: The "patient's family" is defined as the 
following: 

1. For persons eighteen (18) years of age and older, a spouse, domestic partner and dependent 
children under twenty-one (21) years of age, and dependent children of any age if those 
children are disabled whether living at home or not; 

2. For dependent persons 

a. Under eighteen (18) 

b. Between eighteen (18) to twenty (20) years of age, 

i. Parents, caretaker relatives and other children, and dependent children of 
the parents or caretaker relatives of any age if those children are disabled 

HCA will limit the documentation requirements of family income to recent pay stubs or tax 
returns. Recent tax returns are tax return(s) which document a patient’s income for the year in which the 
patient was first billed or twelve (12) months prior to when the patient was first billed. Recent paystubs 
are paystubs within a six (6) month period before or after the patient is first billed by HCA, or in the case 
of preservice, when the application is submitted. HCA may accept other forms of documentation of 
income but shall not require such other forms. The patient's assets or the assets of the patient's family 
are not considered when calculating family income. 

Emergency Physicians 

The VCMC and SPH contracted Emergency Department physicians will offer DPP. HCA staff will ensure 
patients are notified of the availability of such programs, as provided in the "Notice of Discount Payment 
Program" section of this policy. 

Extended Payment Plans 

HCA will offer extended payment plans where patients who are eligible to participate in the DPP shall be 
offered an extended payment plan for the discounted amount, with no interest accruing or being 
charged. Monthly payments pursuant to any repayment plan negotiated with a patient (pursuant to the 
Discount Payment Program), shall not exceed ten percent (10%) of the patient's income, excluding 
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deductions for essential living expenses. 

"Essential living expenses" shall mean expenses incurred by the patient for any of the following: 

• Rent or house payments (including maintenance expenses), 

• Food and household supplies, 

• Utilities and phone, 

• Clothing, 

• Medical and dental payments, 

• Insurance, 

• School and childcare, 

• Child and spousal support, 

• Transportation and automobile expenses (including insurance, fuel and repairs), 

• Installment payments,  

• Laundry and cleaning expenses,  

• Other extraordinary expenses. 

HCA staff shall request that the patient provide details supporting the essential living expenses that 
should be considered in determining a reasonable payment plan for the patient. 

Resolution of Disputes 

Any disputes regarding a patient's eligibility to participate in the DPP, shall be directed to and resolved by 
the HCA Chief Financial Officer. 

NOTICE of Discount Payment Program 

To ensure patients are aware of the existence of the DPP HCA will take the following actions: 

Provide Written Notice to Patients 

HCA staff will provide each patient who is seen, whether admitted or not, a copy of the notice attached 
hereto as Exhibit 1. The notice shall be provided in the English and non-English languages spoken by a 
substantial number of the patients served by HCA. 

HCA will post the Notice, (Exhibit 1), in locations that are visible to patients in the following areas: 

1. Emergency Department; 

2. Billing Office; 

3. Admissions Office; 

4. Other outpatient settings; 

5. Prominently displayed on the hospital's internet website with a link to the DPP. 

Notice to Accompany Bills to Potentially Eligible Patients 

Each bill that is sent to a patient, who has not provided proof of coverage by a third party at the time care 
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is provided or upon discharge, will include a statement of charges for services rendered by HCA and the 
notice attached hereto as Exhibit 2. The notice shall be provided in the English and non-English 
languages spoken by a substantial number of the patients served by HCA. 

Collection Activities 

HCA may use the services of an external collection agency for the collection of patient debt.  No debt 
shall be assigned for collection until the HCA Director or his/her designee has reviewed the account, and 
either 1) the patient has been found to be ineligible for financial assistance, or 2) the patient has not 
responded to any attempts to bill or offer financial assistance for one hundred eighty (180) days. The 
notice attached hereto as Exhibit 3, will be provided to the patient prior to an account being assigned to 
an external collection agency. 

HCA shall obtain an agreement from each collection agency that it utilizes to collect patient debt that the 
collection agency shall comply with the requirements of Health & Safety Code, Sections 127405, 127425, 
127426 and 127430, Civil Code Section 1785.27 and the Discount Payment Program. 

Neither the HCA, nor any collection agency utilized by the HCA, shall report adverse information to a 
consumer credit reporting agency. HCA will not commence civil action against the patient for 
nonpayment at any time prior to one hundred eighty (180) days after the initial billing period if the patient 
lacks third party coverage, if the patient provides information that he or she may quality for the Discount 
Payment Program or if the patient provides information that he or she may incur high medical costs. For 
purpose of determining whether a patient has high medical costs, "out of pocket costs and expenses" 
mean any expenses for medical care that are not reimbursed by insurance or a health coverage program, 
such as Medicare copays or Medi-Cal cost sharing. 

In addition, if a patient is attempting to qualify for eligibility under the Charity Care Program or DPP and 
is attempting in good faith to settle an outstanding bill with HCA, by negotiating a reasonable payment 
plan or making regular partial payments of a reasonable amount, the HCA shall not send the unpaid bill 
to any collection agency unless that entity has agreed to comply with Health & Safety Code Sections 
127405, 127425, 127426 and 127430, Civil Code Section 1785.27 and the Discount Payment Program. 

HCA will ensure that collection agencies it engages with comply with any payment plan entered into 
between a patient and HCA. 

HCA shall not, in dealing with patients eligible under the Charity Care Program or DPP, use wage 
garnishments or liens on real property as a means of collecting unpaid HCA bills. 

Disqualification after Qualification 

If a patient qualifies for the Charity Care/DPP(s), qualification is valid going forward for twelve (12) 
months or until the patient’s financial condition changes and is no longer eligible/eligible for the 
current Program. 

If a patient does not submit an application or documentation of income, HCA may presumptively 
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determine that a patient is eligible for the Charity Care or DPP based on information other than that 
provided by the patient or based on a prior eligibility determination. 

HCA may require a patient or guarantor to pay the entire amount of any reimbursement sent directly 
to the patient or guarantor by a third-party payer for HCA services. If a patient receives a legal 
settlement, judgment, or award under a liable third-party action that includes payment for health 
care services or medical care related to the injury, HCA may require the patient or guarantor to 
reimburse HCA for the related health care services rendered up to the amount reasonably awarded 
for that purpose. 
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Exhibit 1 

Charity Care & Discounted Payment Program 

Patients who lack insurance, have inadequate insurance, or high medical costs and meet certain low and 
moderate income requirements, may qualify for discounted payments or charity care. Patients should 
contact the Ventura County Health Care Agency at 805-648-9553, vchca.org or
VCHCA.PatientAssistance@ventura.org to obtain further information. Emergency Department 
physicians, who are not employees of the hospital, must also provide a discounted payment program. 
Please contact 626-447-0296 for further information. 

There are organizations that will help patients understand the billing and payment process. For 
assistance, patients may contact the Health Consumer Alliance (https://healthconsumer.org.) 

For information and eligibility for Covered California, please visit www.coveredca.com. 

For Medi-Cal eligibility, please visit www.medi-cal.ca.gov. 

For a list of the hospital's shoppable services, please visit https://apps.para-hcfs.com/PTT/FinalLinks/
Ventura_V3.aspx. 
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Exhibit 2 

Notice to Accompany Bills to Potentially Eligible Patients 

Our records indicate that you do not have health insurance coverage or coverage under Medicare, Medi-
Cal, or other similar government or non-government programs. If you have such coverage, please contact 
our office at 805-648-9553 as soon as possible, so the information can be obtained and the appropriate 
entity billed. 

If you do not have health insurance coverage, or have high medical costs, you may be eligible for 
Medicare, Medi-Cal, the Ventura County Health Care Agency's Discounted Payment Program, or the 
Charity Care Program.  For more information about how to apply for Medicare, Medi-Cal, Presumptive 
Medi-Cal, the California Health Benefit Exchange, or other similar programs, please contact the Ventura 
County Health Care Agency by telephone at 805-648-9553, the internet at vchca.org or via email at 
VCHCA.PatientAssistance@ventura.org and speak to a representative who will be able to answer 
questions and provide you with applications for these programs. An application for the Discount 
Payment Program is enclosed. 

Emergency Department physicians, who are not employees of the hospital, must also provide a 
discounted payment program. Please contact 626-447-0296 for further information. 

For additional assistance, patients may contact the Ventura County consumer assistance center toll free 
at 866-904-9362 or visit the Ventura County Human Services Agency website at www.vchsa.org. 
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Exhibit 3 

Notice of Commencement of Collection Activities 

John Doe 
123 Main Street 
Ventura, CA 93001 
Re: Encounter #: 2000000001 
Balance: $100.00 

Dear Mr. Doe, 

State and federal law require debt collectors to treat you fairly and prohibit debt collectors from making 
false statements or threats of violence, using obscene or profane language, and making improper 
communications with third parties, including your employer.  Except under unusual circumstances, debt 
collectors may not contact you before 8 a.m. or after 9 p.m.  In general, a debt collector may not give 
information about your debt to another person, other than your attorney or spouse.  A debt collector may 
contact another person to confirm your location or to enforce a judgment. 

Before assigning your account to a collection agency, a California law requires that HCA notify you of the 
following information: 

The date or dates of service of this account: XX/XX/XXXX 
The name of the company your account will be assigned to: California Business Bureau 
How you can obtain an itemized bill from us: Please call 805-648-9553 for an itemized bill 
The name and type of health care coverage on record at the time of services or a statement that the 
hospital does not have that information 
Applications for our Charity Care and Discount Payment Policies: See attached applications 
The date(s) you were originally sent a notice about applying for financial assistance: XX/XX/XXXX 
The date(s) you were sent a financial assistance application: XX/XX/XXXX 
The date a decision was made on the application, if submitted: XX/XX/XXXX 

Please contact us at (805-648-9553/business office) if you have any questions about this letter, or about 
your account/bill with us. 

Respectfully 

HCA 

For more information about debt collection activities, you may contact the Federal Trade Commission by 
telephone at 1-877-382-4357 or online at www.ftc.gov.  Patients may also contact the Ventura County 
consumer assistance center toll free at 866-904-9362 or visit the Ventura County Human Services 
Agency website at www.vchsa.org. 
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100.031 Processing a Death & Post-Mortem Exam 
(Autopsy) 

POLICY: 

PROCEDURE: 
DEPARTMENTAL RESPONSIBILITIES 
A. Upon death, the nurse:

1. Notifies the physician (unless they are otherwise in attendance).

2. Notifies the Nursing Supervisor.

3. Prepares the body, per nursing protocol.

4. Obtains the signature of the next of kin on the "Release of Body to the Funeral Director" form
[DocuShare VCMC-546-042].

5. Notifies the OneLegacy organ procurement organization at 1-800-338-6112 and calls the Nursing
office with the donor number (see policy 100.048 Referral of Potential Organ and Tissue Donors).
Complete the Donor Information Record.

Upon death, the nurse or unit charge nurse: 

1. Notifies the physician (unless they are otherwise in attendance).

2. Notifies the family.

3. Notifies the Nursing Supervisor at (805) 218-3443.

4. Notifies the Admitting Department at (805) 652-6071.

5. Notifies the One Legacy organ procurement organization at 1-800-338-6112 and calls the Nursing
office with the donor number (see policy 100.048 Referral of Potential Organ and Tissue Donors).

a. Complete Attachment A: One Legacy Contact Form [VCHCA-505-027].

6. Reviews criteria for reporting to the Medical Examiner's office (MEO) with the licensed practitioner
(LP). Ensures that the MEO is called if criteria are met. See Attachment B: Hospital and Nursing
Care Facility Reporting Form.

To outline the procedure for processing a patient death at Ventura County Medical Center (VCMC) and Santa 
Paula Hospital (SPH). 
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7. Completes Attachment C: Notification of Death [VCHCA-546-021]. 

8. Completes Attachment D: Release of Body [VCHCA-546-042]. 

9. Prepares the body, per nursing protocol, if death is not reportable to the MEO. 

10. If mortuary arrangements are made, the family or the nursing staff calls the mortuary, except for 
deaths requiring MEO engagement. 

B. Nursing Supervisor 

Completes the Organ Procurement Form. 

If the mortuary is designated, calls to arrange pick up. 

1. Meets Security at room with Log Book and Morguelog book and morgue key and escorts body to the 
Morguemorgue. 

2. Picks up Release of Remains form, and entersEnters information into log book. 

3. In the event there is no family, notifies Social Services and enters in log. 

4. If body has not been picked up by the fifth day, contacts Health Information Management (HIM) and 
follows up with Social Services. 

5. On day seven post-mortem, will follow up with HIM to ensure paperwork is in process. 

C. Security 

1. Will be notified by the Nursing Supervisor. 

2. Security will meet the Nursing Supervisor at patient room for removal of body. 

3. Security and Nursing Supervisor will verify the body against the the Release of Body formAttachment 
D: Release of Body [VCHCA-546-042]. 

4. Toe tag is double checked by Nursing Supervisor and Security. 

D. Responsibility of the Physician: 

1. Notify the family. 

2. Notify the Medical Examiner's Office (MEO), if appropriate, or delegate to nursing staff who have 
knowledge of the case. 

a. See "Special Circumstances" below for general list of deaths that should be reported to the 
MEO. 

b. If MEO takes jurisdiction, MEO completes the death certificate. 

i. There may be cases where the MEO issues the death certificate and the body is released 
to the funeral home. 

3. If MEO declines to take jurisdiction 

a. If family, after discussion with the physician, would like to obtain an autopsy, obtain signatures 
on the Consent for Autopsy (see Special Circumstances – Autopsy).If family requests an 
autopsy that is not within the jurisdiction of the MEO, refer the family to private autopsy. In rare 
circumstances the MEO in collaboration with the CMO may make the decision to provide an 
autopsy that is not indicated by the MEO. This must be done with the approval of the CMO. In 
these circumstances, see Attachment E: Authority for Autopsy [VCHCA-546-009] (see Special 
Circumstances – Hospital Autopsy). 
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b. In conjunction with HIM, completes death certificate worksheet, provides the final diagnosis, and 
signs finalized death certificate. 

4. Completes death note in Medical Record 

E. Responsibility of HIM and Birth Certificates upon receipt of the Notification of DeathNotification of 
Death: 

1. Obtains medical record. 

2. For deaths where the Medical Examiner's Office declines jurisdiction, HIM facilitates (with funeral 
home and physician) completion of the Death Certificate.Death Certificate. 

3. For stillbirths and Public Guardian cases, HIM completes the Application and Permit for 
Disposition of Human Remains and files it with the Public Health Department 

a. For fetal deaths, Birth Certificates completes the Application and Permit for Disposition of 
Human Remains 

For fetal deaths, Birth Certificates completes the Certificate of Fetal Death and files it with the 
California Department of Public Health. 

Fetal and Infant (Live birth) Deaths: 
1. Fetal Deaths (Abortus vs. Stillbirth) 

a. A Fetal Death is indicated by the fact that after separation from the mother, the fetus does not 
breathe or show any other evidence of life such as beating of the heart, pulsation of the umbilical 
cord or definite movement of voluntary muscles. 

a. Notify Social Services of any fetal or infant death to better provide emotional support to the 
family and discuss options of disposition of remains. 

b. Abortus vs Stillbirth 

1. If the gestational age is considered to be less than 20 weeks, the conceptus is referred to as an 
abortus. 

2. If length of gestation is undetermined and fetus is over 500 grams or over 25 cm crown-rump 
length, it is considered a stillborn. 

c. Management of Abortus Fetal Death: 

a. The abortus will be sent to Pathology as a surgical specimen. 

i. The specimen is to be placed in formalin and properly labeled. 

b. Family may choose to make arrangements with a funeral home for disposition of the abortus. 

i. A physician note documenting that abortus was < 20 weeks estimated gestational age, < 
500 grams in weight, and < 25 cm crown-rump length will be required by the funeral home. 

c. If the parents request VCMC/SPH to handle disposition of the stillborn, they will sign the 
authorization to "Retain and Dispose of Body"Attachment F: Release of Stillborn/Abortus 
[VCHCA-546-022] form. Consent of either parent is sufficient, although both parents should sign 
if they are available. 

d. Management of Stillborn Fetal Death: 

a. All stillborn deliveries must be registered with Public Health Vital Records and recorded in 
appropriate Ventura County Medical Center/Santa Paula Hospital records. The procedure is as 
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follows: 

1. Nursing staff will notify Birth Certificates of the following: Date and time of expulsion, sex of 
the fetus, mother's name/chart number and physician. 

a. If a member from Birth Certificates is not available, a message may be left on 
department phone 

b. Birth Certificates will process messages on next business day 

2. Nursing staff will record the weight and length and gestational age in Mother's chart. 

3. Nursing staff will record delivery information on the delivery log as follows: mother's name, 
date/time of delivery, chart number, gestation, sex, and weight. 

b. Nursing staff or designee will place the infant in the morgue. 

i. If an autopsy is to be performed, routine autopsy procedures will be followed. 

c. Social Services will consult with the parents of the stillborn to determine if they wish to make 
arrangements with a funeral home for burial or cremation. If the parents request VCMC/SPH to 
handle disposition of the stillborn, they will sign the authorization to "Retain and Dispose of 
Body"Attachment F: Release of Stillborn/Abortus [VCHCA-546-022] form. Consent of either 
parent is sufficient, although both parents should sign if they are available. 

d. Birth Certificates will prepare the Certificate of Fetal Death, which, whenever possible, should 
be signed by the attending physician within 15 hours of pronouncement of legal death. 

2. Infant Death (Live Birth) 

a. Live births are distinguished from fetal deaths by regulation as follows: the complete expulsion or 
extraction from its mother the products of conception which, after such separation, breathes or 
shows any other evidence of life such as beating of the heart, pulsation of the umbilical cord, or 
definite movement of voluntary muscles. If a fetus shows any post-delivery life signs, no matter how 
transient, it is a live birth, regardless of the length of gestation. Routine procedures for live births will 
be followed (e.g., birth certificates, chart, census, etc.). 

b. If the infant expires, Health Information Management (HIM) will prepare a Death Certificate as with 
any other death. If the infant has lived less than 72 hours and the parents wish to donate the remains 
of the infant to the hospital, they may sign the "Contribution of Remains" consent and related 
procedures described in the preceding section should be followed. 

SPECIAL CIRCUMSTANCES 
A. MEDICAL EXAMINER CASES 

1. All deaths in the following categories must be immediately reported to the Medical Examiner's Office 
(MEO) by the physician in attendance or the Emergency Department (ED)nursing staff. (California 
Government Code 27491 and Health and Safety Code 10250.) 

a. Known or suspected homicides, suicides and accidents. 

b. Deaths involving criminal action or suspicion of a criminal act. 

c. Poisonings and deaths related to substance abuse. 

d. All deaths in jail or in police custody. 

e. All deaths at state mental hospitals. 
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f. All deaths related to occupational diseases or hazards. 

g. All deaths occurring outside health care facilities. 

h. All deaths wherein the deceased has not been attended by physician within 20 days preceding 
death. 

i. Deaths in which a physician is unable to reasonably state a cause of death (unwillingness does 
not apply). 

j. Deaths involving suspected contagious diseases constituting a new public hazard. 

k. Deaths of unidentified persons. 

l. Deaths occurring within 24 hours of admission. 

1. Medical Examiner policy that minimally attended deaths are reviewed. 

m. Deaths suspected to be from Sudden Infant Death Syndrome/Sudden Unexpected Infant Death. 

2. Upon notification by the physician or ED staff, the Medical Examiner's Office determines if they will 
take jurisdiction of the body. If the Medical Examiner decides not to take jurisdiction, normal 
circumstances apply. 

3. The Medical Examiner (ME) has the authority to determine the extent of inquiry into reportable 
deaths. ME investigations do not necessarily entail an autopsy. The ME may authorize attending 
physicians to certify reportable deaths that are clearly from natural causes. 

4. It is the duty of the Medical Examiner's Office to notify the next of kin in all deaths coming under their 
jurisdiction. 

5. Reports shall not be made to the Medical Examiner's Office (MEO) that are not appropriate simply 
because autopsy permission has been refused, nor shall authentic Medical Examiner's cases be 
withheld from the Medical Examiner's jurisdiction and autopsied by the Hospital Pathologist because 
permission for autopsy has been obtained. To do either of the above willfully is a punishable offense 
(California Penal Code, Sec. 148). 

6. Bodies under the MEO jurisdiction are not to be released to funeral homes unless the release is 
approved by the Medical Examiner's Office. Refer all requests to release the body to the Medical 
Examiner's Office. 

7. The family of the decedent should not be approached for permission for an academic autopsy prior 
to the clearance from the Medical Examiner's Office. 

8. Removal of organs or tissue for donations should not be performed without prior clearance from the 
Medical Examiner (see policy 100.048 Referral of Potential Organ and Tissue Donors). 

9. Dressings, intravenous (IV) catheters, airways, tracheotomies or other diagnostic or therapeutic 
apparatus that are in the body at the time of death should not be disturbed or removed from the body 
prior to the arrival of the, or without the permission of, personnel from the Medical Examiner's Office. 

a. Traumatic wounds and injuries shall not be tended to after death. 

B. HOSPITAL AUTOPSY: For deaths that do meet criteria for reporting to MEO, or, if reported, the MEO has 
declined to take jurisdiction 

1. All autopsies must be ordered by a physician and approved by the Chief Medical Officer of the 
Hospital. 

a. The "Authority for Autopsy" form [DocuShare VCMC-546-009]Attachment E: Authority for 
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Autopsy [VCHCA-546-009] must be filled out and witnessed (form available at all nursing 
stations and from Nursing Supervisor). The physician makes the request to the next of kin. This 
form is then brought directly to the pathologist or the pathology secretary. 

b. The legal order of relative priority when obtaining autopsy consent is as follows: 

1. Spouse 

2. Adult son or daughter 

3. Either parent 

4. Adult brother or sister 

5. A guardian or conservator of the person of the deceased at the time of death. 

c. An example of the legal order is if a person is married to the deceased, then he/she is the one 
who should decide if there should be an autopsy. If the spouse does not want an autopsy, but 
an adult son or daughter requests one, the spouse's request is honored. The same is true as 
one goes down the priority list. 

d. The physician will, between the hours of 0800 and 2200, page the pathologist on-call to discuss 
the case, and determine if a directed autopsy vs. a full autopsy is needed. If after 2200, page 
the on-call pathologist at 0800 the next morning and order the body not to be released to the 
mortuary until after the autopsy. The pathology call schedule is available through the paging 
operator or in the pathology office. 

e. It is imperative that the pathologist receives the above two forms before the autopsy can 
proceed. The forms need to be delivered to Pathology directly. Do not place the forms in the 
chart. 

f. Autopsy Phone Consent 

1. When a hospital patient dies and the next of kin resides outside the area, it is often 
necessary to obtain consent for autopsy over the telephone. 

2. It shall be VCMC/SPH policy to obtain such consents through Nursing Administration. The 
physician will contact the Nursing Supervisor for assistance. 

g. If it is requested of the MEO to perform the medical autopsy, provide the Authority for Autopsy 
form to MEO. 

C. IN THE EVENT THERE IS NO FAMILY 

1. If there is no family, Social Services is notified by the House Supervisor or Nursing. 

a. Social Services will complete a search to locate next of kin 

b. Upon determination of no family by Social Services will: 

1. Notify HIM of Public Guardian case 

2. Complete deceased patient log in the Nursing Office 

3. Complete Public Guardian Form 

4. Send referral to Public Guardian 

2. HIM upon notification by Social Services will: 

a. Complete death certificate 

b. Obtain physician signature on death certificate 
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c. Complete permit for disposition of human remains 

d. Electronically file Death Certificate and Permit of Disposition of RemainsElectronically file death 
certificate. 

3. Public Guardian 

a. Signs release of remains and cremation orders 

b. Contacts mortuary 

c. Mortuary will contact HIM regarding removal of remains 

D. IN THE EVENT THAT THE FAMILY CANNOT PROVIDE FOR THE DISPOSITION OF REMAINS 

1. For a neonatal death, stillbirth (20 weeks or greater estimated gestational age), or abortus (< 20 
weeks estimated gestational age) 

a. Nursing notifies Admitting in the event of a neonatal death and Social Services in the event of a 
fetal death. 

b. Nursing or Social Services speaks to the family and obtains the Authorization to Retain and 
Dispose of Body and Contract for Cremation and sends it to HIM. 

c. HIM obtains the physician signature on the Death Certificate or the Certificate of Fetal Death. 
An Application and Permit for Disposition of Human Remains is also completed by HIM and filed 
with Public Health. 

For a stillbirth (20 weeks or greater estimated gestational age), or abortus (< 20 weeks estimated 
gestational age), the same procedure is followed as outlined under "Fetal and Infant (Live Birth) 
Deaths: Fetal Deaths (Abortus vs Stillbirth)." 

2. If the patient is not a neonate or fetus, the same procedure is followed as outlined under "Special 
Circumstances: In the Event there is No family." 

3. The Hospital Social Services Department is responsible for delivery of all personal effects to the 
Public Administrator that have been entrusted to the Hospital for safekeeping, including money in the 
patient's trust fund, and personal articles, other than clothing, received from nursing units. 

4. Nursing is responsible for delivering personal effects to the next of kin or Social Services, when 
indicated. 

5. In all other cases, the disposition of the body and personal effects will be at the discretion of the next 
of kin. 

CRITERIA FOR IDENTIFYING DEATHS APPROPRIATE FOR 
HOSPITAL AUTOPSY 
A. Deaths which come under the jurisdiction of the Medical Examiner (ME) must be reported per policy 

100.030 Critical Tests/Critical Results (Reported Verbally)(see Attachment B: Hospital and Nursing Care 
Facility Reporting Form). Only after a potential Medical Examiner's case has been reported to the ME and 
jurisdiction declined by the Medical Examiner, can the case be considered for a hospital autopsy. In 
discussion with the Chief Medical Officer, the physician may request a hospital autopsy. 

B. AnA hospital autopsy may be indicated in the following circumstances: 

1. Any death in a person with no known underlying disease or condition which would readily explain the 
death and where an autopsy has a reasonable likelihood of identifying the cause of death. 
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2. Any death in cases of unusual educational interest where the autopsy is not more appropriately 
performed in a university or research setting. 

3. Examples of cases where an autopsy may be indicated include the following: 

a. Identification (not just corroboration) of a hereditary or genetic condition where this information 
would be useful to the family of the deceased 

b. Cases where an autopsy is likely to make a significant contribution to quality assessment. 

C. The physician who requests an autopsy is responsible for communicating to the pathologist a relevant 
clinical history and should discuss the indications for the autopsy with the pathologist. The requesting 
physician should state what questions he/she expects the autopsy to resolve. 

D. An autopsy represents a pathology consultation. After discussion with the referring physician, the 
pathologist will make the final determination of the extent of the autopsy. It is the practice of the Pathology 
Department to perform directed (or limited) autopsies. 

E. Because of the known risks of transmission of infectious diseases, the presence of certain medical 
conditions in the deceased represents an absolute or relative contraindication for an autopsy at Ventura 
County Medical Center/Santa Paula Hospital. If a relative contraindication is present, the pathologist, after 
discussion with the requesting physician, will decide whether the information which might be gained from 
the autopsy justifies the risk of disease transmission. If the pathologist chooses to do the autopsy, the 
pathologist will take precautions to decrease the risk of disease transmission. These extra precautions 
may include having the body embalmed before the autopsy and performing a limited autopsy. Because of 
the increased risk of disease transmission, the autopsy will generally exclude opening of the cranium or 
examination of the spinal cord. 

1. Medical conditions which represent an absolute contraindication for an autopsy at VCMC/SPH 
include, but are not limited to: 

a. Jacob-Creutzfeld disease. 

b. Any unexplained encephalomyopathy that might be secondary to a slow virus infection. 

c. Anthrax. 

2. Medical conditions which represent a relative contraindication for an autopsy at VCMC/SPH include, 
but are not limited to: 

a. Human immunodeficiency virus (HIV) or human T-lymphotropic virus (HTLV) infection. 

b. Hepatitis B. 

c. Hepatitis C. 

d. Hepatitis non-A, non-B. 

e. Known or suspected disseminated Coccidioidomycosis. 

f. Known or suspected disseminated (miliary) tuberculosis. 

3. Because of the intended educational value of an autopsy, the physician who requests an autopsy 
should attend the autopsy whenever scheduling allows. 

