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AGENDA 
REGULAR MEETING OF THE BOARD OF DIRECTORS  

THURSDAY, MAY 29, 2025, 5:00 P.M.* 
*NOTE, THIS START TIMEIS EALRIER 

THAN THE TYPICAL 6PM START TIME* 

601 Heber Ave., Calexico, CA. 92231 
 

Join Microsoft Teams 
Meeting ID: 247 036 201 983 1 

Passcode: ha9Ja2pF 
 

1. Call to Order 
 

2. Roll Call 
 

3. Pledge of Allegiance 

 
4. Approval of Request for Remote Appearance by Board Member(s), if 

Applicable 
 

5. Consider Approval of Agenda 
In the case of an emergency, items may be added to the agenda by a majority 
vote of the Board of Directors. An emergency is defined as a work stoppage, a 
crippling disaster, or other activity that severely imperils public health, safety, or 
both. Items on the agenda may be taken out of sequential order as their priority is 
determined by the Board of Directors. The Board may take action on any item 
appearing on the agenda. 

 
6. Public Comments 

At this time the Board will hear comments on any agenda item. If 
any person wishes to be heard, they shall stand; address the 
president, identify themself, and state the subject for comment. Time 
limit for each speaker is 3 minutes individually per item to address 
the Board. Individuals who wish to speak on multiple items will be 
allowed four (4) minutes in total. A total of 15 minutes shall be 
allocated for each item for all members of the public. The board may 
find it necessary to limit the total time allowable for all public 
comments on items not appearing on the agenda at anyone one 
meeting to one hour. 
 

https://teams.microsoft.com/l/meetup-join/19%3ameeting_MGI4NjllZTAtOWQ3Yy00NWUyLWI4OTMtNzk3MjFhY2Y3MzRi%40thread.v2/0?context=%7b%22Tid%22%3a%22008f6873-aed8-4e46-aaf7-6e0ed7a58f29%22%2c%22Oid%22%3a%2217be8f87-a250-43ab-bdf5-12c3603dac48%22%7d
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7. Critical Elements of Effective Governance by Jeff Bills with Confidence 
Consulting (90 minutes) Part 2 

8. Board Comments 

Reports on meetings and events attended by Directors; Authorization for 
Director(s) attendance at upcoming meetings and/or events; Board of Directors 
comments. 

a. Brief reports by Directors on meetings and events attended 
b. Schedule of upcoming Board meetings and/or events 
c. Report by Education and Outreach Ad-Hoc Committee 
d. Report by AB 918 Negotiation Ad-Hoc Committee 

 
9. Consent Calendar 

Any member of the Board may request that items for the Consent 
Calendar be removed for discussion. Items so removed shall be acted 
upon separately immediately following approval of items remaining on the 
Consent Calendar. 

a. Approve minutes for meetings of May 8, 2025 
b. Approve and file PMH Expenses/Financial Report for April 

2025 

10. Action Items 
a. Review and Authorize: IVHD Stop Loss Analysis Presentation 

 
b. MEDICAL STAFF REPORT – Recommendations from the Medical Executive 

Committee for Medical Staff Membership and/or Clinical Privileges, policies/ 
procedures/forms, or other related recommendations 
 

c. Policy and Procedure: Bioterrorism Management Plan 
 

d. Policy and Procedure: Child Care Disaster Plan 
 

e. Policy and Procedure: Code Silver – Active Shooter Situation Response 
 

f. Policy and Procedure: Earthquake Response Plan 
 

g. Policy and Procedure: Emergency Preparedness – House Supervisors 
Role 
 

h. Policy and Procedure: Code White - Hospital Evacuation Plan 
 
i. Policy and Procedure: Shelter in Place Plan 

 
j. Policy and Procedure: Workplace Violence Prevention Plan 

 
k. Policy and Procedure: Medical Equipment Management Plan 

 
l. Retire Policy and Procedure: Emergency Department (ED) Documentation 

Requirements 
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m. Policy and Procedure: Advance Directives 
 

n. Authorize: Renewal of Workers’ Compensation Coverage with BETA Risk 
Management Authority (“BETARMA”) for coverage in the State of California. 
Presented by: Carly Loper 
Contract Value: $1,907,038 annual contribution (to be paid in monthly 
installments) 
Contract Term: One year Term (July 1, 2025 – June 30, 2026) 
Budgeted: Yes 
Budgeted Classification: Workers’ Compensation Insurance 
 

o. Authorize: Renewal of Healthcare Entity Comprehensive Liability (HCL) 
Coverage, Directors & Officers Liability Coverage and Automobile Coverage 
with BETA Risk Management Authority (“BETARMA”) 
Presented by: Carly Loper 
Contract Value: $1,880,387 net annual contribution 
Contract Term: One year Term (July 1, 2025 – June 30, 2026) 
Budgeted: Yes 
Budgeted Classification: Liability Insurance 
 

p. Review and Authorize: Property insurance coverage provided through broker, 
Alliant Insurance Services, Inc. (“Alliant”). Property insurance includes 
coverage for Property, Boiler & Machinery, Commercial Cyber Liability and 
Pollution. Other coverages include Cyber Breach Response Endorsement, 
Crime and the Deadly Weapon Response Program. 
Presented by: Carly Loper 
Contract Value: Total Premium $773,272 (HARPP + ADWRP, ACIP & BBR) 
Contract Term: One year Term (July 1, 2025 – June 30, 2026) 
Budgeted: Yes 
Budgeted Classification: Insurance 

11. Management Reports 
a. Finance: Carly C. Loper, MAcc – Chief Financial Officer 
b. Hospital Operations: Carol Bojorquez, MSN, RN – Chief Nursing Officer 
c. Clinics Operation: Carly Zamora MSN, RN – Chief of Clinic Operations 
d. Urgent Care: Tomas Virgen – Administrative Coordinator/ Support for AB 

918 
e. Executive: Christopher R. Bjornberg – Chief Executive Officer 
f. Legal: Adriana Ochoa – General Counsel 

 
12. Items for Future Agenda 

This item is placed on the agenda to enable the Board to identify and 
schedule future items for discussion at upcoming meetings and/or identify 
press release opportunities. 
 

13. Closed Session 
 

a. CONFERENCE WITH LEGAL COUNSEL—ANTICIPATED LITIGATION 
Gov. Code Section 54956.9(d)(1))  
Name of Case: 
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1. Bradkowski v. PMHD 
2. Garcia v. PMHD 

 
b. CONFERENCE WITH REAL PROPERTY NEGOTIATORS 

Property: El Centro Regional Medical Center and Related Facilities 1415 Ross Ave, 
El Centro, CA 92243 
Agency negotiators: AB 918 Ad Hoc Committee (Katherine Burnworth, James 
Garcia, Laura Goodsell), Christopher Bjornberg, Adriana Ochoa, Josh Schneiderman 
Negotiating parties: City of El Centro  
Under negotiation: Terms relating to acquisition of El Centro Regional Medical 
Center and related hospital facilities. 

 

14. Announcement of Closed Session Actions 
 

15. Adjournment 
a. The next regular meeting of the Board will be held on June 12, 2025, at 

6:00 p.m. 
 

POSTING STATEMENT 
A copy of the agenda was posted May 23, 2025, at 601 Heber Avenue, Calexico, California 92231 at 10:30 
p.m. and other locations throughout the IVHD pursuant to CA Government code 54957.5. Disclosable 
public records and writings related to an agenda item distributed to all or a majority of the Board, including 
such records and written distributed less than 72 hours prior to this meeting are available for public 
inspection at the District Administrative Office where the IVHD meeting will take place. The agenda 
package and material related to an agenda item submitted after the packets distribution to the Board is 
available for public review in the lobby of the office where the Board meeting will take place. 

In compliance with the Americans with Disabilities Act, if any individuals request special accommodations 
to attend and/or participate in District Board meetings please contact the District at (760)970- 6046. 
Notification of 48 hours prior to the meeting will enable the District to make reasonable accommodations 
to ensure accessibility to this meeting [28 CFR 35.102-35.104 ADA title II]. 
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MEETING MINUTES  
May 8, 2025 

REGULAR BOARD MEETING 
 
THE IMPERIAL VALLEY HEALTHCARE DISTRICT MET IN REGULAR SESSION ON THE 
8th OF MAY 2025 AT 207 W. LEGION ROAD CITY OF BRAWLEY, CA. ON THE DATE, 
HOUR AND PLACE DULY ESTABLISHED OR THE HOLDING OF SAID MEETING. 

1. TO CALL ORDER: 
The regular meeting was called to order at 6:09 pm by Katie Burnworth. 

2. ROLL CALL-DETERMINATION OF QUORUM: 
President Katherine Burnworth 
Vice-President Laura Goodsell 
Treasurer Donald W. Medart Jr. 
Secretary Arturo Proctor 
Trustee Enola Berker 
Trustee Rodolfo Valdez 
Trustee James Garcia-online 

GUESTS: 

Adriana Ochoa – Legal/Snell & Wilmer 
Christopher R. Bjornberg - Chief Executive Officer  

Tomas Virgen - Support for IVHD (AB 918) 

 
3. PLEDGE OF ALLEGIANCE WAS LED BY DIRECTOR BURNWORTH. 

4. APPROVAL OF REQUEST FOR REMOTE APPEARANCE BY BOARD MEMBER(S) 
The directors accepted the request for remote appearance by Director James Garcia (see attached 
Request for Remote Appearance Form for basis). 

 
5. CONSIDER APPROVAL OF AGENDA: 

Motion was made by Director Goodsell and second by Director Proctor to approve the agenda 
for the Regular and Special meeting agenda for May 8, 2025. Motion passed by the following 
vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 

6. PUBLIC COMMENT TIME: 
Ron Rubin expressed his concerns and questioned how the financial report is supposed to be 
reviewed and approved under consent calendar. He feels the financial report should be reviewed, 
approved or not approved once the report has been given. He expressed his concerns on Strategic 
Planning and feels that this report could have been done three months ago and feels it does not 
say anything specific.   
 
Kevin Smith informed the board that we continue to be concerned about the financial situation and 
the El Centro Regional loss, and we add that up with Pioneers the numbers don’t add up and the  
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numbers will never add up. 
 
boards attention that there was an error on the minutes for April 10th that needed to be corrected.   

7. BOARD COMMENTS: 
a. Brief reports by Directors on meetings and events attended. Schedule of upcoming Board 

meetings and events. 
 
Director Burnworth reported that she attended the Beckers Healthcare conference last 
week and it was very informative   
 

b. Report by Education and Outreach Ad-Hoc Committee 
 
Director Garcia commended our PR Team for sending out a nice article to Imperial Valley 
Press to celebrate National Nurses week and it was well done.  

 

c. Report by AB 918 Ad Hoc Negotiation Committee re AB 918  

Attorney Adiana reported that they continue having biweekly meetings with the ECRMC 
Team. They are meeting with the regulatory group to talk about regulatory licenses and 
approval that are necessary as we move forward with the deal.  We have been having 
positive conversations with UCSD 
 

8. CONSENT CALENDAR: 
Director Goodsell recommends pulling out item B, PMH Expenses/Financial Report to 

discuss further before approving.  

 

Motion was made by Director Goodsell and second by Director Berker to approve the 

consent calendar item A minutes for April 24, 2025. Motion passed by the following vote wit: 

 

AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 

NOES: None 

 

Carly Loper went over the financial report with board members and answered any questions 

the board had conceding the financial report.  

 

Motion was made by Director Berker and second by Director Goodsell to approve the 

consent calendar item B, PMH Expenses/Financial Report. Motion passed by the following 

vote wit: 

 

AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 

NOES: None 

9. ACTION ITEMS: 
a. Policy and Procedure: Bioterrorism Management Plan 
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Director Proctor reminded the board that at our last meeting, it had some items that dealt 
with emergency services, emergency planning etc. and some of us had some questions 
and so we went them back so we can revisit the policies but after getting the copies 
Director Proctor still has some questions he would like to ask Jorge Mendoza and since 
Mr. Mendoza is not here to answer questions Director Proctor would like to table some of 
these item for a later meeting and have Jorge Mendoza attend a meeting to answer any 
questions.  

 
Motion was made by Director Proctor and second by Director Medart Jr. to table this item 
for a later meeting. Motion passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

b. Policy and Procedure: Child Care Disaster Plan 
 
Motion was made by Director Proctor and second by Director Medart Jr. to table this item 
for a later meeting. Motion passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

c. Policy and Procedure: Code Silver – Active Shooter Situation Response 
 

Motion was made by Director Proctor and second by Director Medart Jr. to table this item 
for a later meeting. Motion passed by the following vote wit: 
 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

d. Policy and Procedure: Earthquake Response Plan 
 

Motion was made by Director Proctor and second by Director Medart Jr. to table this item 
for a later meeting. Motion passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 

 
e. Policy and Procedure: Emergency Preparedness – House Supervisors 

Role 
 
Motion was made by Director Proctor and second by Director Medart Jr. to table this item 
for a later meeting. Motion passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

f. Policy and Procedure: Code White - Hospital Evacuation Plan 
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Motion was made by Director Proctor and second by Director Medart Jr. to table this item 
for a later meeting. Motion passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 

 
g. Policy and Procedure: Infection Control Practices for Healthcare 

Personnel 
 
Motion was made by Director Berker and second by Director Proctor to approve the 
Policy and Procedure: Infection Control Practices for Healthcare. Motion passed by the 
following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

h. Policy and Procedure: Shelter in Place Plan 
 
Motion was made by Director Proctor and second by Director Medart Jr. to table this item 
for a later meeting. Motion passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 

 
i. Policy and Procedure: Value Analysis Committee 
 

Motion was made by Director Berker and second by Director Proctor to approve the 
Policy and Procedure: Value Analysis Committee. Motion passed by the following vote 
wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

j. Policy and Procedure: Workplace Violence Prevention Plan 
 
Motion was made by Director Proctor and second by Director Medart Jr. to table this item 
for a later meeting. Motion passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

k. Policy and Procedure: Financial Assistance Program (FAP), Charity Care 
Program 
 
Motion was made by Director Berker and second by Director Proctor to approve the 
Policy and Procedure: Financial Assistance Program (FAP), Charity Care Program. 
Motion passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
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NOES: None 
 

l. Policy and Procedure: Billing and Collection 
 

Motion was made by Director Berker and second by Director Proctor to approve the 
Policy and Procedure: Billing and Collection. Motion passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

m. Authorize: Renew contract with Canon Medical System Service 
Agreement 
Presented by: Carly Zamora 
Contract Value: Canon CT AQ64 Coverage: Monthly cost: $8,054.00, 
Annual cost: $96,648.00, 4-Year total: $386,592.00 
Contract Term: 4-years (06/08/2025 – 06/07/2029) Total $386,592.00 
Budgeted: Yes 
Budgeted Classification: Operation 
 
Motion was made by Director Goodsell and second by Director Medart Jr. to the approve 
the Renew contract with Canon Medical System Service Agreement as presented. Motion 
passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

n. Authorize: Renew contract with Canon MRI 3T Galan Service Agreement 
Presented by: Carly Zamora 
Contract Value: MRI 3T Service Coverage: Monthly cost: $9,396.52, 
Annual cost: $112,758.24, 5-Year total: $563,791.20 
Contract Term: 5 years (04/25/2025 – 04/24/2030) Total $563,791.20 
4899-0142-1106 
Budgeted: Yes 
Budgeted Classification: Operation 
 
Motion was made by Director Berker and second by Director Medart Jr. to approve the 
Renew contract with Canon MRI 3T Galan Service Agreement as presented. Motion 
passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

o. Authorize: Oracle Cerner Changes related to IVHD 
Presented by: Chris Bjornberg 
Contract Value: $113,081.90 
Contract Term: N/A 
Budgeted: No 
Budgeted Classification: Purchased Services 
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Motion was made by Director Goodsell and second by Director Medart Jr. to approve the 
Oracle Cerner Changes related to IVHD as presented. Motion passed by the following 
vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

p. Authorize: Firewall Upgrades 
Presented by: Carly Loper 
Contract Value: $80,982.16 
Contract Term: Precision AI Network Security Subscription Bundle (Advanced Threat 
Prevention, Advanced URL Filtering, Advanced Wildfire, Advanced DNS Security and 
Advance SD-WAN), 3 years (36 months) term 
Budgeted: Yes 
Budgeted Classification: Maintenance 
 
Motion was made by Director Medart Jr. and second by Director Berker to approve the 
Firewall Upgrades as presented. Motion passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

q. Authorize the approval of the Engagement Letter and Professional Services Agreement 
between Moss Adams LLP and PMHD for financial audit services for fiscal year ending 
June 30, 2025 
Presented by: Carly Loper 
Contract Value: $150,000.00 
Contract Term: One Year Agreement (audit for FY ending 06/30/2025) 
Budgeted: Yes 
Budgeted Classification: Purchased Services 

 
Motion was made by Director Medart Jr. and second by Director Proctor to approve the 
Engagement Letter and Professional Services Agreement between Moss Adams LLP and 
PMHD for financial audit services for fiscal year ending June 30, 2025, subject to legal 
counsel approval. Motion passed by the following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

r. Discussion and Possible Action to Approve (1) Engagement Agreement for Special 
Counsel 
Services with Procopio, Cory, Hargreaves & Savitch LLP for Bond and Financing Matters 
and  
(2) Waiver Letter with US Bank Trust Company, National Association (Hourly Rate: $870). 
 
Motion was made by Director Medart Jr. and second by Director Berker to approve the (1) 
Engagement Agreement for Special Counsel Services with Procopio, Cory, Hargreaves & 
Savitch LLP for Bond and Financing Matters and (2) Waiver Letter with US Bank Trust 
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Company, National Association (Hourly Rate: $870) as presented. Motion passed by the 
following vote wit: 

 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 
 

s. Joint CEO Presentation Regarding ECRMC Acquisition and Strategic 
Planning 

Pablo Velez, ECRMC CEO gave a brief presentation on ECRMC Acquisition and 
Strategic Planning. 
 

10. MANAGEMENT REPORTS: 
a. Finance: Carly C. Loper, MAcc – Chief Financial Officer 

 
Carly gave a report under consent calendar.   
 

b. Hospital Operations: Carol Bojorquez, MSN, RN – Chief Nursing Officer 
 
Carol went over the CNO report and survey online. 
 

c. Clinics Operation: Carly Zamora MSN, RN – Chief of Clinic Operations 
 
Carly gave a brief report on the Clinic Operations.   
 

d. Urgent Care: Tomas Virgen – Administrative Coordinator/ Support for AB 918 
 
Tomas reported that there was a meeting today held at the Calexico City Office. As he 
had reported at the last meeting, he had said that there were different opinions by 
different inspectors going to the Urgent Care site. Per our request they had meeting will 
all the parties involved and as of today they told us that we just need to put up three signs 
and that’s a sign for each waiting room that say the maximum occupancy a sign by the 
expansive door on the back that says no exit on it. Those are going to be ordered and 
once those come in they are going to be doing a final inspection.  
 

e. Executive: Christopher R. Bjornberg – Chief Executive Officer 
 

Chris reported that they did have a meeting about the stop loss. They presented it to us 
and we are getting some finalized numbers from hem. We will come back with that to the 
next board meeting.  
 
He also gave a brief report on the Beckers Conference he attended.  
 
He informed the board that next week Hospital week and talked abut the events that will 
be going on during the week.  
 

f. Legal: Adriana Ochoa – General Counsel 
 
None.  
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11. ITEMS FOR FUTURE AGENDA: 

Strategic Planning for June 12, 2025, meeting 
 
BOARD ENTERED INTO CLOSED SESSION AT 8:49pm 
 
12. CLOSED SESSION: 

a. CONFERENCE WITH LEGAL COUNSEL—ANTICIPATED LITIGATION Gov. Code 

Section 54956.9(d)(2)) 

Government Names: 

1. Adriana Pacheco 

2. Nicolas Magos 

3. Kevin Fernando Fernandez 

4. Stephany Rojas 

 

 
BOARD RECONVENED INTO OPEN SESSION AT 9:03PM 

13. REPORT OUT OF CLOSED SESSIONS ACTIONS: 
 
The Board voted to reject the Government Claims presented by Adriana Pacheco, 
Nicolas Magos, Kevin Fernando Fernandez and Stephany Rojas. 
 
The Motion was made by Director Goodsell, Seconded by Director Proctor and the vote 
was 7-0.  
 
AYES: Burnworth, Goodsell, Medart Jr., Proctor, Berker, Valdez, Garcia 
NOES: None 

14. ADJOURNMENT: 

With no future business to discuss, Motion was made unanimously to adjourn meeting at 9:04 
p.m. 



 

 
 
To: Board of Directors 

Katherine Burnworth, President  

Laura Goodsell, Vice President 

  Arturo Proctor, Secretary 

                           Donald W. Medart Jr., Treasurer 

  Enola Berker, Trustee 

  Rodolfo Valdez, Trustee 

  James Garcia, Trustee 

Additional Distribution: N/A 

 From: Christopher R. Bjornberg, Chief Executive Officer 

 
Financial Report – April 2025 

Overview:   

Financial operations for the month of April resulted in a profit of $280,798 against a budgeted 
profit of $19,647.   

 

Patient Volumes: 

For the month of April, inpatient admissions exceeded budget by 6.0% but fell below the prior 
month by (9.6%).  For the year-to-date period, inpatient admissions are ahead of budget by 
14.8% and ahead of the prior year by 14.7%.  April inpatient days fell below budget by (32.3%) 
and fell below the prior month volumes by (17.8%).  For the year-to-date period, inpatient days 
are below budget by (13.9%) and below the prior year by (13.2%).   

 

Newborn deliveries in April exceeded March’s deliveries by 49.4% and exceeded the monthly 
budget by 109.4%.  April’s ED visits fell below March’s visits by (5.3%) but exceeded the budget 
for the month by 7.5%.  Surgical case volumes fell below the prior month’s volumes by (8.4%) 
and fell below the monthly budget by (38.1%).   



Pioneers Health Center (PHC) visits in April fell below the prior month’s visits by (3.2%) and fell 
below the monthly budget by (9.6%).  The Calexico Health Center (CHC) volumes in April 
exceeded the prior month volumes by 9.3% and exceeded the monthly budget by 31.8%.  The 
Pioneers Children’s Health Center (PCHC) fell below the prior month’s volumes by (13.8%) but 
exceeded the monthly budget by 3.7%.   

 

Hospital outpatient volumes i.e., Lab, Imaging, Respiratory and other services exceeded 
March’s volumes by less than 1.0% and exceeded the monthly budget by 36.2%.   
 

For the month of April, Pioneers Memorial Skilled Nursing Center (PMSNC), formerly Imperial 
Heights Health and Wellness Center, inpatient days decreased from March’s days by (7.3%) 
with 2,149 inpatient days in April compared to 2,317 inpatient days in March.  PMSNC had an 
average daily census (ADC) of 71.6 for the month of April. 

 

See Exhibit A (Key Volume Stats – Trend Analysis) for additional detail.  

 

Gross Patient Revenues: 

In April, gross inpatient revenues exceeded budget by 14.4% while outpatient revenues fell 
below budget by (5.2%).  

Net operating revenues (Gross revenues less contractual deductions) exceeded the monthly 
budget by $496,225 or 3.9% but fell below the prior month’s revenues by ($504,593) or (3.6%).   
 

Operating Expenses:  

In total, April operating expenses were over budget by ($167,586) or (1.3%).  Staffing expenses, 
which include Salaries, Benefits and Contract Labor were over budget by ($147,860) or (2.0%). 
Non-salary expenses, which include Supplies, Professional Fees, Purchased Services and Other 
were just over budget by less than (1.0%). 

 
 

Act. Bud Prior Yr. Act. Bud Prior Yr.
Deliveries 266 127 239 1,760 1,635 1,910
E/R Visits 3,839 3,570 3,996          38,706 38,527 38,963
Surgeries 277 412 299 3,356 3,920 2,953
GI Scopes 16 61 57 290 879 773
Calexico RHC 1,174 891 522 9,599 8,118 7,693
Pioneer Health 2,655 2,937 1,173 26,852 29,530 27,487
Children's RHC 728 702 275 7,518 7,879 7,251
O/P Visits 6,966 5,113 5,602 68,201 51,256 51,821

Current Period Year To Date



Below is a summary table of expenses compared to budget.  

Exp. Category Actual Budget Var. Comment 

Salaries 6,237      6,028      -3.5% Over Budget
Benefits 1,463      1,522      3.9% Under Budget
Contract Labor 210          213          1.4% On Budget
Pro Fees 1,490      1,243      -19.9% Over Budget
Supplies 1,405      1,559      9.9% Under Budget
Purchased Serv 459          636          27.8% Under Budget
Other 785          779          -0.8% On Budget  

 
 
 

Bond Covenants: 

As part of the Series 2017 Bond issue, the District is required to maintain certain covenants or 
“promises” to maintain liquidity (days cash on hand of 50 days) and profitability (debt service 
coverage ratio of 1.20). A violation of either will allow the Bond Trustee (US Bank) authorization 
to take certain steps to protect the interest of the individual Bond Holders.  

 

 

Net Excess/(Deficit):  

Fiscal year-to-date, District operations have resulted in a profit of $4,767,467 against a 
budgeted loss of ($39,199) which is less than the prior year-to-date profit of $7,908,686.  

 

 

 

 

 

 

END OF REPORT 



LAST MONTH LAST YEAR THIS MONTH THIS MONTH  FYTD FYTD  FYTD

 ACTUAL ACTUAL  ACTUAL  BUDGET         % ACTUAL BUDGET         % PRIOR YEAR        %
MARCH APRIL APRIL APRIL         VAR APRIL APRIL         VAR APRIL        VAR

3,264 3,866 2,707 4,489 -39.69% ADJ PATIENT DAYS 32,259 44,718 -27.86% 43,304 -25.51%
1,350 1,486 1,110 1,640 -32.32% INPATIENT DAYS 13,835 16,073 -13.92% 15,937 -13.19%

511 441 462 436 5.96% IP ADMISSIONS 5,085 4,428 14.84% 4,433 14.71%
46 50 37 55 -32.32%  IP AVERAGE DAILY CENSUS 46 53 -13.92% 52 -13.19%

GROSS PATIENT REVENUES   
4,460,991 4,476,718 4,502,920 7,071,961 -36.33%  DAILY HOSPITAL SERVICES 42,771,007 75,301,915 -43.20% 75,684,898 -43.49%

14,010,106 10,834,144 13,170,259 8,373,486 57.29%  INPATIENT ANCILLARY 149,871,034 77,590,229 93.16% 80,789,805 85.51%
26,191,988 24,524,724 25,433,294 26,831,100 -5.21%  OUTPATIENT ANCILLARY 256,543,474 272,477,273 -5.85% 268,699,695 -4.52%

  
44,663,085 39,835,586 43,106,473 42,276,547 1.96% TOTAL PATIENT REVENUES 449,185,515 425,369,417 5.60% 425,174,398 5.65%

REVENUE DEDUCTIONS
11,713,712 9,191,349 10,228,981 9,258,997 -10.48%  MEDICARE CONTRACTUAL 107,972,248 93,160,260 -15.90% 94,349,870 -14.44%
12,785,203 13,814,652 13,643,163 12,101,267 -12.74%  MEDICAL CONTRACTUAL 136,465,716 121,758,025 -12.08% 127,344,446 -7.16%
-1,184,154 -1,423,762 -1,378,326 -1,359,079 -1.42% SUPPLEMENTAL PAYMENTS -13,526,326 -13,674,496 1.08% -16,586,271 18.45%

-88,856 -11,210 -467,741 0 100.00%  PRIOR YEAR RECOVERIES -2,497,742 0 100.00% -3,557,517
6,978,258 5,975,717 6,797,466 8,298,441 18.09%  OTHER DEDUCTIONS 72,953,858 83,495,542 12.63% 82,296,294 11.35%

0 211,042 8,600 154,910 94.45%  CHARITY WRITE OFFS 297,727 1,558,644 80.90% 1,585,277 81.22%
600,000 928,000 920,000 968,028 4.96%  BAD DEBT PROVISION 9,218,743 9,739,906 5.35% 10,044,405 8.22%

0 -4,167 -4,121 100.00%  INDIGENT CARE WRITE OFFS -29,169 -41,466 29.66% -41,667 -29.99%
30,804,163 28,681,622 29,752,144 29,418,443 -1.13% TOTAL REVENUE DEDUCTIONS 310,855,056 295,996,415 -5.02% 295,434,837 -5.22%

13,858,922 11,153,964 13,354,329 12,858,104 3.86% NET PATIENT REVENUES 138,330,459 129,373,002 6.92% 129,739,561 -6.62%
69.0% 72.0% 69.0% 69.6% 69.2% 69.6% 69%

OTHER OPERATING REVENUE
0 0 0 0 GRANT REVENUES 0 0 580,000 -100.00%

535,886 630,641 372,539 384,748 -3.17% OTHER 4,521,610 3,868,681 16.88% 4,185,614 8.03%

535,886 630,641 372,539 384,748 -3.17% TOTAL OTHER REVENUE 4,521,610 3,868,681 16.88% 4,765,614 -5.12%
 

14,394,808 11,784,605 13,726,868 13,242,852 3.65% TOTAL OPERATING REVENUE 142,852,069 133,241,683 7.21% 134,505,175 6.21%

OPERATING EXPENSES
6,268,879 5,558,720 6,237,213 6,027,615 -3.48% SALARIES AND WAGES 63,384,210 60,972,517 -3.96% 56,029,196 -13.13%
1,816,690 1,393,022 1,462,931 1,522,353 3.90% BENEFITS 16,466,467 15,223,530 -8.16% 14,786,773 -11.36%

180,983 156,732 210,277 212,592 1.09% REGISTRY & CONTRACT 1,994,187 2,239,253 10.94% 2,773,300 28.09%
8,266,552 7,108,474 7,910,421 7,762,560 -1.90% TOTAL STAFFING EXPENSE 81,844,864 78,435,300 -4.35% 73,589,269 -11.22%

1,463,172 1,174,225 1,490,185 1,242,802 -19.91% PROFESSIONAL FEES 13,431,489 12,428,020 -8.07% 11,295,163 -18.91%
1,454,101 1,412,912 1,405,314 1,558,768 9.84% SUPPLIES 16,323,081 15,778,809 -3.45% 15,363,569 -6.25%

684,894 778,764 459,333 635,697 27.74% PURCHASED SERVICES 6,178,726 6,104,971 -1.21% 7,306,461 15.43%
723,397 642,261 662,344 580,089 -14.18% REPAIR & MAINTENANCE 6,367,140 5,800,890 -9.76% 5,285,607 -20.46%
282,356 249,006 331,604 358,983 7.63% DEPRECIATION & AMORT 3,027,937 3,637,695 16.76% 2,783,540 -8.78%
204,757 228,743 224,447 221,031 -1.55% INSURANCE 2,302,966 2,382,928 3.36% 2,323,868 0.90%
249,017 302,635 244,297 206,321 -18.41% HOSPITALIST PROGRAM 2,065,378 2,063,210 -0.11% 2,142,837 3.61%
786,002 1,165,304 784,905 779,013 -0.76% OTHER 8,340,535 7,869,649 -5.98% 8,051,584 -3.59%

14,114,248 13,062,324 13,512,850 13,345,264 -1.26% TOTAL OPERATING EXPENSES 139,882,116 134,501,472 -4.00% 128,141,898 -9.16%

280,560 -1,277,719 214,018 -102,412 308.98% TOTAL OPERATING  MARGIN 2,969,953 -1,259,789 -335.75% 6,363,277 53.33%

 NON OPER  REVENUE(EXPENSE)   
114,595 98,665 344 60,744 -99.43% OTHER NON-OP REV (EXP) 1,089,151 607,440 79.30% 732,657 48.66%
117,632 137,153 117,632 117,632 0.00% DISTRICT TAX REVENUES 1,231,417 1,176,320 4.68% 1,371,530 -10.22%
-51,247 -54,098 -51,196 -56,317 9.09% INTEREST EXPENSE -523,054 -563,170 7.12% -558,778 6.39%

0 0 0 0 0.00% CARES HHS/ FEMA RELIEF FUNDING 0 0 0.00% 0
     

180,980 181,720 66,780 122,059 -45.29% TOTAL NON-OP REV (EXPENSE) 1,797,514 1,220,590 47.27% 1,545,409 16.31%

461,540 -1,095,999 280,798 19,647 -1329.22% NET EXCESS / ( DEFICIT) 4,767,467 -39,199 12262.22% 7,908,686 39.72%

1,106.21 914.92 964.28 917.10 -5.14% TOTAL PAID FTE'S (Inc Reg & Cont.)  1,221.77 928.07 -31.65% 889.12 -37.41%
981.75 844.02 837.21 817.34 -2.43% TOTAL WORKED FTE'S 1,010.21 833.25 -21.24% 792.18 -27.52%

20.84 16.25 21.15 15.43 -37.09%  TOTAL CONTRACT FTE'S 20.87 22.91 8.90% 20.63 -1.16%

914.42 794.45 803.19 772.43 -3.98% PAID FTE'S  - HOSPITAL 1,064.09 798.74 -33.22% 772.72 -37.71%
798.47 732.88 697.31 686.34 -1.60% WORKED FTE'S - HOSPITAL 867.84 716.15 -21.18% 682.96 -27.07%

191.79 120.48 161.09 144.67 -11.35% PAID FTE'S - SNF 157.68 129.33 -21.92% 116.40 100.00%
183.28 111.14 139.90 131.00 -6.79% WORKED FTE'S  - SNF 142.37 117.10 -21.58% 109.22 100.00%

STATEMENT OF REVENUE AND EXPENSE

IMPERIAL VALLEY HEALTHCARE DISTRICT

FOR THE PERIOD ENDING APRIL 30, 2025

5/21/2025  5:03 PM S:\ACCT\2025\10-April 2025\1-P&L 4-2025  (Over)



IMPERIAL VALLEY HEALTHCARE DISTRICT  
BALANCE SHEET AS OF APRIL 30, 2025

MARCH 2025 APRIL 2025 APRIL 2024
 ASSETS     

CURRENT ASSETS

CASH $32,548,213 $43,076,772 $39,425,666
CASH -  NORIDIAN AAP FUNDS $0 $0 $0
CASH -  3RD PRTY REPAYMENTS $0 $0 $0
CDs -  LAIF & CVB $66,244 $66,244 $65,505
ACCOUNTS RECEIVABLE - PATIENTS $93,968,163 $92,954,857 $100,467,483

LESS:  ALLOWANCE FOR BAD DEBTS -$3,293,239 -$2,655,434 -$7,921,462
LESS:  ALLOWANCE FOR CONTRACTUALS -$73,379,787 -$72,040,469 -$77,561,504
NET ACCTS RECEIVABLE $17,295,137 $18,258,954 $14,984,517

18.41% 19.64% 14.91%
ACCOUNTS RECEIVABLE - OTHER $37,771,153 $27,649,375 $27,362,949
COST REPORT RECEIVABLES $59,499 $59,499 $2,129,441
INVENTORIES - SUPPLIES $3,069,724 $3,170,967 $3,296,406
PREPAID EXPENSES $3,542,517 $2,558,343 $2,355,197

TOTAL CURRENT ASSETS $94,352,487 $94,840,154 $89,619,681
 

OTHER ASSETS

PROJECT FUND 2017 BONDS $588,415 $616,332 $337,004
BOND RESERVE FUND 2017 BONDS $968,353 $968,353 $968,316
LIMITED USE ASSETS -$798,790 $10,198 $69,676
NORIDIAN AAP FUNDS $0 $0 $0
GASB87 LEASES $64,931,450 $64,931,450 $49,415,107
OTHER ASSETS PROPERTY TAX PROCEEDS $269,688 $269,688 $505,438
OTHER INVESTMENTS $420,000 $420,000 $0
UNAMORTIZED BOND ISSUE COSTS

TOTAL OTHER ASSETS $66,379,116 $67,216,021 $51,295,541

PROPERTY, PLANT AND EQUIPMENT

LAND $2,633,026 $2,633,026 $2,623,526
BUILDINGS & IMPROVEMENTS $63,118,597 $63,118,597 $62,919,140
EQUIPMENT $65,510,645 $66,017,727 $61,662,894
CONSTRUCTION IN PROGRESS $107,758 $110,766 $1,586,602

LESS: ACCUMULATED DEPRECIATION -$102,445,327 -$102,776,931 -$99,177,158

NET PROPERY, PLANT, AND EQUIPMENT $28,924,699 $29,103,185 $29,615,003

TOTAL  ASSETS $189,656,302 $191,159,360 $170,530,225

 

5/21/2025 5:00 PM 3-balance sheet 4-2025



IMPERIAL VALLEY HEALTHCARE DISTRICT  
BALANCE SHEET AS OF APRIL 30, 2025

MARCH 2025 APRIL 2025 APRIL 2024

 

LIABILITIES AND FUND BALANCES    

CURRENT LIABILITIES

ACCOUNTS PAYABLE - CASH REQUIREMENTS $3,645,266 $3,986,749 $3,676,871
ACCOUNTS PAYABLE - ACCRUALS $9,080,736 $9,109,714 $9,442,614
PAYROLL & BENEFITS PAYABLE - ACCRUALS $6,638,820 $7,092,710 $7,515,163
COST REPORT PAYABLES & RESERVES $0 $0 $0
NORIDIAN AAP FUNDS $0 $0 $0
CURR PORTION- GO BONDS PAYABLE $0 $0 $230,000
CURR PORTION- 2017 REVENUE BONDS PAYABLE $0 $0 $320,000
INTEREST PAYABLE- GO BONDS $1,917 $1,917 $958
INTEREST PAYABLE- 2017 REVENUE BONDS $321,254 $374,383 $59,942
OTHER - TAX ADVANCE IMPERIAL COUNTY $0 $0 $0
DEFERRED HHS CARES RELIEF FUNDS $0 $0 $0
CURR PORTION- LEASE LIABILITIES(GASB 87) $3,756,205 $3,756,205 $1,722,161
SKILLED NURSING OVER COLLECTIONS $1,846,445 $2,064,596 $0
CURR PORTION- SKILLED NURSING CTR ADVANCE $0 $0 $0
CURRENT PORTION OF LONG-TERM DEBT $1,056,440 $1,037,037 $185,895
TOTAL CURRENT LIABILITIES $26,347,083 $27,423,311 $23,153,604

LONG TERM DEBT AND OTHER LIABILITIES

PMH RETIREMENT FUND - ACCRUAL $841,305 $991,305 $120,000
NOTES PAYABLE - EQUIPMENT PURCHASES $0 $0 $43,566
LOANS PAYABLE - DISTRESSED HOSP. LOAN $26,962,963 $26,962,963 $28,043,566
LOANS PAYABLE - CHFFA NDPH $0 $0 $3,766,770
BONDS PAYABLE G.O BONDS $0 $0 $0
BONDS PAYABLE 2017 SERIES $14,469,988 $14,468,003 $14,491,826
LONG TERM LEASE LIABILITIES (GASB 87) $62,267,845 $62,267,845 $48,170,072
DEFERRED REVENUE -CHW $0 $0 $0
DEFERRED PROPERTY TAX REVENUE $275,438 $275,438 $511,188

TOTAL LONG TERM DEBT $104,817,539 $104,965,554 $95,146,988

FUND BALANCE AND DONATED CAPITAL $54,003,028 $54,003,028 $44,264,668
NET SURPLUS (DEFICIT) CURRENT YEAR $4,488,652 $4,767,467 $7,964,966

 
TOTAL FUND BALANCE $58,491,680 $58,770,495 $52,229,634

TOTAL LIABILITIES AND FUND BALANCE $189,656,302 $191,159,360 $170,530,225

5/21/2025 5:00 PM 3-balance sheet 4-2025



IMPERIAL VALLEY HEALTHCARE DISTRICT
STATEMENT OF REVENUE AND EXPENSE - 12 Month Trend

1 2 3 4 5 6 7 8 9 10 11 12 YTD

May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25 Apr-25 Apr-25
ADJ PATIENT DAYS 3,358 3,210 3,336 3,200 2,948 3,036 3,243 3,868 3,776 2,876 3,264 2,707 38,827
INPATIENT DAYS 1,486 1,348 1,338 1,362 1,289 1,290 1,376 1,676 1,769 1,275 1,350 1,110 16,669
IP ADMISSIONS 441 461 486 487 495 479 501 591 585 488 511 462 5,987
 IP AVERAGE DAILY CENSUS 48 45 43 44 43 42 46 54 57 46 44 37 46