4. After completion of the autopsy, the pathologist will promptly communicate relevant findings to the 
physicians involved in the care of the deceased and will complete the provisional anatomic diagnosis 
and the final autopsy report in accordance with Medical Staff Rules and Regulations and in 
compliance with licensing and accrediting agencies. 
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100.062 Universal Protocol for Preventing Wrong 
Site, Wrong Person, Wrong Procedure Incidents 
POLICY: 

PROCEDURE: 
Hospital Wide Verification Process: 
A. Verification of the correct person, procedure and site should occur (as applicable): 

1. At the time the surgery/procedure is scheduled. 

2. With the patient awake and aware, when possible. 

3. Anytime the responsibility for care is transferred to another caregiver. 

4. Before the patient leaves the preprocedural/preoperative area. 

5. Immediately prior to incision or start of procedure. 

SURGERY/OPERATING ROOM: 
A. The correct procedure site and laterality will be verified by the following means: 

1. Verbal identification by the patient and/or family 

2. Surgical consent/informed consent 

3. History and physical 

4. Physician's orders 

To provide steps to assist in minimizing avoidable risks during invasive or surgical procedures. The expected 
outcome is that the patient's procedure is performed on the correct site, side and level. It is the policy of 
Ventura County Medical Center/Santa Paula Hospital that the following steps be completed before every 
invasive or surgical procedure, unless noted on the exceptions list. This policy shall be followed for all 
invasive or surgical procedures in all patient care departments. 

It is the policy of Ventura County Medical Center/Santa Paula Hospital that the following steps be completed 
before every invasive or surgical procedure, unless noted on the exceptions list. This policy shall be followed 
for all invasive or surgical procedures in all patient care departments. 
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5. Surgery schedule 

B. The above documents along with patient/family identification must indicate the same type and site 
laterality. If any of the above documents disagree or have a discrepancy regarding the patient, procedure 
or site, the discrepancy must be resolved prior to the procedure being carried out. 

C. The preoperative Registered Nurse (RN) will identify the patient and verify the surgery and site laterality. 

D. The Preoperative RN and the circulating RN will ensure all preoperative required documentation is 
located in the patient's chart. 

E. Preoperative Verification Process: 

Verification of the correct person, procedure, and site should occur (as applicable) 

1. At the time the surgery/procedure is scheduled. 

2. At the time of admission or entry into the facility. 

3. Anytime the responsibility for care of the patient is transferred to another caregiver. 

4. With the patient involved, awake and aware, if possible. 

5. Before the patient leaves the preoperative area or enters the procedure/surgical room. 

F. Marking the operative site 

1. The mark will be the surgeon's initials at the site for surgery. 

2. Make the mark at or near the incision site. Do NOT mark any non-operative site(s) unless necessary 
for some other aspect of care. 

3. The mark must be positioned to be visible after the patient is prepped and draped. 

4. The mark must be made using a marker that is sufficiently permanent to remain visible after 
completion of the skin prep, yet not tattoo the skin. Adhesive site markers will not be used as the 
sole means of marking the site. 

5. The method of marking and the type of mark should be consistent throughout the organization and 
age sensitive. 

6. At a minimum, mark all cases involving laterality, multiple structures (fingers, toes, lesions) or 
multiple levels (spine). Note: In addition to preoperative skin marking of the general spinal region, 
special intraoperative radiographic techniques may be used for marking the exact vertebral level. 

7. The person performing the procedure shall perform the site marking. 

8. Marking must take place with the patient involved, awake and aware, if possible. 

9. Final verification of the site mark must take place during the "time out." 

10. If a patient refuses site/side marking, the staff will provide the patient with information to understand 
why site marking is appropriate and desirable, and the implications of refusing the site/side marking. 
The patient can then make an informed decision. 

G. Exemptions 

1. Single organ cases (e.g., Cesarean section, cardiac surgery). 

2. Interventional cases for which the catheter/instrument insertion site is not predetermined (e.g., 
cardiac catheterization). 

3. Teeth – BUT, indicate operative tooth name(s) on the documentation OR mark the operative tooth 
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(teeth) on the dental radiographs or dental diagram. 

4. Premature infants, for whom the mark may cause a permanent tattoo. 

5. Spinal surgery and site/side will be verified as above. The circulating RN will also ask the patient in 
which leg he/she has pain. Once in the operating room (OR), the Surgeon will make the incision and 
mark the vertebral space with an instrument and have x-ray taken. The Surgeon will interpret the x-
ray and verify the site before proceeding. 

6. In emergency situations, when a physician has determined that delay is likely to compromise the 
patient's condition, completion of the Surgical Safety Checklist may be waived. All steps may be 
omitted in a life-threatening emergency. 

H. Briefing is conducted with all members of the surgical team and the patient, prior to induction. The 
surgical team shares esential information to include: introductions, patient identification, using 2 patient 
identifiers [Name, Medical Record Number (MRN)], procedure, procedure site, site markings, consents, 
and verification of applicable tissues, implants, radiographic studies and equipment. 

I. "Time Out" is conducted immediately before skin incision or start of the procedure if no incision is 
indicated, in the location where the procedure will be done, just before starting the procedure, requiring 
the participation of aII team members during the critical pause, in which all activities in the operating 
room must be suspended, except in the case of a life-threatening emergencies. After the completion of 
the time out it shall be documented using the Electronic Health Record (EHR) - Surgical Safety Check 
List that includes: 

1. Correct patient identity. 

2. Correct site and laterality are identified and marked. 

3. Consent form is present and verified. 

4. Agreement on the procedure to be done. 

5. Correct patient position. 

6. Sterile indicator criteria met. 

7. Confirm all relevant records, images, equipment and implants are present. 

8. If applicable, confirm antibiotic prophylaxis and potential time requirement for required re-dosing. 

9. Anticipated critical events including expected duration, anticipated blood loss, and critical or non-
routine steps. 

10. Fire Risk Assessment 

J. Debrief-all team members must participate in a surgical debriefing prior to the patient leaving the 
operating room, which includes: 

1. Confirmation of estimated blood loss (EBL) 

2. Confirmation of the surgical procedure name 

3. Wound class verification 

4. Verification of sponge, sharps, and instrument counts 

5. Specimens including #, tests ordered 

6. Equipment problems to be addressed. 

7. Administration of Local Anesthetic 
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8. Patient Disposition and Key concerns for recovery 

K. A Time Out must be performed before each procedure, if two procedures are performed at the same 
time. 

L. Procedures including, but not limited to, nerve blocks and central vascular access lines performed prior 
to surgery by Anesthesia will adhere to the "time-out" process. 

INVASIVE PROCEDURES IN NON-OPERATING ROOM 
SETTINGS, INCLUDING BEDSIDE PROCEDURES 
A. Site marking must be done for any procedure that involves laterality, multiple structures or levels. 

B. Verification, site marking and "time out" procedures will be consistent throughout the organization as 
stated above, including any location where invasive procedures are done. This is to be done regardless 
of location such as Emergency Room, Intensive Care Unit, RADIOLOGY or other areas. 

C. Exception: Cases in which the individual doing the procedure is in continuous attendance with the 
patient from the time of decision to do the procedure and consent from the patient through to the conduct 
of the procedure may be exempted from the site marking requirements. The requirement for a "time out" 
final verification still applies. 

DOCUMENTATION 
Surgery/Operating Room Pre-Procedure Verification 
A. In the preoperative/preoperative area, the preoperative RN will conduct confirmation of the correct site, 

procedure and patient by the following means: 

1. Identification using two patient identifiers: name and date of birth 

2. The patient and/or designated caregiver will participate in the verification process to the fullest 
extent possible with verbal and visual responses, stating their name and pointing to the correct site 
location, whenever possible. 

3. Verification of surgical consent/informed consent will be compared to the posted surgery schedule, 
radiographic films, site marking and other pertinent information in the medical record. 

4. Verification and review of current history and physical. History and physical must have been 
conducted within the past 30 days. 

B. The above documents along with patient/designated caregiver identification must indicate the same 
procedure and site laterality. If any of the above documents disagree or have a discrepancy regarding 
the patient, procedure or site, the discrepancy must be resolved prior to the procedure being carried out. 

Surgery/Operating Room Marking the Surgical Site 
A. All patients undergoing surgical procedures involving the laterality of an extremity, fingers, toes, lesions 

and multiple spine levels will have the surgical site marked. 

1. All site markings will occur prior to transporting the patient to the operating room. 

2. Non operative sites are not marked unless clinically indicated (pedal pulse markings, no blood 
pressure cuff warnings). 

3. Site marking shall be performed by the surgeon accountable for the patient and procedure using the 
surgeon’s initials at or adjacent to the incision site. 
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4. Site marking should occur when the patient is awake, alert, and can take part in the verification 
process, whenever possible. The surgeon marking the site will ask the patient or designated 
caregiver to state the procedure, site and side of surgery and have the patient provide visual 
responses such as pointing when appropriate. 

5. Before marking the site, the surgeon will verify the patient’s identity, consent, medical history and 
physical and radiographs as applicable to confirm accuracy. 

6. The surgeon marking the site will use a designated marker with of sufficient permanence to remain 
visible until the procedure is performed without creating a tattoo. 

7. The marking should be performed in a manner that it remains visible after the patient is prepped and 
draped. 

8. In addition to preoperative skin marking of the general spine region, intraoperative radiographic 
techniques may be used for marking the exact vertebral level. 

9. For sites that cannot be easily marked including mucosal surfaces, perineum, unstable spine 
fractures or when the patient refuses site marking, the surgeon will use an alternative method such 
as a 2nd temporary wristband with patient’s name, date of birth, intended procedure and site 
laterality, when applicable. 

10. For dental extractions, the surgeon will mark the side of the patient's face with the tooth number of 
the tooth being extracted. 

11. If the patient refuses site marking, the surgeon will review the site marking rationale and the 
implications of refusing site marking. If the patient continues to refuse site marking, the surgeon 
responsible for marking the site will use the alternative wristband method. 

Surgery/Operating Room Site Marking Exemptions 
A. Single organ procedures (e.g., gallbladder, uterus, bilateral procedures, open wounds or lesions, cardiac 

surgery, non-predetermined sites, procedures involving the teeth (use radiograph confirmation as an 
alternative). 

B. In emergency situations, when a physician has determined that delay is likely to compromise the 
patient's condition. 

C. Alternative methods will be used with premature infants, for whom marking may result in permanent 
tattooing of the skin. 

Surgery/Operating Room Performing a Time Out 

Pre-procedural Check-In 
A. Prior to bringing the patient into the operating room, the patient and/or designated caregiver will 

participate in the pre-procedure checklist verification with the preoperative and operating room nurse. 
Information reviewed will include: 

1. Patient identification including name and date of birth 

2. Procedure and procedure site verification 

3. Surgical and informed consent 

4. Site marking 

All members of the surgical team will participate in the case briefing and time out process, utilizing the AORN 
Comprehensive Surgical Checklist. 
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5. History and physical 

6. Preanesthesia assessment 

7. Completion of nursing assessment 

8. Diagnostic and radiologic test results 

9. Availability of blood products 

10. Special equipment needed 

11. Implants 

12. Antibiotic prophylaxis 

13. Administration of beta-blocker medication 

14. Thromboembolism prophylaxis 

15. Normothermia measures 

16. Other pre-medications administered 

Anesthesia Time Out 
A. The briefing will be conducted in the operating room prior to induction of anesthesia including the patient 

when possible. Information reviewed during the briefing will include: 

1. Patient identification including name and date of birth 

2. Procedure and procedure site verification 

3. Consent(s) 

4. Site marking 

5. Allergies 

6. Pulse oximeter in place 

7. Difficult airway or aspiration risk (if yes, has preparation been confirmed) 

8. Risk of blood loss >500ml (if yes, # of units available) 

9. Anesthesia safety check completed 

10. All members have discussed plan of care and addressed any concerns 

Surgical Time Out 
A. The time out will be completed immediately before skin incision or start of the procedure if no incision is 

indicated, in the location where the procedure will be performed. During the time out, all other activities 
will be suspended (except in the case of a life-threatening emergency). 

1. Introduction of team members 

2. Confirmation of Patient identification including name and date of birth 

a. If patient name and date of birth is unknown, staff will use the alias name from the patient ID 
band and MRN. 

3. Procedure and procedure site verification 

4. Consent(s) 

5. Patient position 
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6. Site marking 

7. Fire Risk Assessment and discussion utilizing the AORN Fire Risk Assessment and Prevention 
Algorithm (see policy S.30 Fire Safety in the Operating Room). Discusses prevention methods to be 
implemented when applicable. 

8. Relevant images are properly labeled and displayed 

9. Equipment concerns 

10. Surgeon will state: 

a. Critical or non-routine steps 

b. Case duration 

c. Anticipated blood loss 

11. Anesthesiologist will state: 

a. Antibiotic prophylaxis within I hour before incision 

b. Additional concerns 

12. Scrub person will confirm: 

a. Confirmation of sterilization indicators 

b. Additional concerns 

13. The RN will document completion of time out in the EHR. 

Debrief/Sign Out 
A. Before the patient leaves the Operating Room, the RN will confirm the following with the applicable 

surgical team members: 

1. Name of the operative procedure 

2. Completion of sponge, sharp and instrument counts 

3. Specimens identified and labeled 

4. Equipment problems that need to be addressed 

5. Wound classification 

6. Estimate blood loss 

B. All members of the team will discuss: 

1. Any key concerns for recovery and management of the patient 

2. Team performance 

3. Key events 

4. Permanent changes needed to the preference card 

Time Out for Multiple Procedures 
A. If multiple procedures are scheduled on the same case, a separate time out must be completed prior to 

the start of each procedure. This applies even if the procedures are performed consecutively by the 
same surgical team. 

B. Procedures performed by the anesthesiologist in the operating room including, but not limited to, nerve 
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blocks and central vascular access lines will also complete the time out process. 

Surgery/Operating Room Documentation 
A. Verification of invasive procedure or surgery site/side will be documented in the following areas: 

1. Preop checklistPreop Checklist 

2. Surgical Consent 

3. Intraoperative Patient Care Plan 

4. Anesthesia Record 

5. Surgeon's Post-operativeOperative Note 

6. Ambulatory Care and Bedside Procedure Universal Protocol for Correct Patient, “Procedure Site/
Side "Time Out"” in the EHR (Inpatient and Ambulatory Care setting only) 

B. A pre-procedure checklist iswill be completed prior to invasive procedures except certain routine 
procedures such as venipuncture, peripheral vascular access placement, or insertion of a nasogastric 
tube or indwelling urinary catheter. 

C. If an adverse event occurs: 

1. Immediately notify the Charge Nurse, Director of Surgery, Nursing Supervisor, Surgical Services 
ClinicalChief Nurse Manager, Chief Nurse Executive and the Medical Director. 

2. The Circulating RN will be relieved with another RN as quickly as possible. 

3. The Circulating RN will complete a Notification Form. 

4. The physician or surgeon performing the procedure will notify the patient and family. The Director of 
Surgery may participate in this notification. 

References: 
Performed Outside of the Operating Room by the 
Anesthesiologist: 
Time Out for Procedures Performed by the Anesthesiologist 
A. For procedures performed prior to surgery by the Anesthesiologist, such as regional anesthesia or 

placement of a central vascular access line, a separate time out will be performed inclusive of the 
followin 

1. The time out will be performed in the location that the procedure is taking place after the patient is 
prepped and draped. 

2. The RN will initiate the time out. 

3. All other activities will be suspended during the time out. 

4. The following information will be confirmed: 

a. Patient identification, name and date of birth 

b. Verification of consent 

c. Procedure to be performed 
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d. Laterality and marking of the procedure site 

e. Team members agree on procedure to be performed 

Documentation of Time Out for Procedures Performed by the Anesthesiologist 
A. The RN who initiates and is present for the time out will document the “Procedure Time Out” in the EHR 

which includes: 

1. Procedure start date/time 

2. Procedure end date/time 

3. Procedure performed 

4. Procedural consents 

5. Procedure site marked, if applicable 

6. Verification of procedure 

7. Verification of patient 

8. Validation of site with patient or designated caregiver 

9. Verbal time out completed 

10. Verbal team verification 

11. Time out comments, if applicable 

Interventional Radiology, GI Lab and other Clinical Areas 
including Procedures Performed at the Bedside: 
Time Out for Procedures Performed in Interventional Radiology, GI Lab and 
other Clinical Areas including Procedures Performed at the Bedside 
A. A Time Out shall be conducted immediately before the start of any invasive or high-risk procedure, 

inclusive of the following information: 

1. Patient identification, name and date of birth 

2. Verification of consent 

3. Procedure to be performed 

4. Laterality and marking of the procedure site, if applicable 

5. Fire risk factors and prevention strategies, if applicable 

6. Team members agree on procedure to be performed 

Documentation of Time Out for Procedures Performed in Interventional 
Radiology, GI Lab and other Clinical Areas including Procedures Performed at 
the Bedside 
A. The RN who initiates and is present for the time out will document the “Procedure Time Out” in the EHR 

which includes: 

1. Procedure start date/time 

2. Procedure end date/time 
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3. Procedure performed 

4. Procedural consents 

5. Procedure site marked, if applicable 

6. Verification of procedure 

7. Verification of patient 

8. Validation of site with patient or designated caregiver 

9. Verbal time out completed 

10. Verbal team verification 

11. Time out comments 

Debrief/Sign Out 
A. Before the patient leaves the procedure area (or once procedure is complete), the RN will confirm the 

following with the applicable team members: 

1. Procedure performed 

2. Specimens obtained, identified and labeled 

3. Implants 

4. Unexpected events 

5. Patient disposition (i.e. home, PACU, etc) 

References 

All revision dates: 
2/6/2025, 7/10/2024, 6/9/2020, 2/15/2018, 5/1/2016, 
5/1/2013, 1/1/2012, 6/1/2010, 5/1/2006, 1/1/2005 

Attachments 

 Universal Protocol Checklist 

AORN position statement: preventing wrong-patient, wrong-site, wrong-procedure events. AORN, Inc. 
Accessed November 24, 2024. https://www.aorn.org/guidelines/clinical-resources/position-statements 

Guideline for team communication. In: Guidelines for Perioperative Practice. Denver, CO: AORN, Inc. 

http://bulletin.facs.org/2016/10/revised-statement-on-safe-surgery-checklists-and-ensuring-correct-patient-
correct-site-and-correct-procedure-surgery/ 

http://www.jointcommission.org/hap_2017_npsgs/ 

Universal protocol. The Joint Commission (2024). https://www.jointcommission.org/standards/univeral-
protocol/ 
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100.082 Medication Reconciliation 
POLICY: 

Definitions: 

Ventura County Medical Center (VCMC) and, Santa Paula Hospital (SPH), and Ambulatory Care Clinics shall 
reconcile all patients' medications within 48 hours of admission at any point of entry, at transitions of care 
unless an urgent situation indicates that immediate care take precedence, and prior to discharge. 

1. Medications includes "any prescription medications, sample medications, herbal remedies, vitamins, 
nutraceuticals, over-the-counter drugs, vaccines, diagnostic and contrast agents used on or administered to 
persons to diagnsoediagnose, treat, or prevent disease or other abnormal conditions, radioactive medications, 
respiratory therapy treatments, parenteral nutrition, blood derivatives, intravenous solutions (plain, with 
electrolytes and/or drugs); and any product designated by the Food and Drug administration (FDA) as a drug. 
This definition of medication does not include enteral nutrition solutions (which are considered food products), 
oxygen, and other medical gases."1 

2. Best Possible Medication History (BPMH) is a medication history obtained by a clinician which includes a 
thorough history of all regular medication use (prescribed and non-prescribed), using a number of different 
sources of information.2 

See Attachment A for Quick Tips on Obtaining a Best Possible Medication History.3 

3. Medication reconciliation is the process of identifying the medications currently being taken by an 
individual, and these medications are compared to newly ordered medications, and discrepancies are 
identified and resolved.1 

Per Joint Commission National Patient Safety Goal (NPSG) 03.06.01, medication reconciliation "is intended to 
identify and resolve discrepancies -- it is a process of comparing the medications a patient is taking (or should 
be taking) with newly ordered medications. The comparison addresses duplications, omissions, and 
interactions, and the need to continue current medications."4 

4. Point of entry includes all admissions to any nursing unit, department, or area where a licensed personnel 
could or would have the potential to administer medications. Exclusions are encounters during which 
medications are not given. 

5. Transitions of care is the movement of a patient from one setting of care (hospital, ambulatory primary 
care practice, ambulatory specialty care practice, long-term care, home health, rehabilitation center) to 
another.5 Intra-hospital transfer is the stepping up or down between levels of care. 
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PROCEDURE: 
A. Obtaining and documenting the patient's home medication history or list into the electronic health record 

(EHR) is the collaborative responsibility of licensed providers, nurses, pharmacy staff, and licensed health 
care personnel (e.g., medical assistants) involved in the patient's medication management. 

B. If a medication history or list cannot be obtained despite best faith effort, the health care professional shall 
document this effort into the EHR.4 

C. The specific decision of whether a patient should continue or discontinue a specific medications and 
treatments at various stages of their hospitalization (i.e., upon admission, upon transfer, upon discharge) 
and/or outpatient encounters shall be completed by the LP. 

D. The patient (or caretaker as needed) shall be provided with written information on the medications the 
patient should be taking when the patient is discharged from the hospital and/or released from the 
outpatient encounter. This includes explanations about the importance of medication information 
management.4 

EMERGENCY DEPARTMENT (ED) ADMISSION 

DIRECT ADMISSION 

TRANSFER PROCEDURES 

PRE-ADMISSION 

6. Undocumented Intentional discrepancy is when the Licensed Provider (LP) has made an intentional 
choice to add, change, or discontinue a medication but this choice is not clearly documented.2 

7. Unintentional discrepancy is one in which the LP unintentionally changed, added, or omitted a 
medication the patient is taking prior to admission.2,6-8 

When available, a pharmacy technician shall obtain a BPMH for ED patients and document this into the EHR 
(See California State Senate Bill 1254). Registered nursing or LPs shall assist in obtaining and documenting 
the medication history in the EHR when the pharmacy technician is not available. The admitting medical team 
shall be responsible for reconciling the patient's home medication list within 48 hours of admission. 

When available, a pharmacy technician shall obtain a BPMH for high risk patients and document this in the 
EHR within 48 hours of admission (see California State Senate Bill 1254). The admitting nurse shall assist in 
obtaining and documenting the medication history in the EHR when the pharmacy technician is not available. 
The admitting LP shall review and reconcile the home medications in the EHR within 48 hours of admission. 

Transfer reconciliation within the inpatient setting is required and any unintentional discrepancies shall be 
brought to the attention of the accepting provider(s) for clarification. 

For planned surgical procedures, the home med list shall be obtained by the surgical service before 
admission. Preop nursing shall document the home meds into the EHR. Upon admission, the surgical service 
or accepting service shall be responsible for completing medication reconciliation upon transfer out of 
recovery (post-anesthesia care unit, PACU) and prior to discharge. Unintentional discrepancies shall be 
brought to the attention of the surgical service or accepting service for clarification. 
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OUTPATIENT/AMBULATORY 

DISCHARGE PROCEDURES 
A. It is the discharging providers' responsibility to reconcile the patient's medications prior to any discharge 

orders being placed. Unintentional discrepancies shall be brought to the attention of the discharging 
provider for clarification. If the discharging provider cannot be reached, chain of command shall be 
followed: 

1. Resident who placed discharge orders --> Senior resident --> Attending provider --> Medical Director 
of Inpatient Quality --> Chief Medical Officer 

2. Nurse practitioner/Physician assistant --> Attending provider --> Medical Director of Inpatient Quality 
--> Chief Medical Officer 

3. Surgical resident --> Surgical attending provider --> Medical Director of Inpatient Quality --> Chief 
Medical Officer 

B. When a patient is discharged, a complete list of the patient's medications shall be communicated to the 
patient. When a patient is referred to, or transferred to another setting, service, practitioner, or level of 
care outside the health care system, a complete list of the patient's medications shall be communicated to 
the next provider. 

C. Patients shall be educated regarding the importance of managing their medication information. 

D. Documentation and communication of discharge medication orders occurs via: 

1. The medication reconciliation form which is given to the patient should be faxed, mailed or sent via 
courier directly to the next facility/clinic/provider of care. When the next provider of care is unknown, 
the patient is responsible for providing the information to the next provider. 

2. The physician discharge order form and Medication Administration Record for next provider of 
service shall be completed when transferring a patient to a receiving facility/treatment setting. 

3. A discharge summary for the patient's primary care provider. 

CALIFORNIA STATE SENATE BILL 1254 

Patients seen in the ambulatory care setting (e.g., ED, infusion center, outpatient/ambulatory setting 
radiology) shall have medications reconciled across the continuum of care. Upon departure, the patient shall 
receive a reconciled, active medication list. 

On January 1, 2019 Senate Bill 1254 requires a pharmacist at a hospital pharmacy of >100 beds to obtain 
and document in the EHR an accurate medication history or list for each admitted high risk patient during the 
pharmacy's normal hours of operation as pharmacy staffing permits. The law allows for the facility to establish 
the criteria for identifying high risk patients in addition to establishing the time frame for completion. The 
facility shall also be responsible for training, competencies, and quality assurance. 

Admission - At VCMC only, a medication reconciliation pharmacy technician shall be responsible for obtaining 
and documenting the BPMH for high risk patients within 48 hours of admission. See attachment B - Pharmacy 
Tech Home Med List Program. 

The Pharmacy department shall maintain training, competencies, and quality assurance for pharmacy staff 
involved in obtaining and documenting a BPMH and pharmacy staff involved in providing discharge 
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Outpatient Ambulatory Care Clinics 

A. Medication history is conducted by clinic staff anytime there is a patient encounter with an LP. 

1. Clinic Staff responsible for performing the medication history are Medical Assistants (MA), Licensed 
Vocational Nurses (LVN), Registered Nurses (RN), or Licensed Practitioners (LPs). 

2. The medication history is documented in the EHR under "Document Medications by History." 

B. Medication Reconciliation is completed by the LP during a patient encounter with an LP. 

1. Medication Reconciliation is performed during every patient encounter to address omissions, 
duplications, and unintentional discrepancies. 

2. Medications can be added, deleted, changed, or continued under the function of "Medication 
Reconciliation" within the EHR. Medications can be reconciled in the EHR from the medication list or 
the dashboard. 

3. All patients shall be provided with a printed list of current medications upon discharge from the 
clinic. 

References 

medication education. 

Patients seen in the outpatient ambulatory care clinic setting shall have medications reconciled across the 
continuum of care. Upon departure, the patient shall receive a reconciled, active medication list. 

1. Joint Commission Glossary. Accessed 10/22/2021, 6/8/2023. 

2. World Health Organization. The High 5s Project Standard Operating Protocol. Assuring Medication 
Accuracy at Transitions of Care: Medication Reconciliation, version 3. Sept 2014. Standard Implementation 
Protocol for Medication Reconciliation (who.int) Accessed 10/22/2021, 6/8/2023. 

3. The Leapfrog Group. Best Possible Medication History (BPMH) Quick Tips. Society of Hospital Medicine 
MARQUIS2. https://www.leapfroggroup.org/sites/default/files/Files/
MARQUIS%20BPMH%20Tri%20Fold%20Pocket%20Guide_0_0.pdf?token=-MLkuYsN Accessed 10/22/
2021, 6/8/2023. 

4. The Joint Commission. National Patient Safety Goals. https://www.jointcommission.org/standards/national-
patient-safety-goals/. Accessed 10/22/2021, 6/8/2023. 

5. Centers for Medicare & Medicaid Services. Medication Reconciliation. EHR incentive program. 5/2014. 
https://www.cms.gov/regulations-and-guidance/legislation/ehrincentiveprograms/downloads/
7_medication_reconciliation.pdf Accessed 10/22/2021, 6/8/2023. 

6. Centers for Medicare & Medicaid Services/National Quality Forum. Medication Reconciliation: Number of 
Unintentional Medication Discrepancies per Patient. Feb 1, 2021 https://cmit.cms.gov/CMIT_public/
ReportMeasure?measureRevisionId=15529. Accessed 10/22/2021. 

7. The Leapfrog Group. Factsheet: Medication Reconciliation. 4/1/2021. https://ratings.leapfroggroup.org/
sites/default/files/2020-08/2020-Medication-Reconciliation-Fact-Sheet.pdf. Accessed 10/22/2021; 6/8/2023 

8. Institutes for Healthcare Improvement. How-To Guide: Prevent Adverse Drug Events by Implementing 
Medication Reconciliation. Dec 2011. http://www.ihi.org/resources/Pages/Tools/
HowtoGuidePreventAdverseDrugEvents.aspx. Accessed 10/22/2021; 6/8/2023. 

100.082 Medication Reconciliation. Retrieved 3/5/2025. Official copy at http://vcmc.policystat.com/policy/17452132/.
Copyright © 2025 Ventura County Medical System

Page 4 of 5

25



All revision dates: 2/20/2025, 9/12/2023, 9/17/2019, 4/1/2012 

Attachments 

 Attachment A - Best Possible Medication History Quick Tips 
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100.089 Point of Care Testing, Waived Tests and 
Provider-Performed Microscopy (PPM) 

POLICY: 

PROCEDURE: 

1. Assist in the development of policy and procedures. 

2. Review all procedures at least annually. 

3. Oversee Quality Control/Quality Assurance. 

4. Help educate staff at Point of Care testing sites. 

5. Act as a liaison between the VCMC Laboratory and the staff and departments performing Point of Care 
testing. 

6. Validate new tests, new analyzers, and, when required, new reagents. 

7. Coordinate, assist, or perform initial competency assessment. 

8. Participate at least monthly in departmental reviews of all glucose analyzer testing and of all Inpatient 
point of care patient tests, quality control and instrument maintenance logs. Ambulatory Care 
Administration maintains documentation of patient testing, quality control and instrument maintenance 
logs. 