GROSS PATIENT REVENUES
 DAILY HOSPITAL SERVICES 3,457,051 3,768,895 4,135,558 4,245,778 4,185,658 4,425,452 3,960,883 4,306,327 4,623,907 3,923,533 4,460,991 4,502,920 49,996,953
 INPATIENT ANCILLARY 15,797,333 13,081,272 13,359,194 14,037,130 13,994,712 14,901,257 14,605,962 17,023,992 19,402,543 15,365,879 14,010,106 13,170,259 178,749,639
 OUTPATIENT ANCILLARY 24,253,745 23,272,916 26,123,842 24,666,163 23,402,909 26,164,034 25,191,832 27,895,452 27,255,392 24,218,568 26,191,988 25,433,294 304,070,135

     
TOTAL PATIENT REVENUES 43,508,129 40,123,083 43,618,594 42,949,071 41,583,279 45,490,743 43,758,677 49,225,771 51,281,842 43,507,980 44,663,085 43,106,473 532,816,727

REVENUE DEDUCTIONS
 MEDICARE CONTRACTUAL 9,442,613 7,771,266 10,291,766 9,837,519 9,148,238 11,152,895 9,362,592 11,681,500 13,186,192 11,368,853 11,713,712 10,228,981 125,186,127
 MEDICAL CONTRACTUAL 13,341,498 10,267,611 12,833,278 12,888,442 11,976,873 12,946,217 13,222,415 15,178,005 18,178,743 12,813,377 12,785,203 13,643,163 160,074,825
SUPPLEMENTAL PAYMENTS -1,423,762 -1,335,395 -1,374,159 -1,336,399 -1,378,326 -1,374,159 -1,374,159 -1,374,159 -1,374,159 -1,378,326 -1,184,154 -1,378,326 -16,285,483
 PRIOR YEAR RECOVERIES -11,210 -424,603 0 0 0 0 0 -1,925,640 0 -15,505 -88,856 -467,741 -2,933,555
 OTHER DEDUCTIONS 8,030,632 7,494,293 7,851,346 7,376,244 8,022,745 6,839,814 8,171,185 9,491,219 4,827,640 6,597,941 6,978,258 6,797,466 88,478,783
 CHARITY WRITE OFFS 435,081 144,857 103,048 44,424 60,153 10,063 12,363 26,134 25,780 7,162 0 8,600 877,665
 BAD DEBT PROVISION 928,000 966,744 937,839 920,000 1,030,122 1,020,000 920,000 1,171,548 749,234 950,000 600,000 920,000 11,113,487
 INDIGENT CARE WRITE OFFS -4,167 -3,450 -4,167 -4,167 -4,167 -4,167 -4,167 -4,167 -4,167 0 0 0 -36,785

TOTAL REVENUE DEDUCTIONS 30,738,685 24,881,323 30,638,952 29,726,063 28,855,638 30,590,663 30,310,229 34,244,440 35,589,263 30,343,502 30,804,163 29,752,143 366,475,064

NET PATIENT REVENUES 12,769,444 15,241,760 12,979,642 13,223,008 12,727,641 14,900,080 13,448,448 14,981,331 15,692,579 13,164,478 13,858,922 13,354,330 166,341,663

70.65% 62.01% 70.24% 69.21% 69.39% 67.25% 69.27% 69.57% 69.40% 69.74% 68.97% 69.02% 68.78%
OTHER OPERATING REVENUE  

GRANT REVENUES 0 0 0 0 0 0 0 0 0 0 0 0 0
OTHER 1,211,651 581,000 273,801 307,025 728,012 296,651 392,693 909,432 343,185 362,386 535,886 372,539 6,314,261

TOTAL OTHER REVENUE 1,211,651 581,000 273,801 307,025 728,012 296,651 392,693 909,432 343,185 362,386 535,886 372,539 6,314,261

TOTAL OPERATING REVENUE 13,981,095 15,822,760 13,253,443 13,530,033 13,455,653 15,196,731 13,841,141 15,890,763 16,035,764 13,526,864 14,394,808 13,726,869 172,655,923

OPERATING EXPENSES
SALARIES AND WAGES 5,928,983 5,967,105 5,849,650 5,850,323 6,387,066 6,843,129 6,700,034 6,537,237 6,670,775 6,039,904 6,268,879 6,237,213 75,280,298
BENEFITS 1,928,464 1,374,803 1,285,872 1,773,423 1,678,679 1,696,408 1,474,183 1,838,509 1,747,884 1,691,888 1,816,690 1,462,931 19,769,734
REGISTRY & CONTRACT 252,532 232,219 211,140 187,727 187,398 203,673 170,892 169,549 181,032 291,516 180,983 210,277 2,478,938
TOTAL STAFFING EXPENSE 8,109,979 7,574,127 7,346,662 7,811,473 8,253,143 8,743,210 8,345,109 8,545,295 8,599,691 8,023,308 8,266,552 7,910,421 97,528,970

PROFESSIONAL FEES 1,248,137 1,370,827 1,386,912 1,238,459 1,267,728 1,442,258 1,406,374 1,241,747 1,352,522 1,142,132 1,463,172 1,490,185 16,050,453
SUPPLIES 1,124,876 2,651,168 1,540,888 1,361,788 1,455,049 1,874,654 1,269,214 2,456,239 1,960,507 1,545,327 1,454,101 1,405,314 20,099,125
PURCHASED SERVICES 656,064 800,378 666,784 708,365 710,216 527,135 569,775 508,682 724,696 618,846 684,894 459,333 7,635,168
REPAIR & MAINTENANCE 439,958 661,148 461,240 445,422 675,929 847,788 668,786 795,518 820,025 266,691 723,397 662,344 7,468,246
DEPRECIATION & AMORT 293,150 278,685 286,396 287,071 288,299 288,299 288,299 293,647 399,610 282,356 282,356 331,604 3,599,772
INSURANCE 184,849 237,438 261,018 225,205 226,415 241,953 225,205 232,212 222,108 239,646 204,757 224,447 2,725,253
HOSPITALIST PROGRAM 263,626 223,290 239,321 245,047 259,019 272,176 122,990 0 266,507 167,004 249,017 244,297 2,552,294
OTHER 899,713 972,395 887,279 727,205 923,137 728,810 741,486 944,621 839,501 977,589 786,002 784,905 10,212,643

TOTAL OPERATING EXPENSES 13,220,352 14,769,456 13,076,501 13,050,035 14,058,935 14,966,283 13,637,238 15,017,961 15,185,167 13,262,899 14,114,248 13,512,850 167,871,925

TOTAL OPERATING  MARGIN 760,743 1,053,304 176,942 479,998 -603,282 230,448 203,903 872,802 850,597 263,965 280,560 214,019 4,783,999

NON OPER  REVENUE(EXPENSE)
OTHER NON-OPS REVENUE 135,084 603,478 296,820 209,057 207,469 30,898 -2,357 -6,557 -6,426 245,308 114,595 344 1,827,713
CARES HHS RELIEF FUNDING 0 0 0 0 0 0 0 0 0 0 0 0 0
DISTRICT TAX REVENUES 117,632 117,632 117,632 117,632 117,632 117,632 117,632 117,632 172,729 117,632 117,632 117,632 1,466,681
INTEREST EXPENSE -54,047 -53,997 -53,947 -53,896 -53,846 -51,503 -53,369 -51,401 -51,350 -51,299 -51,247 -51,196 -631,098

    0 0 0  
TOTAL NON-OPS REVENUE(EXPENSE) 198,669 667,113 360,505 272,793 271,255 97,027 61,906 59,674 114,953 311,641 180,980 66,780 2,663,296

NET EXCESS / ( DEFICIT) 959,412 1,720,417 537,447 752,791 -332,027 327,475 265,809 932,476 965,550 575,606 461,540 280,799 7,447,295

TOTAL PAID FTE'S (Inc Reg & Cont.) 976.70 1,056.50 1,079.85 1,162.74 1,096.83 1,031.44 983.93 1,116.10 1,189.57 1,172.24 1,106.21 1,106.21 1,089.86
TOTAL WORKED FTE'S 892.08 929.50 935.01 1,045.12 770.43 748.59 748.38 948.70 993.61 1,051.28 981.75 981.75 918.85
TOTAL CONTRACT FTE'S 20.76 17.13 17.91 13.45 23.20 16.78 16.57 16.29 17.57 24.10 20.84 20.84 18.79

PAID FTE'S - HOSPITAL 852.00 948.45 938.27 1,020.05 981.91 927.71 880.21 964.18 1,040.82 1,008.51 914.42 914.42 949.25
WKD FTE'S - HOSPITAL 781.01 836.07 812.98 921.90 667.30 650.28 650.06 809.59 857.09 910.21 798.47 798.47 791.12

PAID FTE'S - SNF 124.69 108.06 141.57 142.68 114.92 103.73 103.73 151.92 148.75 163.74 191.79 191.79 140.61
WORKED FTE'S - SNF 111.08 93.43 122.03 123.23 103.13 98.32 98.32 139.11 136.53 141.07 183.28 183.28 127.73
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Imperial Valley Healthcare District  -  Financial Indicators Report

(Based on Prior 12 Months Activities)  
For The 12 Months Ending:  April 30, 2025
excludes: GO bonds tax revenue, int exp and debt,
 

 1.  Debt Service Coverage Ratio
 
     This ratio compares the total funds available to service debt compared to the 
     debt plus interest due in a given year.

 
Cash Flow + Interest Expense

Formula: -------------------- ------- ----------------------  
Principal Payments Due + Interest

$10,975,991
DSCR = -------------------- = 2.04  

$5,393,013

     Recommendation:  To maintain a debt service coverage of at least 1.20% x aggregate
     debt service per the 2017 Revenue Bonds covenant.

2.  Days Cash on Hand Ratio
 
     This ratio measures the number of days of average cash expenses that the hospital
     maintains in cash and marketable investments.  (Note:  The proformas ratios include
     long-term investments in this calculation:)
 

Cash + Marketable Securities
Formula: -------------------- ------- ----------------------  

Operating Expenses, Less Depreciation
-------------------- ------- ----------------------  

 365 Days

$43,143,016  
DCOHR = --------------------  

= 103.9
$151,516,913   

--------------------
365

 Recommendation:  To maintain a days cash on hand ratio of at least 50 days 
per the 2017 Revenue Bonds covenant.

3.  Long-Term Debt to Capitalization Ratio
  
     This ratio compares long-term debt to the Hospital's long-term debt plus fund balances.

Long-term Debt
Formula: -------------------- ------- ----------------------  

Long-term Debt + Fund Balance  (Total Capital)

 $108,492,053
 L.T.D.-C.R.= -------------------- = 64.9
 $167,262,548

     Recommendation:  To maintain a long-term debt to capitalization ratio not to exceed 60.0%.
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IMPERIAL VALLEY HEALTHCARE DISTRICT PAGE 4
10 Mos 4/30/2025

Current Year-To-Date
Month 0

4/30/2025 4/30/2025

CASH FLOWS FROM OPERATING ACTIVITIES:
Net Income (Loss) $280,796 $4,767,454

Adjustments to Reconcile Net Income to Net Cash
Provided by Operating Activities:
Depreciation $331,604 $3,027,938
(Increase)/Decrease in Net Patient Accounts Receivable ($963,817) ($2,835,584)
(Increase)/Decrease in Other Receivables $10,121,778 $3,152,339
(Increase)/Decrease in Inventories ($101,243) ($335,721)
(Increase)/Decrease in Pre-Paid Expenses $984,174 ($604,811)
(Increase)/Decrease in Other Current Assets $0 $2,461,923
Increase/(Decrease) in Accounts Payable $341,483 ($1,473,337)
Increase/(Decrease) in Notes and Loans Payable $28,978 ($1,340,371)
Increase/(Decrease) in Accrued Payroll and Benefits $451,907 $730,513
Increase/(Decrease) in Accrued Expenses $0 $0
Increase/(Decrease) in Patient Refunds Payable $0 $0
Increase/(Decrease) in Third Party Advances/Liabilities $0 $0
Increase/(Decrease) in Other Current Liabilities $33,726 ($534,166)

Net Cash Provided by Operating Activities: $11,509,387 $7,016,177

CASH FLOWS FROM INVESTING ACTIVITIES:
Purchase of property, plant and equipment ($510,089) ($2,367,828)
(Increase)/Decrease in Limited Use Cash and Investments ($808,988) $30,760
(Increase)/Decrease in Other Limited Use Assets ($27,917) ($530,845)
(Increase)/Decrease in Other Assets $0 $0

Net Cash Used by Investing Activities ($1,346,994) ($2,867,912)

CASH FLOWS FROM FINANCING ACTIVITIES:
Increase/(Decrease) in Bond/Mortgage Debt ($1,985) ($19,853)
Increase/(Decrease) in Capital Lease Debt $0 ($3,766,770)
Increase/(Decrease) in Other Long Term Liabilities $368,151 $2,750,383

Net Cash Used for Financing Activities $366,166 ($1,036,239)

(INCREASE)/DECREASE IN RESTRICTED ASSETS $0 $0

Net Increase/(Decrease) in Cash $10,528,559 $3,112,025

Cash, Beginning of Period $32,614,457 $40,030,991

Cash, End of Period $43,143,016 $43,143,016



Key Operating Indicators 
April 2025 11 15

ACTUAL BUDGET PRIOR YR ACTUAL BUDGET PRIOR YR

Volumes
Admits 462 436                  441                5,085               4,428               4,433                

  ICU 19 121                  70                   361                   1,176               1,124                

  Med/Surgical 698 939                  896                8,472               9,117               9,074                

  Newborn ICU 53 118                  128                722                   1,143               1,153                

  Pediatrics 91 72                     62                   861                   694                  703                   

  Obstetrics 249 387                  326                3,391               3,913               3,852                

  GYN 0 3                       4                     28                     30                     31                      

  DOU 0 -                   -                 -                    -                   -                    

 Total Patient Days 1,110              1,640               1,486             13,835             16,073             15,937              

  Adjusted Patient Days 2,707 4,489               3,866             32,259             44,718             43,304              

  Average Daily Census 37 55                     50                   46                     53 52                      

  Average Length of Stay 2.45 3.76 3.57               2.81 3.64 3.47

  Deliveries 266 127 239                1,760 1,635 1,910                

  E/R Visits 3,839 3,570 3,996             38,706 38,527 38,963              

  Surgeries 277 412 299                3,356 3,920 2,953                

  GI Scopes 16 61 57                   290 879 773                   

  Vascular Access 50 64 50                   526 638 624                   

  Wound Care 292 267 262                2,940 3,409 3,218                

  Pioneers Health Center 2,655 2,937 1,173             26,852 29,530 27,487              

  Calexico Visits 1,174 891 522                9,599 8,118 7,693                

  Pioneers Children 728 702 275                7,518 7,879 7,251                

  Outpatients (non-ER/Clinics) 6,966 5,113 5,602             68,201 51,256 51,821              

  Surgical Health 58 39 28                   539 556 549                   

  Urology 315 285 171                3,417 3,024 3,109                

  WHAP 367 455 295                4,086 4,256 4,658                

  C-WHAP 419 426 255                3,663 3,340 3,669                

  CDLD 137 110 2                     785 753 12                      

  Skilled Nursing 2,149 2,435 2,324             21,951 24,349 24,471              

 

FTE's
  Worked 837.21 817.34 844.02 1010.21 833.25 792.18

  Paid 964.28 917.10 914.92 1221.77 928.07 889.12

  Contract FTE's 21.15 15.43 16.25 20.87 22.91 20.63

  FTE's APD (Worked) 9.28 5.46 6.55 9.52 5.66 5.58

  FTE's APD (Paid) 10.68 6.13 7.10 11.51 6.31 6.26

Net Income

Operating Revenues $13,726,868 $13,242,852 $11,784,605 $142,852,069 $133,241,683 $134,505,175

Operating Margin $214,018 -$102,412 -$1,277,719 $2,969,953 -$1,259,789 $6,363,277

Operating Margin % 1.6% -0.8% -10.8% 2.1% -0.9% 4.7%

Total Margin $280,798 $19,647 -$1,095,999 $4,767,467 -$39,199 $7,908,686

Total Margin % 2.0% 0.1% -9.3% 3.3% 0.0% 5.9%

YTDMonth
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Exhibit A - April 2025

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Total YTD

  Deliveries

Actual 152 167 184 159 167 170 148 169 178 266 0 0 1,760 1,760

Budget 153 127 185 173 176 157 181 160 196 127 159 177 1,972 1,635

Prior FY 2024 175 145 211 198 201 179 206 183 173 239 152 139 2,201 1,910

  E/R Visits

Actual 3,728 3,498 3,597 3,590 3,817 4,803 4,125 3,654 4,055 3,839 0 0 38,706 38,706

Budget 3,738 3,588 3,678 4,141 4,714 3,978 3,738 3,476 3,906 3,570 3,891 3,410 45,828 38,527

Prior FY 2024 3,500    3,614    3,500    3,985    3,867    4,467    3,931    4,071    4,032    3,996    4,101    -        43,064 38,963

  Surgeries

IP Actual 128 143 127 148 138 149 193 124 141 114 0 0 1,405 1,405

IP Budget 96 107 126 100 105 102 114 115 145 124 123 112 1,369 1,134

OP Actual 225 264 249 306 227 214 228 170 179 179 0 0 2,241 2,241

OP Budget 232 303 260 299 277 247 270 255 355 288 328 281 3,395 2,786

Total Actual 312 403 369 452 323 304 366 251 299 277 0 0 3,356 3,356

Total Budget 328 410 386 399 382 349 384 370 500 412 451 393 4,764 3,920

Prior FY 2024 303 316 289 324 272 273 290 296 291 299 281 276 3,510 2,953

GI Scopes 

Total Actual 41 4 7 2 42 59 55 43 21 16 0 0 290 290

Total Budget 29 110 97 119 84 90 109 92 88 61 23 66 968 879

Prior FY 2024 25 94 97 75 110 76 94 74 71 57 104 82 959 773

Vascular Access

Actual 58 46 55 60 42 49 63 45 58 50 0 0 526 526

Budget 64 63 63 64 64 64 64 64 64 64 64 63 765 638

Prior FY 2024 54 75 60 69 67 37 72 64 76 50 52 60 736 624

  Calexico

Actual 621 675 829 915 1,119 1,232 1,012 948 1,074 1,174 0 0 9,599 9,599

Budget 696 926 844 792 731 793 816 769 860 891 896 824 9,838 8,118

Prior FY 2024 697 926 844 792 731 793 816 769 803 522 599 630 8,922 7,693

  Pioneers Health Center

Actual 1,937 2,115 2,308 2,688 3,473 3,496 2,856 2,580 2,744 2,655 0 0 26,852 26,852

Budget 1,943 3,774 2,818 2,955 2,954 3,016 3,094 2,890 3,149 2,937 3,800 2,862 36,192 29,530

Prior FY 2024 1,943 3,774 2,818 2,955 2,954 3,016 3,094 2,890 2,870 1,173 1,897 2,038 31,422 27,487

Pioneers Children

Actual 358 376 765 841 1,009 984 878 734 845 728 0 0 7,518 7,518

Budget 776 959 719 939 835 671 767 713 798 702 861 735 9,475 7,879

Prior FY 2024 776 959 719 940 835 671 767 713 596 275 435 351 8,037 7,251

  Outpatients

Actual 6,314 6,270 6,378 6,780 6,531 7,619 7,471 6,911 6,961 6,966 0 0 68,201 68,201

Budget 5,158    5,407    5,487    5,913    4,848    4,269    4,886    4,640    5,535    5,113    5,359    5,520    62,135 51,256

Prior FY 2024 4,906 5,697 5,128 5,721 5,024 4,584 4,956 5,024 5,179 5,602 5,601 5,428 62,850 51,821

Wound Care

Actual 270 327 332 326 251 258 293 304 287 292 0 0 2,940 2,940

Budget 311 415 366 357 285 364 370 341 333 267 270 262 3,941 3,409

Prior FY 2024 366 399 314 294 307 270 333 324 349 262 245 206 3,669 3,218

WHAP

Actual 330 443 388 414 688 362 427 325 342 367 0 0 4,086 4,086

Budget 382 491 428 411 402 322 433 422 510 455 564 538 5,358 4,256

Prior FY 2024 430 520 477 512 436 348 631 533 476 295 604 543 5,805 4,658

C-WHAP

Actual 131 95 365 403 552 400 425 441 432 419 0 0 3,663 3,663

Budget 303 341 308 325 358 310 301 330 338 426 478 377 4,195 3,340

Prior FY 2024 229 376 348 186 316 398 524 513 524 255 200 148 4,017 3,669

Key Volume Stats -Trend Analysis
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Imperial Valley Healthcare District

Stop Loss Analysis:  IV-HD Board Presentation

May 29, 2025
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Executive Summary

Recommendation: After careful evaluation, our recommendation is for IV-HD to consider raising the ISL to $250,000, provided 

the district can tolerate the additional potential risk. This adjustment would allow IV-HD to remain with Sun Life at a more 

favorable renewal rate, resulting in a 15.7% increase, estimated at $162,372 annually. This strategic decision balances risk 

management with cost containment, ensuring IV-HD continues to receive reliable coverage while mitigating the impact of large 

claim activities.

Market Analysis and Proposals: Gallagher conducted a comprehensive market analysis, seeking proposals for IV-HD's Stop 

Loss coverage from leading providers. Proposals were received from Sun Life, the incumbent carrier, HM, Voya, Optum, HCC 

and BCS. The most competitive proposals were provided by Sun Life and BCS.  The current Individual Stop Loss (ISL) level is 

set at $225,000 on a Paid contract basis, with additional proposals requested at a $250,000 ISL level.

Renewal Insights: Sun Life's initial renewal proposal indicated a significant increase of 43%, translating to an additional 

$444,845 annually. This increase is primarily driven by substantial claim activity, including one cancer claimant nearing $1 

million in claims in 9 months. Notably, two claimants have exceeded the current $225,000 Stop Loss level this year.

Gallagher is committed to supporting IV-HD in navigating the complexities of Stop Loss renewals. By adjusting the ISL level, IV-

HD can achieve a more sustainable financial outcome while maintaining essential coverage. 
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Current Deductible Renewal and Options

Current Initial Renewal Renewal Option 1

Sun Life Sun Life Sun Life BCS (24/12)

ISL Deductible $225,000 $225,000 $225,000 $225,000

ADDITIONAL CLAIMS RISK

Premium Total With Lasers and Agg Spec $1,031,754 $1,476,598 $1,309,679 $1,455,914

Dollar Increase From Current N/A $444,845 $277,925 $424,160

Percentage Increase From Current N/A 43.12% 26.94% 41.11%

*We would expect 3.5 claims at this deductible level. With $25K higher deductible we would expect between $75K and $100 additional 

risk for IV-HD. Note – the analysis assumes 679 lives.  Rates are firm and expire by 6/1/2025.  If needed, an extension can be 

requested.

Alternative Deductible Renewal and Options

Current Alternate 1 Alternate 2

Sun Life Sun Life BCS (24/12)

ISL Deductible $225,000 $250,000 $250,000

ADDITIONAL CLAIMS RISK

Annual Total With Lasers and Agg Spec $1,031,754 $1,194,126 $1,331,066

Dollar Increase From Current N/A $162,372 $299,312

Percentage Increase From Current N/A 15.74% 29.01%

Recommended
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Appendix
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Stop Loss Deductible Breakeven Options
2024/2025 2025/2026

SunLife Current SunLife Renewal
Options Proposed

BCS BCS SunLife

Programs – Move to Aetna/Meritain at Renewal No Plan Changes No Plan Changes No Plan Changes No Plan Changes No Plan Changes

Specific $225,000 $225,000 $225,000 $250,000 $250,000 

Specific Contract Paid Paid 24/12 24/12 24/12

Aggregate 125% 125% 125% 125% 125%

Total Employees 679 679 679 679 679

Medical & Rx Medical & Rx Medical & Rx Medical & Rx Medical & Rx

Stoploss Premium Med & Rx $225,000 $225,000 $225,000 $250,000 $250,000 

Per Contract $122.25 $156.36 $141.24 $128.96 $142.17 

TOTAL $996,066 $1,273,991 $1,150,848 $1,050,756 $1,158,437

Dollar Difference on Current $277,925 $154,782 $54,690 $162,372

% Difference 28% 16% 5% 16%

Aggregate Premium  Medical & Rx

PEPM $4.38 $4.38 $3.69 $1.63 $4.38 

TOTAL $35,688 $35,688 $30,066 $30,311 $35,688

Dollar Difference based on current $0 -$5,622 -$5,378 $0

% Difference 0% -16% -15% 0%

Laser 0 $275,000 $250,000 0

Stoploss & Aggregate Premium + Laser Liability $1,031,754 $1,309,679 $1,455,914 $1,331,066 $1,194,126 

Dollar Difference based on current $277,925 $424,160 $299,312 $162,372 

% Difference Claims 27% 41% 29% 16%
Additional Exposure 1 $25,000 $25,000 

2 $50,000 $50,000 

3.5 Claims Expected at $250K
3 $75,000 $75,000 

4 $100,000 $100,000 

4.3 Claims Expected at $225K 5 $125,000 $125,000 

6 $150,000 $150,000 

7 $175,000 $175,000 

8 $200,000 $200,000 

9 $225,000 $225,000 

Claims + Premium 1 $1,309,679 $1,455,914 $1,356,066 $1,219,126 

2 $1,309,679 $1,455,914 $1,381,066 $1,244,126 

Estimated Number of Claimants 
3 $1,309,679 $1,455,914 $1,406,066 $1,269,126 

4 $1,309,679 $1,455,914 $1,431,066 $1,294,126 

5 $1,309,679 $1,455,914 $1,456,066 $1,319,126 

6 $1,309,679 $1,455,914 $1,481,066 $1,344,126 

7 $1,309,679 $1,455,914 $1,506,066 $1,369,126 

8 $1,309,679 $1,455,914 $1,531,066 $1,394,126 

9 $1,309,679 $1,455,914 $1,556,066 $1,419,126 
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Current Deductible Renewal and Options

Current Initial Renewal Renewal Option 1

Sun Life Sun Life Sun Life BCS (24/12)

ISL Deductible $225,000 $225,000 $225,000 $225,000

Additional Stop Loss Items

Claim Accumulation Basis ISL Per Member Per Member Per Member Per Member

Claim Reimbursement Percentage 100% / 0% 100% 100% 100%

Retiree Coverage No No No No

Waive Actively at Work Waived Waived with large claim data  
Waived with disclosure or 

acceptable claims data
Waived

ISL Advance Funding Yes Yes Yes No

Aggregate Accommodation No No No No

TLO-ISL Not Included Not Included Not Included Not Included

TLO-ASL Not Included Not Included Not Included Not Included

Cost of Mirroring Included Included Included Included

ISL Monthly Rate

Employee $58.70 $84.81 $75.08 $76.25

Employee + Spouse $208.52 $301.27 $266.70 $229.48

Employee + Child(ren) $208.52 $301.27 $266.70 $229.48

Family $208.52 $301.27 $266.70 $229.48

Monthly ISL Premium $83,005 $119,926 $106,166 $95,904

Annual ISL Premium $996,066 $1,439,118 $1,273,991 $1,150,848

ASL Monthly Rate

Employee $4.38 $4.60 $4.38 $3.69

Employee + Spouse $4.38 $4.60 $4.38 $3.69

Employee + Child(ren) $4.38 $4.60 $4.38 $3.69

Family $4.38 $4.60 $4.38 $3.69

Monthly ASL Premium $2,974 $3,123 $2,974 $2,506

Annual ASL Premium $35,688 $37,481 $35,688 $30,066

PREMIUM TOTALS

Monthly Total $85,979 $123,050 $109,140 $98,410

Annual Total $1,031,754 $1,476,598 $1,309,679 $1,180,914

Dollar Increase From Current N/A $444,845 $277,925 $149,160

Percentage Increase From Current N/A 43.12% 26.94% 14.46%

ADDITIONAL CLAIMS RISK

Premium Total With Lasers and Agg Spec $1,031,754 $1,476,598 $1,309,679 $1,455,914

Dollar Increase From Current N/A $444,845 $277,925 $424,160

Percentage Increase From Current N/A 43.12% 26.94% 41.11%

Above assumes 679 lives.  Rates are firm and expire by 6/1/2025.  If needed, an extension can be requested.
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Alternative Deductible Renewal and Options
Current Alternate 1 Alternate 2

Sun Life Sun Life BCS (24/12)

ISL Deductible $225,000 $250,000 $250,000

Additional Stop Loss Items

Claim Accumulation Basis ISL Per Member Per Member Per Member

Claim Reimbursement Percentage 100% / 0% 100% 100%

Retiree Coverage No No No

Waive Actively at Work Waived
Waived with disclosure or acceptable 

claims data
Waived

ISL Advance Funding Yes Yes No

Aggregate Accommodation No No No

TLO-ISL Not Included Not Included Not Included

TLO-ASL Not Included Not Included Not Included

Cost of Mirroring Included Included Included

ISL Monthly Rate

Employee $58.70 $68.27 $69.59

Employee + Spouse $208.52 $242.51 $209.56

Employee + Child(ren) $208.52 $242.51 $209.56

Family $208.52 $242.51 $209.56

Monthly ISL Premium $83,005 $96,536 $87,563

Annual ISL Premium $996,066 $1,158,437 $1,050,756

ASL Monthly Rate

Employee $4.38 $4.38 $3.72

Employee + Spouse $4.38 $4.38 $3.72

Employee + Child(ren) $4.38 $4.38 $3.72

Family $4.38 $4.38 $3.72

Monthly ASL Premium $2,974 $2,974 $2,526

Annual ASL Premium $35,688 $35,688 $30,311

PREMIUM TOTALS

Monthly Premium $85,979 $99,510 $90,089

Annual Premium $1,031,754 $1,194,126 $1,081,066

Dollar Increase From Current N/A $162,372 $49,312

Percentage Increase From Current N/A 15.74% 4.78%

ADDITIONAL CLAIMS RISK

Annual Total With Lasers and Agg Spec $1,031,754 $1,194,126 $1,331,066

Dollar Increase From Current N/A $162,372 $299,312

Percentage Increase From Current N/A 15.74% 29.01%

Above assumes 679 lives.  Rates are firm and expire by 6/1/2025.  If needed, an extension can be requested.
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Claimants

High-Cost Claimants over 50% of the $225,000 Specific Deductible for 

claims paid from 7/1/2024 – 3/31/2025 (9 months)

Claimant Diagnosis/Condition

1
C649 Malig Neoplasm Kidney, Chemotherapy, R109 Abdominal Pain, M899 Disorder 

of Bone – Transplant List
$  949,431

2
C9001 Multiple Myeloma in remission, Z5112 Antineoplastic Immunotherapy, Z1211 

Malignant Neoplasm
$  306,209

3 – BCS Laser

K5190 Ulcerative Colitis Uns, K644 Residual Hemorrhoidal Skin – CM Notes - bone 

metastasis authorization for ablation therapy to reduce tumors. Authorization 1.29 to 

4.28.25 approved for J9299 nivolumab for cancer (size of tumor cannot be assessed). 

$  118,078

4 C538 Malignant Neoplasm Overlap Site Cervix $  115,352

5 Unspecified Cirrhosis of Liver, R188 Other Ascites (excess abdominal fluid) $  121,368

6 E1110 Type 2 DM Ketoacidosis without comorbidities, J121 RSV Pneumonia $  176,389
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Leveraged Trend Example
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Historical Large Claimants

07/01/2021 - 06/30/2022 07/01/2022 - 06/30/2023 07/01/2023 - 06/30/2024 07/01/2024 - (YTD)

Individual Stop Loss Deductible $225,000 $225,000 $225,000 $225,000 

Employees 624 591 637 672

Actual Expected Actual Expected Actual Expected Actual Expected

Current ($225,000 ISL) 0 2 - 4 0 2 - 4 4 3 - 5 2 3 - 5

Alternate 1: Sun Life ($250,000 ISL) 0 2 - 3 0 2 - 3 3 2 - 4 2 3 - 4

Alternate 2: BCS (24/12) ($250,000 ISL) 0 2 - 3 0 2 - 3 3 2 - 4 2 3 - 4

Lowest Cost Alternative
SunLife

($250,000 ISL)

SunLife

($250,000 ISL)

SunLife

($250,000 ISL)

SunLife

($250,000 ISL)
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Aggregate Claims Liability

Current Initial Renewal Renewal Option 1

Sun Life Sun Life Sun Life BCS (24/12)

Corresponding ISL Deductible $225,000 $225,000 $225,000 $225,000

Aggregate Stop Loss

Contract Basis Paid Paid Paid 24/12

Contract Includes Medical & Rx Medical & Rx Medical & Rx Medical & Rx

Claim Corridor % 125% 125% 125% 125%

Maximum Aggregate Refund $1,000,000 $1,000,000 $1,000,000 $1,000,000

Run-in limit No No No No

Minimum Aggregate Annual Amt. $10,977,719 $7,794,084 $6,321,749 $10,418,694

Aggregate Premium

Composite Rate (PEPM) $4.38 $4.60 $4.38 $3.69 

MAX CLAIMS LIABILITY

Composite Rate (PEPM) $1,347.29 $1,700.28 $1,379.09 $1,356.42 

Annual Aggregate Attachment Point $10,977,719 $13,853,881 $11,236,825 $11,052,108 

Dollar Increase From Current N/A $2,876,163 $259,106 $74,389

Percentage Increase From Current N/A 26.20% 2.36% 0.68%
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Individual and Aggregate Contract Details

Current Alternate 1 Alternate 2

Sun Life Sun Life BCS (24/12)

Specific Individual Stop Loss

Contract Basis Paid Paid 24/12

Run-in Limit No No No

Contract Includes Medical & Rx Medical & Rx Medical & Rx

Specific Deductible $225,000 $250,000 $250,000

Renewal Rate Cap 50% 50% 50%

No New Laser Yes Yes Yes

Proposed Lasers No No Yes

Laser 1 $500,000

Specific Annual Maximum Unlimited Unlimited Unlimited

Specific Lifetime Maximum Liability Unlimited Unlimited Unlimited

Aggregating Specific Stop Loss ($) $0 $0 $0

Current Alternate 1 Alternate 2

Sun Life Sun Life BCS (24/12)

Corresponding ISL Deductible $225,000 $250,000 $250,000

Aggregate Stop Loss

Contract Basis Paid Paid 24/12

Contract Includes Medical & Rx Medical & Rx Medical & Rx

Claim Corridor % 125% 125% 125%

Maximum Aggregate Refund $1,000,000 $1,000,000 $1,000,000

Run-in limit No No No
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Stop Loss Marketing Activity Summary

Carrier Name & Contract Type Line of Coverage Response Commission

Sun Life Stop Loss Renewal 11.0%

BCS (24/12) Stop Loss Quote Received 15.0%/11.0%

Voya (24/12) Stop Loss Quote Received 15.0%

Optum (24/12) Stop Loss Quote Received 15.0%

Declined to Quote Line of Coverage
Reason for Decline 

(if applicable)
Commission

TM HCC Stop Loss
Due to the size of this hospital and the level of tertiary care performed 

at this facility

Symetra Stop Loss Uncompetitive

HM Stop Loss Uncompetitive

Wellpoint Stop Loss Uncompetitive

* While Gallagher does not guarantee the financial viability of any health insurance carrier or market, it is an area we recommend that clients closely scrutinize when selecting a health insurance 

carrier. There are a number of rating agencies that can be referred to including, A.M. Best, Fitch, Moody's, Standard & Poor's, and Weiss Ratings (The Street.com). Generally, agencies that provide ratings 

of  Health Insurers, including traditional insurance companies and other managed care organizations, reflect their opinion based on a comprehensive quantitative and qualitative evaluation of a company's 

financial strength, operating performance and market profile. However, these ratings are not a warranty of an insurer's current or future ability to meet its contractual obligations.
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Assumptions: Sun Life
Coverage Statement The Sun Life mirroring endorsement covers claims paid in accordance with the terms of the plan that are incurred and paid during the Claims Basis, subject to certain limited exclusions generally involving plan administration expenses and expenses not 

payable under the plan. 

Network and Third-Party Administrator TPA: Meritain Health, Inc.

Network: Aetna Choice POS II (ASO, Meritain)

Actively at Work If a client acquires a new company during the contract year, will your organization agree to waive the actively at work, dependent non-confinement, and pre-existing condition limitation provisions for the newly acquired employees, their dependents, 

spouses, domestic partners, FMLA, retirees (if applicable), and COBRA beneficiaries? 

Disagree, in this case Sun Life would not waive the AAW provision.  For an acquisition, underwriting would require an SRQ, census and claims data for the business being added.  Typically based on the information provided, we are able to waive actively-

at-work in this situation.

Waive Active at Work: On new business and marketing/renewals for Gallagher prospects/clients, do you agree to waive actively at work for covered employees and dependents per the employer's plan document? 

Agreed, upon underwriter review and sign‐off of the appropriate claims data. .

Plan Design Advance Funding option

This option enhances the cash flow of your self-funded plan by advancing the stop-loss funds to you or your administrator up front, before you pay the provider.

Producer commissions

Sun Life pays the following commission percent to the Stop-Loss producer: 11.0%

Monthly Aggregate Accommodation is not included

The following are not included in your policy

Experience Rating Refund

The following are not included in your policy

Transplant Coverage

This proposal assumes a fully insured transplant policy is in place. All transplants and transplant-related services are excluded from the stop loss coverage.

Retiree Coverage The following are not included in your policy

Retiree coverage

Lasered Claimant(s) Specific Benefit Stop-Loss renewal acceptance

Acceptance of your Specific Benefit Stop-Loss renewal by Sun Life is subject to timely receipt of a signed renewal proposal and contingent upon a review of large claims over $100,000 with diagnosis/prognosis for the period o July 1, 2024, through March 

31, 2025, with accompanying required information. For large claims the required information includes paid claims, pending claims, and notification of known situations. Upon review of your large claims information, we reserve the right to recalculate quoted 

rates

No new Lasers No New Laser Gene Therapy Enhancement:

With this enhancement, we will not add a new laser, modify or increase the amount of an existing laser that was previously set for another treatment or condition, directly related to the cost of a gene therapy drug. We will continue to employ strategies to 

mitigate the impact of high-cost gene therapy claims, ensuring renewal stability.

A gene therapy drug is a prescribed treatment that modifies a person’s genes to treat or cure disease. Gene therapy drugs must be designated as a gene therapy and FDA approved. Existing individual Specific Benefit Deductibles applied to a specific 

Covered Person due to the member's underlying condition or other reasons will apply.

View our Notice of Enhanced Business Practice here

No New Lasers at Renewal option with Renewal Rate Cap of 50%

This option prevents new lasers from being added to the new policy if it renews. The rate cap applies to Specific Benefit rates and the Aggregating Specific deductible (if applicable), and it assumes there are no material changes to the underlying plan, the 

Sun Life Stop-Loss policy, or the covered group

Renewal Rate Cap No New Lasers at Renewal option with Renewal Rate Cap of 50%

This option prevents new lasers from being added to the new policy if it renews. The rate cap applies to Specific Benefit rates and the Aggregating Specific deductible (if applicable), and it assumes there are no material changes to the underlying plan, the 

Sun Life Stop-Loss policy, or the covered group
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Assumptions: Sun Life
Terminal Liability Coverage The following are not included in your policy

Terminal Liability option

Terminal Liability option is not included.

Required Disclosure Statements Disclosures

1. Sun Life 2023 book of business data.

2. For complete financial ratings, visit www.sunlife.com/financialratings.

3. Sun Life renewal statistics data from 2021 to 2023.

4. Health Research Institute Medical Trend “Behind The Numbers” report 2023.

Producer licensing

All Sun Life companies require producers using insurance quotes we issue for the purpose of soliciting, selling, or negotiating insurance to be licensed both by the state where the prospective client is located and by any state where the solicitation, sale, or 

negotiation of insurance occurs, if different. This requirement pertains to all forms of solicitation, sales or negotiation of insurance, including but not limited to solicitation, sale, or negotiation conducted in person, by telephone, by email, by fax, or otherwise.

Producer compensation

We encourage brokers and their clients to discuss what commission or other compensation may be paid in connection with the purchase of products and services from Sun Life companies. All Sun Life companies may pay the selling broker, agency, or third 

party administrator for the promotion, sale, and renewal of the products and services offered in this proposal. In addition to our standard compensation, we may make additional cash payments or reimbursements to selling brokers in recognition of their 

marketing and distribution activities, persistency levels, and volume of business.

For New York situs business, we may pay reduced compensation where fewer services are offered and increased compensation where more services are provided. Producers must comply with the specific compensation disclosure requirements of New 

York Regulation 194.

Plan and rates

This renewal proposal is based on the employee census information that was provided. Acceptance of the group and final rates will be determined by the Sun Life home office in the United States based on actual enrollment and case experience, if required. 