9. Act as a liaison between the POCT sites and the manufacturer should there be analyzer problems or 

A limited number of "bedside" laboratory tests (Point of Care Testing or POCT) have been approved by the 
Laboratory Director at Ventura County Medical Center/Santa Paula Hospital to be available to clinicians to 
provide rapid test results in the hospital and to help with treatment decisions in the clinics. 

Laboratory procedures that are done at the point of care are performed under the CLIA Laboratory Certificate 
for Provider-Performed Microscopy Procedures issued by CMS to Ventura County Medical Center/Santa 
Paula Hospital. Procedures that are approved by the Laboratory Director as Waived Tests or are listed as 
Provider-Performed Microscopy Procedures (CDC) are the only tests that may be performed at the point of 
care. Point of care testing sites include bedside and nursing stations in both hospitals, Ambulatory Care 
clinics, and the Inpatient Psychiatric Unit and clinics. 

Overall responsibility for Point of Care Testing lies with the Laboratory Director. The Laboratory Director will 
designate a Point of Care Testing Coordinator. The Point of Care Testing Coordinator will: 
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breakage that cannot be resolved on site by the POCT coordinator. 

WAIVED TESTING: 

• Blood Glucose by Nova Statstrip method 
• Hemoglobin A1c (Glycohemoglobin) by Siemens DCA Vantage 

Hemocue HB201DM for hemoglobin 
• HemoCue Hb 801 System for hemoglobin 
• Cepheid Gene Xpert COVID-19 Molecular Test for SARS-CoV-2/Flu/RSV 
• Cepheid Gene Xpert COVID-19 Molecular Test for SARS-CoV2 
• LeadCare II System for blood lead by Magellan Diagnostics 

• BinaxNOW Antigen Test Card method for SARS-CoV2 
• Dipstick for urinalysis by Multistix 10SG method (10 test pads per strip) 
• Dipstick for urine tests by Labstix method (5 test pads per strip) 
• Fecal occult blood by Hemoccult Sensa method 
• Fecal occult blood by InSureONE method 
• Urine drug of abuse by Hemousure First Sign Drug of Abuse Cup Test by Hemosure 
• One Step Fentanyl Drug of Abuse Dip Card Test by HemosureUrine drug of abuse by Abbott iCASSETTE 

Fentanyl Urine Test Cassette 
• Streptococcus A Screen by OSOM Ultra Strep A Test method 
• Urine pregnancy test by ICON 25 hCG method 
• Urine pregnancy test by Medline hCG Pregnancy Test Cassette method 
• Urine pregnancy test by Medline hCG COMBO+ Pregnancy Test Cassette method 

PROVIDER-PERFORMED MICROSCOPY (PPM): 

1. Wet mount for presence or absence of bacteria, fungi, parasites and human cellular elements 

2. Potassium hydroxide (KOH) preparations 

3. Pinworm examination 

4. Fern test 

5. Post-coital direct, qualitative examination of vaginal or cervical secretions 

6. Urine sediment examinations 

7. Nasal smears for granulocytes 

The following waived tests that are performed at Point of Care Testing sites utilize testing instrumentation: 

The following waived tests that are performed at Point of Care Testing sites do not utilize any testing 
instrumentation: 

Physician privileging for non-instrumentation Waived Testing is coordinated through the Medical Staff Office 
and the physician credentialing process. Other waived tests may be added only after review by the Point of 
Care Testing Committee and approved by the Laboratory Director. 

A physician or mid-level practitioner may perform Provider-Performed Microscopy Procedures (PPM). Mid-
level practitioners include licensed Physicians' Assistants and Nurse Practitioners. The primary instrument 
used is a microscope and the specimen is considered labile. 

The following PPM procedures may be performed: 
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8. Fecal leukocyte examinations 

9. Qualitative semen analysis (presence or absence of sperm and detection of motility) 

10. Initial and annual competency assessment for physicians performing PPM is coordinated through the 
Medical Staff Office and the physician credentialing process. In addition, the physician may perform 
Amniotest, pH of vaginal secretions. 

11. "When a physician performs waived testing that does not involve an instrument, there is no Joint 
Commission requirement for documentation of competency assessment when the test is a logical part of 
his or her specialty and the organization has specifically privileged the physician for that test." Through 
the medical staff credentialing process, individual physician may be privileged for those specific waived 
tests appropriate to their scope of practice and no further assessment of skills or documentation of 
competence would be required. 1 

COMPETENCY PROGRAM 
A. The Laboratory Director, or a qualified designee, will orient, train and assess the competency of staff and 

independent practitioners who perform waived testing. 

i. Clinical Nurse Managers (or those requested by a Clinical Nurse Manager, the Mental Health Clinic 
Coordinator, or Ambulatory Care Administration) are determined to be the "qualified designee/
superuser" after initial training from the Laboratory Point-of-Care Coordinator. 

ii. "Qualified designees/superuser" are required to perform annual competencies. 

iii. Documentation of the initial training and annual competencies of the "qualified designees/ superuser" 
are kept by the Laboratory Point-of-Care Coordinator. 

iv. Documentation of the initial training and annual competency of staff members (Clinic Assistants, 
medical assistants, LVN's, RN's, or Nurse Practitioners) are kept by the Clinical Nurse Manager or 
qualified designee. 

B. Initial orientation will include the safe use and maintenance of any instrumentation. 

C. Competency is performed initially and annually and includes at least two of the following methods per 
person per test: 

i. Performance of a test on a blind specimen 

ii. Periodic observation of routine work by the supervisor or qualified designee 

iii. Monitoring of each user's quality control performance 

iv. Use of a written test specific to the testing 

D. Initial and Annual Competency: 

The "qualified designee" will ensure that all new staff receives instruction of testing devices and operating 
policies and procedures. Initial and annual competencies will be documented utilizing two (2) methods of 
competency assessment (see #iii above). 

Competency Assessment and Remedial Action: 

◦ In the event that an employee fails to demonstrate satisfactory performance on the competency 
assessment, the deficiency is to be identified on the competency assessment form. Retraining and 
reassessment of the employee competency must occur when problems are identified with employee 
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performance. The deficiency will be resolved before the competency assessment is completed. Any 
deficiency noted for registry or temporary employees will also be reported to their employer. 

◦ Employees who do not pass initial competency evaluation may not perform those functions including 
patient testing without direct supervision. 

◦ Retraining is provided and competency reassessed and ensured by the section supervisor. 

◦ If the employee does not pass the initial competency during the probation period, the probation 
period may be extended and further retraining will be provided. 

◦ If the employee still cannot pass the competency after retraining, the Laboratory can exercise 
probationary termination. 

◦ If the employee does not pass the annual competency, retraining will be provided. The competency 
will be repeated within 30-60 days. If the employee still cannot successfully complete the 
competency, disciplinary actions will be taken as recommended by the Human Resources 
Department. 

◦ Completed competency assessments are to be filed in the employee's personnel file. 

Quality Control: 
The supervisor or manager of each Point of Care testing site will review and document each review 
at least monthly Quality Control and patient test results and also any required instrument 
maintenance. Each testing site is responsible for the performance and reporting of results for waived 
test Quality Control and patient tests, for instruments used in testing, and for supplies. 

PATIENT RESULTS: 

WAIVED TESTING OVERSIGHT: 

• Laboratory Director 
• Medical Director 
• Nursing Administration Representative 
• Ambulatory Care Administration Representative 
• Point of Care Coordinator 

REFERENCES: 

Test results for waived testing are documented in the patient's medical record. Quantitative test results in the 
patient's medical record for waived testing will include documentation of the reference ranges (normal values) 
for that test and age specific when appropriate. 

IT maintains the network components of the NovaBiomedical "Novanet." 

Point of Care Testing Committee: 

The Point of Care Testing Committee will meet when necessary to discuss adding any new test or new 
equipment, to resolve compliance problems, or to delete any test. 

The Laboratory Point of Care Coordinator will periodically review and document the review of Point of Care 
initial and annual competency assessment. 

The Joint Commission Frequently Asked Questions, "Physician Competency For Waived and P.P.M.P 
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100.114 Initial Management of Wound Botulism 
Suspect 

Policy 

Procedure 
A. Table 1 provides step-by-step instructions on how to obtain Botulism Antitoxin.  This policy and procedure 

may be printed to track and document the time when each assignment is initiated after a patient has been 
identified as potentially having wound botulism.  The steps in Table 1 may be performed simultaneously. 

B. Due to the fast advancing nature of the disease, it is imperative to have open communication throughout 
the whole process among all those who are involved in the case, including physicians (Emergency 
Department, Intensive Care Unit, Infectious Disease, residents), nurses, California Department of Public 
Health (CDPH), Ventura County Public Health, Center for Disease Control and Prevention (CDC), 
laboratory phlebotomist, pharmacist and California Highway Patrol (CHP)/courier. 

C. When clinically possible, administer antitoxin prior to surgical wound debridement and obtain cultures 
prior to the administration of penicillin.  For those who have penicillin allergy, metronidazole may be given 
as an alternative but only give after antitoxin is given. 

1. Note: Antitoxin does not reverse existing paralysis but rather prevents further progression. 

Botulism antitoxin shall be obtained in a timely manner for the treatment of wound botulism. 

Table 1. Step-by-Step task for obtaining Botulism Antitoxin 

Tasks to be completed Time 
Initiate

d 

Initial
s 

Emergency 
Department 

1. Emergency Department (ED) attending physician to call 
Intensive Care Unit and General Surgery STAT to inform them 
of wound botulism suspect. 

  

2. ED attending physician calls CDPH directly at 213-620-2855 
to discuss the case. 

  

3. ED attending physician notifies Infectious Disease (ID) 
physician. 

  

4. ED attending physician calls Ventura County Public Health   
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• Specimen type: Whole blood 
• Suspected pathogen: Botulism 
• Comments: Draw 30 mL of whole blood into red top tubes. 

This will take more than one tube. 

• Each tube must be labeled with patient’s name, date of 
birth, “pre-antitoxin serum”, date, time of collection, and 
either employee ID or Cerner ID of the staff collecting the 
specimen. 

• Bundle the tubes. 
• Obtain and complete the California Department of Health 

Services Botulism Analysis laboratory request form 
(MDL176).  See Attachment A. 

Department at 805-981-5201 during hours of 8 am to 4 pm.  For 
after hours, call Ventura County Public Health at 805-214-7057. 

5. Once approved by CDPH, ED attending orders antitoxin in 
the electronic health record as a STAT medication – Botulinum 
Antitoxin Heptavalent (H-BAT). This medication is only 
available from CDC quarantine site near LAX airport. 

  

6. ED attending physician orders PH Lab Referral (tested for 
botulism via Mouse bio assay) in the electronic health record. 

  

Laboratory 7. Laboratory personnel to collect 30 mL of blood in red-top 
tubes.  This specimen is to be sent to the Ventura County Public 
Health laboratory for processing immediately. 

  

Pharmacy 8. Pharmacist on duty will wait for phone call from CDC.  If more 
than 10 minutes has passed since the ordering of the Botulinum 
Antitoxin Heptavalent and has not received a phone call from 
the CDC, call ordering prescriber to have them contact CDPH 
again. 

  

9. Once in contact with the CDC, obtain the following 
information: 

Name of the CDC agent: 
__________________________________ 
Phone number: 
_________________________________________ 
Address: 
_______________________________________________ 

  

10. Immediately call Ventura-based CHP at 805-662-2640 to 
ask for assistance with transportation.  Introduce yourself and 
use the following script when communicating with CHP: 

“We have a patient with a life-threatening condition at 
Ventura County Medical Center. There is a life saving 
treatment that has been approved by the California 
Department of Public Health and released by the CDC and 
is only available at a CDC quarantine site near LAX airport. 
Administration of this treatment to the patient must occur as 
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soon as possible.  Please help us arrange for one-way 
transport from LAX to VCMC” 
**Emphasize the one-way transport to cut time of travel. 
Ventura CHP will need to obtain approval from Los Angeles 
County CHP** 

11. Once CHP dispatcher gets approval for one-way 
transportation of the antitoxin, provide them with the contact 
information of the CDC agent listed on step #9. 

  

12. In a case where CHP cannot provide the service, call a Los 
Angeles-based Courier from the pre-determined list in Table 2 
or call hospital on-call courier by calling hospital operator (Dial 
0) and page the courier on-call as an emergency page (STAT). 
Once in contact with an appropriate courier, explain and provide 
them with the CDC contact information. 

  

13. Once transportation has been set up, inform the physician of 
the status. 

  

14. Once medication arrives at VCMC, inform the ordering 
physician.  Prepare the medication per instructions and 
complete verification of the medication order. 

  

15. Hand-deliver the medication along with the package 
information for administration to the nurse providing direct 
patient care. 

  

Table 2. Los Angeles-based Courier Company 
(From Ventura County Public Health protocol) 

Courier Company Courier Phone Number 

A-1 Courier Service (213) 622-4000 

A-line courier service (800) 278-0452; (818) 349-9400 

Accurate Courier Service (24/7) 866-505-1465; 310-893-7091 

Apollo Courier (310) 491-0001; (800) 873-3444 

Best Delivery 888-981-4000 (24/7); 909-484-8600 

Elite Courier Services (818) 371-3963 

Express Masters (888) 514-5445 

Extra Express/STG Express 1-888-640-2244, 714-985-6000 

Jet Deliveries 800 716-7177 (24/7); 213-747-7477 

Pacific Courier (714) 278-6100 

Red Line Courier (866) 427-4258; (818) 898-1164 

Secure Transportation Courier (800) 856-9994 

24/7 Delivers (818) 843-1954 (Burbank) or 800-773-9947 
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Nurse Administration **See the package insert for complete information** 
A. Set up the administration using the Infusion Pump and a 15-micron sterile, non-pyrogenic, low protein 

binding in-line filter. 

B. The botulism antitoxin administration must be slowly titrated.  Start at the starting infusion rate and 
increase as tolerated according to Table 3). 

C. Monitor vital signs and any infusion related symptoms with each infusion rate titrations and/or every 30 
minutes until 1 hour post completion of infusion. 

D. If patient develops hypersensitivity reaction, DISCONTINUE administration immediately and start 
emergency care. 

1. Urticaria, pruritus, erythema, angioedema, bronchospasm with wheezing or cough, stridor, laryngeal 
edema, hypotension, tachycardia 

E. If patient develops discomfort or infusion-related adverse reaction, decrease the infusion rate and contact 
the physician. 

1. Infusion reaction: Chills, fever, headaches, nausea, vomiting 

A. Botulinum Antitoxin Heptavalent (H-BAT) Package Insert. Accessed 1/17/2020. 

All revision dates: 4/15/2020 

Attachments 

 California Department of Health Services Botulism Analysis Lab form MDL176.pdf 

Table 3. BAT Dosing Guide and Intravenous Infusion Rate 

Patient 
Group 

Dose Starting 
Infusion Rate 

(first 30 
minutes) 

Incremental Infusion 
Rate if Tolerated 

(every 30 minutes) 

Maximum 
Infusion Rate 

Adults 
(≥ 17 
years) 

One vial 0.5 mL/min Double the rate 2 mL/min 

Pediatric 
(1 year to < 
17 years) 

20 – 100% of adult dose 0.01 mL/kg/min 
Do not exceed 
the adult rate. 

0.01 mL/kg/min 0.03 mL/kg/min 
Do not exceed 
the adult rate 

Infants 
(< 1 year) 

10% of adult dose 
regardless of body 

weight 

0.01 mL/kg/min 0.01 mL/kg/min 0.03 mL/kg/min 

Reference 
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100.232 Code Stroke - Intravenous t-PA 
(Alteplase) Administration 

POLICY: 

PROCEDURE: 
Critical Elements 
Usual Dosage Range and Route: 
1. Verify that the attending physician has reviewed the inclusion/exclusion criteria and consulted with VCMC 

Neurology attending and/or telemedicine neurology consultant. 

2. Verify that administration will start within 4.5 hours of symptom onset or time last known well. 

3. t-PA (alteplase) dose is 0.9 mg/kg to a maximum of 90 mg. 

◦ First 10% of calculated dose given as intravenous bolus dose. 

◦ Remaining 90% of calculated dose given in an infusion over 1 hour. 

4. Document NIH Stroke Score before and after t-PA. 

5. During t-PA infusion: Vital signs/neuro checks every 15 minutes for 2 hours, then every 30 minutes for 6 
hours, then every hour for 16 hours (24 hours total). 

6. If the patient’s neurologic status declines during the t-PA infusion, stop infusion and page the Stroke 
Neurologist and/or attending physician (prepare for emergent CT as ordered). 

Equipment: 
1. One (1) vial of t-PA (alteplase)100 mg or two vials of t-PA (alteplase) 50 mg each 

2. One (1) 10 mL syringe 

3. Two (2) 19-guage needles 

To improve patient outcomes by establishing guidelines for the prompt treatment of strokes, including 
Ischemic stroke, with consideration of Intravenous t-PA (alteplase) for patients who present to Ventura County 
Medical Center (VCMC) or Santa Paula Hospital (SPH).  A Registered Nurse (RN) from the Emergency 
Department (ED) or Intensive Care Unit (ICU) is responsible for the timely administration of t-PA.  An RN may 
prepare intravenous t-PA (alteplase) at SPH if the pharmacy is closed. 
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4. One (1) blunt cannula 

5. One (1) mini-spike 

6. Standard pump tubing 

7. Intravenous infusion pump 

8. 50 mL bag of 0.9% sodium chloride 

9. Alcohol wipes 

10. Two (2) patient labels 

11. Two (2) medication labels 

Administration Protocol: 
1. It is appropriate to mix t-PA prior to CT even if not used:  See below procedure for return t-PA that is 

mixed but not administered. 

2. Verify the bolus dose, infusion dose and discard dose with the Stroke Neurologist or attending physician. 

3. For patients at SPH, reconstitute the vial of t-PA with the supplied preservative-free water. 

a. Direct stream of water into lyophilized cake 

b. Swirl but DO NOT SHAKE (slight foaming is common) 

c. Let stand several minutes to allow large bubbles to dissipate 

d. Final concentration is 1 mg/mL 

▪ Using a 10 mL syringe, withdraw the bolus dose directly from the alteplase bottle.  See attached 
dosing sheet (Attachment A) for bolus dose based on patient weight.  Fill out patient/medication 
label with all required information (patient name, medication, dosage, time, date, RN 
Signature).  Write “BOLUS DOSE” and affix label to syringe. 

▪ Enlist a second RN to complete an Independent Double Check of medication, bolus dose, 
infusion dose, infusion rate and discard dose. 

▪ Administer bolus dose via intravenous push method over one minute 

▪ Document administration of bolus dose on Medication Administration Record in EMR including 
time, dose, route, initials and signature. 

▪ Fill out patient/medication label with all required information (patient name, medication, dosage, 
time, date, RN signature).  Write “INFUSION DOSE” and affix label to alteplase bottle. 

▪ Draw waste dose from bottle and verify waste amount by verifying with second RN completing 
an Independent Double Check. 

▪ Connect alteplase bottle to IV Pump tubing, carefully priming to avoid discarding any 
medication. 

▪ Verify patency of IV site and tubing connections. 

▪ Verify that all ordered blood work has been drawn and sent. 

▪ Attach noninvasive blood pressure cuff to other arm. 

▪ Set infusion pump rate according to dosing sheet and start infusion with a total infusion of 1 
hour.  Document infusion start time and name of ordering neurologist/attending physician. 
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▪ When pump alarms “no flow above”, there is still some t-PA left in the tubing which must be 
infused.  Remove the IV Tubing connector from the alteplase bottle and attach it to a newly 
spiked 50 mL bag of 0.9% sodium chloride.  Continue the infusion until the preset volume is 
completed. 

▪ Document the end time of infusion.  Expect to see significant volume remaining in 50 mL 
0.9% sodium chloride bag. 

4. For patients at VCMC, the Pharmacy will provide the reconstituted and labeled bolus dose and infusion 
dose of t-PA. 

◦ Enlist a second RN to complete an Independent Double Check of medication, bolus dose, infusion 
dose and infusion rate. 

◦ Administer bolus dose via intravenous push method over one minute. 

◦ Document administration of bolus dose on Medication Administration Record in EMR including time, 
dose, route, initials and signature. 

◦ Connect alteplase infusion dose to IV Pump tubing, carefully priming to avoid discarding any 
medication. 

◦ Verify patency of IV site and tubing connections. 

◦ Verify that all ordered blood work has been drawn and sent. 

◦ Attach noninvasive blood pressure cuff to other arm. 

◦ Set infusion pump rate according to dosing sheet and start infusion with a total infusion of one 
(1) hour.  Document infusion start time and name of ordering neurologist/attending physician. 

◦ When pump alarms “no flow above”, there is still some t-PA left in the tubing which must be infused. 
Remove the IV Tubing connector from the alteplase bag and attach it to a newly spiked 50 mL bag of 
0.9% sodium chloride.  Continue the infusion until the preset volume is completed. 

◦ Document the end time of infusion.  Expect to see significant volume remaining in 50 mL 0.9% 
sodium chloride bag. 

Precautions and Side Effects: 
1. Hemorrhage (GI, GU, catheter puncture site, intracranial, retroperitoneal, pericardial, gingival, epistaxis) 

2. New ischemic stroke 

3. Bruising 

4. Anaphylaxis 

5. Laryngeal edema 

6. Rash, urticaria 

Protocol for Returning Unused Medication: 

• If t-PA is removed from Pyxis but not reconstituted and the packaging is intact, place in unit bin for return 
to Pharmacy. 

• If t-PA is reconstituted or the packaging is not intact and the medication was not used, place a patient 
identification label on any container holding reconstituted drug (t-PA bottle, syringe, IV bag or IV tubing. 

When t-PA is mixed, but not administered, or the packaging is damaged, the reconstituted and unused t-PA 
shall be returned to the Pharmacy for credit from the drug manufacturer. 
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Remove blunt cannula or needles from syringes).  Place containers in a plastic bag if necessary to 
prevent spillage and place in Pharmacy bin on unit for return. 

Monitoring and Care during after t-PA Infusion: 
1. Vital signs and neurological checks: 

◦ Every 15 minutes for 2 hours after starting infusion 

◦ Then every 30 minutes for 6 hours 

◦ Then every 60 minutes for 16 hours 

2. Monitor blood pressure closely and notify physician of systolic blood pressure above 180 mmHg and/or 
diastolic blood pressure above 105 mmHg. 

3. Nothing by mouth (NPO) until swallow screen has been performed and patient passes the swallow 
screen. 

4. Bed rest. 

5. Strict recording of intake and output. 

6. Avoid placement of NG tubes, bladder catheters or intra-arterial lines within 24 hours of t-PA treatment. 

7. Intramuscular injections should be avoided in the immediate 24 hours after completing t-PA infusion. 

8. Follow physician order for follow-up non-contrast head CT scan at 24 hours post treatment before starting 
anticoagulants or antiplatelet drugs. 

Competency to Respond to a Call for t-PA: 

1. Prior to responding to a Code Stroke, ED and ICU RNs will be oriented on the preparation and 
administration procedure for t-PA during a Code Stroke. 

2. After the orientation, each RN will complete a skill competency, successfully demonstrating and 
understanding the procedure (see Attachment B). 

3. t-PA competency will be re-evaluated yearly. 

All revision dates: 3/8/2022, 8/12/2019 

Attachments 

 Attachment A: t-PA Dosing Chart for Stroke Patients 

 Attachment B: t-PA Assessment and Competency 
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100.257 Malignant Hyperthermia Cart Restocking 
Process 

POLICY: 

PROCEDURE: 
Malignant Hyperthermia Cart Overview 
A. MH Carts must have the listed contents visible on the outside of the cart (see Attachment A - Malignant 

Hyperthermia Cart Medication and Supply List). 

B. MH carts must be locked with a red, serially-numbered, breakable lock at all times. 

C. MH carts must be easily accessible to Department Personnel. 

D. Malignant Hyperthermia Carts shall be located in the following locations: 

Malignant Hyperthermia (MH) Cart checks and the restocking process is essential to the access of supplies 
needed, in the event of patients with a potentially lethal syndrome caused by a hypermetabolic response of 
the skeletal muscle. This can be triggered in susceptible individuals by volatile inhalation agents and 
succinylcholine. 

See policy 100.097 Malignant Hyperthermia for assessment and treatment for malignant hyperthermia. 

Malignant Hyperthermia Cart Locations 

Hospital Unit Location IV Fluids Insulin, regular 
vials 

Ventura County Medical 
Center (VCMC) 

NT OR Core (near IR) NT OR Core 
Refrigerator 

NT OR Core 
Refrigerator 

NT OR-CS Main Pharmacy Main Pharmacy 

Central Supply 
(replacement cart only) 

Non-applicable (N/A) N/A 

Santa Paula Hospital 
(SPH) 

1OR 1OR Pyxis 
Refrigerator 

1OR Pyxis 
Refrigerator 

Central Supply 
(replacement cart only) 

N/A N/A 

100.257 Malignant Hyperthermia Cart Restocking Process. Retrieved 3/5/2025. Official copy at http://vcmc.policystat.com/
policy/17459687/. Copyright © 2025 Ventura County Medical System

Page 1 of 5

42



Malignant Hyperthermia Cart Checking 
A. Department Personnel 

1. Complete the MH cart checklist once every calendar day and upon replacement of the cart following 
use (See Attachment B - Malignant Hyperthermia Cart Checklist). 

a. Examine the external red, serially-numbered breakable lock to ensure it is intact. 

b. Record the lock number on the checklist. 

c. Check expiration dates of central supply items and medications. 

d. Record the expiration date of the item that is due to expire first on the checklist. 

e. Ensure that the bucket for ice is located on top of the cart and indicate that it is present on the 
checklist. 

f. After completing the checklist, the Department Personnel must sign the sheet. 

2. Checking the MH cart in advance of the calendar day is not permitted. 

3. For replacement carts, document the new lock number and time in the "Remarks/Corrections" 
section of the checklist. 

B. Pharmacy Department 

1. A Pharmacist shall inspect the MH cart for expired medications every month. 

2. The Pharmacist shall break the red, serially-numbered lock and visually inspect the medications 
within the MH cart. 

3. Any MH cart medications that are expiring or medications that will be expiring in the current and/or 
following month shall be replaced. 

4. Replace the red, serially-numbered lock to secure the MH cart. 

5. The Pharmacist shall apply a new medication sticker to the outside of the MH cart and record the 
following: 

NT ORCS 
(C-Section OR suite on 
2nd floor) 

NT LDR Pyxis Refrigerator 
(Outside the C-Section OR 
suite on 2nd floor) 

NT OR 

Central Supply 
(replacement cart only. No 
meds) 

Main Pharmacy Fridge 
(replacement fluids only. No 
cart) 

Main Pharmacy 
Fridge 
(replacement insulin 
only. No cart) 

Santa Paula Hospital 
(SPH) 

1OR Core 1OR Core Pyxis 
Refrigerator 

1OR Core Pyxis 
Refrigerator 

Central Supply 
(replacement cart only. No 
meds) 

Non-applicable (N/A) N/A 

IV=intravenous; IR=Interventional Radiology; NT=North Tower; OR=Operating Room; LDR=Labor/
Delivery Room; CS=C-section 
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a. New lock number 

b. Name of the medication that is due to expire first 

c. Expiration date 

d. Initials of the inspecting Pharmacist 

6. The Pharmacist shall record the date of the inspection and the new MH cart lock number on the daily 
checklist. 

Malignant Hyperthermia (MH) Cart Replacement 
A. MH carts shall be replaced after a crisis event or if a supply item or medication in the cart has expired. 

B. For expired supply items, Department Personnel are responsible for the following: 

1. The MH cart binder shall be removed from the cart before leaving the unit. 

2. The MH cart shall be taken to pharmacy by licensed personnel to drop off the medications. 

3. The MH cart shall then be delivered to Central Supply and a replacement MH cart retrieved. 

4. Transport the replacement MH cart back to Pharmacy for medications. 

5. Once the Pharmacy process is complete, the MH cart is ready for its final destination. Place the MH 
binder on the MH cart and document the new red lock number under "remarks/corrections" section of 
the MH cart checklist. 