Terms and conditions of any coverage under the policy will be determined by all necessary final data and by underwriting rules, policy requirements, and policy provisions in effect on the date coverage begins.

Sun Life Companies

The Sun Life group of companies operates under the "Sun Life" name. In the United States and elsewhere, insurance products are offered by members of the Sun Life group of companies that are insurance companies.

Currently, group underwriting companies include Sun Life and Health Insurance Company (U.S.) and Sun Life Assurance Company of Canada. Sun Life Inc., the publicly traded holding company for the Sun Life group of companies, is not an insurance 

company and does not guarantee the obligations of these insurance companies. Each insurance company relies on its own financial strength and claims-paying ability.

Group stop-loss insurance policies are underwritten by Sun Life Assurance Company of Canada (Wellesley Hills, MA) in all states, except New York, under Policy Form Series 07-SL REV 7-12 and 22-SL. In New York, group stop-loss insurance policies are 

underwritten by Sun Life and Health Insurance Company (U.S.) (Lansing, MI) under Policy Form Series 07-NYSL REV 7-12 and 22-NYSL. Product offerings may not be available in all states and may vary depending on state laws and regulations.

Stop-Loss information

The following services are not insurance and carry a separate charge included with the price of coverage: Clinical 360, owned by Sun Life; SunElite℠, owned by Sun Life with services provided by The Phia Group, LLC.

Information

Issuance of a Stop Loss policy is dependent upon meeting underwriting guidelines and participation requirements.

Minimum Aggregate Attachment Calculation Aggregate Stop-Loss renewal acceptance

Renewal acceptance of Aggregate Benefit coverage by Sun Life is subject to timely receipt of a signed renewal proposal and contingent upon a review of monthly claims and lives, by line of coverage, for the period of July 1, 2024, through March 31, 2025. 

Upon review of that information, we reserve the right to recalculate the Aggregate Benefit Attachment Point

$225,000 Deductible : $6,321,749

$250,000 Deductible : $6,446,296

$275,000 Deductible : $6,543,293

Prescription Drug Coverage Rx claims are included and bundled with the administration (no carve-out PBM)

This proposal assumes that your stop-loss insurance will include coverage for prescription drug claims and that the standard large claimant reporting from your medical administrator will include both medical and prescription drug claims. Based on the 

information provided, your PBM vendor is Express Scripts.
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Assumptions: Sun Life
Plan Document Requirements SunElite℠ medical document review service

SunElite is a medical plan document review service for Sun Life Stop-Loss clients. Your custom SunElite report will analyze the plan's cost-containment, federal law compliance and discretionary authority.

Sun Life Clinical 360

Sun Life Clinical 360 is a program utilizing clinical experts who act as a second set of eyes reviewing claim data to identify cost savings and care optimization opportunities. This program is automatically included for all Sun Life Stop-Loss clients

Other Sun Life will not reimburse for claims expenses incurred outside the Policy Year parameters.

Captive coverage

Any Stop Loss policy issued to a policyholder that is part of a captive program, is excluded from any and al Sun Life incentive, bonus or override programs.

Affordable Care Act accommodations

This renewal proposal represents Sun Life's efforts to work with you to meet your requirements under the Affordable Care Act (ACA), including, but not limited to, the dependent age provisions of the ACA. It is the self-funded medical plan's responsibility to 

keep its census data up to date at all times. If the plan inadvertently does not remove a terminated participant, Sun Life may deny any claims from the participant However, in that situation, the self-funded medical plan is responsible for the claim
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Assumptions: BCS (24/12)
Coverage Statement BCS will agree to accept for claims reimbursement the employer’s plan document.

Network and Third-Party Administrator TPA: Meritain

Network: Aetna

Actively at Work If a client acquires a new company during the contract year, will your organization agree to waive the actively at work, dependent non-confinement, and pre-existing condition limitation provisions for the newly acquired employees, their dependents, 

spouses, domestic partners, FMLA, retirees (if applicable), and COBRA beneficiaries? 

Agree; When a group acquires a new company, BCS will need to be notified and approve in writing the acquisition for coverage under the stop loss insurance policy; BCS would request census, current benefit plan, monthly enrollment/paid claims, current 

large claim details, and if fully insured, the last renewal..

On new business and marketing/renewals for Gallagher prospects/clients, do you agree to waive actively at work for covered employees and dependents per the employer's plan document?

Yes. BCS would agree to waive the actively-at-work provision for covered employees and dependents as per the employer's plan document.

Plan Design If aggregate is included in this proposal, Claims up to the Specific Stop Loss deductible will be applied toward Aggregate Stop Loss coverage and the Monthly Aggregate Factor equals the Expected Losses adjusted by the corridor percentage.

The rates and factors in this proposal are firm. A signed proposal acceptance must be received by the expiration date of this proposal. For new business quotes, a completed application and disclosure are required and BCS retains the right to re-underwrite 

the terms of this proposed policy and laser or exclude individuals from coverage based upon the new information received in the disclosure.

This offer is subject to TPA approval.

The network is Aetna.

The claims administrator is Meritain.

PBM is Alluma.

Coverage applies to all active employees and their dependents; COBRA continuees and their dependents.

This proposal assumes that the (current) Fully Insured Transplant policy remains inforce from 7/1/2025 through 6/30/2026. If the policy is not maintained, we reserve the right to re-price our proposal.

Retiree Coverage Not Included

Conditions for Mid-Year Rate Changes If the enrollment changes by 15% or more prior to the policy effective date, BCS has the right to re-rate, laser, and/or rescind this proposal.

BCS reserves the right to modify or withdraw this proposal upon receipt of material information from whatever source.

Domestic Reimbursement A listing of all Domestic Facilities will be required at point of sale.

Accuracy of Information Provided This proposal is being provided to you in reliance upon the accuracy and completeness of the experience data provided to BCS by you, or on your behalf, when this proposal was requested. We may modify or withdraw this proposal, or declare the policy 

null and void, based upon incorrect, false or misleading information provided to us.

Lasered Claimant(s) Claims incurred by Claimant 1 will be subject to a $500,000 individual specific deductible.

No new Lasers At the group’s 1st renewal with BCS, no new claimants will be lasered and specific rates will increase no more than 50% assuming the same contract type, same specific deductibles, same commission level, and same administrator. This NNL/Rate Cap 

option will not apply to any new acquisitions after the effective date of the group.

Renewal Rate Cap At the group’s 1st renewal with BCS, no new claimants will be lasered and specific rates will increase no more than 50% assuming the same contract type, same specific deductibles, same commission level, and same administrator. This NNL/Rate Cap 

option will not apply to any new acquisitions after the effective date of the group.

Terminal Liability Coverage Terminal Liability Option: No
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Assumptions: BCS (24/12)
Minimum Aggregate Attachment Calculation Reinstating Attachment Point (incurred date) definition: A claim is considered to be incurred on the date that a service is rendered or a supply is delivered. In the case of a hospital claim, each day of a hospital stay is considered a separate incurred date.

$225,000 Deductible : $10,418,694

$250,000 Deductible : $10,564,556

$275,000 Deductible : $10,699,999

Plan Document Requirements Please acknowledge acceptance of the terms in this proposal by signing and returning by proposal expiration date or effective date,

whichever is sooner. No signed proposal will be accepted after the effective date unless otherwise agreed by mutual agreement. Failure

to remit the signed application and/or disclosure by the expiration date of this proposal will result in updated large claim data being

required for our review. Please indicate which option is selected and whether aggregate is to be included.

BCS will follow the group's Plan Document subject to the BCS stop loss policy exclusions and requirements.

In most claim situations, BCS will agree with the standard third party reporting package as the basis for claim reimbursements however there may be claim submissions that will require additional information and that additional information may vary 

depending on the claim submission.

For firm quotes, this proposal expires on the Expiration Date or the Proposal Effective Date whichever is sooner. However, this proposal expires immediately on the date you file a voluntary petition, or an involuntary petition is filed against you, that 

commences a Federal bankruptcy proceeding, or the date you become insolvent or unable to meet your debts as they become due.

We recommend that the group maintain in-force coverage until written acceptance of replacement coverage is provided by us.

Other BCS will follow all state mandates that pertain to stop loss policies.
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Disclaimers
This proposal is an outline of the coverages proposed by the carrier(s) based upon the information provided by your company. It does not include all the terms, 

coverages, exclusions, limitations, and conditions of the actual contract language. See the policies and contracts for actual language. This proposal is not a contract and 

offers no contractual obligation on behalf of GBS. Policy forms for your reference will be made available upon request.

Renewal / Financial Disclaimer

This analysis is for illustrative purposes only, and is not a proposal for coverage or a guarantee of future expenses, claims costs, managed care savings, etc. There are 

many variables that can affect future health care costs including utilization patterns, catastrophic claims, changes in plan design, health care trend increases, etc.  This 

analysis does not amend, extend, or alter the coverage provided by the actual insurance policies and contracts.  See your pol icy or contact us for specific information or 

further details in this regard.

Legal

The intent of this analysis is to provide you with general information regarding the status of, and/or potential concerns related to, your current employee benefits 

environment. It should not be construed as, nor is it intended to provide, legal advice. Laws may be complex and subject to change. This information is based on current 

interpretation of the law and is not guaranteed. Questions regarding specific issues should be addressed by legal counsel who specializes in this practice area.

Financial Solvency

While Gallagher does not guarantee the financial viability of any health insurance carrier or market, it is an area we recommend that clients closely scrutinize when 

selecting a health insurance carrier. There are a number of rating agencies that can be referred to including, A.M. Best, Fitch, Moody's, Standard & Poor's, and Weiss 

Ratings (The Street.com). Generally, agencies that provide ratings of  Health Insurers, including traditional insurance companies and other managed care organizations, 

reflect their opinion based on a comprehensive quantitative and qualitative evaluation of a company's financial strength, operating performance and market profile.  

However, these ratings are not a warranty of an insurer's current or future ability to meet its contractual obligations.

Supplemental Compensation

Gallagher may receive supplemental compensation from insurance carriers and vendors, normally calculated at the end of each calendar year, that are contingent on a 

number of factors including the overall number of employer plans represented, plan retention rates, and overall premium growth. Historically, supplemental compensation 

has ranged, on average, between 0-3% based on specific carrier programs.  These plans have no effect on premiums. Further, Gallagher may receive non-cash 

compensation from plan vendors or service providers that are not in connection with any particular client. If you have any questions regarding direct or indirect 

compensation received by Gallagher, please contact your dedicated Gallagher advisor or refer to the Gallagher Global Standards of Business Conduct 

(https://www.ajg.com/us/about-us/global-standards). 



 
 
DATE:               May 21, 2025 
 
TO:  Imperial Valley Healthcare District Board of Directors 
 
FROM:  Ramaiah Indudhara, M.D; Chief of Staff, Pioneers Memorial Hospital 
 
SUBJ:  PMH Medical Staff Recommendations for Approval  
 

ITEMS FOR CONSIDERATION: Recommendations from the Medical Executive Committee for Medical Staff 
Membership and/or Clinical Privileges, policies/procedures/forms or other related recommendations. 
 

SUMMARY AND BACKGROUND: The Medical Executive Committee, upon the recommendations of the Credentials 
Committee and the respective clinical services and/or chiefs and based on the completed credential files, policies and 
procedures, recommends that medical staff membership and/or clinical privileges be granted as outlined below: 

 
1. Recommendation for Initial Appointment to the Provisional Staff effective June 1, 2025 for the following: 

2. Recommend Reappointment effective June 1, 2025 for the following: 

• Aziz, Omar, MD  OB/GYN 

• Diaz, Olga, MD  Emergency Medicine 

• Klein, Michael, MD  Teleradiology 

• Palakodeti, Vachaspathi, MD Cardiology (No Cardiac Cath pending documentaiton 

• Shahbazi, Nasim, MD  Nephrology 

• Crump, Amie, PA  Physician Assistant (No Central Lines)  

• Esparza, Noemi, FNP  Family Nurse Practitioner 

• McCarthy, Daniel, PA  Physician Assistant (No Central Lines) 

• Pritting, Rosanna, FNP Family Nurse Practitioner 

• Scholl, Jacob, PA  Physician Assistant (No Central Lines) 
 

3. Recommend Release from Proctoring and/or Advancement effective June 1, 2025:  

4. Recommend acceptance of the following Resignations from Staff effective May 31, 2025 (unless otherwise 
noted):  

• Ferguson, Brian, DO  Emergency Medicine 

• Frey, Joseph, MD  Teleradiology 

• Hamdy, Mostafa, MD  Gastroenterology 

• Jacoby, Richard, MD  Interventional Cardiology 

• Salahi, Maher, MD  Teleradiology  

• Yomogida, Grace, PA  Physician Assistant 
 
5. Recommend Change in Telehealth Privilege Form (see attached)  (Sending back with corrections) 

• Added Tele-Critical Care 
Added “Privileges to provide consultation by remote telehealth to include evaluate, diagnose and 
provide treatment recommendations, non-controlled substance prescriptions, referral recommendations 
and follow up. 

 
6. Recommend acceptance of the following policies/forms: 

• Advance Directives (CLN-00610) 
• Bloodborne Pathogen Exposure Control Plan (CLN-02303)  
• Care of Patient with Poisoning (CLN-00949) 

• Clinical Service of Emergency Medicine Rules & Regulations  (MS R & R) 

• Discharging a Patient from the Intermediate NICU – Procedure/Process (CLN-02531) 
• Emergency Department Diversion (CLN-01922) 
• Emergency Preparedness Communication Plan  (EOC-00182) 

• Batana, Jagadeesh, MD Internal Medicine 

• El-Akkad, Samih, MD  Teleradiology 

• Fadeyi, Olaniyi, MD  Internal Medicine 
 

• Khan, Ibrahim, MD  Internal Medicine (Advancement) 

• Donahue, Rachael, PA Physician Assistant  
 



 
• Employee Health Standing Orders Work Instruction (HRD-00120) 
• Guidelines for Safe Discharge of Emergency (ED) Patients (CLN-00914) 
• Hazardous Materials and Waste Management Plan (EOC-00111) Compliance 
• Hepatitis B Vaccination Program (HRD-00109) 
• Influenza Vaccination Program  (HRD-00100) 
• Neonatal Endotracheal Intubation Standard Procedure (CLN-00236) 
• Neonatal Enteral Feeding & Tubing Management Feeding Tubes and Decompression Tubes in the 

NICU  (CLN-01801) 
• Neonatal Guidelines for Oxygen Administration (CLN-00246) 
• Neonatal Thoracentesis/Needle Decompression Standard Procedure (CLN-02518) 
• Neonatal Umbilical Vessel Catheterization Standard Procedure (CLN-00258) 
• Pain Assessment and Management (CLN-00139) 
• Postexposure Prophylaxis after Occupational Exposure to Blood or Body Fluids by Needle/Sharps 

Injury or Splashes  (HRD-00127) 

• Renal Dosing Pharmacy Protocol  (CLN-02983) 
• Skin to Skin in the Intermediate NICU (CLN-02519) 

 

Note not all of these policies require Board approval. Only those requiring this approval will be 
forwarded to the Governing Body. 
 

7. Providers discussed the consultation requests process and having clerks enter the order. Ms. Bojorquez will 
work with each department director to determine best communication practices between the providers and 
entering the orders in the system.  
 
In addition – the Cerner EHR systems in the 2 hospitals do not talk to each other – almost impossible to obtain 
patient info from each other when patients are seen in either hospital systems – lots of tests get repeated, delay 
in care etc. 

 
8. There is a request to allow for a meeting with administration/management and all members of the Medical Staff 

be invited to ask questions and clarify any misunderstandings that there may be regarding the merging of the two 
facilities and the medical staff. In addition, members of the MEC would appreciate an opportunity to review the 
new JPA with UCSD prior to that meeting in order to ask meaningful questions about the document.  
 
Serious concerns were raised about the chart depiction of medical staff reporting to CMO. 
Lack of transparency and lack of consistency were evident in responses provided on several of the issues.  

 
9. Mr. Bjornberg reported that the JPA should be discussed at the Board meeting on June 12th. Physicians are 

invited to attend and participate.  
 
10. Ms. Loper stated that reports are not yet available for financial results for April.  

 
11. Ms. Bojorquez reported that the ER had 11,986 visits, 2.8% of those patients required transfer to another facility. 

Most of the transfers were for GI, Cardio, Neurology, Neurosurgery and Pediatrics, higher level of care required. 
We are moving to Press Gainey for patient satisfaction scores. Our LeapFrog grade has moved from a “D” to “C.” 
Our CMS Hospital Compare star rating is Three Stars. Our BCMA for the first quarter is 82%. 
There was a luncheon for new nursing graduates which was attended by approximately 80 new nurses and the 
executive teams. Positive feedback was received per Ms. Bojorquez.. 

 
12. On an annual basis, all providers need to be Respiratory Mask Fit Tested per DNV. We have completed 

information on 81% of the Medical/Allied Health Staff. Reminders have been sent.  
 
13. There were questions regarding the merging to one medical staff and how those elections for Clinical Service 

Chairmen and Vice Chairmen will be held. It was stated that this is still a work in progress to determine. The 
PMH Medical Staff requested input and involvement prior to decisions being made. They would like to be heard 
by the IVHD Board. 

  
14. Clinical Service and Committee Reports:  

o Medicine – No meeting was held.  
o Emergency Medicine – No meeting was held. 



 
o Surgery/Anesthesia/Pathology – No meeting was held. There were questions with regards to upcoming 

merger and the leadership selections process. 
o OB/GYN – No meeting was held.  
o Pediatrics – No meeting was held..  
o Medical Imaging – Meeting was held. Current Nuc Med Tech is out. MRI tech is working two weekends 

per month currently. Policies discussed. Also there is discussion with regards to use of contrast material 
for Nephrology concerns.  

o Ambulatory Services – No meeting. 
o Credentials & Bylaws – As noted above.  
o MSQC – Dr. Su presented information discussed at the meeting and approved policies as listed above.  

o Utilization Management – The most current report was available and discussed.  
 
 
RECOMMENDATION:  That Imperial Valley Healthcare District Board of Directors approves each of the 
recommendations of the Medical Executive Committee for medical staff membership and clinical privileges as  
outlined above, policies and procedures as noted and authorizes the chief executive officer to sign any documents to 
implement the same. 
 
Respectfully submitted,  
Ramaiah Indudhara, MD, MBA, FACS 
Chief of Staff, Pioneers Health Center. 
RI/cb          
 
 
 

 



 Policy Policy No. Page # Revisions (see policy for full description) 
1. 

Bloodborne Pathogen Exposure Control Plan CLN-02303  1-5 
 Annual Review; no changes to intent process. 

Updated from PMDH to IVHD, Dr. Al Jasim added 
as physician reviewer 

2. Clinical Service of Emergency Medicine Rules & 
Regulations    MS R&R  6-9  Updated Logo 

3. 
Discharging a Patient from the Intermediate NICU  
Procedure/Process CLN-02531  10-11 

 Updated References  
 Otherwise, reviewed and submitted without 

change 
4. 

Emergency Preparedness Communication Plan   EOC-00182  12-27 

 Removed 5.1.2.2 which refers to Vesta, a mass 
notification system we no longer use.  

 Removed facsimile from external communications 
 

 Replaced PMHD to PMH on Section 5.1.  
 

maintained by Nursing Administration Staffing 

 
5.  

Employee Health Standing Orders Work Instruction  HRD-00120  28-31 

 Added section 5.20 regarding COVID vaccine 
administration. 

 Added section 3.3 regarding testing for annual tb 
screening, post exposure testing, conversions.  

 Added vaccine documentation into CERNER for 
CAIR entry.  

 Dr. Al-Jasim added as physician reviewer  
 Updated from PMDH to IVHD 

6. 
Hazardous Materials and Waste Management Plan EOC-00111  32-47 

 Removed contact name and changed phone 
number 3.1.1 8.2 Changed PMHD to IVHD 

7. 

Hepatitis B Vaccination Program HRD-00109  48-50 

 Scheduled Revision; no changes to intent  
 Updated from PMHD to IVHD  
 Added Dr. Al-Jasim as physician reviewer 



8. 