C. For expired medications, Department Personnel are responsible for the following: 

1. The MH cart binder shall be removed from the cart before leaving the unit. 

2. The MH cart shall be taken to pharmacy by licensed personnel. 

3. Pharmacy shall replace the medication(s) and secure the cart with a new red, serially-numbered 
lock. 

4. Once the Pharmacy process is complete, the MH cart is ready for its final destination. Place the MH 
binder on the MH cart and document the new red lock number under "remarks/corrections" section of 
the MH cart checklist. 

D. Central Supply 

1. A replacement MH cart is available in Central Supply. The cart is fully stocked with in-date supply 
items and does not contain medications. 

2. Central Supply shall restock any returned MH cart. 

a. Check for and replenish used supplies 

b. Check for and replace any expired equipment and supplies 

c. Check proper function of mechanical devices 

3. Central Supply shall secure the MH cart with a lock to indication that the supplies and equipment 
have been checked and replenished. 

4. A new MH cart sticker shall be applied to the outside of the MH cart with the following: 

a. Name of the supply item due to expire first 
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b. Expiration date 

c. Initials of the person who restocked the MH cart 

E. Pharmacy Department 

1. Pharmacy staff shall open the MH cart by breaking the red lock unless already broken (e.g. carts 
used in a crisis event). 

2. Pharmacy staff shall remove all medications to enable the MH cart to be processed by Central 
Supply if indicated. 

a. In the event the MH cart was used for a crisis event, the patient shall be charged for any 
medications administered. 

3. Medications shall be checked, replenished, and initialed by a Pharmacy technician or Pharmacist. 

a. At VCMC only, the Kitcheck Program shall be used. 

b. Medication expiration dates are noted on the billing sheet and placed within the medication 
section of the MH cart (See Attachment C - Malignant Hyperthermia Billing Sheet). 

4. The Pharmacist shall check the medications for accuracy of contents and expiration. 

5. The Pharmacist shall secure the replacement MH cart with a red, serially-numbered lock. These red 
locks are stocked and controlled by the Pharmacy Department only. 

6. The Pharmacist shall apply a new medication sticker to the outside of the MH cart and record the 
following: 

a. New lock number 

b. Name of the medication to expire first 

c. Expiration date 

d. Initials of the Pharmacist 

7. The MH cart is now ready for delivery to its final destination. 

All revision dates: 1/24/2025, 3/8/2022, 11/10/2021 

Attachments 

 Attachment A - Malignant Hyperthermia Cart Medication and Supply List 

 Attachment B - Malignant Hyperthermia Cart Checklist 

 Attachment C - Malignant Hyperthermia Cart Medication Billing Sheet 
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100.275 Vasopressor Intravenous Administration 
through Peripheral Line 

Policy 

Background 

Procedure 
A. Only one vasopressor may be used for PIV administration. Administration of more than one vasopressor 

requires placement of a central line. 

B. The following conditions must be met prior to administering any vasopressor through a PIV: 

1. Patient must have two (2) working PIV in place. 

2. PIV for vasopressor use ideally will be placed in upper extremity contralateral to the blood pressure 
cuff. Do not use lower extremity PIVs to infuse vasopressors. 

3. The antecubital fossa and veins next to joints, tendons, nerves, or arteries should be avoided as well 
as any IV 
sites requiring more than 1 venipuncture. 

4. Intravenous line size 20 gauge or larger. 

The administration of vasopressors may be infused intravenously through peripheral intravenous lines when a 
central intravenous line is not available. 

Vasopressors are used in the setting of hypotension to maintain physiologic hemodynamic parameters. A 
large international database study found that every one hour delay in vasopressor initiation was associated 
with a 7% increase in mortality.1 Hence, the updated sepsis guideline by the Surviving Sepsis Guideline of 
2016 recommends the use of vasopressor earlier if needed – within 1 hour of recognition of septic shock.2 

Central line placement is recommended with the use of vasopressor due to the risk of extravasation. 
However, central line placement is associated with adverse events such as failure to obtain line, vascular 
injury, pneumothorax, hemothorax, air embolism, cardiac arrhythmias, hematoma formation, brachial plexus/
neural injury, and higher rate of central-line associated blood stream infection compared to peripheral 
intravenous line (PIV).3 Use of a PIV for the administration of vasopressors may benefit the patient by 
shortening the time to administration of important hemodynamic stabilizing medication and leading to faster 
clinical benefits. 
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5. Confirm blood return from the PIV access prior to starting vasopressor. 

6. Clearly label the PIV at the site of connection indicating use of line dedicated to peripheral 
vasopressor. 

7. Do not use a deep peripheral line (ultrasound guided) catheter > 1.75 inches long. 

8. PIVs that are proximal to the antecubital fossa may not be used for vasopressors. 

9. Emergent situation allowable exceptions: Any upper extremity standard length peripheral line is 
acceptable until patient is stable to obtain a line described from 1-8. 

C. The following vasopressors, concentrations and maximum doses are permitted for PIV administration. 
Doses higher than listed maximum infusion rates may temporarily be administered while actively 
obtaining central line. 

1. Licensed practitioner (LP) must use hospital approved order set (Adult IV Titratable Medication 
Vasoactive) and specifies the route of administration as via PIV. 

Epinephrine 2 mg/250 mL 10 mcg/min 

D. Assess PIV every shift and as needed for patency by blood return and/or ease of flushing without 
resistance. 

E. The PIV site used to administer vasopressors must be monitored for signs and symptoms of 
extravasation every two (2) hours and documented under "Infiltration Score" on the nursing flow sheet. 

1. Signs and symptoms to monitor:1 

a. Signs: Swelling, redness or blanching, blister formation, unexplained reduced IV flow rate, 
necrosis (2-4 days later), ulceration 

b. Symptoms: Tightness, burning, pain or aching tingling sensation, itchiness 

2. 

Medication Concentration Recommended maximum dose 

Norepinephrine 4 mg/250 mL 15 mcg/min 

Dopamine 400 mg/250 mL 10 mcg/kg/min 

Phenylephrine 25 mg/250 mL 240 mcg/min 

Infiltration Score on electronic health record (EHR):
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F. Duration of administration of vasopressor through a PIV should be re-assessed every 24 hours. The 
reason for duration greater than 24 hours must be documented in the EHR by the licensed practitioner 
(LP) (progress note). 

G. Nursing staff shall immediately alert the medical team if extravasation of vasopressor is suspected or 
occurs. Tissue injury is defined as erythema, blistering, skin breakdown, or necrosis in the site of 
extravasation. Treatment of extravasation shall be initiated immediately. See Extravasation policy 
(100.250 Management of Extravasation/Infiltration Due to Non-Chemotherapy Medication Administration) 

H. An Adverse Drug Reaction form must be completed and reviewed by the ICU committee and P&T 
Committee. 

Reference: 
1. Lewis T, Merchan C, Altshuler D, Papadopoulos J. Safety of the peripheral administration of vasopressor 
agents. Journal of intensive care medicine. 2019 Jan;34(1):26-33. 

2. Rhodes A, Evans LE, Alhazzani W, Levy MM, Antonelli M, Ferrer R, Kumar A, Sevransky JE, Sprung CL, 
Nunnally ME, Rochwerg B. Surviving sepsis campaign: international guidelines for management of sepsis and 
septic shock: 2016. Intensive care medicine. 2017 Mar 1;43(3):304-77. 

3. Ballieu P, Besharatian Y, Ansari S. Safety and Feasibility of Phenylephrine Administration Through a 
Peripheral Intravenous Catheter in a Neurocritical Care Unit. Journal of intensive care medicine. 2019 Nov 
22:0885066619887111. 

4. Loubani, Osama, Green, Robert. A Systemic review of extravasation and local tissue injury from 
administration of vasopressors through peripheral intravenous catheter and central venous catheters. Journal 
of Critical Care 2015; 30:653.e9-e17. 

5. Cardenas-Garcia, Jose et al. Safety of peripheral intravenous administration of vasoactive medications. 
Journal of hospital medicine 2015; 10:581-585. 

6. Nguyen TT, Surrey A, Barmaan B, Miller S, Oswalt A, Evans D, Dhindsa H. Utilization and extravasation of 
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100.280 Medicinal Leeches 
PURPOSE: 

POLICY: 

• Only FDA approved medicinal leeches will be used on patients. 
• Leeches shall be maintained at a period automatic replenishment (PAR) level deemed sufficient for 

institutional needs by the Pharmacy department. 
• Leeches shall be distributed by Pharmacy to nursing units upon a prescriber order on an as needed basis 

for an 8 hour supply. 
• Used leeches shall be disposed in a manner compliant with hospital and pharmacy standards for handling 

biohazardous material. 

DEFINITION(S): 

PROCEDURE(S): 
Equipment 
1. Medicinal Leeches 

2. Hirudo salt 

Describe the process of ordering, storing, dispensing and disposing of leeches. 

Standardize the use of leeches at Ventura County Medical Center (VCMC) in compliance with medication 
management policies and procedures. 

Ensure multidisciplinary work flows align with hospital policies and procedures. 

Ventura County Medical Center (VCMC) appropriately orders, stores, dispenses, administers, and disposes of 
medicinal leeches in accordance with FDA regulations and standards for patient safety and medication use 
management. 

Leech: An amphibious parasite of the species Hirudo medicinalis that is bred for medical use. 

Used Leech: Any leech that has left the confines of the distributing pharmacy for patient use regardless of 
whether the leech as been administered to the patient. 
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3. Distilled water 

4. Dedicated transfer device 

5. Container with wide opening and lid 

1. Bulk container (e.g., Leech mini mobile home LE-3100) 

2. Patient specific dispensing container 

Styrofoam cooler with cooling measures 

6. Labels 

Roles and Responsibilities 
Licensed Practitioner (LP) 

Pharmacy 
A. Bulk Ordering/Receiving Leeches 

1. Pharmacy shall oversee and manage inventory levels of leeches. 

2. Leeches shall be ordered directly by pharmacy through an appropriate vendor. 

3. Pharmacy will document vendor batch number when new leech shipment is received. The batch 
number should follow the leeches throughout the system. 

B. Storage 

1. Temperature 

a. Leeches shall be stored in a refrigerator (2-8o C) and light protected when not in use. 

b. It is important to avoid direct sunlight and/or sudden changes in temperature whenever possible 
when transferring leeches between containers. 

2. Salt/Water Solution 

a. Leeches shall be maintained in an appropriate 2:1 Hirudo salt and distilled water solution 

i. 0.5 grams of Hirudo salt into each liter of water. 

ii. The salt/water mixture must be made as needed and not stored in advance. 

iii. Do not keep any remaining mixture for future use. 

b. Change the salt/water mixture every other day or more often if the water looks cloudy. 

i. Dispose of dead leeches appropriately (see Disposal) and increase the frequency of water 
changes to daily. 

ii. After three daily water changes without further leech mortality, you may return to changing 
the water every other day. 

3. Container 

a. Leeches from different batches must always be stored in separate containers. 

Licensed provider shall order medicinal leeches using the Medicinal Leech order set and shall indicate the 
desired number of leeches, frequency, and duration of therapy. 
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i. Do not mix new leeches with earlier batches or shipments. 

ii. Leeches from different batches and shipments must always be stored in separate bulk 
storage containers. 

b. Leeches shall be maintained in an appropriate bulk storage container until ready for dispensing. 

i. Do not overcrowd the leeches. Follow vendors instructions for use. 

ii. Leave room for air at the top of the mobile homes. 

iii. Follow the vendor recommendations for the approximate capacity of leeches per mobile 
home. This will vary based on the size of the container. 

iv. Label the container with the date that the water was last changed and the leech batch 
number. 

C. Container Cleaning and Disinfection 

1. Once leeches have been used, empty the bulk container of any remaining water. 

2. Thoroughly rinse with distilled water. 

3. Wash the container with a hospital approved detergent. Mix the detergent per manufacturer's 
instructions for use. Rinse thoroughly. 

4. Disinfect the container with an approved disinfectant wipe (e.g., Super-SaniCloth) and allow to air dry 
completely. Do NOT use bleach. 

5. After disinfectant has completely air dried, thoroughly rinse the container two times with distilled 
water to remove all traces of disinfectants which may harm leeches. 

6. After rinsing twice, the bulk container may be used again for a new batch of leeches (see Storage 
above) 

D. Repackaging and Dispensing for Administration 

1. PPE (gloves and eye protection) shall be worn at all times when handling leeches and the 
containers. 

2. Upon notification of patient specific leech order, pharmacy shall repackage leeches for transport. 

3. Pharmacy shall repackage leeches from bulk supply into a patient specific container on demand. 

a. Place up to 2 leeches into a single, patient specific container. 

4. Leeches shall not be repackaged in advance of need. 

5. Pharmacy shall label each container with a pharmacy patient label, dispense date/time, and 
instructions for disposal. 

E. Disposal 

1. Used leeches shall not be reused or returned to the pharmacy. 

2. To terminate used leeches, nursing staff shall place 70% isopropyl alcohol in patient specific 
container with leeches and seal the container letting is stand for five (5) minutes. 

3. After all the used leeches have been terminated, nursing staff shall ensure the container is tightly 
seemed before placing the container in the proper hazardous waste container for disposal. 
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Antimicrobial Stewardship Committee 
A. Antimicrobial Stewardship committee will review patient cases where leeches were applied. 

B. The medicinal leech order set will contain a concurrent antimicrobial prophylactic order 

1. Antimicrobial prophylaxis is necessary for patients using leeches. 

2. Recommended prophylactic regimen: Prophylaxis should begin at least one hour prior to the initiation 
of leech therapy and should continue while leeches are in place and for 24 hours after removal of all 
leeches 

Nursing 

REFERENCE(S): 
1. Leeches USA – Medicinal Leeches - Leeches USA Accessed 10/18/2024 

2. McCracken JA, Koehler SM, Sharma R. Rethinking antimicrobial prophylaxis in patients receiving 
medicinal leech therapy. American journal of health-system pharmacy. 2022;79(1):e14-e19. doi:10.1093/
ajhp/zxab330 

3. Palm NM, Wesolowski JC, Wu JY, Srinivas P. Implementation of a Leeches + Antimicrobial Prophylaxis 
Order Panel to Optimize Medicinal Leech Use at a Tertiary Care Academic Medical Center. Journal of 
pharmacy practice. 2022;35(3):427-430. doi:10.1177/0897190021993683 

4. Kruer RM, Barton CA, Roberti G, Gilbert B, McMillian WD. Antimicrobial Prophylaxis during Hirudo 
medicinalis Therapy: A Multicenter Study. Journal of reconstructive microsurgery. 2015;31(3):205-209. 
doi:10.1055/s-0034-1395395 

All revision dates: 
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Approval Signatures 
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Committee 
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See Lippincott Procedures for the handling, administration, documentation, monitoring, and disposal of 
medicinal leech therapy. 
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106.028 Isolation Precautions 
POLICY: 

PROCEDURE: 
Initiation of Isolation Precautions: 
1. The nurse may initiate isolation precautions based on information obtained in the nursing assessment. 

The nurse then informs the physician of the need for an Isolation Precautions order. 

2. Physician orders the appropriate isolation/precautions. 

3. Infection Prevention department representative, Infectious Diseases physician or Infection Control 
Committee (ICC) Chairman may initiate isolation precautions. 

4. Post the appropriate Isolation/Precautions sign outside the patient room. 

Discontinue Isolation Precautions: 

Isolation precautions are used to care for the patient with a transmissible infectious agent. The purpose of 
isolation precautions is to interrupt the transmission of disease and prevent transmission of infection to staff 
and other patients. 

The use of isolation precautions is a two-tiered process. Standard precautions are used for all patients and 
the category of isolation precautions is added according to the mode of transmission of the disease. 

The following policy applies unless advised/directed otherwise by Infection Prevention and/or Infectious 
Diseases. All Ventura County Medical Center (VCMC), Santa Paula Hospital (SPH) and hospital-based 
Ambulatory Care clinic staff shall follow the guidelines below which are designed to prevent transmission of 
organisms to patients, care providers and multi-use equipment. Multiple drug-resistant organisms (MDRO), 
defined by the CDC as microorganisms, predominantly bacteria, that are resistant to one or more classes of 
antimicrobial agents, are a threat to patient and staff health and safety. It is essential to keep these organisms 
contained. Compliance with the following transmission-based precaution guidelines is required to prevent 
transmission of organisms and enhance patient and staff safety. 

See References for an alphabetical list of infectious diseases and the correct category of isolation to be used. 

A physician's order is required. 

Patient Transport 
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1. Notify receiving department of isolation status by entering the information in the electronic health record 
(EHR). Verbal communication must also occur with the receiving department prior to the patient's arrival. 

2. Limit movement of the patient throughout the hospital or clinic. 

3. When transport or movement is necessary, cover or contain the infected or colonized areas of the 
patient’s body. Airborne and droplet isolation precautions require a surgical mask be placed on the 
patient. 

4. Remove and dispose of contaminated PPE and perform hand hygiene prior to transporting patients on 
Contact Precautions. 

5. Don clean PPE to handle the patient at the transport location. 

6. Family members and visitors are required to conform to this policy and wear appropriate Personal 
Protective Equipment (PPE) as directed. 

Airborne Precautions 

1. Place the patient in a designated negative air pressure room. 

Santa Paula Hospital: 
Call the Maintenance Department at 652-3219 between 0800 and 1700h. After hours, page the 
Maintenance Department through Paging at 652-6075. 

2. The doors of these rooms must remain closed at all times when the rooms are being used for airborne 
isolation. 

3. In the event that additional negative air pressure rooms are required, contact the nursing supervisor or the 
Maintenance Department. 

1. Place the patient in a private room, until airborne isolation room is available. 

2. Patients in airborne isolation rooms must have doors closed. 

3. RNs should respond to pressure alarms in a timely manner. If staff is unable to deactivate the alarm, call 
Facilities Maintenance at ext. 6683 for assistance. 

Diseases requiring airborne precautions are transmitted via airborne droplet nuclei or small particles in the 
respirable size range carrying infectious agents. 

Patient Placement 

All staff entering airborne isolation rooms shall follow the proper procedure: enter the anteroom and allow the 
anteroom doors to completely close. Once the green light is illuminated, staff may enter the patient room. 
Once in the patient room, the green light will signal that the patient room doors have completely closed. 

Surgery Patients: Any patient who has been placed on Airborne Isolation for suspected or diagnosed illness 
and has surgery will be recovered in the OR suite and then be transported to the negative pressure room with 
the appropriate staff. 

Ambulatory Care Clinics: Each clinic has a designated room for isolation precautions. 

Behavioral Health Clinics: Clinic Administrator or designee will be made aware and client or 
participant will be instructed to wait outside until consultation is made with trained medical personnel, 
the Ventura County Behavioral Health Safety Officer or Infection Control. Client or participant may be 
referred for medical clearance. 
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1. Healthcare workers shall wear a N95 mask or Portable Air-Powered Personal Respiratory (PAPR) when 
in patient room. 

2. Susceptible persons should not enter the room of patients known or suspected to have rubeola (measles) 
or varicella (chickenpox) if other immune caregivers are available. 

3. Visitors shall wear a surgical mask.Visitors may be offered respiratory protection (i.e., N95) and should be 
instructed on the use of the respirator before entering an Airborne Illness Isolation (AII) room. 

Droplet Precautions 

Patient Placement 
• Patients on droplet precautions should be placed in a private room. 
• Cohorting only after discussion with Infection Prevention. 

• Wear a surgical mask. 

Contact Precautions 

1. Gloves and gown must be worn upon entering the room. 

2. Gloves and gown must be removed immediately upon exiting the room. 

3. Perform hand hygiene after removal of gloves and gown. 

1. Wash hands with soap and water. 

2. Do not use alcohol gel for hand hygiene. 

3. Use the Contact Precautions sign with the brown color for patients with Clostridium difficile infection. 

1. Do not share patient care equipment. 

2. Return to the designated department for cleaning and disinfection. 

Respiratory Protection 

Diseases requiring droplet precautions are transmitted a short distance, approximately three (3) feet, from the 
respiratory tract of infectious individuals to susceptible mucosal surfaces of the recipient. 

Respiratory Protection 

Diseases requiring contact precautions are transmitted by infectious agents via direct and indirect contact with 
the patient or their environment. 

Isolation supplies (PPE's, masks, etc.) are now kept in hallways closets adjacent to patient rooms. 

Gloves and gown 

Hand Hygiene and the Patient with Clostridium Difficile Infection: 

Patient Care Equipment 

Room Cleaning After Discharge 

Proper cleaning and disinfection of the patient's room after discharge is important to prevent the spread of 
infection from a contaminated environment. Inspection of the mattress for intactness between patients is also 
recommended. 
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1. Isolation sign remains outside of the room after discharge. 

2. The room is thoroughly cleaned, and then disinfected using the hospital-approved disinfectant (e.g. 
bleach-based disinfectant for Clostridium difficile). 

3. The housekeeper reverses the isolation sign in its holder so that nursing staff know the room has been 
cleaned and disinfected and is ready for the next patient. 

Multi-Drug Resistant Organism (MDRO) Isolation Quick 
Sheet 

Current Infection 
WITH Active 

Drainage/
Excretions 

Current Infection 
WITHOUT Active 

Drainage/Excretions 

Current 
Colonization 

History 
of 

Methicillin-Resistant Staphylococcus 
Aureus (MRSA) 

✓ 

Candida Auris (CAURIS) 

✓ ✓ ✓ 

Carbapenem-Resistant 
Enterobacteriaceae (CRE) 

✓ ✓ ✓ 

Vancomycin-Resistant Enterococcus 
(VRE) 

✓ 

Resistant pseudomonas, 
Carbapenem-Resistant Pseudomonas 

aeruginosa (CRPA), resistant 
acinetobacter spp, or resistant 

stenotrophomonas spp 

✓ 

Extended-Spectrum Beta-Lactamase 
(ESBL) 

Candida Auris Screening and Isolation 

• mechanical ventilation 
• indwelling medical devices, including central lines, feeding tubes, urinary catheters, etc. 
• receipt of complex or high acuity medical care 
• frequent or long healthcare stays, especially at high-risk facilities 

✓ 
up to 
4 
years 

✓ 
up to 
1 
year 

Screen patients coming from high acuity post-acute care facilities including long-term acute care hospitals 
[LTACHs] and ventilator-capable skilled nursing facilities [vSNFs]) if they are admitted to ICU unit. 

Empiric contact isolation should be applied on admission of those patients pending screening results. 

Consider screening such patients if they have high risk and admitted to other location. 

Patients with risk factors for acquiring C. auris, including: 
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• colonization or infection with other multidrug-resistant organisms 

Personal protective Equipment (PPE) utilization for 
care of all patients under Standard Precautions: 

• Wear gloves when anticipating contact with blood or other potentially infectious materials, mucous 
membranes, or nonintact skin, or potentially contaminated intact skin. 

• Change gloves and sanitize hands during patient care if the hands will move from a contaminated body-
site (e.g., perineal area, wound) to a clean body-site (e.g., face). 

• Wear a gown to protect skin and prevent soiling or contamination of clothing during procedures and 
patient-care activities when contact with blood, body fluids, secretions, or excretions is anticipated 

• Use PPE to protect the mucous membranes of the eyes, nose and mouth during procedures and patient-
care activities that are likely to generate splashes or sprays of blood, body fluids, secretions and 
excretions. Select masks, goggles, face shields, and combinations of each according to the need 
anticipated by the task performed. If a patient is coughing, use a mask. 

• During aerosol-generating procedures (e.g., bronchoscopy, suctioning of the respiratory tract [if not using 
in-line suction catheters], endotracheal intubation) in patients who are not suspected of being infected 
with an agent for which respiratory protection is otherwise recommended (e.g., M. tuberculosis, SARS or 
hemorrhagic fever viruses), wear one of the following: a face shield that fully covers the front and sides of 
the face, a mask with attached shield, or a mask and goggles (in addition to gloves and gown) 

Contact Precautions 

References: 
• Centers for Disease Control and Prevention - CDC Isolation Transmission-Based Precautions Guidelines 
• Siegel JD, Rhinehart E, Jackson M, Chiarello L, and the Healthcare Infection Control Practices Advisory 

Extended-Spectrum Beta-Lactamase (ESBL): No Isolation needed 

Clostridioides difficile: Contact precautions are required until 48 hours after resolution of all symptoms 
(fever, abdominal pain, and diarrhea) 

Diarrhea for Clostridioides difficile testing is defined as 3 or more watery stools in a 24 hour period). Only stool 
corresponding to 6 or 7 on the Bristol Stool Chart will be accepted by the laboratory for C. difficile testing. 

Other MDRO's: As identified by Infection Control Committee. 

MRSA – methicillin resistant staph aureus 

VRE – Vancomycin Resistant Enterococcus faecium, Enterococcus faecalis 

CRE – Carbapenamen Resistant Escherichia coli and/or Klebsiella pneumoniae 

Acinetobacter baumanii - multidrug resistant 

Stenotrophomonas maltophilia – multidrug resistant 

Clostridium difficile – Enteric Contact Precautions 

If there is any evidence of multidrug resistance with any other organisms, please contact the Infectious 
Disease physician for guidance. In addition, continue isolation practices for other communicable diseases 
according to policy. 
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Committee, 2007 Guideline for Isolation Precautions: Preventing Transmission of Infectious Agents in 
Healthcare Settings https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html. 

• Siegel JD, Rhinehart E, Jackson M, Chiarello L, and the Healthcare Infection Control Practices Advisory 
Committee, Healthcare Infection Control Practices Advisory Committee (HICPAC) Management of 
Multidrug-Resistant Organisms in Healthcare Settings 2006; https://www.cdc.gov/infectioncontrol/
guidelines/mdro/Last update: February 15, 2017. 

All revision dates: 
3/3/2025, 6/11/2024, 7/31/2020, 9/17/2019, 6/13/
2019, 5/1/2016, 11/1/2013, 2/1/2012, 7/1/2011, 9/1/
2008, 5/1/2006, 12/1/1999 

Attachments 

No Attachments 

Approval Signatures 

Step Description Approver Date 

Medical Executive Committee Stephanie Denson: Manager, Medical Staff Office pending 

Infection Prevention Committee Magdy Asaad: Infection Prevention Manager 3/3/2025 

Policy Owner Magdy Asaad: Infection Prevention Manager 3/3/2025 
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107.073 Bed Crisis/Census Alert 
POLICY: 

PROCEDURE: 

• Initiation of the alert will be at the direction of the Chief Medical Officer (CMO) or the Administrator on 
Duty (AOD). 

• The initiation of the alert will be based upon a variety of factors which may include but not be limited to 
the following: 

• Medicine Residents 
• Surgery Residents 

An overflow plan may be enacted when it is felt patient care demands cannot be met safely due to physical 
capacity, equipment, supplies and/or staffing limitations. The alert may be enacted specific to an individual 
unit, service, or the organization. 

The priority will always continue to be providing safe care. This may mean that some care may be omitted or 
decreased in frequency to assure required care needs are met. 

The priority will always continue to be providing safe care. This may mean that some care may be omitted or 
decreased in frequency to assure required care needs are met. 

A. Initiation - 

1. More than 8 - 10 patients holding without hold nurses; or 8 - 10 patients boarding with hold nurses with high 
acuities (e.g. ICU, DOU). 

2. More than 12 holds with hold nurses. 

3. Number of PACU admits to be placed in comparison to beds available. 

B. Communication - 

The Hospital Operator will be directed by the CMO or AOD to send the following alert: 

"Bed Crisis: __X___ patients holding in the ED. Please address discharges first thing this morning. Attending 
physicians please assist teams in expediting discharges." 

To the following individuals: 
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• Orthopedic Residents 
• The five (5) attending physicians for the Inpatient Medicine teams 
• The General Surgery attending on service 
• The Orthopedic Surgery attending on service 
• The Neurosurgery attending on service 
• The ICU Intensivists on service. 

A. Initiation - 

◦ Initiation of the alert will be at the direction of the Chief Medical Officer (CMO) or the Administrator 
on Duty (AOD). 

◦ The initiation of the alert will be based upon a variety of factors which may include but not be limited 
to the following: 

1. More than 8 - 10 patients holding without hold nurses; or 8 - 10 patients boarding with hold 
nurses with high acuities (e.g. ICU, DOU). 

2. More than 12 holds with hold nurses. 

3. Number of PACU admits to be placed in comparison to beds available. 

B. Communication - 

The Hospital Operator will be directed by the CMO or AOD to send the following alert: 

"Bed Crisis: __X___ patients holding in the ED. Please address discharges first thing this morning. 
Attending physicians please assist teams in expediting discharges." 
To the following individuals: 

◦ Medicine Residents 

◦ Surgery Residents 

◦ Orthopedic Residents 

◦ The five (5) attending physicians for the Inpatient Medicine teams 

◦ The General Surgery attending on service 

◦ The Orthopedic Surgery attending on service 

◦ The Neurosurgery attending on service 

◦ The ICU Intensivists on service. 