Influenza Vaccination Program  HRD-00100 51-54

Annual review; no changes to intent
Updated from PMDH to IVHD
Added Dr. Al-Jasmin as physician reviewer

9 Neonatal Endotracheal Intubation Standard 
Procedure CLN-00236 55-61

Changed reference of ALS RN to Advanced NRP
RN

10. Neonatal Enteral Feeding & Tubing Management 
Feeding Tubes and Decompression Tubes in the 
NICU

CLN-01801 62-67
Added Neonatal and in the NICU in the title
Otherwise, reviewed and submitted without
change

11. Neonatal Thoracentesis/Needle Decompression 
Standard Procedure

CLN-02518 68-72
Changed term of ALS RN to Advanced NRP RN
Updated References

12. Neonatal Umbilical Vessel Catheterization Standard 
Procedure

CLN-00258 73-79
Reviewed and submitted without change

13. 

Postexposure Prophylaxis after Occupational 
Exposure to Blood or Body Fluids by Needle/Sharps 
Injury or Splashes  

HRD-00127 80-8

Update section 3.0 to reflect ER no longer
dispenses medication.
Removed reference to policy CLN-02881
Emergency Room Dispensing. Policy has been
retired and ER no longer dispenses meds
Update 5.11.1 to reflect no dispensing of doses
from the ER
Updated reference UCSF PEP Link
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Imperial Valley Healthcare District 

Title: 
Bioterrorism Management Plan 

Policy No. EOC-00060 

Page 1 of 27 

Current Author: Jorge Mendoza  Effective: 10/01/2001 

Latest Review/Revision Date: 1/2025 Manual: EOC / Emergency Management 

 

The electronic version of this policy supersedes any printed copy. 

Collaborating Departments: Infection Control; 
Pharmacy 

Keywords: Bioterrorism 

Approval Route: List all required approval 

PSQC  Other: Safety Committee 3/2025 

Clinical Service ________________ MSQC 4/2025 MEC 4/2025 BOD 5/2025 

Note: If any of the sections of your final layout are not needed do not delete them, write “not applicable”. 
 

1.0 Purpose: 
1.1 This plan is intended to serve as a tool to guide the response to a bioterrorist attack on 

the hospital or surrounding communities. 
 
2.0 Scope: District wide 
 
3.0 Policy: 

3.1 Pioneers Memorial Hospital (PMH) recognizes the importance of awareness and 
preparation for Bioterrorism events affecting the hospital. The components of the plan 
are incorporated in the overall PMH Emergency Preparedness Program. These 
components range from notification of Local Emergency Networks to transfer of patients 
to appropriate care facilities. The Hospital Incident Command System / Emergency 
Operations Plan have policies in place to rapidly implement prevention and control 
measures to respond to a suspected outbreak. 

 
4.0 Definitions: 

4.1 Bioterrorism is terrorism involving the intentional release or dissemination of biological 
agents. These agents are bacteria, viruses, or toxins, and may be in a naturally 
occurring or a human-modified form. 

4.2 Syndrome, as it is used in medicine, is the association of several clinically recognizable 
features, signs (observed by someone other than the patient), symptoms (reported by 
the patient), phenomena or characteristics that often occur together, so that the 
presence of one or more features alerts the healthcare provider to the possible 
presence of the others. 

4.3 Epidemiology is the study of the distribution and patterns of health-events, health-
characteristics and their causes or influences in well-defined populations. 

 
5.0 Procedure: 

5.1 General Categorical Recommendation for Any Suspected Bioterrorism Event 
5.1.1 Reporting Requirements and Contact Information 

5.1.1.1 Healthcare facilities may be the initial site of recognition and response 
to a bioterrorism event. If a bioterrorism event is suspected, local 
emergency response systems should be activated. Notification should 
immediately include local infection control personnel and the 
healthcare facility administration, and prompt communication with the 
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local and state health departments, FBI field office, local police, 
Centers for Disease Control (CDC), and emergency medical services. 
Each health care facility should include a list containing the following 
telephone notification numbers in its readiness plan: 

5.1.1.1.1 Internal Contacts: 
Infection Control: 760-351-3525 
Administration: 760-351-3250 

5.1.1.1.2 External Contacts: 
Local Public Health Department: 442-265-1444 and 
Duty Officer: 760-455-4083 
State Health Department: 916-328-9025 and 
Duty Officer: 916-328-3605 
Centers for Disease Control and Prevention: 800-232-4636 
FBI Field Office: 760-355-0397 

5.1.2 Potential Agents 
5.1.2.1 Four diseases with recognized bioterrorism potential (anthrax, 

botulism, plague, and smallpox) and the agents responsible for them 
are described in Section II of this document. The CDC does not 
prioritize these agents in any order of importance or likelihood of use. 
The CDC also recognizes tularemia, brucellosis, Q fever, viral 
hemorrhage fevers, viral encephalitis, and disease associated with 
staphylococcal enterotoxin B as agents with bioterrorism potential; 
however these agents will not be covered in this policy. For additional 
information on these agents see Attachment A – Terrorism Agent 
Information and Treatment Guidelines for Clinicians and Hospitals. 

5.1.3 Detection of Outbreaks Caused by Agents of Bioterrorism 
5.1.3.1 Bioterrorism may occur as covert events, in which persons are 

unknowingly exposed and an outbreak is suspected only upon 
recognition of unusual disease clusters or symptoms. Bioterrorism may 
also occur as announced events, in which persons are warned that an 
exposure has occurred. The possibility of a bioterrorism event should 
be ruled out with the assistance of the FBI and state health officials. 

5.1.3.2 Syndrome-Based Criteria 
5.1.3.2.1 Rapid response to a bioterrorism-related outbreak requires 

prompt identification of its onset. Because of the rapid 
progression to illness and potential for dissemination of some of 
these agents, it may not be practical to await diagnostic 
laboratory confirmation. Instead, it will be necessary to initiate a 
response based on the recognition of high-risk syndromes. 
Each of the agent-specific plans in Section II includes a 
syndrome description (i.e., typical combination of clinical 
features of the illness at presentation), that should alert 
healthcare practitioners to the possibility of a bioterrorism-
related outbreak. 
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5.1.3.3 Epidemiologic Features 
5.1.3.3.1 Epidemiologic principles must be used to assess whether a 

patient’s presentation is typical of an endemic disease or is an 
unusual event that should raise concern. Features that should 
alert healthcare providers to the possibility of a bioterrorism-
related outbreak include: 

5.1.3.3.1.1 A rapidly increasing disease incidence (e.g., within 
hours or days) in a normally healthy population 

5.1.3.3.1.2 An epidemic curve that rises and falls during a short 
period of time 

5.1.3.3.1.3 An unusual increase in the number of people seeking 
care, especially with fever, respiratory, or 
gastrointestinal complaints 

5.1.3.3.1.4 An epidemic disease rapidly emerging at an 
uncharacteristic time or in unusual pattern 

5.1.3.3.1.5 Lower attack rates among people who had been 
indoors, especially in areas with filtered air or closed 
ventilation systems, compared with people who had 
been outdoors 

5.1.3.3.1.6 Clusters of patients arriving from a single locale 
5.1.3.3.1.7 Large numbers of rapidly fatal cases 
5.1.3.3.1.8 Any patient presenting with a disease that is relatively 

uncommon and has bioterrorism potential (e.g., 
pulmonary anthrax, tularemia, or plague) 

5.1.4 Infection Control Practices for Patient Management 
5.1.4.1 The Management of patients following suspected or confirmed 

bioterrorism events must be well organized and rehearsed. Strong 
leadership and effective communication are paramount. 

5.1.4.1.1 Isolation precautions 
5.1.4.1.1.1 Agents of bioterrorism are generally not transmitted 

from person to person; re-aerosolization of these 
agents is unlikely. All patients in healthcare facilities, 
including symptomatic patients with suspected or 
confirmed bioterrorism-related illnesses should be 
managed utilizing Standard Precautions. Standard 
Precautions are designed to reduce transmission for 
both recognized and unrecognized sources of 
infection in healthcare facilities, and are 
recommended for all patients receiving care, 
regardless of their diagnosis or presumed infection 
status. For certain diseases or syndromes (e.g., 
smallpox and pneumonic plague), additional 
precautions may be needed to reduce the likelihood 
for transmission. See Section 5.2 for specific diseases 
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and requirements for additional isolation precautions. 
5.1.4.1.1.2 Standard Precautions prevent direct contact with all 

body fluids (including blood), secretions, excretions, 
non-intact skin (including rashers), and mucous 
membranes. Standard Precautions routinely practiced 
by healthcare providers include: 

5.1.4.1.1.2.1 Hand washing 
5.1.4.1.1.2.1.1 Hands are washed after touching 

blood, body fluids, excretions, 
secretions, or items contaminated 
with such body fluids, whether or not 
gloves are worn. Hands are washed 
immediately after gloves are 
removed, between patient contacts, 
and as appropriate to avoid transfer 
of microorganisms to other patients 
and the environment. Either plain or 
antimicrobial-containing soaps may 
be used according to facility policy. 

5.1.4.1.1.2.2 Gloves 
5.1.4.1.1.2.2.1 Clean, non-sterile gloves are worn 

when touching blood, body fluids, 
excretions, secretions, or items 
contaminated with such body fluids. 
Clean gloves are put on just before 
touching mucous membranes and 
non-intact skin. Gloves are changed 
between tasks and between 
procedures on the same patient if 
contact occurs with contaminated 
material. Hands are washed 
promptly after removing gloves and 
before leaving a patient care area. 

5.1.4.1.1.2.3 Masks/Eye Protection or Face Shields 
5.1.4.1.1.2.3.1 A mask and eye protection (or face 

shield) are worn to protect the 
mucous membranes of the eyes, 
nose, and mouth while performing 
procedures and patient care 
activities that may cause splashes of 
blood, body fluids, excretions, or 
secretions. 

5.1.4.1.1.2.4 Gowns 
5.1.4.1.1.2.4.1 A gown is worn to protect skin and 
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prevent soiling of clothing during 
procedures and patient-care 
activities that are too likely to cause 
splashes or sprays of blood, body 
fluids, excretions, or secretions. 
Selection of gowns and gown 
materials should be suitable for the 
activity and amount of body fluid 
likely to be encountered, soiled 
gowns are removed promptly and 
hands are washed to avoid transfer 
of microorganisms to other patients 
and environments. 

5.1.4.2 Patient Placement 
5.1.4.2.1 In small-scale events, routine facility patient placement and 

infection control practices should be followed. However, when 
the number of patients presenting to a healthcare facility is too 
large to allow routine triage and isolation strategies (if required), 
it will be necessary to apply practical alternatives. These may 
include cohorting patients who present with similar syndromes, 
i.e., grouping affected patients into a designated section of a 
clinic or emergency department, or a designated ward or floor of 
a facility, or even setting up a response center at a separate 
building. Designated cohorting sites should be chosen by 
infection control in consultation with facility engineering staff, 
based on patterns of airflow and ventilation, availability of 
adequate plumbing and waste disposal, and capacity to safely 
hold potentially large numbers of patients. The triage or cohort 
site should have controlled entry to minimize the possibility for 
transmission to other patients at the facility and to staff 
members not directly involved in managing the outbreak. At the 
same time, reasonable access to vital diagnostic services, e.g., 
radiography departments should be maintained. 

5.1.4.3 Patient Transport 
5.1.4.3.1 Most infections associated with bioterrorism agents cannot be 

transmitted from patient-to-patient. Patient transport 
requirements for specific potential agents of bioterrorism are 
listed in Section 5.2. In general, the transport and movement of 
patients with bioterrorism-related infections, as for patient with 
any epidemiologically important infections (e.g., pulmonary 
tuberculosis, chickenpox, measles), should be limited to 
movement that is essential to provide patient care, thus 
reducing the opportunities for transmission of microorganisms 
within healthcare facilities. 
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5.1.4.4 Cleaning, disinfection, and sterilization of equipment and environment 
5.1.4.4.1 Principles of Standard Precautions should be generally applied 

for the management of patient-care equipment and 
environmental control. 

5.1.4.4.1.1 Each facility should have in place adequate 
procedures for the routine care, cleaning and 
disinfection of environmental surfaces, beds, bedrails, 
beside equipment, and other frequently touched 
surfaces and equipment, and should ensure that 
these procedures are being followed. 

5.1.4.4.1.2 Facility-approved germicidal cleaning agents should 
be available in patient care areas to use for cleaning 
spills of contaminated material and disinfecting non-
critical equipment. 

5.1.4.4.1.3 Used patient-care equipment soiled or potentially 
contaminated with blood, body fluids, secretions, or 
excretions should be handled in a manner that 
prevents exposures to skin and mucous membranes, 
avoids contamination of clothing, and minimizes the 
likelihood of transfer of microbes to other patients and 
environments. 

5.1.4.4.1.4 Sterilization is required for all instruments or 
equipment that enter normally sterile tissues or 
through which blood flows. 

5.1.4.4.1.5 Rooms and bedside equipment of patients with 
bioterrorism-related infections should be cleaned 
using the same procedures that are used for all 
patients as a component of Standard Precautions, 
unless the infecting microorganism and the amount of 
environmental contamination indicates special 
cleaning. In addition to adequate cleaning, thorough 
disinfection of bedside equipment and environmental 
surfaces may be indicated for certain organisms that 
can survive in the inanimate environment for 
extended periods of time. The methods and frequency 
of cleaning and the products used are determined by 
facility policy. 

5.1.4.4.1.6 Patient linen should be handled in accordance with 
Standard Precautions. Although linen may be 
contaminated, the risk of disease transmission is 
negligible if it is handled, transported, and laundered 
in a manner that avoids transfer of microorganisms to 
other patients, personnel and environments. Facility 
policy and local/state regulations should determine 
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the methods for handling, transporting, and 
laundering soiled linen. 

5.1.4.4.1.7 Contaminated waste should be sorted and discarded 
in accordance with federal, state and local 
regulations. 

5.1.4.4.1.8 Refer to PMH policies CLN–02303; Bloodborne 
Pathogen Exposure Control Plan and HRD-00101; 
Bloodborne Pathogen Exposure Protocol for 
guidelines on preventing and treating occupational 
injuries related to the exposure of bloodborne 
pathogens. 

5.1.4.5 Discharge Management 
5.1.4.5.1 Ideally, patients with bioterrorism-related infections will not be 

discharged from the facility until they are deemed noninfectious. 
However, consideration should be given to developing home-
care instructions in the event that large numbers of persons 
exposed may preclude admission of all infected patients. 
Depending on the exposure and illness, home care instructions 
may include recommendations for the use of appropriate barrier 
precautions, hand washing, waste management, and cleaning 
and disinfection of the environment and patient care items. 

5.1.4.6 Post-mortem Care 
5.1.4.6.1 Pathology departments and clinical laboratories should be 

informed of a potentially infectious outbreak prior to submitting 
any specimens for examination or disposal. Standard 
precautions will be maintained during any post-mortem care. 
Notification to the appropriate responding agency (i.e. Imperial 
County Sheriff’s Office Coroner or funeral home) that the patient 
was potentially infected with a bioterrorism agent will be given 
during the initial telephone. This will allow the responding 
agency adequate notice if additional Personal Protective 
Equipment (PPE) needs to be obtained prior to picking up the 
decedent.  

5.1.5 Post Exposure Management 
5.1.5.1 Decontamination of Patients and Environment 

5.1.5.1.1 The need for decontamination depends on the suspected 
exposure and in most cases will not be necessary. The goal of 
decontamination after a potential exposure to a bioterrorism 
agent is to reduce the extent of external contamination of the 
patient and contain the contamination to prevent further spread. 
Decontamination should only be considered in instances of 
gross contamination. Decisions regarding the need for 
decontamination should be made in consultation with state and 
local health departments. Decontamination of exposed 
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individuals prior to receiving them in the healthcare facility may 
be necessary to ensure the safety of patients and staff while 
providing care. When developing Bioterrorism Readiness Plans, 
facilities should consider available locations and procedures for 
patient decontamination prior to facility entry. 

5.1.5.1.2 Depending on the agent, the likelihood for re-aerosolization, or a 
risk associated with cutaneous exposure. Clothing of exposed 
persons may need to be removed. After removal of 
contaminated clothing, patients should be instructed (or assisted 
if necessary) to immediately shower with soap and water. 
Potentially harmful practices, such as bathing patients with 
bleach solutions, are unnecessary and should be avoided. 
Clean water, saline solution, or commercial ophthalmic solutions 
are recommended for rinsing eyes. If indicated, after removal at 
the decontamination site, patient clothing should be handled 
only by personnel wearing appropriate personal protective 
equipment, and placed in an impervious bag to prevent further 
environmental contamination. Decontamination requirements for 
specific potential agents of bioterrorism are listed in Section II. 

5.1.5.1.3 The FBI may require collection of exposed clothing and other 
potential evidence for submission to FBI or Department of 
Defense laboratories to assist in exposure investigations. 

5.1.5.2 Prophylaxis and post-exposure immunization 
5.1.5.2.1 Recommendations for prophylaxis are subject to change. 

Current recommendations for post-exposure prophylaxis and 
immunization are provided in Section II for relevant potential 
bioterrorism agents. However, up-to-date recommendations 
should be obtained in consultation with local and state health 
departments and CDC. Maintenance of accurate occupational 
health records will facilitate identification, contact, assessment, 
and delivery of post-exposure to potentially exposed healthcare 
workers. 

5.1.5.3 Triage and management of large scale exposures and suspected 
exposures: 

5.1.5.3.1 In the event of a large scale exposure or suspected exposure, 
policy EOC-00213; Emergency Operations Plan may be placed 
into effect. Triage of incoming patients will utilize the processes 
outlined in policy EOC-00180; Emergency Preparedness 
Medical Surge Registration and Triage. 

5.1.5.4 Psychological aspects of bioterrorism: 
5.1.5.4.1 Following a bioterrorism-related event, fear and panic can be 

expected from both patients and healthcare providers. 
Psychological responses following a bioterrorism event may 
include horror, anger, and panic, unrealistic concerns about 
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infection, fear of contagion, paranoia, social isolation, or 
demoralization. 

5.1.5.4.1.1 Minimize panic by clearly explaining risks, offering 
careful but rapid medical evaluation/treatment, and 
avoiding unnecessary isolation or quarantine. 

5.1.5.4.1.2 Treat anxiety in unexposed persons who are 
experiencing somatic symptoms (e.g., with 
reassurance, or diazepam-like anxiolytics as indicated 
for acute relief of those who do not respond to 
reassurance). 

5.1.5.4.1.3 Consider the following to address healthcare worker 
fears: 

5.1.5.4.1.3.1 Provide bioterrorism readiness education, 
including frank discussions of potential risks 
and plans for protecting healthcare providers. 

5.1.5.4.1.3.2 Fearful or anxious healthcare workers may 
benefit from their usual sources of social 
support, or by being asked to fulfill a useful role 
(e.g., as a volunteer at the triage site). 

5.1.6 Laboratory Support and Confirmation 
5.1.6.1 Facilities should work with local, state and federal public health 

services to tailor diagnostic strategies to specific events. 
5.1.6.2 Obtaining diagnostic samples 

5.1.6.2.1 See specific recommendations for diagnostics sampling for 
each agent. Sampling should be performed in accordance with 
Standard Precautions. In all cases of suspected bioterrorism, 
collect an acute phase serum sample to be analyzed, divided, 
and saved for comparison to a later convalescent serum 
sample. 

5.1.6.3 Laboratory criteria for processing potential bioterrorism agents: 
5.1.6.3.1 To evaluate laboratory capacity in the United States, a proposal 

is being made to group laboratories into one of four levels, 
according to their ability to support the diagnostic needs 
presented by an event. The proposed laboratory levels in the 
planning stages are: 

5.1.6.3.2 Level A – Clinical laboratories – minimal identification of agents 
5.1.6.3.3 Level B – County/State/other laboratories – identification, 

confirmation, susceptibility testing 
Level C – State and other large facility laboratories with 
advanced capacity for testing – some molecular technologies 

5.1.6.3.4 Level D – CDC or select Department of Defense laboratories, 
such as U.S. Army Medical Research Institute of Infectious 
Diseases (USARMIID) – Bio Safety Level (BSL) 3 and 4 labs 
with special surge capacity and advances molecular typing 
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techniques 
5.1.6.4 Transport Requirements 

5.1.6.4.1 Specimen packaging and transport must be coordinated with 
local and state health departments, and the FBI. A chain of 
custody document should accompany the specimen from the 
moment of collection. For specific instructions, contact the 
Bioterrorism Emergency Number at the CDC Emergency 
Response Office, 770-488-7100. Advance planning may include 
identification of appropriate packaging materials and transport 
media in collaboration with the clinical laboratory at individual 
facilities. 