◦ Case Management Director and Supervisor 

C. Next Steps 

◦ Ancillary services leaders will reprioritize work to see patients who require services to be 
discharged. 

◦ Medicine and surgery teams postpone teaching rounds until after discharge rounds are complete. 

◦ Housekeeping: triage room requests in collaboration with nursing supervisor to ensure rooms are 
turned over in order of need. 

◦ Unit Medical Office Assistants (MOA) work with case management to coordinate transportation for 
any patients with discharge orders for whom rides are not immediately available. 
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All revision dates: 7/29/2024, 3/9/2021 

Attachments 

No Attachments 

Approval Signatures 

Step Description Approver Date 

Medical Executive 
Committee 

Stephanie Denson: Manager, Medical Staff Office pending 

Hospital Administration Minako Watabe: Chief Medical Officer, VCMC & SPH 1/15/2025 

Hospital Administration Osahon Ekhaese: Chief Operating Officer, VCMC & SPH 8/5/2024 

Nursing Administration Sherri Block: Associate Chief Nursing Executive, VCMC & SPH 7/29/2024 

Nursing Administration Danielle Gabele: Chief Nursing Executive, VCMC & SPH 7/29/2024 

Policy Owner Danielle Gabele: Chief Nursing Executive, VCMC & SPH 7/29/2024 

The Medical Staff Office at the direction of the Chief Medical Officer (CMO) or designee will notify medical 
staff chairs, medical staff leadership and hospitalists to assist in early disposition and discharge of patients. 
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108.034 Labeling of IV/Central Line/Arterial Line 
Sites and IV Tubing and Fluids 

POLICY: 

PROCEDURE: 
Equipment: 

• Labels 

Therapy Types: Peripheral intravenous Intravascular (PSV), Arterial, Central 
Venous 
1. IV administration set priming: 

Select the correct label in accordance to the date it must be replaced as indicated by the type of infusate 
and Lippincott Nursing Practice Guidelines. Write in the initiation date, time and your initials on the label. 

2. IV bag preparation: 
Label the bag with the patient's name and identification number, the date and time of initiation, the bag 
number (if applicable), the ordered rate and your initials. 

3. IV solution change: 
Label the new IV solution container with the date, time, and your initials of change/initiation. 

4. IV administration set (tubing) change: 
Select the correct label in accordance to the date it must be replaced as indicated by the type of infusate 
and Lippincott Nursing Practice Guidelines. Write in the initiation date, time and your initials on the label. 

5. IV secondary line drug infusion: 
Select the correct label in accordance to the date it must be replaced as indicated by the type of infusate 
and Lippincott Nursing Practice Guidelines. Write in the initiation date, time and your initials on the label. 

Dressing Change(s) 

To direct the nursing practice of Ventura County Medical Center, Santa Paula Hospital and Ambulatory Care 
clinics, in collaboration with Infection Prevention and based on the Centers for Disease Control and 
Prevention (CDC) and Infusion Nurses Society (INS)recommendations, on the process of labeling any 
catheter insertion, dressing change and IV tubing (see Attachment A). 

Transparent semipermeable dressings should be changed every 5 to 7 days, and gauze dressings 
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1. Central venous tunneled and non-tunneled catheter dressing change: 
Label the dressing with the date, time and your initials on the date you changed the dressing. 

2. IV dressing change: 
Label the dressing with the date, time and your initials on the date you changed the dressing. 

3. Peripherally inserted central catheter (PICC) dressing change: 
Label the dressing with the date, time and your initials on the date you changed the dressing. 

4. Wound dressing change: 
Label the dressing with the date, time and your initials on the date you changed the dressing. 

REFERENCES: 
1. O’Grady, N.P., Alexander, M., Burns, L.A., Dellinger, E.P., Garland, J., Heard, S.O., . . . Healthcare 

Infection Control Practices Advisory Committee (HICPAC). (2011).  Guidelines for the  prevention of 
intravascular catheter-related infections, 2011.  

2. Safe Injection Practices to Prevent Transmission of Infections to Patients, Injection Safety | CDC.  This 
page illustrates Sections III.A.1.b, III.A.1.c, IV.H, and IV.I from the  2007 Guideline for Isolation 
Precautions: Preventing Transmission of Infectious Agents in Healthcare Settings. 

3. Standard 41. Vascular access device (VAD) assessment, care, and dressing changes. Infusion therapy 
standards of practice. (2016). Journal of Infusion Nursing, 39, S81–S84. (Level VII) 

4. Groski, L, Hadaway, L, Hagle, ME, McGoldrick, M, Orr, M, & Doellman, D. (2016). Infusion therapy 
standards of practice. J Infus Nurs, 39 

All revision dates: 3/21/2019 

Attachments 

No Attachments 

Approval Signatures 

Step Description Approver Date 

Medical Executive 
Committee 

Stephanie Denson: Manager, Medical Staff Office pending 

Nursing Administration Danielle Gabele: Chief Nursing Executive, VCMC & SPH 2/15/2025 

Nursing Administration Sherri Block: Associate Chief Nursing Executive, VCMC & SPH 2/11/2025 

Policy Owner Sherri Block: Associate Chief Nursing Executive, VCMC & SPH 2/11/2025 

should be changed every 2 days.  If signs and symptoms of infection are present or if the dressing 
becomes visibly soiled, loosened, or dislodged, an immediate dressing change is necessary to 
closely assess, clean, and disinfect the site. 
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108.044 Clinical Implementation Guide for: 
Electrocardiogram Guided Tip Confirmation 
System During Peripherally Inserted Central 

Catheter Placement 
POLICY: 

SCOPE: 
1. This applies to RNs at Ventura County Medical Center who have successfully completed population 

appropriate training and demonstrated competency in Vascular Access device insertion, care and 
maintenance, patient/caregiver education across the care continuum. 

2. RNs must also have completed the online education course on the ECG guided tip confirmation system 
(TCS) and yearly ECG PICC competency checkoff. 

DEFINITION(S): 

EQUIPMENT: 
1. Sherlock 3CG Tip Confirmation System 

2. Site Right Portable Ultrasound Machine 

3. PICC Catheter with Sherlock 3CG Tip Positioning System (TPS) Stylet 

To provide guidelines to facilitate standardization of practice for insertion by Registered Nurses (RN) of 
Peripherally Inserted Central Catheter (PICC) using Electrocardiogram (ECG) Guided catheter tip 
confirmation. 

The ECG guided TCS is indicated for guidance and positioning of the PICC. The ECG TCS provides real-time 
catheter tip location information by using the patient’s cardiac electrical activity. ECG TCS is indicated for use 
as an alternative method to chest x-ray and fluoroscopy for PICC tip placement confirmation in adult patients. 
Limiting but not contraindicated situations for this technique are in the patients where alterations of cardiac 
rhythm change the presentation of the P-wave as in atrial fibrillation, atrial flutter, severe tachycardia, and 
pacemaker driven rhythms. In such patients, who are easily identifiable prior to PICC insertion, the use of an 
additional method is required to confirm catheter tip location. 
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PROCEDURE(S): 
1. Prepare ECG Sensor: 

a. Enter patient identification information (name, medical record number, date of birth). 

b. Slide the fin assembly onto the sensor until fully seated and place the sensor in protective cover. Do 
not use excessive force when connecting or disconnecting the fin assembly to or from the sensor or 
equipment damage may occur. 

c. Position sensor on patient’s chest with the top of sensor above the sternal notch and centered on the 
sternum. Place sensor as flat as possible for best result. 

d. Prepare and attach the external ECG electrodes to the lead wires. Ensure electrode locations are oil-
free, completely dry, and on intact skin (e.g., not over open wounds, lesions, infected, or inflamed 
areas. Discontinue electrode use immediately if skin irritation occurs. 

e. Attach electrodes to all the lead wires. Remove backing and press firmly onto skin at the specified 
locations: 

▪ Place BLACK electrode lead wire on patient’s lower right shoulder 

▪ Place RED electrode lead wire on lower left side, inferior to the umbilicus and laterally along the 
mid-axillary line. CAUTION: Placement of the red lead wire outside of this region may result in 
reduced ECG performance. 

2. Evaluate baseline ECGs: 

a. Turn on TCS and note external waveform. 

b. Verify that P-wave is present and identifiable and consistent on the main screen. 

c. If no persistent or regular P-wave is identified, continue with procedure utilizing magnetic tracking 
and external measurements followed by tip confirmation via alternative method (i.e., x-ray or 
fluoroscopy). 

d. Adjust ECG scale as needed to endure that entire ECG waveforms are visible in the ECG window 
throughout the insertion procedure. 

3. Catheter Tip Guidance and Positioning 

a. Follow Tip Locating System (TLS) “Instructions for Use” for magnetic navigation. 

b. Insert catheter until the magnetic navigation shows stylet icon (Sherlock Spyglass) moving 
consistently downward. 

c. Continue to slowly advance the catheter until the catheter is inserted to the external measurement 
determined prior to insertion and/or negative P-wave deflection is noted. Do not rely on ECG signal 
detection for catheter tip positioning when there are no observable changes in the intravascular P-
wave. In this case, rely on magnetic tracking and external measurement for tip positioning and use 
chest X-ray or fluoroscopy to confirm catheter tip location as per policy and clinical judgement. 

d. Press theActivate FREEZE buttonfunction on TCS. This will save the current waveform on the right-
side reference screen for later comparison. Repeat as needed. 

e. SLOWLY adjust catheter tip position until the maximum P-wave amplitude is reached. Compare main 
screen waveform to reference screen waveform while closely monitoring for negative P-wave 
deflection. 
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f. If negative deflection prior to P wave present, adjust catheter tip position to maximum P-wave 
amplitude with no negative deflection 

g. Advance or retract catheter from maximum P-wave to place tip in desired location (the cavoatrial 
junction of the superior vena cava). 

h. Note catheter exit site marking (centimeters from exit site to hub) and document on TCS screen. 

i. To record waveforms at the final catheter tip position, pressactivate FREEZE buttonfunction on TCS. 
Press theActivate “PRINT” buttonfunction to save image 

4. PICC RN/ Vascular Access Specialist inserting the catheter will notify the RN/ provider for authorization of 
line use. The PICC RN/ Vascular Access Specialist may order radiograph at his or her discretion when 
clinically indicated. PICC RN/Vascular Access Specialist will place an order to use the vascular access 
device. 

5. TCS Documentation: Upon successful insertion and TCS confirmation, the PICC RN/ Vascular Access 
Specialist will follow Ventura County Medical Center process to ensure the ECG waveform determining 
optimal tip position will be entered into the medical record. 

6. When ECG TCS is used to determine optimal PICC tip placement in the SVC, no radiographic 
confirmation is required. ECG technology has been proven to be a more accurate determination of tip 
placement than radiographs (per INS Standards). If there is a discrepancy between tip confirmation with 
ECG TCS and chest X-ray (CXR) read, ECG TCS is considered to be the more accurate of the two 
technologies. The Vascular Access Specialist inserting the catheter may approve use of the line per 
policy when the appropriate change in the P wave is noted. At the time of placement, the external 
catheter measurement will be documented. 

REFERENCES: 
a. Infusion Nurses Society (2016). Policies and Procedures for Infusion Nursing, (4th Ed.) Norwood, MA: 

Author 

b. BARD Access Systems (2013). Sherlock 3CG Tip Confirmation System, www.bardaccess.com 

c. Appl Health Econ Health Policy (2016). Sherlock 3CG Tip Confirmation System for Placement of 
Peripherally Inserted Central Catheters: A NICE Medical Technology Guidance, Megan D. 
www.springerlink.com 

All revision dates: 1/17/2025, 3/14/2023 

Attachments 

 Sherlock PICC Tip Confirmation Sheet.pdf 
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108.057 Clostridium Difficile Screening and 
Testing 

Policy and Functions to be Performed: 

Purpose: 

To provide a guideline and standardized procedure for the Registered Nurse (RN) to obtain Clostridium 
dificileClostridioides difficile (C. Diff) specimen. 

It is the policy of Ventura County Medical Center and Santa Paula Hospital that all standardized procedures 
are developed collaboratively and approved by the Interprofessional Practice Committee (IPC), whose 
membership consists of Physicians, Registered Nurses (RN), Pharmacists, Advanced Practice Nurses and 
Administrators. Standardized procedures are reviewed every three years. 

To outline and define responsibility in performing interventions requiring a physician order in accordance with 
the California Board of Registered Nursing and the Nursing Practice Act, all approved standardized 
procedures will be kept in Policy Stat. The Registered Nurse, as outlined in the Nurse Practice Act, Business 
and Professions Code Section 2725, is authorized to implement appropriate standardized procedures or 
changes in treatment regimen after observing signs 3 and symptoms of illness, reactions to treatment, general 
behavior, or general physical condition, and determining that these exhibit abnormal characteristics. 

Nursing will utilize this procedure for all hospitalized patients presenting with diarrhea that meet the criteria as 
listed on the algorithm. Nursing will enter an order for C.diff PCR power plan in Cerner for those patients who 
meet the criteria and will follow the required steps. This protocol was developed in partnership with nursing 
leadership and medical staff leadership including infection prevention. All revisions will be presented to the 
appropriate medical staff committees for approval. 

Nursing will utilize this procedure for all hospitalized patients presenting with diarrhea upon admission. 

According to the CDC, Clostridium difficile infection (CDI) now rivals MRSA as the most common organism to 
cause healthcare-associated infections and is one of the most problematic pathogens in healthcare 
institutions. There are several infection prevention strategies to combat this spore-producing organism. This 
nurse-driven protocol focuses on the importance of early identification and isolation of patients with suspected 
CDI. Important steps to take to mitigate the potential for spread include early identification of patients 
presenting with diarrhea that meets the criteria as stated on the algorithm, prompt initiation of contact 
isolation, and prompt stool collection. 
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Roles and Responsibilities 
A. Scope of supervision required 

1. The RN is responsible and accountable to the Chief Nurse Executive or designee. 

2. Overlapping functions are to be performed in areas which allow for a consulting provider to be 
available to the RN by phone or in person. 

3. Provider consultation is to be obtained under the following circumstances 

a. Emergency conditions requiring prompt medical intervention 

b. Upon the request of the patient, RN or physician 

c. Anytime any deviation from this procedure is necessary 

B. Requirements for the RN 

1. Active California RN license 

2. Life support certification: Basic 

3. Special training: formal orientation to OG/NG tube placement and maintenance with demonstrated 
competency validation 

C. Evaluation of the RN competence 

1. Initial upon hire to department: the Nurse director/delegate will assess the RN's ability to perform the 
procedure 

2. Annually: the Nurse director/delegate will evaluate the RN's ability to perform this procedure during 
performance review cycle 

D. All RNs are deemed competent to perform this procedure after completing initial nursing orientation upon 
hire. Records of orientation completion are available in the Nursing Education department. 

Procedure 
A. Nursing will utilize the steps as outlined on the algorithm to direct care for patients with diarrhea. Note in 

addition that only stool type 6 or 7 on the Bristol Stool Scale meets criteria to be sent for C diff testing. 
RN will order C diff test under the standardized protocol order type which requires a physician or licensed 
practitioner (LP) co-sign. 

B. Upon admission to any VCMC or SPH department, the nurse will determine if the patient already has 
known C Diff infection and/or is undergoing C diff treatment, or if the patient is on stool softeners (or was 
within last 24 hours). If yes, the nurse does not need to collect a specimen and will just place the patient 
in contact isolation. 

C. In all other cases, the nurse will follow the attached algorithm to for C. diff testing. The order for test must 
be entered into Cerner using the workflow in the attachment. 

D. If PCR is negative, RN can discontinue contact isolation. 

A. The RN will complete an admission intake in the electronic health record (EHR) for all admitted patients. 
As part of this intake, the RN will ask the patient if they have had > 3 loose stools in the last 24 hours. If 
answer to this question is yes based on patient response or RN assessment of loose stools, the 
electronic health record (EHR) will generate an order for C diff PCR. As soon as possible, the specimen 
should be collected and sent to the lab for testing. 
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B. NOTE: Loose stool is determined by the Bristol Stool scale (score 6 or 7). See attachment. 

C. If PCR is negative, RN can discontinue contact isolation. If positive, a reflex toxin test will be completed 
to determine colonization versus active infection. 

Documentation 

A. Admission intake in EHR 

B. Patient stool patterns and output 

C. Complete the lab specimen task 

D. Label the specimen appropriately with patient identifying information 

E. Other details as appropriate. 

All revision dates: 3/4/2025, 1/10/2025, 1/2/2024, 11/4/2022 

Attachments 

 Attachment C: Bristol Stool Form Scale 
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Document in patient chart the following: 
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AC.22 Forensic Victim Evidentiary Examinations 
by Forensic Examiner (FE) 

POLICY: 

PROCEDURE: 

Definitions: 
• Forensic Examiner (FE): A licensed clinical personprofessional that has completed specialized 

education and clinical preparation in the medical forensic care of the patient who has experienced sexual 
assault or abuse. 

• California State Mandated Form: State of California form used to document sexual assault detailsthe 
examination and findings by the Forensic Examiner, I(i.Ee., 923, 924, 925, 930, 900, 950, 502) or the 
electronic equivalent. 

• Children and Family Services: (CFS) 
• Sexually Transmitted Infection: (STI) 
• Law Enforcement: (LE) 
• Centers for Disease Control and Prevention: (CDC) 
• Ventura County Medical Center: (VCMC) 
• Violence against Women and Department of Justice Reauthorization act of 2005: (VAWA 2005) 
• Ventura Family Justice Center: (VFJC) 
• Safe Harbor: Location in which forensic exams may be performed 

The Forensic Examiner (FE) at the Forensic Examination Program shall conduct forensic examinations of 
adults and children who are victims of sexual assault, domestic violence, and physical abuse in accordance 
with the California Nursing Practice Act/ Scope of Regulation, Business and Professional Code, California 
Health and Safety Code 1281, Penal Code sections 13898, 13823-13823.11, and 1160; and Ventura County 
Healthcare Agency policies. Examination findings and evidence collected will be provided to the agency 
requesting and authorizing the examination (i.e., law enforcement or Child and Family Services). 

The following is the standardized procedure for the examination, documentation, treatment, and 
communication of findings of sexual assault, domestic violence, and child sexual assault and physical abuse 
victims. 
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Procedure Key Points: 

The FE will adhere to a standardized procedure for the examination, collection of evidence and the 
administration of prescription medication. 

A. The FE shall perform a forensic examination on a victim that presents with a complaint of sexual assault, 
domestic violence or child sexual /or physical abuse and is accompanied or referred by LE, CFS or in 
accordance with the Violence Against Women and Department of Justice Reauthorization Act of 2005 
(VAWA 2005). 

B. The FE is required to follow the recommendations outlined in the state protocolappropriate California 
State Protocol when preforming an examination for collection of forensic evidence https://www.ncjrs.gov/
pdffiles1/ovw/241903.pdfand documentation. 

C. The FE shall utilize state forms 900Cal OES 2-900, -923, 924, -930, -950, -502 or the electronic 
equivalence of such forms for documenting the examination. For VAWA 2005 forensic exams, FEs will 
utilize 2-923 exam form pages 2-8; the patient will sign the 2-924 consent form. 

Medications administered to sexual assault victims will be given according to established treatment 
guidelines for prevention of sexual transmitted infections and/or the prevention of pregnancy. Medications 
given will be in accordance with the CDC guidelines for sexual assault, and the current Forensic 
Examination Program Standardized Procedure for Administration of Medication to Sexual Assault Victims 
(Attachment C). 

Forensic Examination Procedure Followed by FE: 
1. LE or CFS shall contact the Safe Harbor office to request a forensic evidence examination. Outside of 

regular Safe Harbor business hours, the requesting agency will contact the on-call after-hours telephone 
service, who will then contact the FE on call. The FE will respond to one of the three Safe Harbor centers 
within one hour (or one and one half hours if traveling to the further center) after being notified, and will 
then conduct the forensic examination. Exceptions: 

a. If a victim presents with significant acute injury and/or trauma, the medical needs of the patient shall 
be addressed by a physician prior to the forensic examination. The victim should be transported to 
the VCMC or Santa Paula Hospital Emergency Department (or other nearest emergency 
department). 

b. If a victim with medical complaints presents to a hospital, either self-referred or by ambulance, and 
reports a sexual assault incident, that patient will be registered as an emergency department patient 
and undergo a required medical screening examination. The hospital will call local LE to report the 
assault. The LE agency will provide authorization for a sexual assault evidentiary examination. Upon 
discharge from the hospital, the LE agency will transport or direct the victim to Safe Harbor or the 
VFJC. 

c. If a victim without medical complaints presents to a hospital, either self-referred or by ambulance, 
and reports a sexual assault, the victim will not be registered as an emergency room patient. The 
victim will be placed into a private area, and law enforcement will be called. LE will then transport or 
direct the victim to Safe Harbor. 

d. At the request of LE and the treating physician, the FE may respond to a local hospital for the 

The FE will adhere to the standardized procedure for the examination, collection of evidence, Pregnancy and 
STI testing, and the administration of medication (Attachment C and G). 
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purpose of forensic evidence collection on a victim who cannot be medically discharged, and when 
evidence collection would be compromised by waiting until the patient is medically discharged. 

e. If an adult sexual assault victim does not wish to cooperate with the criminal investigation in regards 
to a sexual assault case, but is willing to have an evidentiary examination, an exam will be 
performed in accordance with VAWA 2005. 

2. Per California Penal Code Section 679.04 (a), a rape crisis advocate will be requested to be present for 
the forensic interview and examination. During Safe Harbor business hours, the program coordinator will 
request a rape crisis advocate be present. After business hours, the advocate will be requested by the 
after-hours telephone service or LE. 

3. The FE will obtain information from the victim (name, date of birth, contact information), and will obtain 
consent for the forensic examination, evidence collection, interview and photography per the state 
protocol. 

4. With the consent and knowledge of the victim, the FE will conduct a recorded medical interview of the 
assault history provided by the victim.. 

◦ At the beginning of the recording, the FE shall state the examiners name, victim name, date, time, 
and who is in the room. 

◦ The recording of the interview will be given to the authorizing agency by request, and a copy will be 
kept in a secure electronic database. 

◦ The medical interview will include current and past medical history, including a review of symptoms. 

5. If the victim has Limited English Proficiency and the FE is unable to communicate competently, the FE 
will ensure reasonable language accommodation using the AT&T Language Line. 

6. A forensic examination and collection of evidence will be performed according to state protocols and 
local LE policy. 

7. A colposcope with a camera or digital image system will be used for examination and documentation of 
the condition of the genitalia. 

a. State forms 923, 925, 930, or 950 will be used to document the forensic examination. 

b. Photography will be utilized to document other physical evidence from the body, if applicable. 

c. Photographic evidence will be stored by the Forensic Examination Program in a secure electronic 
database and will not be released without a court order or request from the District Attorney’s Office 
or authorizing LE agency. If photographs are requested by the District Attorney’s Office, they will be 
sent electronically in an encrypted format by the Medical Coordinator or copied onto a CD and 
transported by an approved County Courier. 

d. Photographs may be reviewed by the requesting LE agency after the completion of the examination 
or by appointment with the Medical Coordinator. 

8. The FE will collect blood and/or urine from the victim for toxicology at the request of LE or at the 
discretion of the FE when warranted by the history or condition of the patient. The samples will be given 
to LE to be transported to the crime lab. 

9. The genital examination of the sexual assault victim may include, depending on assault history, a vaginal 
speculum on female victims and or an anal scope examination on post-pubescent victims age 12 years 
and older (Attachment A and B). 

10. A urine pregnancy test will routinely be done on all pubescent and adult premenopausal females. 
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11. Under the supervision of the Medical Director, the FE may administer prescription medication to (1) 
provide prophylaxis for STI's or provide post-coital contraception. Medication will be offered to the victim 
if the sexual assault examination reveals an indication for medication due to physical findings and/or 
history of vaginal, oral, or rectal penetration, or the risk of pregnancy (Attachment C). 

12. The victim must not have allergies or medical history that would contraindicate use of the particular 
medication. 

a. For the administration of post-coital contraception, the victim must have a negative pregnancy test 
at the time of the examination and sign a consent for emergency contraception medication. 

13. The victim shall be given written aftercare instructions specific to the assault. 

a. If, during the course of the examination, it is discovered the victim has a medical condition either 
related or unrelated to the sexual assault that requires medical treatment or follow up, the victim 
shall be referred to the VCMC emergency room or Simi Valley emergency room. 

b. Information on referral sources for crisis intervention, mental health therapy, California State victims 
of crime aid or medical follow-up shall be provided to the victim by a victim advocate. 

c. A laboratory slip will be provided to the victim of sexual assault. Labs can be drawn at any Ventura 
County hospital or clinic free of charge to the victim. The victim should be instructed to obtain labs 
the next business day. The results of the labs will be given to the victim as needed, generally within 
two to three weeks, by the Medical Coordinator of the Forensic Examination Program. 

14. Procedures for evidence chain of custody shall be followed. Evidence collected shall be given to the LE 
agency present at the time of the examination. 

15. Paper charts will be kept locked at Safe Harbor for ten years. After ten years, paper charts will be 
destroyed per Health Care Agency policy. An electronic copy of all charts will be stored using the 
Forensic Examination Program's approved electronic records storage database. Copies of records will be 
released per Safe Harbor policy. 

A. If a victim presents with significant acute injury and/or trauma, the medical needs of the patient shall be 
addressed by a physician prior to the forensic examination. The victim should be transported to the 
VCMC or Santa Paula Hospital Emergency Department (or other nearest emergency department). 

B. If a victim with medical complaints presents to a hospital or outpatient medical facility, either self-
referred or by ambulance, and reports a sexual assault incident, that patient will be registered as a 
patient and undergo a required medical screening examination. The facility will call local LE to report the 
assault. The LE agency will provide authorization for a sexual assault evidentiary examination. Upon 
discharge from the hospital or clinic, the LE agency will transport or direct the victim to Safe Harbor or the 
VFJC. 

C. If a victim without medical complaints presents to a hospital or outpatient setting, either self-referred or by 
ambulance, and reports a sexual assault, the victim will not be registered as a patient. The victim will be 
placed into a private area, and law enforcement will be called. LE will then transport or direct the victim to 
Safe Harbor. 

D. At the request of LE and the treating physician, the FE may respond to a local hospital for the purpose of 

1. LE or CFS shall contact the Safe Harbor office to request a forensic evidence examination. Outside of 
regular Safe Harbor business hours, the requesting agency will contact the on-call after-hours telephone 
service, who will then contact the FE on call. The FE will respond to the appropriate facility within 90 minutes 
for the forensic examination. Exceptions: 
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forensic evidence collection on a victim who cannot be medically discharged, and when evidence 
collection would be compromised by waiting until the patient is medically discharged. The Forensic 
examiner will provide recommendations for pregnancy and STI testing and prophylaxis to the treating 
provider. 

E. If an adult sexual assault victim does not wish to participate with the criminal investigation in regards to a 
sexual assault case, but is willing to have a forensic examination, an exam will be performed in 
accordance with VAWA 2005. 

A. The victim must not have allergies or medical history that would contraindicate use of the particular 
medication. 

a. For the administration of post-coital contraception, the victim must have a negative pregnancy test 
at the time of the examination and sign a consent for emergency contraception medication. 

B. The victim shall be given written aftercare instructions specific to the assault. 

a. If, during the course of the examination, it is discovered the victim has a medical condition either 
related or unrelated to the sexual assault that requires medical treatment or follow up, the victim 
shall be referred to the VCMC emergency room or Simi Valley emergency room. 

b. Information on referral sources for crisis intervention, mental health therapy, California State victims 
of crime aid or medical follow-up shall be provided to the victim by a victim advocate. 

c. A laboratory slip will be provided to the victim of sexual assault. Labs can be drawn at any Ventura 
County hospital or clinic free of charge to the victim. The victim should be instructed to obtain labs 
the next business day. The results of the labs will be given to the victim as needed, generally within 
two to three weeks, by the Medical Coordinator of the Forensic Examination Program. 

C. Procedures for evidence chain of custody shall be followed. Evidence collected shall be given to the LE 
agency present at the time of the examination. 

2. Per California Penal Code Section 679.04 (a), a victim advocate will be requested to be present for the 
forensic interview and examination as part of the multidisciplinary response. 

3. The patient will be registered in the VCMC electronic health record with the prefix SANE-Last name, First 
name (SANE-Doe, Jane). 

4. Following the State of California state protocol, the FE will explain the information and consent sections of 
the examination process and obtain the patient's signature for the examination. 

5. If the victim has Limited English Proficiency and the FE is unable to communicate competently, the FE will 
ensure reasonable language accommodation using the HCA translation service. 

6. A forensic examination and collection of evidence will be performed according to state protocols and local 
LE policy. 

7. A urine pregnancy test will routinely be done on all pubescent and adult premenopausal females. Point of 
Care STI testing will be offered to all 

8. Under the supervision of the Medical Director, the FE may administer prescription medication to provide 
prophylaxis for STI's or provide post-coital contraception. Medication will be offered to the victim if the sexual 
assault examination reveals an indication for medication due to physical findings and/or history of vaginal, 
oral, or rectal penetration, or the risk of pregnancy (Attachment C). STI testing will be offered to the patient 
based on patient history and physical assessment (Attachment G). 
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D. Paper charts will be kept locked at Safe Harbor for ten years. After ten years, paper charts will be 
destroyed per Health Care Agency policy. An electronic copy of all charts will be stored using the 
Forensic Examination Program's approved electronic records storage database. Copies of records will be 
released per Safe Harbor policy. 

FE Training or Special Education Requirements: 

1. Medical interviewing.Medical history-taking. 

2. Identifying and describing pertinent female and male genital and anorectal anatomical structures. 

3. The spectrum of potential evidence and physical findings present in these cases. 

4. STI evaluation and prophylaxis. 

5. Indications for both medical and forensic follow-up. 

6. Obtaining both crisis intervention and longer term counseling. 

7. Utilizing patient history to perform a complete forensic medical examination. 

8. Forensic examination techniques. 

9. Using enhancement techniques for detection and documentation of findings, i.e., colposcopy, digital 
camera, forensic photography, and Toluidine Blue. 

10. Collecting, labeling, documenting, and preserving all types of evidence for analysis by the crime 
laboratory. 

11. Maintaining and documenting chain of custody for evidence. 

12. Identifying and documenting injuries. 

13. Interpreting physical findings. 

14. Collecting toxicology and reference samples. 

15. Completing the standard CalEMACal OES form used for forensic medical results of the exams. 

16. Preventing loss, degradation, and contamination of evidence. 

17. Proper evidence collection and preservation procedures. 

18. Developing conclusions and interpretations of findings. 

19. Discussing findings and assessments with law enforcement, social service investigator, and attorneys. 

20. Providing expert witness testimony in a court of law. 

Method for Initial Evaluation of FE Competence: 
1. The FE working at the Forensic Examination Program must initially be proctored by an experienced FE 

until deemed competent by the Medical Coordinator and/or the Medical Director. 

2. The Forensic Examination Program Medical Director and/or Medical Coordinator will review all examiner’s 

The FE shall complete a course/program with a curriculum in compliance with the medical-forensic 
examination standards set forth in California Penal Code Section 13823.11. The FE shall demonstrate 
competency in the following: 

This standardized procedure will be performed only by an FE that is contracted to work specifically at the 
Forensic Examination Program in Ventura County. 
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charts. The FE shall have regular competency evaluations (Attachment D). 

3. A record of the forensic examiners qualified to perform sexual assault examinations through the Forensic 
Examination Program per this standardized procedure shall be kept by the Medical Coordinator. 

Supervision Required to Perform Procedure: 

Special Circumstances Under Which an FE Must Immediately 
Communicate with an Emergency Department Physician or Safe 
Harbor Medical Director: 

Setting or Department Where Procedure May Be Performed: 
1. The FE shall perform the forensic examination within the designated examination room at one of the Safe 

Harbor centers. 

2. The FE may also respond to local hospitals or other medical facilities in the event that a victim cannot be 
transferred to Safe Harbor and there is a likelihood that forensic evidence may be lost if the exam is 
delayed. 

3. Suspect examinations will be performed at the requesting LE agency department, or at VCMC or SPH 
Emergency Department (Attachment F). 

Documentation: 

1. Vital signs 

2. Height and weight 

3. Past medical and surgical history 

4. Statement of victim’s current condition 

5. Medication allergies 

6. Current medications 

7. Medications: name, dosage, route, time given, and amount of drug(s) administered 

8. Documentation of a negative pregnancy test and signed consent prior to administration of progesterone 
therapy 

9. Copy of aftercareDischarge instructions 

As described in California Penal Code Section 13823.5 (e), professional registered nurses must work in 
consultation with a physician knowledgeable about sexual assault evidentiary examinations. A physician does 
not have to be present for the evidentiary examination. The FE’s at the Forensic Examination Program work in 
consultation with the Medical Director of the Forensic Examination Program. 

If a victim presents with findings or complaints as outlined in Criteria for Physician Consultation, the victim will 
be referred to a local emergency department for evaluation and/or treatment after speaking to the emergency 
department physician on duty and/or discussing with the Forensic Examination Program Medical Director 
(Attachment D). 

The following information shall be documented in the victim’s medical chart: 
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The state form 923, 925, 930, or 950 must be completed 

A typed narrative report shall be filed in the chart within three (3) days of the examination 

Attachments: 
• Attachment A - Vaginal Speculum Insertion and Exam Work-flow 
• Attachment B - Anoscope Insertion and Exam Work-flow 
• Attachment C - Administration of Medication to Sexual Assault Victims. 
• Attachment D - Criteria for Physician Consultation by Forensic Examiner 
• Attachment E - Annual FE Competencies 
• Attachment F - Forensic Suspect Evidentiary Examinations by FE 
• Attachment G - Adult or Child Aftercare Instructions 

All revision dates: 3/5/2025, 7/24/2020, 4/7/2020, 5/15/2019 

Attachments 

 Attachment A - Vaginal Speculum and Insertion Exam 

 Attachment B - Anoscope Insertion and Exam 

 Attachment C - Administration of Medication to Sexual Assault Victims 

 Attachment D - Criteria for Physican Consultation by Forensic Examiner 

 Attachment E - Forensic Examiner Competencies 

 Attachment F - Examination of Persons Suspected of Commiting Sexual Assault 

 Attachment G - STI Testing 

Approval Signatures 

Step Description Approver Date 

Medical Staff 
Committees: 
Interdisciplinary Practice 
Committee & ED 
Committee 

Stephanie Denson: Manager, Medical Staff Office pending 

Pharmacy & 
Therapeutics Committee 

Sul Jung: Associate Director of Pharmacy Services 12/6/2024 

Chief Medical Officer, 
AC 

Allison Blaze: Chief Medical Officer, Ambulatory Care 11/19/2024 

Director of Nursing, AC Cynthia Fenton: AC Director of Nursing 7/16/2024 

Forensic Nurse 
Examiner Program 
Coordinator 

Jessica Flanagan: Forensic Nurse Examiner Program Coordinator 7/8/2024 
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Support Services 
Policy Area: Dietary - Patient Care 
References: 

D.51 Food & Nutrition Screening/Prioritization 
POLICY: 

Exception: • Infants admitted to Couplet Care 
Patients designated as observation or short stay 

• Patients discharged within 24 hours of admission 
Patient and chart are not available 

• NICU - see separate policy 

PROCEDURE: 
1. Nutritional screening will be completed by nursing staff within 24 hours of admission as part of the 

admission assessment. 

2. Patients will be assigned an initial priority level by the dietitian or diet technician based on admitting 
diagnosis, the nutrition screen, anthropometrics, and chart records. 

3. Criteria for establishing priority level are as follows: 

NUTRITION CARE PROTOCOL - PEDIATRIC FLOORS 

Screen Assess Reassess 

Priority Level III - Highest Nutritional Risk 24 
HOURS 

48 
HOURS 

5-7 
DAYS 

Nutrition Risk 
Adolescents with Body Mass Index (BMI) <5th% 
Failure to thrive (< 5th% wt/ht, BMI < 5th%) 
Gastrointestinal obstruction 
Metabolic disorders 

For Dietarythe Food and Nutrition Services Department staff to identify and prioritize patients for whom 
nutritional intervention is an integral part of therapy during hospitalization. 

Nutritional screening is completed by nursing within 24 hours of admission. Based upon diagnosis and criteria 
from the nutritional screening, the dietitian or dietetic technician will assign each patient a priority level (with 
Level III being the highest risk). 

Levels of Nutritional Risk 
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New onset Type 1 or Type 2 Diabetes 
New Onset Type 1 or Type 2 Diabetes with DKA 
Nutrition support at home (PN / Tube feeding) 
Sepsis 
Severe burns 
Short bowel syndrome 

Priority Level II - Moderate Risk 24 
HOURS 

4 DAYS 5-10 
DAYS 

Cardiac disease, Congestive Heart Failure Cancer 
Cerebrovascular accident / Seizures Cystic Fibrosis 
Decubitus ulcers / infected or non-healing wound 
Diabetes Mellitus (Type 1 or 2, established) 

Readmitted DM 

DM ( not newly diagnosed nor new onset) 

Dysphagia 
Fecal impaction 
HIV/AIDS 
Hyperbilirubinemia 
Infants admitted to Pediatric unit who were born to substance abusing 
mothers (ISAM) or small for gestational age (SGA) 
Kidney disease / infection Liver disease 
Long term or stable parenteral nutrition (PN) / tube feedings (on follow 
up assessment only) 
Multiple trauma 
Pancreatitis 
Poor appetite >5 days/ Vomiting or diarrhea >5 days Pediatric BMI 

Adolescents with Body Mass Index (BMI) <5th% 
Failure to thrive (< 5th% wt/ht, BMI < 5th%) 
Gastrointestinal obstruction 
Metabolic disorders 
New onset Type 1 or Type 2 Diabetes 
DKA 
Nutrition support at home (Parenteral Nutrition (PN) or Enteral Nutrition 
(EN) 
Sepsis 
Severe burns 
Short bowel syndrome 
Unintentional weight loss 

Cardiac disease, Congestive Heart Failure 
Cancer 
Cerebrovascular accident / Seizures 
Cystic Fibrosis 
Decubitus ulcers / infected or non-healing wound 
Diabetes Mellitus (Type 1 or 2, established) 
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>85% 
Ruptured appendicitis 
Wt / Lt or BMI 5-25%ile 

Priority Level I - Low Risk 24 
HOURS 

6 DAYS 10-14 
DAYS 

All other conditions, including, but not limited to: 
Appendicitis 
Asthma 
Bronchiolitis / Pneumonia Comfort measures / Terminal care 
Gallbladder disease 
Minor surgery / Orthopedic procedures 
Term neonate (increase 1 level for micropremie BW<1500grams 
readmitted in 1st year of life) 

NUTRITION CARE PROTOCOL - ADULT FLOORS 

Screen Assess Reassess 

Priority Level III - Highest Nutritional Risk 24 
HOURS 

48 
HOURS 

5-7 DAYS 

<75% desirable weight for heightIBW 
CHF (readmitted within 14 days for CHF) 

Dysphagia 
Fecal impaction 
HIV/AIDS 
Hyperbilirubinemia 
Infants admitted to Pediatric unit who were born to substance abusing 
mothers (ISAM) or small for gestational age (SGA) 
Kidney disease / infection 
Liver disease 
Long term or stable (PN) / (EN) (on follow up assessment only) 
Multiple trauma 
Pancreatitis 
Poor appetite >5 days/ Vomiting or diarrhea >5 days 
Pediatric BMI >85% 
Ruptured appendicitis 
Wt / Lt or BMI 5-25%ile 

All other conditions, including, but not limited to: 
Appendicitis 
Asthma 
Bronchiolitis / Pneumonia 
Comfort measures / Compassionate care 
Gallbladder disease 
Minor surgery / Orthopedic procedures 
Term neonate (increase 1 level for micropreemie BW<1500grams 
readmitted in 1st year of life) 

Levels of Nutritional Risk 
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COPD with a BMI < 20 
Malnutrition 
New onset Type 1 or 2 Diabetes 
Nutrition support at home (PN/tube feedingEN) 
Or nutrition support initiated upon screen 
Severe burns 
Unintentional weight loss >10# in 3 months 
MHIPU w/PMH of other Level III diagnosis, screen as a Level III 

Priority Level II - Moderate Nutritional Risk 24 
HOURS 

4 DAYS 7-10 
DAYS 

Gestational Diabetes Mellitus 

GI related problems 

Priority Level I - Low Risk 24 
HOURS 

6 DAYS 10-14 
DAYS 

<85% weight for height 
Acute Ml/Acute Coronary Syndrome 
Bariatric surgery patients - here for bariatric surgery or hx of bariatric 
surgeryPMH 
Cancer 
CHF (new diagnosis or history) 
CVA 
Cystic Fibrosis 
Decubitus ulcers/infected or non-healing wound 
Diabetes Mellitus (Type 1 or 2, established) 
Dysphagia 

HIV/AIDS 
Hyperemesis of pregnancy 
Kidney disease/infection 
Liver disease 
Long term or stable PN/Tube feedsEN (on f/u assessment only) 
Multiple trauma (use clinical judgement) 
Pancreatitis 
Surgical patient > 75 years old 
Poor appetite > 5 days/Vomiting or diarrhea > 5 days 

All others including: 
Angina/AFIB 
Appendicitis 
Asthma/COPD with a BMI ≥ 20 
Bronchitis/ Pneumonia 
COPD with a BMI ≥ 20 
Bronchitis/ Pneumonia 
Comfort measures/ Compassionate care 
Gallbladder disease 
Kidney Stones 
Minor surgery 
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All revision dates: 
2/25/2025, 11/13/2019, 5/15/2019, 3/21/2019, 12/1/
2015, 7/1/2013, 2/1/2013, 8/1/2010, 4/1/2010, 12/1/
2007, 9/1/2006, 8/1/2001, 12/1/1997 

Attachments 

No Attachments 

Approval Signatures 

Step Description Approver Date 

Medical Executive Committee Stephanie Denson: Manager, Medical Staff Office pending 

Dietary Department Fernando Medina: Director, Support Services 2/25/2025 

Orthopedic procedures 
Term IUP 

All other MH IPU - Mental Health transfers to and from acute care hospital are new admits 
All other MH IPU including w/ PMH of DM. Cardiac Issues, Stroke, without complications, etc., 
screen as a Level I 
MH IPU- Mental Health Long-term (>30 day Stays) reassess at 21-30 days 
reassess at 21-30 days 
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Owner: Julia Feig: Clinical Nurse 

Manager, Emergency Services 
Policy Area: Emergency Services 
References: 

ER.44 Supervising Physician in the Emergency 
Department 

POLICY: 

PROCEDURE: 

• Board Certified in Emergency Medicine or; 
• A minimum of six (6) months or 600 hours of continued work experience in the Department of Emergency 

Medicine under the direct or indirect supervision of a qualified supervising physician, satisfactory review 
of a minimum of five (5) trauma activations and the approval of the Emergency Department Medical 
Director. 

• Physicians who completed primary training in 2016 and beyond who are NOT board certified or board 
eligible by the appropriate emergency medicine or pediatric emergency medicine board may provide care 
in the emergency room but CANNOT participate in trauma care.  For example: if a physician who 
completed Family Medicine primary training in 2017, they would NOT be eligible to participate in trauma 
call panel. 

• Board Certified in Emergency Medicine or; 
• A minimum of six (6) months or 600 hours of continued work experience in the Department of Emergency 

Medicine under the direct or indirect supervision of a qualified supervising physician, satisfactory review 
of a minimum of five (5) trauma activations or major cases and the approval of the Emergency 
Department Medical Director. 

• When multiple concurrent physicians are scheduled, the call schedule will indicate the supervising 
physician for each shift. 

• During shifts in which a single physician is scheduled, the physician scheduled will be a supervising 
physician. 

All revision dates: 3/8/2022, 1/1/2017 

A qualified member of the Medical Staff will be designated to supervise the provision of emergency services. 

Ventura County Medical Center (VCMC) Supervising Physician Qualifications: 

 Santa Paula Hospital (SPH) Supervising Physician Qualifications: 

Call Schedule: 
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Attachments 

No Attachments 

Approval Signatures 

Step Description Approver Date 

Emergency Department 
Committee 

Stephanie Denson: Manager, Medical Staff Office pending 

Nursing Administration Danielle Gabele: Chief Nursing Executive, VCMC & SPH 1/9/2025 

Nursing Administration Sherri Block: Associate Chief Nursing Executive, VCMC & SPH 1/9/2025 

Policy Owner Julia Feig: Clinical Nurse Manager, Emergency Services 1/9/2025 
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Current Status: Pending PolicyStat ID: 17310506 

Origination: 12/1/1989 
Effective: Upon Approval 
Last Approved: N/A 
Last Revised: 1/2/2025 
Next Review: 3 years after approval 
Owner: Julia Feig: Clinical Nurse 

Manager, Emergency Services 
Policy Area: Emergency Services 
References: 

ER.49 Documentation Standards in the 
Emergency Department 

POLICY: 

PROCEDURE: 
A. An ED record shall be kept for every patient receiving emergency service in the patient's electronic health 

record (EHR), which shall be part of the official hospital record. This record shall contain: 

1. Adequate patient identification and hospital medical record number, date of birth and consents for 
treatment. When consents are not available or when unable to obtain, documentation will be made. 
All the paperwork shall be labeled and scanned into the patient's EHR. 

2. Date and time of patient arrival and discharge from the ED. 

3. Means of arrival and by whom transported. 

4. The patient's chief complaint. 

5. Physician Charting Will Include: 

a. History of injury or illness including emergency care given prior to arrival 

b. Physical findings with diagrams of injury, if indicated and vital signs. 

c. Laboratory and radiographic studies ordered and results. 

d. Impressions, diagnosis, treatment orders and the results of the treatment. 

e. Instructions in the language understood by patient for after-care given to the patient or relatives, 
and appointments in writing for return visits to the ED or to other clinics or physicians. When 
after-care sheets are given to patients, it shall be noted on the chart, in the patient's EHR. 

f. Disposition, means and condition of the patient on discharge. 

6. Nurses Charting to include: 

a. Nursing Assessment to include nursing history (emotional and physical) based on ED 
"Standards of Care." 

b. Vital signs to include blood pressure, pulse, temperature, respiratory rate, oxygen saturation, 

To establish documentation requirements for Emergency Department (ED) patients at Ventura County 
Medical Center (VCMC)/Santa Paula Hospital (SPH). 
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and level of pain on admission as part of the Emergency Severity Index (ESI) scoring 
assessment. 

i. ESI 1 patients or critical patients including traumas, vital signs should be repeated every 5 
to 15 minutes until patient’s status stabilizes, then every 2 hours after that. 

ii. ESI 2-3 patients vital signs should be repeated every 2 hours. 

iii. ESI 4-5 patients with abnormal vital signs should have then repeated every 2 hours until 
they normalize, then every 4 hours after that. 

iv. ESI 4-5 patients with normal vital signs should have vital signs repeated every 4 hours. 

v. Rectal or axillary temperatures should be taken on all pediatric patients under the age of 
two (2) years depending on chief complaint. 

vi. Any abnormal vital signs should be promptly reported by the nurse or technician who takes 
them to the attending physician. (See Attachment A). 

vii. Once a patient is medically cleared for placement at a psychiatric facility vital sign 
frequency can be reduced to once per shift. 

c. Weight in kg on all patients, naked weight on all children under one (1) year old. 

d. Head circumference on pediatric patients when deemed appropriate by attending physician. 

e. Fetal heart tones (FHTs) on all pregnant patients over 12 weeks gestation. 

f. Allergies, medications currently used and tetanus immunization status. 

g. Medication Reconciliation form on all patients in the ED shall be completed by the RN. 

h. Document patient's level of pain initially and any changes in the level or severity as applicable. 

i. If medications are administered in the ED, note name, dosage, route of administration, site of 
administration if parental, time administered and results. Document in the patient's EHR. 

j. Any change in patient's condition. 

7. Conclusions and documentation if the patient leaves against medical advice, label against medical 
advice (AMA) form and have scanned into patient's EHR. 

8. Patients, patient's relatives, guardians, law enforcement or other responsible person's signature on 
receipt of discharge instructions. 

9. Document in EHR if a patient leaves without being seen or leaves before treatment is completed (per 
policy 100.211). 

10. All patient records are confidential. Refer to Administrative policy 100.018. 

11. Patient authorization to release information for follow up care to his or her physician or health care 
organization is addressed. 

B. Trauma Flow Sheet to be used on all Code Yellow Tier I and Tier II patients. 

DOCUMENTATION 

REFERENCES: 
As above 

Title 22, California State requirements 
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All revision dates: 
1/2/2025, 9/13/2024, 1/28/2020, 11/1/2016, 12/1/
2013, 11/1/2011, 8/1/2011, 1/1/2011, 12/1/1998, 1/1/
1995, 10/1/1992 

Attachments 

 ER.49 Attachment A.docx 

Approval Signatures 

Step Description Approver Date 

Medical Executive Committee Stephanie Denson: Manager, Medical Staff Office pending 

Emergency Department 
Committee 

Stephanie Denson: Manager, Medical Staff Office 3/5/2025 

Nursing Administration Sherri Block: Associate Chief Nursing Executive, VCMC & SPH 1/2/2025 

Nursing Administration Danielle Gabele: Chief Nursing Executive, VCMC & SPH 1/2/2025 

Policy Owner Julia Feig: Clinical Nurse Manager, Emergency Services 1/2/2025 

The Joint Commission Standards 
Emergency Nurses Association - Standards of Care 
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Current Status: Pending PolicyStat ID: 15659766 

Origination: 1/1/1998 
Effective: Upon Approval 
Last Approved: N/A 
Last Revised: 4/15/2024 
Next Review: 3 years after approval 
Owner: Kelly Johnson: Director, ICU/

DOU/Telemetry 
Policy Area: Intensive Care Unit 
References: 

ICU.22 Admission Criteria to the Telemetry Units 
POLICY: 

PROCEDURE: 

CRITERIA FOR ADMISSION OF PATIENTS 

• Class I: at risk of an immediate, life-threatening arrhythmia—typically ICU appropriate patients (i.e. 
patients in the first 48 hours of ACS or with high grade lesions awaiting intervention, acute heart failure, 
2nd and 3rd degree AV block, temporary pacing, long QT syndrome, WPW with rapid anterograde 
conduction, IABP, post cardiac arrest, post cardiac surgery, post-PCI or ablation with complication, post 
pacemaker placement with pacemaker dependence and conscious sedation. 

• Class II: individuals presenting with chest pain syndromes, syncope, known arrhythmia with active 
arrhythmia medication titration, heart failure, post-PCI, post-ablation or post-pacemaker placement 
without complications. 

• Class III: includes rate-controlled atrial fibrillation, chronic PVCs, ESRD on HD and low risk post-surgical 
patients. 

• A patient is deemed appropriate for downgrade from telemetry when they meet the criteria for telemetry 
removal based on the telemetry removal protocol (Attachment A) 

EXCLUSION CRITERIA FOR ADMISSION 
A. Patients who meet Class I criteria within the first 48 hours of onset of symptoms. (consider ICU or DOU) 

The Telemetry Units provide care for and continuous cardiac monitoring of patients in stable condition and 
having or suspected of having a cardiac condition or a disease requiring telemetry monitoring, recording, 
retrieval and display of cardiac electrical signals. ICU 2 is further defined as a specialty unit in relation to the 
specialized chemotherapy and oncological care provided to those patients diagnosed with cancer. 

Patient transfers from the Intensive Care Unit (ICU), Definitive Observation Unit (DOU), and/or Emergency 
Department/clinic referrals shall meet criteria for telemetry admission as outlined below. 

 

The ACC/AHA practice standards based on expert consensus (not randomized control trials) recommends 
cardiac monitoring for ischemia, QT interval, Class I, and some Class II patients. It is not indicated in Class III 
patients: 
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B. Patients who meet Class III criteria. (consider Med-Surg) 

C. Patients requiring insulin drip. 

D. Severe alcohol withdrawal (with or without delirium tremens) requiring high doses of benzodiazepines. 

A. Admission by members of Medical Staff, Residents, Emergency Department physicians. 

B. Initiation of telemetry monitoring requires a patient status change order indicating the need for telemetry 
level of care 

A. Each patient on the Telemetry/Oncology unit will be assessed daily by the attending physician or 
designee. 

B. The need for continued telemetry should be reassessed by provider every 24 hours. 

C. Appropriate patient status orders must be completed for all admissions indicating the need for telemetry. 

D. Telemetry Monitor alarms are "on," without exception. 

E. Patients on telemetry will be monitored by telemetry technicians who have been deemed competent in the 
recognition of arrhythmias. 

F. IV infusions and IV push medications allowed on the Telemetry unit are listed on the Intravenous 
Medication Guidelines for Adults. 

PATIENT CARE 
A. Care is provided by Registered Nurses who have been deemed competent in the care of telemetry 

patients with support from ancillary staff, including nursing assistants. 

EQUIPMENT 
A. Medical System Telemetry with monitoring screen. 

B. Alarm System Response: by audible indicator and viewing information center with text information. 

DOCUMENTATION 
A. An admission assessment documented in electronic health record within eight (8) hours of admission. 

B. Nursing care plan and psychosocial questionnaire within eight (8) hours of admission. 

C. Patient Care Note and Interventions. 

D. EKG strip upon admission, every shift and PRN status change. 

E. Indication for continuing telemetry monitoring must be documented daily. 

KEY POINTS 
• Report status changes promptly to physician. 
• Unconfirmed dysrhythmia: 

i. Assess patient 

Additional Criteria includes: 

SAFETY PRECAUTIONS 
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ii. Call rapid response 

iii. Physician notification/assessment 
• Efforts to protect the neutropenic patient may warrant consideration to prevent infectious exposures by 

omitting patients requiring isolation. 
• This unit does not have capability of direct observation. 
• All patients admitted to the Telemetry unit should have functional intravenous access at all times. The IV 

access is to be placed prior to the patient's admission to the Telemetry unit. 
• Discontinuation of telemetry monitoring should be considered as soon as clinically appropriate, as 

outlined in Attachment A. 

All revision dates: 4/15/2024, 11/26/2018, 1/1/2017, 12/1/2004 

Attachments 

 Tele Removal Workflow.xlsx 

Approval Signatures 

Step Description Approver Date 

Medical Executive Committee Stephanie Denson: Manager, Medical Staff Office pending 

Medicine Committee Stephanie Denson: Manager, Medical Staff Office 2/27/2025 

Nursing Administration Danielle Gabele: Chief Nursing Executive, VCMC & SPH 1/15/2025 

Intensive Care Unit Kelly Johnson: Director, ICU/DOU/Telemetry 1/15/2025 

Intensive Care Unit Tara Paterson: Medical Director, Critical Care Services 12/7/2024 

References: 

Sandau et. al., (2017).  Update to Practice Standards for Electrocardiographic Monitoring in Hospital Settings: 
A Scientific Statement From the American Heart Association.  Circulation 136(19), 276-344.  https://doi.org/
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Current Status: Pending PolicyStat ID: 16895311 

Origination: 11/15/2023 
Effective: Upon Approval 
Last Approved: N/A 
Last Revised: 10/15/2024 
Next Review: 3 years after approval 
Owner: Sul Jung: Associate Director of 

Pharmacy Services 
Policy Area: Pharmacy Services 
References: 

ICU.29 Critical Care Electrolyte Protocol 
Purpose: 

Procedure: 
A. This order set can only be utilized in the ICU at VCMC and SPH in patients with ongoing continuous 

cardiorespiratory monitoring. 

B. These orders will be initiated by a provider but due to the dynamic physiology that occurs throughout a 
patient’s ICU stay, may be revoked at any time. Refer to exclusions and individual electrolyte sections for 
holding criteria. 

C. Replace critical values first unless otherwise indicated by provider. 

1. If there are multiple critical values or symptomatic abnormalities (e.g., EKG changes, mental status 
changes) then contact the provider. 

2. Oral route will be the preferred route of administration. (PO = oral, FT = feeding tube) 

D. Nurse will order post replacement laboratory as described within this protocol. 

E. If patient is not responding to replacement as ordered, contact the provider. 

1. Patient’s lab value is not within normal range after 2 rounds of replacement have occurred, contact 
provider. 

F. Notify provider if any of the exclusions criteria develop during hospitalization. 

An electrolyte repletion protocol is fundamental to the management of critically ill patients in the ICU. It 
lessens the chance of iatrogenic induced arrhythmias, weakness, polyneuropathy, and ongoing malnutrition. 

Note: This protocol does not include electrolyte combination products. If a patient requires more aggressive 
electrolyte repletion or combination electrolyte products, contact provider. 