5.1.7 Patient, Visitor, and Public Information 
5.1.7.1 Clear, consistent, understandable information should be provided (e.g., 

via fact sheets) to patients, visitors, and the general public. During 
bioterrorism-related outbreaks, visitors may be strictly limited. 

5.1.7.2 Failure to provide a public forum for information exchange may 
increase anxiety and misunderstanding, increasing fear among 
individuals who attribute non-specific symptoms to exposure to the 
bioterrorism agent. 

5.2 Agent-Specific Recommendations 
5.2.1 Anthrax 

5.2.1.1 Anthrax is an acute infectious disease caused by Bacillus anthracis, a 
spore forming, and gram-positive bacillus. Associated disease occurs 
most frequently in sheep, goats, and cattle, which acquire spores 
through ingestion of contaminated soil. Humans can become infected 
through skin contact, ingestion, or inhalation of B. anthracis spores 
from infected animals or anima products (as in “woolsorter’s disease” 
from exposure to goat hair). Person-to-person transmission of 
inhalational disease does not occur. Direct exposure to vesicle 
secretions of cutaneous anthrax lesions may result in secondary 
cutaneous infection. 

5.2.1.2 Clinical features 
5.2.1.2.1 Human anthrax infection can occur in three forms: pulmonary, 

cutaneous, or gastrointestinal, depending on the route of 
exposure. Of these forms, pulmonary anthrax is associated with 
bioterrorism exposure to aerosolized spores. Clinical features 
for each form of anthrax include: 

5.2.1.2.1.1 Pulmonary 
5.2.1.2.1.1.1 Non-specific prodrome of flu-like symptoms 

follows inhalation of infectious spores. 
5.2.1.2.1.1.2 Possible brief interim improvement. 
5.2.1.2.1.1.3 Two to four days after initial symptoms, abrupt 

onset of respiratory failure and hemodynamic 
collapse, possible accompanied by thoracic 
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edema and a widened mediastinum on chest 
radiograph suggestive of mediastinal 
lymphadenopathy and hemorrhagic 
mediastinitis. 

5.2.1.2.1.1.4 Gram-positive bacilli on blood culture, usually 
after the first two or three days of illness. 

5.2.1.2.1.1.5 Treatable in early prodromal stage. Mortality 
remains extremely high despite antibiotic 
treatment if it is initiated after onset of 
respiratory symptoms. 

5.2.1.2.1.2 Cutaneous 
5.2.1.2.1.2.1 Local skin involvement after direct contact with 

spores or bacilli. 
5.2.1.2.1.2.2 Commonly seen on the head, forearms or 

hands. 
5.2.1.2.1.2.3 Localized itching, followed by a papular lesion 

that turns vesicular, and within 2-6 days 
develops into a depressed black eschar. 

5.2.1.2.1.2.4 Usually non-fatal if treated with antibiotics. 
5.2.1.2.1.3 Gastro-Intestinal 

5.2.1.2.1.3.1 Abdominal pain, nausea, vomiting, and fever 
following ingestion of contaminated food, 
usually meat. 

5.2.1.2.1.3.2 Bloody diarrhea, hematemesis. 
5.2.1.2.1.3.3 Gram-positive bacilli on blood culture, usually 

after the first two or three days of illness. 
5.2.1.2.1.3.4 Usually fatal after progression to toxemia and 

sepsis. 
5.2.1.2.1.4 Modes of transmission: 

5.2.1.2.1.4.1 The spore form of B. anthracis is durable. As a 
bioterrorism agent, it could be delivered as an 
aerosol. The modes of transmission for anthrax 
include: 

5.2.1.2.1.4.1.1 Inhalation of spores. 
5.2.1.2.1.4.1.2 Cutaneous contact with spores or 

spore-contaminated materials. 
5.2.1.2.1.4.2 Ingestion of contaminated food. 

5.2.1.2.2 Incubation Period: 
5.2.1.2.2.1 The incubation period following exposure to B. 

anthracis ranges from 1 day to 8 weeks (average 5 
days), depending on the exposure route and dose: 

 2-60 days following pulmonary exposure. 

 1-7 days following cutaneous exposure. 

 1-7 days following ingestion. 
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5.2.1.2.3 Period of communicability 
5.2.1.2.3.1 Transmission of anthrax infections from person to 

person is unlikely. Airborne transmission does not 
occur, but direct contact with skin lesions may result 
in cutaneous infection. 

5.2.1.3 Preventive Measures 
5.2.1.3.1 Vaccine availability 

5.2.1.3.1.1 Inactivated, cell-free anthrax vaccine (Bioport 
Corporation 517-327-1500, formerly Michigan Biologic 
Products Institute) – limited availability. 

5.2.1.3.2 Immunization recommendations 
5.2.1.3.2.1 Routinely administered to military personnel. Routine 

vaccination of civilian populations not recommended. 
5.2.1.3.2.2 Infection Control Practices for Patient Management: 

5.2.1.3.2.2.1 Symptomatic patients with suspected or 
confirmed infections with B. anthracis should 
be managed according to current guidelines 
specific to their disease state. 
Recommendations for chemotherapy are 
beyond the scope of this document. For up-to-
date information and recommendations for 
therapy, contact the local and state health 
department. 

5.2.1.4 Infection Control Practices for Patient Management 
5.2.1.4.1 Isolation precautions 

5.2.1.4.1.1 Standard Precautions are used for the care of 
patients with infections associated with B. anthracis. 
Standard Precautions include the routine use of 
gloves for contact with non-intact skin, including 
rashes and skin lesions. 

5.2.1.4.2 Patient placement 
5.2.1.4.2.1 Private room placement for patients with anthrax is 

not necessary. Airborne transmission of anthrax does 
not occur. Skin lesions may be infectious, but requires 
direct skin contact only. 

5.2.1.4.3 Patient transport 
5.2.1.4.3.1 Standard Precautions should be used for transport 

and movement of patients with B. anthracis infections. 
5.2.1.4.4 Cleaning, disinfection, and sterilization of equipment and 

environment  
5.2.1.4.4.1 Principles of Standard Precautions should be 

generally applied for the management of patient-care 
equipment and for environmental control (see Section 
I for more detail). 
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5.2.1.4.5 Discharge management 
5.2.1.4.5.1 No special discharge instructions are indicated. Home 

care providers should be taught to use Standard 
Precautions for all patient care (e.g., dressing 
changes). 

5.2.1.4.6 Post-mortem care  
5.2.1.4.6.1 Standard Precautions should be used for post-

mortem care. Standard Precautions include wearing 
appropriate personal protective equipment, including 
masks and eye protection, when generation of 
aerosols or splatter of body fluids is anticipated. 

5.2.1.5 Post Exposure Management 
5.2.1.5.1 Decontamination of patients/environment – The risk for re-

aerosolization of B. anthracis spores appears to be extremely 
low in settings where spores were released intentionally or were 
present at low or high levels. In situations where the threat of 
gross exposure to B. anthracis spores exists, cleansing of skin 
and potentially contaminated fomites (e. g. clothing or 
environmental surfaces) may be considered to reduce the risk of 
cutaneous and gastrointestinal forms of disease. The plan for 
decontaminating patients exposed to anthrax may include the 
following: 

5.2.1.5.1.1 Instructing patients to remove contaminated clothing 
and store in labeled, plastic bags. 

5.2.1.5.1.2 Handling clothing minimally to avoid agitation. 
5.2.1.5.1.3 Instructing patients to shower thoroughly with soap 

and water (and providing assistance if necessary). 
5.2.1.5.1.4 Instructing personnel regarding Standard Precautions 

and wearing appropriate barriers (e.g. gloves, gown, 
and respiratory protection) when handling 
contaminated clothing or other contaminated fomites. 

5.2.1.5.1.5 Decontaminating environmental surfaces using an 
EPA-registered, facility-approved sporicidal/germicidal 
agent or 0.5% hypochlorite solution (one part 
household bleach added to nine parts water). 

5.2.1.5.2 Prophylaxis and post-exposure immunization 
5.2.1.5.2.1 Recommendations for prophylaxis are subject to 

change. Up-to-date recommendations should be 
obtained in consultation with local and state health 
departments and CDC. Prophylaxis should be 
initiated upon confirmation of an anthrax exposure 
(Table 1). 
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Table 1:  Recommended post-exposure prophylaxis for exposure to Bacillus anthracis 

Antimicrobial Agent Adults Children§ 

Oral Fluoroquinolones 
   One of the following: 
           Ciprofloxacin 
            
 

 Levofloxacin 
             

Ofloxacin 

 
 
500 mg twice daily 
 
 
500 mg once daily 
 
400 mg twice daily 

 
 
20-30 mg per kg of body mass 
daily, divided into two doses 
 
Not recommended 
 
Not recommended 
 

If flouroquinolones are not 
available or are 
contraindicated 
             Doxycycline 

 
 
 
 
100 mg twice daily 

 
 
 
 
5 mg per kg of body mass per day 
divided into two doses 

§ Pediatric use of flouroquinolones and tetracyclines is associated with adverse effects that must be 
weighed against the risk of developing a lethal disease. If B. anthracis exposure is confirmed, the 
organism must be tested for penicillin susceptibility. If susceptible, exposed children may be treated 
with oral amoxicillin 40 mg per kg of body mass per divided every 8 hours (not to exceed 500 mg, 
three times daily) 

 
5.2.1.5.3 Prophylaxis should continue until B. anthracis exposure has 

been excluded. If exposure is confirmed, prophylaxis should 
continue for 8 weeks. In addition to prophylaxis, post-exposure 
immunization with an inactivated, cell-free anthrax vaccine is 
also indicated following anthrax exposure. If available, post-
exposure vaccination consists of three doses of vaccine at 0, 2 
and 4 weeks after exposure. With vaccination, post-exposure 
antimicrobial prophylaxis can be reduced to 4 weeks. 

5.2.1.6 Laboratory Support and Confirmation 
5.2.1.6.1 Diagnosis of anthrax is confirmed by aerobic culture performed 

in a BSL-2 Laboratory. 
5.2.1.6.1.1 Diagnostic samples to obtain include: 

5.2.1.6.1.1.1 Blood Cultures. 
5.2.1.6.1.1.2 Acute serum for frozen storage. 
5.2.1.6.1.1.3 Stool culture if gastrointestinal disease is 

suspected. 
5.2.1.6.2 Laboratory Section – Handling of clinical specimens should be 

coordinated with local and state health departments and 
undertaken in BSL –2 or –3 laboratories. The FBI will coordinate 
collection of evidence and delivery of forensic specimens to FBI 
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or Department of Defense Laboratories. 
5.2.1.6.3 Transport requirements – Specimen packaging and transport 

must be coordinated with local and state health departments 
and the FBI. A chain of custody document should accompany 
the specimen from the moment of collection.  
For specific instructions, contact the CDC National Center for 
Environmental Health and Agency for Toxic Substances and 
Disease Registry at 770-488-7100.  
Advance planning may include identification of appropriate 
packaging materials and transport media in collaboration with 
the clinical laboratory at individual facilities. 

5.2.1.7 Patient, Visitors, and Public Information 
5.2.1.7.1 Fact sheets for distribution should be prepared, including 

explanation that people recently exposed to B. anthraces are 
not contagious, and antibiotics are available for prophylactic 
therapy along with the anthrax vaccine. Dosing information and 
potential side effects should be explained clearly. 
Decontamination procedures, i.e., showering thoroughly with 
soap and water; and environmental cleaning, i.e., with 0.5% 
hypochlorite solution (one part household bleach added to nine 
parts water), can be described. 

5.2.2 Botulism 
5.2.2.1 Clostridium botulinum is an anaerobic gram-positive bacillus that 

produces a potent neurotoxin, botulinum toxin. In humans, botulinum 
toxin inhibits the release of acetylcholine, resulting in characteristic 
flaccid paralysis. C. botulinum produces spores that are present in soil 
and marine sediment throughout the world. Foodborne botulism is the 
most common form of disease in adults. An inhalational form of 
botulism is also possible. Botulinum toxin exposure may occur in both 
forms as agents of bioterrorism. 

5.2.2.2 Clinical features – Foodborne botulism is accompanied by gastrointestinal 
symptoms. Inhalational botulism and foodborne botulism are likely to 
share other symptoms including: 
5.2.2.2.1 Responsive patient with absence of fever. 
5.2.2.2.2 Symmetric cranial neuropathies (drooping eyelids, weakened 

jaw clench, difficulty swallowing or speaking). 
5.2.2.2.3 Blurred vision and diplopia due to extra-ocular muscle palsies. 
5.2.2.2.4 Symmetric descending weakness in a proximal to distal pattern 

(paralysis of arms first, followed by respiratory muscles, then 
legs). 

5.2.2.2.5 Respiratory dysfunction from respiratory muscle paralysis or 
upper airway obstruction due to weakened glottis. 

5.2.2.2.6 No sensory deficits. 
5.2.2.3 Mode of Transmission – Botulinum toxin is generally transmitted by 
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ingestion of toxin-contaminated food. Aerosolization of botulinum has 
been described and may be a mechanism for bioterrorism exposure. 

5.2.2.4 Incubation Period 
5.2.2.4.1 Neurologic symptoms of foodborne botulism begin 12-36 hours 

after ingestion. 
5.2.2.4.2 Neurologic symptoms of inhalational botulism begin 24-72 hours 

after aerosol exposure. 
5.2.2.5 Period of Communicability – Botulism is not transmitted from person to 

person. 
5.2.2.6 Preventive Measures 

5.2.2.6.1 Vaccine availability – A pentavalent toxoid vaccine has been 
developed by the Department of Defense. Completion of a 
recommended schedule (0, 2, 12 weeks) has been shown to 
induce protective antitoxin levels detectable at 1-year post 
vaccination. 

5.2.2.6.2 Immunization Recommendations – Routine immunization of the 
public, including healthcare workers, is not recommended. 

5.2.2.7 Infection Control Practices for Patient Management – Symptomatic 
patients with suspected or confirmed botulism should be managed 
according to current guidelines. Recommendations for therapy are beyond 
the scope of this document. For up-to-date information and 
recommendations for therapy, contact CDC or state health department 

5.2.2.8 Isolation precautions – Standard Precautions are used for the care of 
patients with botulism. 

5.2.2.9 Patient placement – Patient-to-patient transmission of botulism does 
not occur. Patient room selection and care should be consistent with 
facility policy. 

5.2.2.10 Patient transport – Standard Precautions should be used for transport 
and movement of patients with botulism. 

5.2.2.11 Cleaning, disinfection, and sterilization of equipment and environment. 
Principles of Standard Precautions should be generally applied to the 
management of patient-care equipment and environmental control (see 
Section I for more detail). 

5.2.2.12 Discharge management – No special discharge instructions are 
indicated. 

5.2.2.13 Post-mortem care – Standard Precautions should be used for post-
mortem care. 

5.2.2.14 Post Exposure Management – Suspicion of even single cases of 
botulism should immediately raise concerns of an outbreak potentially 
associated with shared contaminated food. In collaboration with CDC 
and local/state health departments, attempts should be made to locate 
the contaminated food source and identify other persons who may 
have been exposed. Any individuals suspected to have been exposed 
to botulism toxin should be carefully monitored for evidence of 
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respiratory compromise. 
5.2.2.14.1 Decontamination of patients/environment 

5.2.2.14.1.1 Contamination with botulinum toxin does not place 
persons at risk for dermal exposure or risk associated 
with re-aerosolization. Therefore, decontamination of 
patients is not required. 

5.2.2.14.2 Prophylaxis and post-exposure immunization 
5.2.2.14.2.1 Trivalent botulinum antitoxin is available by contacting 

state health department. This horse serum product 
has a <9% of hypersensitivity reactions. Skin testing 
should be performed according to the package insert 
prior to administration. 

5.2.2.14.3 Triage and management of large scale exposures/potential 
exposures. 

5.2.2.14.3.1 Patients affected by botulinum toxin are at risk for 
respiratory dysfunction that may necessitate 
mechanical ventilation. Ventilatory support is required, 
on average, for 2 to 3 months before neuromuscular 
recovery allows unassisted breathing. Large-scale 
exposures to botulinum toxin may overwhelm an 
institution’s available resources for mechanical 
ventilation. Sources of auxiliary support and means to 
transport patients to auxiliary sites, if necessary 
should be planned in advance with coordination 
among neighboring facilities. 

5.2.2.15 Laboratory Support and Confirmation 
5.2.2.15.1 Obtaining diagnostic samples – Routine laboratory tests are of 

limited value in the diagnosis of botulism. Detection of toxin is 
possible from serum, stool samples, or gastric secretions. For 
advice regarding the appropriate diagnostic specimens to 
obtain, contact state health. 

5.2.2.15.2 Laboratory selection – Handling of clinical specimens should be 
coordinated with local and state health departments, and the 
FBI. A chain of custody document should accompany the 
specimen from the moment of collection. Advance planning may 
include identification of appropriate packaging materials and 
transport media in collaboration with the clinical laboratory at 
individual facilities. 

5.2.2.16 Patient, Visitor, and Public Information 
5.2.2.16.1 Fact sheets for distribution should be prepared, including 

explanation that people exposed to botulinum toxin are not 
contagious. A clear description of symptoms including blurred 
vision, drooping eyelids, and shortness of breath should be 
provided with instructions to report for evaluation and care if 
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such symptoms develop. 
5.2.3 Plague 

5.2.3.1 Plague is an acute bacterial disease caused by the gram-negative 
bacillus Yersinia pestis, which is usually transmitted by infected fleas, 
resulting in lymphatic and blood infections (bubonic and septicemia 
plague). A bioterrorism-related outbreak may be expected to be 
airborne, causing a pulmonary variant, pneumonic plague. 

5.2.3.2 Clinical features of pneumonic plague include: 
5.2.3.2.1 Fever, cough, chest pain. 
5.2.3.2.2 Hemoptysis. 
5.2.3.2.3 Muco-purulent or watery sputum with gram-negative rods on 

gram stain. 
5.2.3.2.4 Radiographic evidence of bronchopneumonia. 

5.2.3.3 Modes of transmission 
5.2.3.3.1 Plague is normally transmitted from an infected rodent to maybe 

infected fleas. 
5.2.3.3.2 Bioterrorism-related outbreaks are like to be transmitted through 

dispersion of an aerosol. 
5.2.3.3.3 Person-to-person transmission of pneumonic plague is possible 

via large aerosol droplets. 
5.2.3.4 Incubation period – The incubation period for plague is normally 2 – 8 

days if due to fleaborne transmission. The incubation period may be 
shorter for pulmonary exposure (1-3 days). 

5.2.3.5 Period of communicability – Patients with pneumonic plague may have 
coughs productive of infectious particle droplets. Droplet precautions, 
including the use of a mask for patient care, should be implemented 
until the patient has completed 72 hours of antimicrobial therapy. 

5.2.3.6 Preventive Measures 
5.2.3.6.1 Vaccine availability – Formalin-killed vaccine exists for bubonic 

plague, but has not been proven to be effective for pneumonic 
plague. It is currently available in the United States. 

5.2.3.6.2 Immunization recommendations – Routine vaccination requires 
multiple doses given over several weeks and is not 
recommended for the general population. Post-exposure 
immunization has no utility. 

5.2.3.7 Infection Control Practices for Patient Management – Symptomatic 
patients with suspected or confirmed plague should be managed 
according to current guidelines. Recommendations for specific therapy 
are beyond the scope of this document. For up-to-date information and 
recommendations for therapy, contact CDC or state health department. 

5.2.3.7.1 Isolation precautions – For pneumonic plague, Droplet 
Precautions should be used in addition to Standard Precautions. 

5.2.3.7.1.1 Droplet Precautions are used for patients known or 
suspected to be infected with microorganisms 
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transmitted by large particle droplets, generally larger 
than 5µ in size, that can be generated by the infected 
patient during coughing, sneezing, talking, or during 
respiratory-care procedures. 

5.2.3.7.1.2 Droplet Precautions require healthcare providers and 
others to wear a surgical-type mask when within 3 
feet of the infected patient. Based on local policy, 
some healthcare facilities require a mask be worn to 
enter the room of a patient on Droplet Precautions. 

5.2.3.7.1.3 Droplet Precautions should be maintained until patient 
has completed 72 hours of antimicrobial therapy. 

5.2.3.7.2 Patient placement – Patients suspected or confirmed to have 
pneumonic plague require Droplet Precautions. Patient 
placement recommendations for Droplet Precautions include: 

5.2.3.7.2.1 Placing infected patient in a private room. 
5.2.3.7.2.2 Cohort in symptomatic patients with similar symptoms 

and the same presumptive diagnosis (i.e. pneumonic 
plague) when private rooms are not available. 