Exclusions: Crush injuries, hypothermic patients, burns, rhabdomyolysis, tumor lysis syndrome, any type of 
dialysis (continuous renal replacement therapy, hemodialysis, peritoneal dialysis, ultrafiltration), acute 
decompensated heart failure, pregnant patients, patient is receiving parenteral nutrition, patient is on fluid 
restriction for intravenous repletion therapy, hyponatremia (sodium < 130 mg/dL), Scr >2 mg/dl, 50% increase 
in Scr from baseline, CrCL< 30 mL/min (using Cockcroft Gault formula), or urine output less than 0.5 mL/kg/hr 
for previous 3 hours or more, contact provider to discontinue repletion orders. 
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Hypokalemia 
Do not initiate or stop current repletion plan in patients who have the following. Contact provider if patients 
have any of the following: 

1. Serum chloride > 115 mEq/L 

Table 1. Potassium enteral repletion as potassium chloride enteral repletion 

Serum [K+] 
mEq/L 

Medication Route Frequency Duration Total dose 
in mEq 

Monitor 

3.5 – 4 20 mEq tablet or 
liquid 

PO/
FT 

Once Once 20 Routine AM lab 

3 – 3.4 PO/
FT 

Every 2 
hours 

3 doses 60 12 hours after 
completion of total dose 

2.5 – 2.9 
Notify 
physician 

2x20 mEq tablet or 
40 mEq liquid 

PO/
FT 

Every 2 
hours 

2 doses 80 4 hours after completion 
of total dose 

< 2.5 Start repletion by using intravenous formulation by using Table 2 or 3. 

Table 2. Potassium intravenous repletion as potassium chloride – PERIPHERAL line 

Serum 
[K+] mEq/
L 

Medication Route Rate Duration Total 
dose in 
mEq 

Monitor 

3.5 – 4 20 mEq/250 mL NS 
20 mEq/250 mL NS 

IV OverInfuse over 
2 hours 

Once 20 Routine AM lab 

3 – 3.4 40 mEq/500 mL NS IV Infuse each bag
over 24 hours 

2 doses 
Once 

40 4 hours after 
completion of total 
dose 

2.5 – 2.9 
Notify 
physician 

40 mEq/500 mL NS IV Infuse each bag 
over 4 hours 

2 doses 80 2 hours after 
completion of total 
dose 

< 2.5 
< 2.5 
Notify 
physician 

2x20 mEq tablet or 
40 mEq liquid UDC 

PO/
FT* 

Once Once 120 1 hours after 
completion of total 
dose 40 mEq/500 mL NS IV Infuse each bag 

over 4 hours 
2 doses 

*IF oral route is available. If not available, give all three doses as IV potassium chloride to 
equal 120 mEq total. 

Table 3. Potassium intravenous repletion as potassium chloride – CENTRAL line 

Serum 
[K+] mEq/
L 

Medication Route Rate Duration Total 
dose in 
mEq 

Monitor 

3.5 – 4 20 mEq/50 mL NS IV Once Once 20 Routine AM lab 
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Hypomagnesemia 

Hypophosphatemia 

A. Serum sodium > 150 mEq/L 

B. Serum calcium > 10 mg/dL 

20 mEq/50 mL NS Infuse over 2 
hours 

3 – 3.4 40 Meq/100 mL NS IV Infuse each bag
over 24 hours 

2 doses 
Once 

40 4 hours after 
completion of total 
dose 

2.5 – 2.9 
Notify 
physician 

40 mEq/100 mL NS IV Infuse each bag 
over 4 hours 

2 doses 80 2 hours after 
completion of total 
dose 

< 2.5 
< 2.5 
Notify 
physician 

2x20 mEq tablet or 
40 mEq liquid UDC 

PO/
FT* 

Once Once 120 1 hours after 
completion of total 
dose 40 mEq/100 mL NS IV Infuse each bag 

over 2 hours 
2 doses 

*IF oral route is available. If not available, give all three doses as IV potassium chloride to 
equal 120 mEq total. 

Table 4. Magnesium intravenous repletion as magnesium sulfate 

Serum [Mg] 
mg/dL 

Medication Route Rate Duration Total dose 
in gram 

Monitor 

1.6 – 2 2 g/50 mL 
premix 

IV Over 2 hours Once 2 Routine AM lab 

1 – 1.5 4 g/100 mL 
premix 

IV Over 4 hours Once 4 4 hours after infusion 
has completed 

< 1 
Notify 
physician 

4 g/100 mL 
premix 

IV Infuse each bag 
over 4 hours 

2 doses 8 2 hour after infusion 
has completed 

Do not initiate or stop current repletion plan in patients who have the following. Contact provider if patients 
have any of the following: 

Table 5. Phosphorus enteral repletion 

Serum [Phos] 
mg/dL 

Medication Route Frequency Duration Monitor 

2.6 – 3 2 Neutraphos tabs PO/FT Once 1 dose Routine AM lab 

2 – 2.5 PO/FT Every 4 hours 2 doses 4 hours after PO/FT dose 

< 1.9 Start repletion by using intravenous formulation by using Table 6-8. Notify physician 
if level < 1.5 
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All revision dates: 10/15/2024, 11/15/2023 

Attachments 

No Attachments 

Approval Signatures 

Step Description Approver Date 

Medical Executive Committee Stephanie Denson: Manager, Medical Staff Office pending 

Intensive Care Unit Committee Stephanie Denson: Manager, Medical Staff Office 2/27/2025 

Pharmacy & Therapeutics 
Committee 

Sul Jung: Associate Director of Pharmacy Services 1/28/2025 

Nursing Administration Danielle Gabele: Chief Nursing Executive, VCMC & SPH 1/15/2025 

Intensive Care Unit Kelly Johnson: Director, ICU/DOU/Telemetry 1/15/2025 

Intensive Care Unit Tara Paterson: Medical Director, Critical Care Services 12/7/2024 

Intensive Care Unit Sul Jung: Associate Director of Pharmacy Services 10/15/2024 

Table 6. Phosphorus intravenous repletion as sodium phosphate (Peripheral or Central) 

Serum 
[Phos] mg/
dL 

Bag size Route Rate Duration Total Dose 
in mMol 

Monitor 

2 – 2.5 15 mMol/
100 mL NS 
15 mMol/
100 mL NS 

IV Infuse over 32 
hours 

Once 15 Routine AM lab 

1.5 – 1.9 30 mMol/
250 mL NS 

IV Infuse each bag
over 34 hours 

2 doses 
Once 

30 2 hours after total 
infusion is completed 

< 1.5 
Notify 
physician 

45 mMol/
250 mL NS 

IV Infuse each bag
over 36 hours 

3 doses 
Once 

45 1 hour after total 
infusion is completed 
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Current Status: Pending PolicyStat ID: 17362585 

Origination: 3/2/2009 
Effective: Upon Approval 
Last Approved: N/A 
Last Revised: 3/8/2022 
Next Review: 3 years after approval 
Owner: Matt McGill: Director, Imaging 

Services 
Policy Area: Imaging Services 
References: 

IS.05 Interventional Radiology Procedures 
POLICY: 

PRE-PROCEDURE 
1. Labs usually required: PT/INR, PTT, CHEM 7, CBC.  Labs shall have been performed within 30 days of 

the procedure as indicated. 

2. Diet: standard precautions.  See protocol per policy 100.070 Moderate and Deep Sedation. 

3. Medications: Hold anticoagulants, diuretics and diabetic medications as indicated. 

4. Pre-treatment for known contrast allergy history, as indicated. 

5. History and physical within the last 30 days. 

Patient Preparation 

Exam Process 

POST-PROCEDURE 

Interventional Radiology at Ventura County Medical Center is provided by an Interventional Radiologist 
utilizing their expertise in image-guided procedures.  

Upon arrival of the patient, preoperative care will be performed, including confirmation of orders, ensuring the 
patient signs consent forms and having the patient change into a hospital gown.  A peripheral intravenous (IV) 
line will be placed by the preoperative staff for the administration of antibiotics, intravenous fluids and sedation 
if needed. Inpatients will be asked to arrive with a peripheral IV in place, accompanied by their hospital chart. 
The patient shall have standard monitoring in Interventional Radiology.  The patient will be placed on the 
exam table and the area of interest will be prepped using sterile technique. The area will be draped to provide 
a sterile field of operation with an opening to access the site of entry. 

The Interventional Radiology procedure shall be performed by an Interventional Radiologist using image 
guidance according to standard practice.  Moderate sedation shall be used as indicate. 

The Radiologist will write post-procedure orders for recovery times and pain medications as needed.  The 
patient shall receive routine post-procedure care according to the type of sedation used for the procedure. 
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Angio Suite Requirements 
1. Consent forms. 

2. Necessary supplies including catheters, guidewires, introducer sheaths, needles, etc. 

3. Automatic contrast pressure injector, as needed. 

4. Sterile field table, all necessary sterile supplies (gloves, gowns, etc.) 

5. Patient monitoring equipment: pulse oximeter, blood pressure, heart rate, respiration. 

6. Emergency equipment: defibrillator, oxygen supply, suction, crash cart. 

7. Support personnel: Radiologist, 2 to 3 Radiologic Technologists and an RN (if any level of sedation is 
given) 

8. Red bag containers for appropriate waste. 

9. Sharps containers. 

10. Medication waste containers. 

11. Scrub sink with hot and cold water. 

All revision dates: 3/8/2022, 3/21/2019, 10/1/2015, 5/1/2012, 3/2/2009 

Attachments 

No Attachments 

Approval Signatures 

Step Description Approver Date 

Medical Executive Committee Stephanie Denson: Manager, Medical Staff Office pending 

Medicine Committee Stephanie Denson: Manager, Medical Staff Office 2/27/2025 

Imaging Services Matt McGill: Director, Imaging Services 1/14/2025 

Imaging Services Michael Hepfer: Medical Director, Imaging Services 1/9/2025 
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Effective: Upon Approval 
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Last Revised: 3/21/2019 
Next Review: 3 years after approval 
Owner: Matt McGill: Director, Imaging 
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References: 

IS.15 Handling of the Critically Ill Patient by 
Imaging Services Staff 

POLICY: 

PROCEDURE: 
I. CRITICALLY ILL PATIENTS SHALL NOT BE MOVED WITHOUT THE CONSENT OF THE PHYSICIAN. 

A. Critically ill patients shall not be moved without an Imaging Services study order entered into the 
electronic health record (EHR) by the patient's physician. 

B. The x-ray technologist shall speak with patient's physician before moving the patient to find out if 
there has been any change in his/her condition since the order was placed. 

II. CRITICALLY ILL PATIENTS SHALL BE ACCOMPANIED BY the APPROPRIATE PERSONNEL AT ALL 
TIMES 
Depending on the seriousness of the patient's condition, a Registered Nurse and/or Respiratory Therapist 
shall accompany the patient. 

III. EQUIPMENT 

A. The physician shall be contacted to determine whether the patient requires oxygen, special suction 
equipment, IV medication, etc. when being transported. 

B. The appropriate medical personnel shall verify that all necessary life support equipment is available 
during transit and while the patient is in Imaging Services. 

C. All necessary ancillary equipment, such as weight, neck collars, etc., shall be transported with the 
patient. 

D. Nursery patients shall only be moved in an isolette. 

IV. PATIENTS ON POSITIVE OR NEGATIVE ISOLATION:  Please refer to infection control and isolation 
practices. 

V. UNNECESSARY TRANSPORTATION OF THE PATIENT TO IMAGING SERVICES SHALL BE 
AVOIDED 

A. Portable studies shall be performed when feasible. 

To provide guidelines for Imaging Services staff when handling critically ill patients at Ventura County Medical 
Center and Santa Paula Hospital. 
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B. If more than one imaging study is requested, they shall be performed at the same time whenever 
feasible. 

VI. RETURN TO WARD 
Critically ill patients shall be returned to their room as soon as the ordered study is completed. 

All revision dates: 3/21/2019, 9/1/2007 

Attachments 

No Attachments 

Approval Signatures 

Step Description Approver Date 

Medical Executive Committee Stephanie Denson: Manager, Medical Staff Office pending 

Medicine Committee Stephanie Denson: Manager, Medical Staff Office 2/27/2025 

Imaging Services Michael Hepfer: Medical Director, Imaging Services 1/9/2025 

Imaging Services Matt McGill: Director, Imaging Services 1/9/2025 
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Current Status: Pending PolicyStat ID: 17362587 

Origination: 12/1/2006 
Effective: Upon Approval 
Last Approved: N/A 
Last Revised: 3/8/2022 
Next Review: 3 years after approval 
Owner: Matt McGill: Director, Imaging 

Services 
Policy Area: Imaging Services 
References: 

IS.21 Interventional Radiology Medical 
Emergency Response 

POLICY: 

PROCEDURE: 

A. The Interventional Radiology suite unit shall be equipped with the following: 

1. Crash cart with Defibrillator 

2. Oxygen (masks, tubing, etc.) 

3. Suction 

4. Anaphylactic drug kit 

B. All IR staff shall complete all CORNERSTONE annual safety classes. 

C. All IR nurses shall complete annual nursing competencies. 

All revision dates: 3/8/2022, 3/21/2019, 4/24/2018, 4/1/2015 

Attachments 

No Attachments 

The purpose of this policy is to provide guidelines for the Interventional Radiology (IR) staff to follow in the 
event of life threatening emergencies such as cardiac arrest or anaphylactic shock. 

If a patient has an anaphylactic reaction, experiences respiratory or cardiac arrest, or develops a medical 
emergency of any kind, the technologist shall call Ext 7-6666 (VCMC) and initiate CPR.  See policies 100.086 
Rapid Response Team, 106.003 Hospital Emergency Call Codes, 100.055 Code Blue - Adult Medical 
Emergency.  
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Approval Signatures 
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Owner: Matt McGill: Director, Imaging 

Services 
Policy Area: Imaging Services 
References: 

IS.29 Imaging Services Medication Administration 
POLICY: 

PROCEDURE: 
I. The term "medication" shall refer to media commonly used in medical imaging procedures, including, but 

not limited to: 

a. Iodinated contrast media, all modalities (oral or IV) 

b. Barium-based contrast media (intracavitary) 

c. Gadolinium-based contrast media (IV) 

d. Radiopharmaceuticals used in Nuclear Medicine (IV or ventilation) 

e. Radiopharmaceuticals used in PET and PET/CT (IV) 

f. Saline solution used to flush IV tubing and/or as a solvent or suspension medium for the above (IV) 

g. Heparin used in conjunction with Heparin locks (IV) 

h. Contrast agents used when performing Echocardiology exams. 

II. Before administering medication, Imaging Services staff shall: 

i. Verify that the medication selected for administration is the correct one based on the exam ordered, 
exam protocols, and the product label. 

ii. Verify that the medication is stable based on visual examination for particulates or discoloration and 
that the medication has not expired. 

iii. Verify that there is no contraindication for administering the medication, if applicable. 

iv. Verify that the medication is being administered at the proper time, to the proper individual, in the 
proper dose, and by the correct route. 

Guidelines 
• When drawing up medication into a syringe/auto-injector, the syringe/auto-injector must be labeled with 

beyond use date, name and strength of the medication. 
• Discard unused medications immediately after beyond use date is exceeded. 

To provide for the safe and accurate administration of medications (i.e., imaging media) to patients by 
Imaging Services staff. 
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• All medication vials are considered single use vials and are not to be used for multiple doses/patients. 
See policy PH.79 Multiple Dose Vials. 

• All intravenous medication administration shall be performed using aseptic technique. 

All revision dates: 3/8/2022, 8/21/2018, 1/1/2013 

Attachments 

No Attachments 

Approval Signatures 

Step Description Approver Date 

Medical Executive Committee Stephanie Denson: Manager, Medical Staff Office pending 

Medicine Committee Stephanie Denson: Manager, Medical Staff Office 2/27/2025 

Pharmacy & Therapeutics Committee Sul Jung: Associate Director of Pharmacy Services 2/7/2025 

Imaging Services Michael Hepfer: Medical Director, Imaging Services 1/9/2025 

Imaging Services Matt McGill: Director, Imaging Services 1/9/2025 
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Owner: Sul Jung: Associate Director of 

Pharmacy Services 
Policy Area: Administrative - Patient Care 
References: 

PH.79 Multiple Dose Vials 
POLICY: 

• Insulin vials 

• Tuberculin Purified Protein Derivative (PPD) 
• Vaccines 

DEFINITIONS 
A. Beyond use date (BUD) is the date or time beyond which an opened multiple dose container should not 

be used. The BUD should never exceed the manufacturers expiration date4. 

B. Manufacturer's expiration date reflects the time period during which the unopened product is known to 
remain stable and retains its strength, quality, and purity when it is stored according to its labeled storage 
conditions1. For expiration dates that only include the month/year, the unopened product is considered 
usable until the end of the month unless otherwise stated by the manufacturer3. 

C. Immediate patient care area2. is any setting in which patients are examined, evaluated, or provided 
care in the inpatient, outpatient, and campus setting. Examples of an immediate patient care area include 
operating and procedure rooms, anesthesia and procedure carts, and patient rooms or bays. 

D. Parenteral injection containers1-3 

1. Single dose injectable container: A container of a sterile medication for parenteral administration 
(injection or infusion) designed for use with a single patient as a single injection/infusion. Single 
dose containers typically do not contain an antimicrobial preservative. There have been multiple 

Multiple dose vials (MDVs) are considered single dose vials and shall be used for one patient and discarded 
immediately after use. 

The following MDVs are exceptions to this policy and may be used for multiple use for one patient: 

The following MDVs are exceptions to this policy and may be used for multiple use for more than one patient: 

Multiple dose vials used for sterile compounding in the pharmacy department shall be exempt from this policy. 
See PH.26.04 Sterile Drug Preparation, Labeling, End Product Evaluation and Record Keeping. 

Ventura County Medical Center (VCMC), Santa Paula Hospital (SPH), and Ambulatory Care Clinics (AMB) 
appropriately handles multiple dose and single dose containers of medications, fluids, and vaccines in 
adherence to the manufacturer's instructions for use and established infection prevention practices. 
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outbreaks resulting from health care personnel using singe dose containers for multiple patients. 
Examples of single dose containers are single-dose vials (SDV), ampules, and pre-filled syringes. 

2. Multiple dose injectable container: A container of a sterile medication for parenteral 
administration (injection or infusion) that is intended to contain more than one dose of the drug 
product. Multiple dose containers typically contain an antimicrobial preservative. The preservative 
has no effect on viruses and does not protect against contamination when health care personnel fail 
to follow safe injection practices. Examples of a multiple-dose injectable container is a multi-dose 
vial (MDV). 

3. Single patient use injectable container1: A container of a sterile medication for parenteral 
administration (injection or infusion) that is intended to be used multiple times for a single patient. 
Examples of single-patient use containers are patient controlled analgesia cartridges and certain 
pens for injection. 

E. Non-injection containers 

1. Non-injection, multiple use container is a container that allows for multiple doses to be withdrawn 
from the container without changing the strength, quality, or purity of the remaining product. 
Examples of non-injection, multiple use containers are bottles of capsules, tablets, oral or topical 
liquids and semisolids. 

2. Non-injection, single use container is a container that is designed to hold a quantity of drug 
product intended for administration as a single dose and intended for use promptly after the 
container is opened. 

PROCEDURE: 

A. Wash hands thoroughly before handling injectables. 

B. Determine if vial has been stored properly. 

C. Check all multiple dose vials for evidence of contamination and deterioration. Color, clarity, and presence 
or absence of precipitate should resemble normal state. 

D. Check all multiple dose vials for evidence of particulate matter: coring (residue from rubber diaphragm), 
floaters, etc. 

E. Use appropriate aseptic technique. Swab with alcohol before puncturing. 

F. Place bevel of needle at appropriate angle to prevent coring. 

G. Use a sterile needle each time a multiple dose vial is entered. 

H. If vial is unopened and if vial requires reconstitution, reconstitute according to manufacturer's guidelines. 
Determine shelf life date according to section below. 

I. If vial is unopened and vial does not require reconstitution, determine shelf life according to section 
below. 

J. If vial is opened, determine if it can be reused according to guidelines below. 

To minimize the use of MDVs, single unit injectable drugs are purchased when possible including ampules, 
pre-filled syringes, and single dose vials. 

For medications that are exempt from this policy, the following shall apply: 

Handling of vials 
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K. Store properly according to manufacturer's recommendations. 

A. Multiple dose vials shall be discarded when empty, when suspected or visible contamination is present, 
when deterioration is suspected, or when particulate matter is present. 

B. Multiple dose vials shall be discarded within 28 days after initial access provided they are stored 
according to manufacturer's recommendation. 

1. Exception: If the manufacturer indicates that the multiple dose vial may be used beyond 28 days, 
the multiple dose vial may be used for the duration specified by the manufacturer. 

C. When vials have been accessed, the recalculated expiration date shall be placed on the vial as follows: 
"Exp mm/dd/yy". 

Overview 
A. VCMC, SPH, and AMB Clinics complies with the original product Manufacturer's Instructions for Use 

(MIFU). 

B. Products must be inspected prior to use and discarded if discolored or contaminated or out of date. 

C. VCMC, SPH, and AMB Clinics follows safe injection practices 

1. Prepare injections using aseptic technique in a clean area free from contamination or contact with 
blood, body fluids, or contaminated equipment. See aseptic technique section below. 

2. Do not use needles and syringes for more than one patient. 

3. Injectable containers are entered with a new needle and new syringe. 

4. Single dose and single use containers are not used for more than one patient. 

5. Prepare an injection as close as possible to the time of administration to reduce the risk of 
compromising the medications sterility and physical and chemical stability. 

D. For expiration dates that only include the month/year, the unopened product is considered usable until 
the end of the month unless otherwise stated by the manufacturer. 

Multiple dose injectable containers (e.g., MDVs) 
A. Multiple dose injectable containers shall be used for one patient and discarded immediately after use. 

B. The following multiple dose injectable containers are the exception and may be used for multiple 
doses for one patient 

Determining Shelf Life 

Exceptions 

A multiple dose vial taken into the room of a patient is not considered to be available to other patients, should 
be restricted to that patient and discarded after use. 

Multi-Dose Dilating and Other Diagnostic Eye Drops 

Unit dose bottles are not available for many eye drops. The smallest available volume bottle should be 
substituted for larger volume bottles. All bottles shall be discarded immediately after use. 

VCMC, SPH, and AMB Clinics aim to minimize use of multiple dose/use containers whenever possible. If a 
single-dose/use container is not available, the smallest available multiple dose/use container should be 
substituted whenever possible. 
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1. Insulin vials 

2. Lidocaine with or without epinephrine vials 

a. In orthopedic cases, a multiple dose vial shall be used for one, separate joint. 

C. The following multiple dose injectable containers are the exception and may be used for multiple doses 
for more than one patient 

1. Allergen extracts 

2. Tuberculin Purified Protein Derivative (PPD) 

3. Vaccines in a multiple dose vial. 

4. Multiple dose vials used in sterile compounding in the pharmacy department. See PH.26.04 Sterile 
Drug Preparation, Labeling, End Product Evaluation and Record Keeping. 

D. All multiple dose injectable containers must be kept in a clean, uncluttered medication area to avoid 
contamination and must not enter the immediate patient care area. The manufacturer's storage 
recommendations must be observed. 

E. If a multiple dose injectable container enters the immediate patient care area, it must be dedicated for 
single patient use and discarded immediately after use 

F. Storage and Stability of multiple dose injectable containers. See policy PH.46 Storage and Security of 
Medications 

1. Discard the multiple dose injectable container after use. 

2. Discard an unopened, multi-dose injectable container according to the manufacturer's expiration 
date. 

3. For those exempt multiple dose injectable containers 

a. Once a multiple dose injectable container is opened (e.g., needle punctured) the container 
must be dated and discarded within 28 days unless the manufacturer states another date for 
that opened container. 

b. The beyond use date must be labeled on the multiple dose injectable container as "MM/DD/
YY." 

c. Discard opened multiple dose injectable containers that are missing the BUD label. 

d. Vaccines from a multiple dose injectable vial (e.g., Polio Virus, Inactivated or IPOL) are exempt 
from the 28-day requirement and are to be discarded per manufacturer's expiration date.6 

Single dose injectable containers (e.g., SDVs) 
A. Single dose injectable containers are for a single patient for a single case, procedure, or injection. 

1. Discard the single dose injectable container after use. See policy PH.46 Storage and Security of 
Medications 

2. Do not combine or pool leftover contents of single dose containers for later use. 

3. Discard an unopened single-dose vial according to the manufacturer's expiration date. 

B. Intravenous (IV) fluid solutions are for one patient only. 

1. Do not use intravenous solution bags as a common source of supply for more than one patient. 

2. Administration sets including IV tubing, bags, connections, needles, and syringes are single patient 
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use only. 

3. Discard all intravenous solutions not immediately administered if the manufacturer's outer wrap has 
been opened or removed and the bag is not labeled with an appropriate BUD. 

4. Discard any unopened IV fluid containers according to the manufacturer's expiration date. 

C. Single dose injectable containers used in sterile compounding by the pharmacy department follow USP 
797 standards. See policy PH.26.04 Sterile Drug Preparation, Labeling, End Product Evaluation and 
Record Keeping 

Non-injectable containers 
A. All products taken into a direct patient care area must be discarded after use unless it is dispensed and 

labeled for a specific patient and MIFU indicates it is a multiple use container (e.g., patient specific multi-
dose inhaler or MDI; patient specific eye drop). 

B. Oral solutions shall be dispensed as unit dose products for single patient use. 

C. Opthalmic solutions, suspensions, and ointments 

1. Single use containers are often not commercially available for opthalmic medications. 

2. The smallest available volume container should be substituted for larger volume containers. 

3. Dilating and diagnostic eye drops shall be treated as single patient use only and discarded 
immediately after use. 

4. Opthalmic ointments are single patient use only and discarded after use on one patient. 

D. Aerosols are single patient use only. 

E. Sterile irrigation solutions are single patient use only. 

F. Topical applications (e.g., povidone-iodine solution, hydrogen peroxide, silver sulfadiazine, bacitracin/
neomycin/polymyxin B) are single use only to prevent infection. 

G. Discard any unopened non-injectable container according to the manufacturer's expiration date. 

Aseptic technique for single or multi-dose injectable containers8 

A. Perform hand hygiene. 

B. Determine if the container has been stored properly. 

C. Check the expiration date on the vial 

D. Visually inspect the medication for particles, discoloration, or other loss of integrity. Do not administer if 
integrity is compromised. 

E. Remove the vial lid. 

F. Disinfect the vial's rubber stopper with an alcohol pad using friction, and then allow to dry. 

G. Pull the syringe plunger back until the volume of air in the syringe equals the volume of drug you will 
withdraw from the vial. 

H. Without inverting the vial, insert the needle into the vial. 

I. Inject the air into the vial, invert the vial, and keep the needle's bevel tip below the level of the solution as 
you withdraw the prescribed amount of medication. 

J. Tap the syringe to clear any air from it. 
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K. Remove the needle from the vial. 

L. Cover the needle with a needle sheath. 

M. Change the needle on the dose withdrawn and replace it with a needle appropriate in size and length for 
patient administration. 

N. Syringes with fixed needles such as insulin and tuberculin (TB) syringes, do not require a needle change. 

O. Discard or store the medication container as noted above. 

References: 

1. Selection of the Appropriate Package Type Terms and Recommendations for Labeling Injectable Medical 
Products Packaged in Multiple-Dose, Single-Dose, and Single-Patient-Use Containers for Human Use 
FDA. October 2018. Accessed 9/11/2024 

2. Safe Injection Practices to Prevent Transmission of Infections to Patients | Injection Safety | CDC. 
Accessed 9/11/2024 

3. Code of Federal Regulations. 21CFR211.137 Accessed 9/11/2024 

4. Multi-dose vials - Managing multi-dose vials of injectable medications. TJC Standard Faqs. Accessed 9/
11/2024 

5. Preventing infection from the misuse of vials. Sentinel Event Alert: Issue 52. TJC. Accessed 9/12/2021. 

6. What are the Joint Commissions Expectations for managing multi-dose vaccines? TJC. Accessed 1/6/
2025. 

7. United States Pharmacopoeia (USP) 797 Pharmaceutical Compounding - Sterile Preparations. 2023. 

8. Subcutaneous Injection, ambulatory care. Intramuscular injection, ambulatory care. Lippincott 
Procedures. Accessed 9/12/2024. 
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PH.112 Biotherapy and Chemotherapy Dose 
Rounding 

POLICY: 

PROCEDURE: 

Recent data reviewed by the Hematology/Oncology Pharmacist Association (HOPA) and endorsed by the 
National Comprehensive Cancer Network (NCCN) shows evidence to support the rounding of biotherapeutic 
as well as chemotherapeutic drugs. With the cost of drug prices rising quickly, rounding doses is an important 
initiative to minimize drug waste, ensure accuracy during drug preparation, and reduce healthcare 
expenditures. 

The purpose of this policy is to maintain a protocol of rounding doses of biotherapy and chemotherapy 
compounded in the infusion center pharmacy to minimize drug waste and fit with available product sizes. 
Rounding of doses will be consistent with safe administration and minimal risk, while maintaining optimal 
therapeutic response. 

Dose rounding will be restricted to adult patients receiving biotherapy or chemotherapy drugs compounded by 
the infusion center pharmacy. This includes both hematology/oncology patients and patients referred by 
specialty clinics. This policy will extend to doses prescribed for treatment in the infusion center, as well as 
doses administered in the hospital. 

The written dose of biotherapy (including monoclonal antibodies and monoclonal antibodies with a cytotoxic 
component) may be rounded up or down to the nearest vial size if the vial size dose is within 10% of the 
prescribed order. This policy will extend to biosimilar drugs of reference products in this policy. This will be 
done by the clinical pharmacist during the order review process without prior authorization of the ordering 
physician. When applicable, doses will be preferentially rounded down. Therapy written for curative patients 
may be excluded when it is clearly marked on the order by the physician. 

These drugs include but are not limited to: 
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The written dose of chemotherapy may be rounded up or down to the nearest vial size if the vial size dose is 
within 10% of the prescribed order. This will be done by the clinical pharmacist during the order review 
process without prior authorization of the ordering physician. When applicable, doses will be preferentially 
rounded down. Therapy written for curative patients may be excluded when it is clearly marked on the order 
by the physician. 

These drugs include but are not limited to: 

If one of the above biotherapy or chemotherapy agents is ordered for a non-curative patient, the clinical 
pharmacist will assess the dose for potential dose rounding. 

The pharmacist will calculate doses that lie in the approved range of 10% above or below the prescribed 
dose. If the nearest vial size is within range, the dose may be rounded. If possible, rounding down is 
preferred. 
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• Cyclophosphamide 600 mg/m2 (BSA = 1.79 m2) = 1075 mg. 
• ± 10% of prescribed dose would be between 967.5 mg - 1182.5 mg. Using 500 mg vial size, rounding 

within 10% would result in a new dose of 1000 mg. 
• Rituxan 375 mg/m2 (BSA = 1.75) = 656 mg. 
• ± 10% of prescribed dose range would be between 590.4 mg – 721.6 mg. There is an option to either 

round down (600 mg) or up (700 mg). Rounding down is preferred, so the new dose would be 600 mg. 

• Trastuzumab 6 mg/kg (Wt = 65 kg) = 390 mg 
• ± 10% of prescribed dose would be between 351 mg – 429 mg. Vial size is 150 mg which would be either 

300 mg or 450 mg. Since the calculated dose range does not overlap with the closest vial size, the dose 
will remain at 390 mg. 

• Document in pharmacy paper chart: Wording should be as follows: 
“Rounding dose policy: Dose of _________ changed from X (units) to Y (units) per dose rounding 
policy. Change is within 10% of originally prescribed dose per policy. Sign and date.” 

◦ Give a copy of the order to the nursing supervisor so it may be added to the patient’s chart. 
• Document in Cerner: When entering the dose in MedManager, document dose change by clicking the 

“Comments…” button, then entering in the information under the “Special Instructions” field. Wording 
should be as follows: 
“Dose changed from X (units) to Y (units) per dose-rounding policy. Change is within 10%. Initials 
& Date.” 

SPECIAL INSTRUCTIONS: 
• Physician override procedure 

◦ The prescribing physician may notate on the written order that doses are not to be rounded if the 
physician does not wish for Pharmacy to round any of the prescribed doses (i.e., treatment with 
curative intent). 

• The clinical pharmacist, upon review may decide the patient is not a candidate for dose rounding. This 
may be clinically significant in patients with major organ dysfunction, poor performance status, an 
extensive treatment history, enzyme deficiencies or genetic polymorphisms. 

• In cases where doses have been reduced due to toxicity, doses should only be rounded down. 
• Dose rounding will be restricted to adult patients receiving biotherapy or chemotherapy drugs reviewed 

and compounded by the infusion center pharmacy. This includes both hematology/oncology patients, as 
well as specialty patients treated at the infusion center. 

REFERENCES: 
• Bott AM, Fagrenbruch R, et al. Dose Rounding of Biologic and Cytotoxic Anticancer Agents: A position 

statement of the Hematology/ Oncology Pharmacy Association. HOPA. Chicago, IL. 2017. 
• Fasola G, Aprile G, Marini L et al: Drug waste minimization as an effective strategy of cost-containment in 

oncology. BMC Health Serv Res 14:57. doi: 10.1186/1472-6963-14-57, 2014, Feb 7. 
• Goldspiel B, Hoffman JM, Griffith NL, et al: ASHP guidelines on preventing medication errors with 

Example for rounding biotherapy/chemotherapy: 

Example for when dose rounding is not appropriate: 

For orders where dose rounding is applied, the clinical pharmacist must document the change on the 
pharmacy paper chart as well as in Cerner. 
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Ventura County Health Care System Oversight 

Compliance Administrative Policies 

March 2025 

The following administrative policies were reviewed and recommended for approval by appropriate departments and 
committees.  

1. 109.018 Use and Disclosure of Protected Health Information as Authorized by a Personal Representative
2. 109.024 Use and Disclosure of Protected Health Information for Public Health Activities
3. 109.025 Use and Disclosure of Protected Health Information for Research Activities
4. 109.026 Use and Disclosure of Protected Health Information for Specialized Government Functions
5. 109.028 Use and Disclosure of Protected Health Information for Workers’ Compensation Purposes
6. 109.029 Use and Disclosure of Protected Health Information of Deceased Individuals
7. 109.031 Use and Disclosure of Protected Health Information to Avert a Serious Threat to Health or Safety
8. 109.032 Use and Disclosure of Protected Health Information to Employers (By a Provider)
9. 109.033 Use and Disclosure of Protected Health Information to Disaster Relief Organizations
10. 109.034 Use and Disclosure of Protected Health Information to Individuals Involved in a Patient’s Care
11. 109.037 Use and Disclosure of Protected Health Information Within an Organized Care Arrangement
12. 109.038 Use and Disclosure of Protected Health Information to Plan Sponsors by Group Health Plans
13. 109.041 Verification of Identity and Authority of Persons or Entities Requesting Protected Health Information
14. 109.043 Email Communication of PHI



VENTURA COUNTY HEALTH CARE SYSTEM
Compliance Committee  
Policies and Procedures 

March 2025 

Policies & Procedures / Forms / Orders 
The following were reviewed and recommended for approval by the appropriate Departments and Committees. 
Compliance Committee.    

# Title Summary Frequency Page 

1. 

109.018 Use and Disclosure of 
Protected Health Information as 
Authorized by a Personal 
Representative 

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 4-6

2. 
109.024 Use and Disclosure of 
Protected Health Information for 
Public Health Activities  

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 7-8

3. 
109.025 Use and Disclosure of 
Protected Health Information for 
Research Activities 

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 9-14

4. 
109.026 Use and Disclosure of 
Protected Health Information for 
Specialized Government Functions 

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 15-17

5. 
109.028 Use and Disclosure of 
Protected Health Information for 
Workers’ Compensation Purposes 

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 18-19

6. 
109.029 Use and Disclosure of 
Protected Health Information of 
Deceased Individuals  

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 20-21

7. 
109.031 Use and Disclosure of 
Protected Health Information to Avert 
a Serious Threat to Health or Safety 

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 22-24

8. 
109.032 Use and Disclosure of 
Protected Health Information to 
Employers (By a Provider) 

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 25-27

9. 
109.033 Use and Disclosure of 
Protected Health Information to 
Disaster Relief Organizations 

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 28-29

10. 

109.034 Use and Disclosure of 
Protected Health Information to 
Individuals Involved in a Patient’s 
Care 

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 30-32

11. 
109.037 Use and Disclosure of 
Protected Health Information Within 
an Organized Care Arrangement 

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 33-35

12. 
109.038 Use and Disclosure of 
Protected Health Information to Plan 
Sponsors by Group Health Plans 

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 36-39

13. 

109.041 Verification of Identity and 
Authority of Persons or Entities 
Requesting Protected Health 
Information 

The purpose and policy sections were 
separated. All other changes were 
minor formatting and editing changes. 

Annual 40-42

14. 109.043 E-Mail Communication of PHI 
The changes included substantive, 
language and formatting changes. 
Substantive changes included 
providing methods of secure 

Annual 43-47
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communication, which prefers 
patients are directed to patient 
portals. The confidentiality notice 
disclaimer was added as the 
suggested email disclaimer for 
employee use. The fax disclaimer was 
removed. Highly confidential 
information was revised from never 
transmitted by email to MUST be 
transmitted by encrypted email. The 
list of information deemed highly 
confidential was revised to align with 
terminology currently in use. 
Language changes were made to 
articulate the policy and procedure in 
a clear and direct manner understood 
by all users. The formatting changes 
were made to categorize general 
security of email systems and email 
involving PHI and organize the content 
in process order. 
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109.028 Use and Disclosure of Protected Health 
Information for Workers' Compensation Purposes 

PURPOSE 
Under HIPAA protected health information relating to workers' compensation or other similar programs 
may be used and disclosed subject to certain exceptions. The purpose of this policy is to ensure that 
disclosures for workers' compensation purpose are made in accordance with the requirements of HIPAA 
and applicable state laws. 

POLICY: 
Under HIPAA, VCHCA may use and disclose protected health information as authorized by and to the 
extent necessary to comply with laws relating to workers' compensation or other similar programs 
established by law without obtaining a written authorization from the patient or providing the patient with 
an opportunity to agree or object under HIPAA. California law expressly exempts from the provisions of 
the Confidentiality of Medical Information Act certain disclosures of medical information related to 
worker safety and industrial accidents. The purpose of this policy is to ensure that disclosures for 
workers' compensation purposes are made in accordance with the requirements of HIPAA and 
applicable state laws. 

VCHCA may disclose, without patient authorization, protected health information as authorized by and to 
comply with laws relating to workers' compensation or other similar programs established by law, that 
provide benefits for work-related injuries or illness without regard to fault. 

Applicable Laws and Regulations: 
• 45 CFR §164.512(1) 

• California Civil Code §56.10(b)(8) 

109.028 Use and Disclosure of Protected Health Information for Workers' Compensation Purposes. Retrieved 3/17/2025.
Official copy at http://vcmc.policystat.com/policy/17804145/. Copyright © 2025 Ventura County Medical System
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• California Civil Code §56.30(e), (f), (h), (k) 

PROCEDURE:PROCEDURE 
1. Permitted uses and disclosures. VCHCA shall make disclosures of protected health 

information regarding a patient who becomes injured or ill as a result of his or her employment 
without first obtaining the patient's authorization or providing the patient with an opportunity to 
agree or object when such disclosures are authorized by and necessary for VCHCA to comply 
with laws relating to workers' compensation or other similar programs. 

For example, Labor Code §6300 requires that every physician who attends to any injured 
employee to file a report of the injury and illness with the employer, or if insured, with the 
employer's insurer, on forms prescribed for that purpose by the Division of Labor Statistics and 
Research. Thereafter, the employer or insurer, as the case may be, is required to file the 
physician's report with the Department of Industrial Relations within five days of receipt. 
Neither of these disclosures requiresrequire the patient's authorization. 

2. Minimum necessary standard. The information disclosed for workers' compensation purposes 
must not exceed the minimum necessary to satisfy with the purposes for which the disclosure 
is made. (See Administrative Compliance policyipolicy on Minimum Necessary Use and 
Disclosure of Protected Health Information.) 

3. Authorization for disclosures in response to request; documentation. Upon receiving a 
request to disclose protected health information for workers' compensation or related 
purposes, staff shall consult with the appropriate supervisory/management staff prior to 
making any such disclosures. Staff shall document all relevant facts of any disclosures of this 
nature in the patient's medical record, including a description of the information disclosed, the 
date of the disclosure, and the individual and entity to whom/which the disclosure was made. 

4. Human Resources staff who work on Workmen's Compensation cases have appropriate 
access to PHI in order to complete their jobs. 

Applicable Laws and Regulations 
• 45 CFR §164.512(1) 

• California Civil Code §56.10(b)(8) 

• California Civil Code §56.30(e), (f), (h), (k) 

109.028 Use and Disclosure of Protected Health Information for Workers' Compensation Purposes. Retrieved 3/17/2025.
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109.029 Use and Disclosure of Protected Health 
Information of Deceased Individuals 

PURPOSE 
The purpose of this policy is to ensure compliance with the applicable provisions of State and Federal 
laws and regulations concerning protected health information of deceased individuals. 

POLICY: 
Under HIPAA,VCHCA will use or disclose protected health information concerning deceased individuals 
may be used or disclosed only as permitted by law. The purpose ofProtected health information 
concerning deceased individuals shall be maintained in a confidential and secure manner as set forth in 
this policyPolicy and Procedure for as long as the information is to ensure compliance with the 
applicable provisions of State and Federal laws and regulations concerning protected health information 
of deceased individuals.retained by VCHCA 

Protected health information concerning deceased individuals shall be maintained in a confidential and 
secure manner as set forth in this Policy and Procedure for as long as the information is retained by 
VCHCA 

Applicable Laws and Regulations: 
45 CFR §164.502(f), 164.502(g)(4), 164.510, 164.512(g) 
California Civil Code §56.10(c)(6), 56.10(14) 
California Health & Safety Code §1797.188(c) 

109.029 Use and Disclosure of Protected Health Information of Deceased Individuals. Retrieved 3/18/2025. Official copy at
http://vcmc.policystat.com/policy/17804391/. Copyright © 2025 Ventura County Medical System
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PROCEDURE: 
1. Upon death, the medical records clerk shall close the patient's medical record and send it to 

storage. The medical record shall be protected in the same manner and to the same extent 
required for the protected health information of living individuals, except for uses and 
disclosures for research purposes. 

2. The deceased patient's medical records shall be maintained for the length of time required by 
applicable federal and state laws. 

3. The deceased patient's medical records shall be disclosed to coroners and medical examiners 
for identification of a deceased person or to determine cause of death. 

4. Staff will release to the funeral director for the deceased any information needed so that the 
funeral director can carry out duties with respect to the deceased. Such disclosures may occur 
prior to and in reasonable anticipation of the individual's death. 

5. Staff will treat any family members or other legal representatives who have authority to act on 
behalf of the deceased as the deceased with respect to personal health care information. 

6. If the protected health information about the deceased person is relevant to the treatment of a 
family member, the family member's health care provider may obtain that information with the 
appropriate authorization of Use and Disclosure. 

7. We may disclose a decedent's information to family members and others who were involved in 
the care or payment for care of the decedent prior to the death, unless doing so is inconsistent 
with any prior expressed preference of the individual that is known to the VCHCA. 

8. Any information that would otherwise constitute PHI of a decedent under 45 CFR § 160.201
ceases to be PHI 50 years after the death of the decedent. For any use and disclosure that 
requires authorization, the Use and Disclosure rules apply. 

9. If the deceased'sdecedents health care information is being requested for research purposes, 
and the research standards are met for use and disclosure absent authorization, the Health 
Information Management Department will ensure that the requested information, will be 
maintained as any other PHI by the except for research that requires authorization. 

Applicable Laws and Regulations 
45 CFR § § 160.201,164.502(f), 164.502(g)(4), 164.510, 164.512(g) 
California Civil Code §56.10(c)(6), 56.10(14) 
California Health & Safety Code §1797.188(c) 

109.029 Use and Disclosure of Protected Health Information of Deceased Individuals. Retrieved 3/18/2025. Official copy at
http://vcmc.policystat.com/policy/17804391/. Copyright © 2025 Ventura County Medical System
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109.031 Use and Disclosure of Protected Health 
Information to Avert a Serious Threat to Health or Safety 

POLICY: 
PURPOSE 
Under HIPAA, VCHCA may use or disclose protected health information, without the written authorization 
of the individual or the opportunity for the individual to agree or object, if VCHCA, in good faith, believes 
the use or disclosure, is necessary to avert a serious threat to health or safety. The purpose of this policy 
is to ensure that such disclosures are made in accordance with the requirements of HIPAA and 
applicable state laws. 

POLICY 
VCHCA shall use or disclose protected health information, without the individual's written authorization 
or opportunity to agree or object to the disclosure, if VCHCA has a reasonable belief that the use or 
disclosure is necessary to avert a serious threat to health or safety. 

Applicable Laws and Regulations: 
45 CFR §164.5120); California Civil Code §56.10(c)(14). 

PROCEDURE: 
1. Permitted uses or disclosures to avert a threat to health or safety. Subject to certain 

exceptions contained in paragraph 5 below, VCHCA may, without the written authorization of 
the individual or the opportunity for the individual to agree or object, use or disclose protected 
health information if VCHCA, inhas a good faith, believes belief* the use or disclosure: 

109.031 Use and Disclosure of Protected Health Information to Avert a Serious Threat to Health or Safety. Retrieved 3/17/
2025. Official copy at http://vcmc.policystat.com/policy/17801895/. Copyright © 2025 Ventura County Medical System
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a. i. Is necessary to prevent or lessen a serious and imminent threat to the 
health or safety of a person or the public; and 

ii. Is to a person or persons reasonably able to prevent or lessen the threat, 
including the target of the threat; or 

b. Is necessary for law enforcement authorities to identify or apprehend an individual: 

i. Because of a statement by an individual admitting participation in a violent 
crime that the covered entity reasonably believes may have caused serious 
physical harm to the victim; or 

ii. Where it appears from all the circumstances that the individual has 
escaped from a correctional institution or from lawful custody. 

2. Limit on information that may be disclosed. A disclosure made pursuant to paragraph 1 .b.(i) 
of this policy may contain only the statement described in paragraph 1 .b.(i) and the following 
protected health information: 

i. name and address 

ii. date and place of birth 

iii. social security number 

iv. ABO blood type and rh factor 

v. type of injury 

vi. date and time of treatment 

vii. date and time of death, if applicable 

viii. description of distinguishing physical characteristics 

3. Disclosures must be authorized by appropriate staff. Any disclosures in accordance with this 
policy must be authorized by the appropriate supervisory/management staff. 

4. Documentation of disclosures. Staff shall document all relevant facts of the disclosure in the 
patient's medical record, including a description of the information disclosed, the date of the 
disclosure, the individual and entity to whom/which the disclosure was made, and the name of 
the supervisory/management staff who authorized the disclosure. 

5. Use or disclosure not permitted. A use or disclosure pursuant to item 1 .b. (i) of this policy 
may not be made if the information described in paragraph 1.b. (i) of this policy may not be 
made if the information described in paragraph 1.b. (i) is learned by VCHCA: 

a. In the course of treatment to affect the propensity to commit the criminal conduct 
that is the basis for the disclosure under paragraph 1 .b. (i), or counseling or therapy; 
or 

b. Through a request by the individual to initiate or to be referred for the treatment, 
counseling, or therapy described in paragraph 5.a. above. 

SEE ALSO PSYCHIATRIC INPATIENT UNIT (IPU) POLICY "REQUEST FOR CONFIDENTIAL INFORMATION - 
ASSISTANCE TO LAW ENFORCEMENT AGENCIES." 

* Good faith belief presumption. A covered entity that uses or disclosed protected health information 

109.031 Use and Disclosure of Protected Health Information to Avert a Serious Threat to Health or Safety. Retrieved 3/17/
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pursuant to this policy is presumed to have acted in good faith with regard to a belief described in 
paragraph 1 Presumption of good faith belief. A covered entity that uses or disclosed protected health 
information pursuant to this policiyif the belief is presumed to have acted in good faithbased upon actual 
knowledge or in reliance on a credible representation by a person with regard to a belief described in 
paragraph 1 if the belief is based upon actualapparent knowledge or in reliance on a credible 
representation by a person with apparent knowledge or authority. 

Applicable Laws and Regulations 
45 CFR §164.512(i) 

California Civil Code §56.10(c)(14) 

109.031 Use and Disclosure of Protected Health Information to Avert a Serious Threat to Health or Safety. Retrieved 3/17/
2025. Official copy at http://vcmc.policystat.com/policy/17801895/. Copyright © 2025 Ventura County Medical System
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109.032 Disclosure of Protected Health Information to 
Employers (By a Provider) 

PURPOSE 
The purpose of this policy is to ensure that disclosures of an employee's protected health information 
(PHI) to employers are in made accordance with the requirements of State and Federal laws and 
regulations. 

POLICY: 
Under HIPAA, a health care providerVCHCA may disclose protected health informationPHI to an 
individual's employer, without obtaining authorization from that individual or providing the individual an 
opportunity to object to the use or disclosure, if the provider furnishes health care to the employee as a 
member of the employer's workforce or at the request of the employer and the protected health 
informationPHI relates to a work-related illness or injury or a workplace-related medical surveillance as 
set forth below. The purpose of this policyi is to ensure that disclosures of an employee's protected 
health information to employers are in accordance with the requirements of State and Federal laws and 
regulations. 

Protected health informationPHI will be disclosed to an individual's employer without obtaining 
authorization from that individual only as permitted under applicable State and Federal laws and 
regulations as set forth below. 

PROCEDURE: 
Responding to requests from employers for PHI concerning their employee 

VCHCA may disclose PHI to an employer about an individual who is a member of the workforce of the 

109.032 Disclosure of Protected Health Information to Employers (By a Provider). Retrieved 3/17/2025. Official copy at
http://vcmc.policystat.com/policy/17804465/. Copyright © 2025 Ventura County Medical System
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employer, without obtaining authorization from that individual or providing the individual an opportunity 
to object to the disclosure, if the individual is a member of the workforce of such employer or provides 
health care to the individual subject to the following. 

1. Work-related illness or injury and workplace surveillance. Upon request by the employer, PHI 
about the employee/individual may be provided: 

i. To conduct an evaluation relating to medical surveillance of the workplace; or 

ii. To evaluate whether the individual has a work-related illness or injury 

iii. If concerning a work-related illness or injury or a workplace-related medical 
surveillance; 

2. Compliance with the law. The employer needs such findings as described in order to comply 
with its obligations under applicable federal (HIPAA and OSHA) and state law, to record such 
illness or injury or to carry out responsibilities for workplace medical surveillance; and 

3. Notice to Individual. VCHCA will provide the individual with written notice (see Exhibit "A") that 
PHI relating to the medical surveillance of the workplace and work-related illnesses and 
injuries are disclosed to employers: 

i. By giving a copy of the notice to the individual at the time the health care is provided; 
or 

ii. If the health care is provided on the work site of the employer, by posting the notice 
in a prominent place at the location where the health care is provided. 

Providing PHI to employers for payment responsibility 

VCHCA may disclose PHI to an employer, about an individual who is a member of the workforce of the 
employer, without obtaining authorization from that individual or providing the individual an opportunity 
to object to the disclosure, if that information is necessary for the employer to allow responsibility for 
payment to be determined and payment to be made. (See policy 109.027, Use and Disclosure of 
Protected Health Information for Treatment, Payment or Health Care Operations.) 

Applicable Laws and Regulations: 

45 CFR § 164.512(b)(1)(v); California Civil Code §56.10(c)(2); 29 CFR § 1904-1928, 30 

Responding to Requests from Employers for Protected Health 
Information Concerning Their Employees: 

VCFICP may disclose protected health information to an employer about an individual who is a member 
of the workforce of the employer, without obtaining authorization from that individual or providing the 
individual an opportunity to object to the disclosure, if the individual: is a member of the workforce of 
such employer or provides health care to the: 

1. Individual at the request of the employer: 

i. To conduct an evaluation relating to medical surveillance of the workplace; or 

109.032 Disclosure of Protected Health Information to Employers (By a Provider). Retrieved 3/17/2025. Official copy at
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ii. To evaluate whether the individual has a work-related illness or injury 

iii. The protected health information that is disclosed consists of findings concerning a 
work-related illness or injury or a workplace-related medical surveillance; 

2. The employer needs such findings in order to comply with its obligations, under 29 CFR parts 
1904 through 1928, 30 CFR parts 50 through 90, or under state law having a similar purpose, to 
record such illness or injury or to carry out responsibilities for workplace medical surveillance; 
and 

3. Provides written notice (see Exhibit "A") to the individual that protected health information 
relating to the medical surveillance of the workplace and work-related illnesses and injuries are 
disclosed to the employer: 

i. By giving a copy of the notice to the individual at the time the health care is provided; 
or 

ii. If the health care is provided on the work site of the employer, by posting the notice 
in a prominent place at the location where the health care is provided. 

Providing Protected Health Information to Employers to Allow Responsibility for Payment to be 
Determined and Payment to be Made 

VCFICA may disclose protected health information to an employer, about an individual who is a member 
of the workforce of the employer, without obtaining authorization from that individual or providing the 
individual an opportunity to object to the disclosure, if that information is necessary for the employer to 
allow responsibility for payment to be determined and payment to be made. (See policy 109.027, Use 
and Disclosure of Protected Health Information for Treatment, Payment or Health Care Operations.) 

109.032 Disclosure of Protected Health Information to Employers (By a Provider). Retrieved 3/17/2025. Official copy at
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EXHIBIT “A” 
 

NOTICE TO EMPLOYEES REGARDING DISCLOSURE 

OF PROTECTED HEALTH INFORMATION TO EMPLOYER 
 
 
 
 
 
Dear Employee: 

 

In the course of my duties as a health care provider engaged by __________________, I might have  

access to health information regarding your physical or mental health or condition.  So long as that 

health information relates to the medical surveillance of the _____________________________ 

workplace or work-related illnesses and injuries, please be informed that I am permitted by law to 

provide that information to ________________________ without your approval and will do so at the 

request of [Employer]’s management. 

 

If you have any questions regarding the release of your health information to your employer, please 

contact the Ventura County Health Care Agency Privacy Officer. 

 

Sincerely, 

 

 

[Provider]  
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109.033 Use and Disclosure of Protected Health 
Information to Disaster Relief Organizations 

PURPOSE 
Under HIPAA, protected health information may be disclosed absent the individual's written authorization 
to a state recognized or federally recognized disaster relief organization for the purpose of responding to 
disaster welfare inquires. The purpose of this policy is to ensure that such disclosures comply with the 
requirements of applicable State and Federal laws and regulations. 

POLICY: 
Under HIPAA, protected health information may be disclosed absent the individual's written authorization 
to disaster relief organizations for the purpose of coordinating with such entities the notification, or 
assistance in the notification of (including identifying or locating), a family member, a personal 
representative of the individual, or another person responsible for the care of the individual of the 
individual's location, general condition or death. The purpose of this policy is to ensure that such 
disclosures comply with the requirements of applicable State and Federal laws and regulations. 

Protected health information concerning an individual's location, general condition or death shall be 
disclosed, absent the individual's written authorization or consent, to disaster relief organizations for 
purposes of notifying a family member, personal representative or other person responsible for the care 
of the individual only as permitted under applicable State and Federal laws and regulations and set forth 
below. 

When responding to disaster welfare inquiries from state recognized or federally recognized disaster 
relief organization HCA will comply with applicable HIPAA requirements. Accordingly information may be 
disclosed without the individual's written authorization or consent, is limited to the patient’s name, city of 
residence, age, sex, and general condition or death. 

109.033 Use and Disclosure of Protected Health Information to Disaster Relief Organizations. Retrieved 3/17/2025. Official
copy at http://vcmc.policystat.com/policy/17802144/. Copyright © 2025 Ventura County Medical System
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PROCEDURE: 
1. Upon request of a disaster relief organization, and the individual is present or otherwise 

available prior to, a use or disclosure described below and has the capacity to make health 
care decisions, staff may disclose protected health information, absent the individual's written 
authorization consent, for the purpose of coordinating with such entities the notification, or 
assistance in the notification of (including identifying or locating), a family member, a personal 
representative of the individual, or another person responsible for the care of the individual of 
the individual's location, general condition or death, if the staff does the following: 

a. Obtains the individual's agreement; 

b. Provides the individual the opportunity to object to the disclosure, and the individual 
does not express an objections; or 

c. Reasonably infers from the circumstances, based on the exercise of professional 
judgment, which the individual does not object to the disclosures. 

The information disclosed shall be limited to the following: the individual's name, city of 
residence, age, sex, and general condition. 

The information disclosed, circumstances concerning the disclosure, and the name of the 
person to whom the information was disclosed will be recorded in the patient's medical record. 

2. If the individual is not present for, or the opportunity to agree or object to the use or disclosure 
described in item 1 above cannot practicably be provided because of the individual's 
incapacity or an emergency circumstance, supervisory staff may, in the exercise of 
professional judgment, determine whether the disclosure is in the best interest of the 
individual and, if so, disclose only the protected healthbasic information that is directly 
relevant to, including the patient’s name, city of residence, age, sex, and general condition to 
the disaster relief organization. 

The information disclosed, circumstances concerning the disclosure and the name of the 
person's involvement with the individual's health care. 

The to whom the information was disclosed, circumstances concerning the disclosure and the 
name of the person to whom the information was disclosed will be recorded in the patient's 
medical record. 

3. The requirements in items 1 and 2 above shall apply to such uses and disclosures only to the 
extent that supervisory staff, in the exercise of professional judgment, determines that the 
requirements do not interfere with the ability to respond to the emergency circumstances. 

Applicable Laws and Regulations 
45 CFR § 164.510(b) 

45 CFR § 164.512(a)(1) 

California Civil Code §56.10(c)(15) 

109.033 Use and Disclosure of Protected Health Information to Disaster Relief Organizations. Retrieved 3/17/2025. Official
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