5.2.3.7.2.3 Maintaining spatial separation of at least 3 feet 
between infected patients and others when cohorting 
is not achievable. 

5.2.3.7.2.4 Avoiding placement of patient requiring Droplet 
Precautions in the same room with an 
immunocompromised patient. 

5.2.3.7.2.5 Special air handling is not necessary and doors may 
remain open. 

5.2.3.7.3 Patient transport 
5.2.3.7.3.1 Limit the movement and transport of patients on 

Droplet Precautions to essential medical purposes 
only. 

5.2.3.7.3.2 Minimize dispersal of droplets by placing a surgical-
type mask on the patient when transport is necessary. 

5.2.3.7.4 Cleaning, disinfection, and sterilization of equipment and 
environment 

5.2.3.7.4.1 Principles of Standard Precautions should be 
generally applied to the management of patient-care 
equipment and for environmental control (see Section 
I for more detail). 

5.2.3.7.5 Discharge management – Generally, patients with pneumonic 
plague would not be discharged from a healthcare facility until 
no longer infectious (completion of 72 hours of antimicrobial 
therapy) and would require no special discharge instructions. In 
the event of a large bioterrorism exposure with patients 
receiving care in their homes, home care providers should be 
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taught to use Standard and Droplet Precautions for all patient 
care. 

5.2.3.7.6 Post-mortem care – Standard Precautions and Droplet 
Precautions should be used for post-mortem care. 

5.2.3.8 Post Exposure Management 
5.2.3.8.1 Decontamination of patients/environment 

5.2.3.8.1.1 The risk of re-aerosolization of Y. pestis from the 
contaminated clothing of exposed persons is low. In 
situations where there may have been gross 
exposure to Y. pestis, decontamination of skin and 
potentially contaminated fomites (e.g. clothing or 
environmental surfaces) may be considered to reduce 
the risk of cutaneous or bubonic forms of the disease. 
The plan for decontaminating patients may include: 

5.2.3.8.1.1.1 Instructing patients to remove contaminated 
clothing and storing in labeled, plastic bags. 

5.2.3.8.1.1.2 Handling clothing minimally to avoid agitation. 
5.2.3.8.1.1.3 Instruction to patients to shower thoroughly 

with soap and water (and providing assistance 
if necessary). 

5.2.3.8.1.1.4 Instructing personnel regarding Standard 
Precautions and wearing appropriate barriers 
(e.g. gloves, gown, face shield) when handling 
contaminated clothing or other contaminated 
fomites. 

5.2.3.8.1.1.5 Performing environmental surface 
decontamination using an EPA-registered, 
facility-approved sporicidal/germicidal agent or 
0.5% hypochlorite solution (one part household 
bleach added to nine parts water). 

5.2.3.9 Prophylaxis 
5.2.3.9.1 Recommendations for prophylaxis are subject to change. Up-to-

date recommendations should be obtained in consultation with 
local and state health departments and CDC. 

5.2.3.9.2 Post-exposure prophylaxis should be initiated following 
confirmed or suspected bioterrorism Y. pestis exposure, and for 
post-exposure management of healthcare workers and others 
who had unprotected face-to-face contact with symptomatic 
patients (Table 2). 
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Table 2. Recommended post-exposure prophylaxis for exposure to Yersinia pestis. 

Antimicrobial Agent Adults Children§ 

First Choice 
 Doxycycline 

 
100 mg twice daily 

5 mg per kg of body mass per day divided  
into two doses 

Second Choice 
           Ciprofloxacin 

 
500 mg twice daily 

 
20-0 mg per kg of body mass daily, divided 
into 
 two doses 

§Pediatric use of tetracyclines and flouroquinolones is associated with adverse effects that must be 
weighed against the risk of developing a lethal disease. 

Prophylaxis should continue for 7 days after last known or suspected Y. pestis exposure has been 
excluded. 

 
5.2.3.10 Triage and management of large scale exposures/potential exposures. 

5.2.3.10.1 Advance planning should include identification of sources for 
appropriate masks to facilitate adherence to Droplet Precautions 
for potentially large numbers of patients and staff. Instruction 
and reiteration of requirements for Droplet Precautions (as 
opposed to Airborne Precautions) will be necessary to promote 
compliance and minimize fear and panic related to an aerosol 
exposure. 

5.2.3.11 Laboratory Support and Confirmation 
5.2.3.11.1 Laboratory confirmation of plague is by standard microbiologic 

culture, but slow growth and misidentification in automated 
systems are likely to delay diagnosis. For decisions regarding 
obtaining and processing diagnostic specimens, contact state 
laboratory authorities or CDC. 

5.2.3.12 Diagnostic samples to obtain include: 
5.2.3.12.1 Serum for capsular antigen testing. 
5.2.3.12.2 Blood cultures. 
5.2.3.12.3 Sputum or tracheal aspirates for Gram’s, Wayson’s, and 

fluorescent antibody staining. 
5.2.3.12.4 Sputum or tracheal aspirates for culture. 

5.2.3.13 Laboratory selection – Handling of clinical specimens should be 
coordinated with local and state health departments, and undertaken in 
Bio-Safety Level (BSL) – 2 or – 3 laboratories. The FBI will coordinate 
collection of evidence and delivery of forensic specimens to FBI or 
Department of Defense laboratories. 

5.2.3.14 Transport requirements – Specimen packaging and transport must be 
coordinated with local and state health departments, and the FBI. A 
chain of custody document should accompany the specimen from the 
moment of collection.  
For specific instructions, contact the Bioterrorism Emergency Number 
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at the CDC Emergency Response Office, 770-488-7100.  
Advance planning may include identification of appropriate packaging 
materials and transport media in collaboration with the clinical 
laboratory at individual facilities. 

5.2.3.15 Patient, Visitor, and Public Information – Fact sheets for distribution 
should be prepared, including a clear description of Droplet 
Precautions, symptoms of plague, and instructions to report for 
evaluation and care if such symptoms are recognized. The difference 
between prophylactic antimicrobial therapy and treatment of an actual 
infection should be clarified. Decontamination by showering thoroughly 
with soap and water can be recommended. 

5.2.4 Smallpox 
5.2.4.1 Smallpox is an acute viral illness caused by the variola virus. Smallpox 

is a bioterrorism threat due to its potential to cause severe morbidity in 
a nonimmune population and because it can be transmitted via the 
airborne route. A single case is considered a public health emergency. 

5.2.4.2 Clinical Features – Acute clinical symptoms of smallpox resemble 
other acute viral illnesses, such as influenza. Skin lesions appear, 
quickly progressing from macules to papules to vesicles. Other clinical 
symptoms to aid in identification of smallpox vehicle: 

5.2.4.2.1 Non-specific prodrome of fever, myalagias, 2-4 day 
5.2.4.2.2 Rash most prominent on face and extremities (including palms 

and soles) in contrast to the truncal distribution of varicella 
5.2.4.2.3 Rash scabs over in 1-2 weeks 
5.2.4.2.4 In contrast to the rash of varicella, which arises in “crops” variola 

rash has a synchronous onset 
5.2.4.3 Mode of transmission – Smallpox is transmitted via both large and 

small respiratory droplets. Patient-to-patient transmission is likely from 
airborne and droplet exposure, and by contact with skin lesions or 
secretions. Patients are considered more infectious if coughing or if 
they have a hemorrhagic form of smallpox. 

5.2.4.4 Incubation period – The incubation period for smallpox is 7-17 days; 
the average is 12 days. 

5.2.4.5 Period of communicability – Unlike varicella, which is contagious 
before the rash is apparent, patients with smallpox become infectious 
at the onset of the rash and remain infectious until their scabs separate 
(approximately 3 weeks) 

5.2.4.6 Preventive Measures 
5.2.4.6.1 Vaccine Availability – A live-virus intradermal vaccination is 

available for the prevention of smallpox. 
5.2.4.6.2 Immunization recommendations – Since the last naturally 

acquired case of smallpox in the world occurred more than 20 
years ago, routine public vaccination has not been 
recommended. Vaccination against smallpox does not reliably 
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confer lifelong immunity. Even previously vaccinated persons 
should be considered susceptible to smallpox. 

5.2.4.7 Infection Control Practices for Patient Management 
5.2.4.7.1 Symptomatic patients with suspected or confirmed smallpox 

should be managed according to current guidelines. 
Recommendations for specific therapy are beyond the scope of 
this document. For up-to-date information and 
recommendations for therapy, contact the CDC or state health 
department. 

5.2.4.7.2 Isolation precautions – For patients with suspected or confirmed 
smallpox, both Airborne and Contact Precautions should be 
used in addition to Standard Precautions. 

5.2.4.7.2.1 Airborne Precautions are used for patients known or 
suspected to be infected with microorganisms 
transmitted by airborne droplet nuclei (small particle 
residue, 5µ or smaller in size) of evaporated droplets 
containing microorganisms that can remain 
suspended in air and can be widely dispersed by air 
currents. 

5.2.4.7.2.2 Airborne Precautions require healthcare providers 
and others to wear respiratory protection when 
entering the patient room. (Appropriate respiratory 
protection is based on facility selection policy; must 
meet the minimal NIOSH standard for particulate 
respirators, N95). 

5.2.4.7.2.3 Contact Precautions are used for patients known or 
suspected to be infected or colonized with 
epidemiologically important organisms that can be 
transmitted by direct contact with the patient or 
indirect contact with potentially contaminated surfaces 
in the patient’s care area. 

5.2.4.7.2.4 Contact precautions require healthcare providers and 
others to: 

5.2.4.7.2.4.1 Wear clean gloves upon entry into patient 
room. 

5.2.4.7.2.4.2 Wear gown for all patient contact and for all 
contact with the patient’s environment. Based 
on local policy, some healthcare facilities 
require a gown be worn to enter the room of 
patient on Contact Precautions. Gown must be 
removed before leaving the patient’s room. 

5.2.4.7.2.5 Wash hands using an antimicrobial agent. 
5.2.4.8 Patient placement – Patients suspected or confirmed with smallpox 

require placement in rooms that meet the ventilation and engineering 
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requirements for Airborne Precautions, which include: 
5.2.4.8.1 Monitored negative air pressure in relation to the corridor and 

surrounding areas. 
5.2.4.8.2 6 – 12 air exchanges per hour. 
5.2.4.8.3 Appropriate discharge of air to the outdoors, or monitored high 

efficiency filtration of air prior to circulation to other areas in the 
healthcare facility. 

5.2.4.8.4 A door must remain closed. 
5.2.4.8.5 Healthcare facilities without patient rooms appropriate for the 

isolation and care required for Airborne Precautions should 
have a plan for transfer of suspected or confirmed smallpox 
patients to neighboring facilities with appropriate isolation 
rooms. 

5.2.4.8.6 Patient placement in a private room is preferred. However, in 
the event of a large outbreak, patients who have active 
infections with the same disease (i.e., smallpox) may be 
cohorted in rooms that meet appropriate ventilation and airflow 
requirements for Airborne Precautions. 

5.2.4.9 Patient transport 
5.2.4.9.1 Limit the movement and transport of patients with suspected or 

confirmed smallpox to essential medical purposes only. 
5.2.4.9.2 When transport is necessary, minimize the dispersal of 

respiratory droplets by placing a mask on the patient, if possible. 
5.2.4.10 Cleaning, disinfection, and sterilization of equipment and environment. 

5.2.4.10.1 A component of Contact Precautions is careful management of 
potentially contaminated equipment and environmental 
surfaces. 

5.2.4.10.1.1 When possible, noncritical patient care equipment 
should be dedicated to a single patient (or cohort of 
patients with the same illness). 

5.2.4.10.1.2 If use of common items in unavoidable, all potentially 
contaminated, reusable equipment should not be 
used for the care of another patient until it has been 
appropriately cleaned and reprocessed. Policies 
should be in place and monitored for compliance. 

5.2.4.11 Discharge management – In general, patients with smallpox will not be 
discharged from a healthcare facility until determined they are no 
longer infectious. Therefore, no special discharge instructions are 
required. 

5.2.4.12 Post-mortem care – Airborne and Contact Precautions should be used 
for post-mortem care. 

5.2.4.13 Post Exposure Management 
5.2.4.13.1 Decontamination of patients/environment 
5.2.4.13.2 Patient decontamination after exposure to smallpox is not 
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indicated. 
5.2.4.13.3 Items potentially contaminated by infectious lesions should be 

handled using Contact Precautions. 
5.2.4.14 Prophylaxis and post-exposure immunization 

5.2.4.14.1 Recommendations for prophylaxis are subject to change. Up-to-
date recommendations should be obtained in consultation with 
local and state health departments and CDC. 

5.2.4.14.2 Post-exposure immunization with smallpox vaccine (vaccinia 
virus) is available and effective. Vaccination alone is 
recommended if given within 3 days of exposure. Passive 
immunization is also available in the form of vaccinia immune-
globulin (VIG) (0.6ml/kg IM). If greater than 3 days has elapsed 
since exposure, both vaccination and VIG are recommended. 

5.2.4.14.3 Vaccination is generally contraindicated in pregnant women, 
and persons with immunosuppression, HIV-infection, and 
eczema, who are at risk for disseminated vaccinia disease. 
However, the risk of smallpox vaccination should be weighed 
against the likelihood for developing smallpox following a known 
exposure. VIG should be given concomitantly with vaccination in 
these patients. 

5.2.4.14.4 Following prophylactic care, exposed individuals should be 
instructed to monitor themselves for development of flu-like 
symptoms or rash during the incubation period (i.e., for 7 to 17 
days after exposure) and immediately report to designated care 
sites selected to minimize to risk of exposure to others. 

5.2.4.14.5 Facilities should ensure that policies are in place to identify and 
manage health care workers exposed to infectious patients. In 
general, maintenance of accurate occupational health records 
will facilitate identification, contact, assessment, and delivery of 
post-exposure care to potentially exposed healthcare workers. 

5.2.4.15 Triage and management of large scale exposures/potential exposures. 
5.2.4.15.1 Advance planning must involve IC professionals in cooperation 

with building engineering staff, to identify sites within the facility 
that can provide necessary parameters for Airborne 
Precautions. See Section I for additional general details 
regarding planning for large-scale patient management. 

5.2.4.16 Laboratory Support and Confirmation 
5.2.4.16.1 Diagnostic samples to obtain 

5.2.4.16.1.1 For decisions regarding obtaining and processing 
diagnostic specimens, contact state laboratory 
authorities or CDC. 

5.2.4.16.2 Laboratory selection 
5.2.4.16.2.1 Handling of clinical specimens must be coordinated 

with state health departments, CDC, and USAMRIID. 
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Testing can be performed only in BSL – 4 
laboratories. The FBI will coordinate collection of 
evidence and delivery of forensic specimens to FBI or 
Department of Defense laboratories. 

5.2.4.16.3 Transport requirements 
5.2.4.16.3.1 Specimen packaging and transport must be 

coordinated with local and state health departments, 
and the FBI. A chain of custody document should 
accompany the specimen from the moment of 
collection. For specific instructions, contact the 
Bioterrorism Emergency Number at the CDC 
Emergency Response Office, 770-488-7100. Advance 
planning may include identification of appropriate 
packaging materials and transport media in 
collaboration with the clinical laboratory at individual 
facilities. 

5.2.4.16.4 Patient, Visitor, and Public Information 
5.2.4.16.4.1 Fact sheets for distribution should be prepared, 

including a clear description of symptoms and where 
to report for evaluation and care if such symptoms are 
recognized. Details about the type and duration of 
isolation should be provided. Vaccination information 
that detail who should receive the vaccine and 
possible side effects should be provided. Extreme 
measures such as burning or boiling potentially 
exposed materials should be discouraged. 

5.3 The preceding bioterrorism agents are considered the most likely threats according to 
the CDC. For information regarding other potential bioterrorism agents refer to 
Attachment A – Terrorism Agent Information and Treatment Guidelines for Clinicians 
and Hospitals (also known as The Zebra Book). The Zebra Book covers the following 
additional bioterrorism agents: 
5.3.1 Tularemia 
5.3.2 Viral Hemorrhagic Fevers 
5.3.3 Brucellosis 
5.3.4 Glanders and Melioidosis 
5.3.5 Q Fever 
5.3.6 Ricin 

5.4 If bioterrorism is suspected the PMH Emergency Operations Plan <EOC – 00213> 
should be implemented. Hospital Incident Command System (HICS) Incident Response 
Guides (IRG) that would be appropriate for this scenario includes Infectious Disease 
IRG and the Mass Casualty IRG, see attachments. 

 
6.0 References: 

6.1 Imperial County Medical/Health Branch Plan 
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6.2 Centers for Disease Control (http://www.bt.cdc.gov/bioterrorism/) 
6.3 PMH policy EOC-00213; Emergency Operations Plan 
6.4 PMH policy CLN-02355; Plan to Manage Influx of Potentially Infectious Disease 

Patients 
6.5 PMH policy CLN-02341; Infection Control Program 
6.6 PMH policy CLN-02303; Infection Control – Bloodborne Pathogen Control Plan 
6.7 PMH policy HRD-00101; Bloodborne Pathogen Exposure Protocol 

 
7.0 Attachment List: 

7.1 Attachment A – Terrorism Agent Information and Treatment Guidelines for Clinicians 
and Hospitals (also known as The Zebra Book) 

7.2 Attachment B – HICS Infectious Disease Incident Response Guide 
7.3 Attachment C – HICS Mass Casualty Incident Response Guide 
7.4 Attachment D – Bioterrorism Syndrome Quick Reference 

 
8.0 Summary of Revisions: 

8.1 Updated PMHD to PMH 

http://www.bt.cdc.gov/bioterrorism/
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Purpose:         List resources to contact during an Incident 
Origination:    Resource Unit Leader      
Copies to:       Command Staff, Section Chiefs, and Documentation Unit Leader 

1. Incident Name 

 

 

2. Operational Period   (#                   )   

     DATE:     FROM:  _________________________________________________    TO:  _________________________________________________     
 

     TIME:      FROM:  _________________________________________________    TO: _________________________________________________ 

3. Contact Information   

COMPANY / AGENCY 
 COMPANY / AGENCY / NAME 

(24/7 CONTACT) 
TELEPHONE ALTERNATE TELEPHONE EMAIL FAX RADIO 

Agency for Toxic Substances and 
Disease Registry (ATSDR) 

      

Air transport: helicopter or 

fixed wing       

Ambulance, hospital-based 
      

Ambulance, private 
      

Ambulance, public safety 
      

American Red Cross 
      

Automated Teller Machine (ATM) 
(Onsite)       

Biohazard/Waste company 
      

Buses 
      

Cab (Taxi) 
      

Centers for Disease Control and 
Prevention (CDC)       

Clinics 
      

Coroner/Medical Examiner 
      

Dispatcher, 911 
      

Emergency Management Agency 
      

EMS Agency/Authority 
      

Emergency Operations Center 
(EOC), Local       

Emergency Operations Center 
(EOC), State       
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Purpose:         List resources to contact during an Incident 
Origination:    Resource Unit Leader      
Copies to:       Command Staff, Section Chiefs, and Documentation Unit Leader 

COMPANY / AGENCY 
 COMPANY / AGENCY / NAME 

(24/7 CONTACT) 
TELEPHONE ALTERNATE TELEPHONE EMAIL FAX RADIO 

Engineers:  HVAC       

Engineers: mechanical 
      

Engineers: seismic 
      

Engineers: structural 
      

Environmental Protection Agency 
(EPA) 

      

Epidemiologist 
      

Federal Bureau of Investigation (FBI) 
      

Fire Department 
      

Food service (Note if vendor, onsite, 
or emergency) 

      

Fuel distributor 
      

Fuel trucks 
      

Funeral homes/mortuary services 
      

Generators 
      

HazMat Team 
      

Health department, local 
      

Health department, state 
      

Heavy equipment (e.g., backhoes, 
snowplow, etc.)       

Home health service 
      

Home repair/construction supplies 
      

1.       

2. 
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Purpose:         List resources to contact during an Incident 
Origination:    Resource Unit Leader      
Copies to:       Command Staff, Section Chiefs, and Documentation Unit Leader 

COMPANY / AGENCY COMPANY / AGENCY / NAME 
(24/7 CONTACT) 

TELEPHONE ALTERNATE  TELEPHONE EMAIL FAX RADIO 

Hospice 
      

Hospitals 
      

1.  
      

2.  
      

3.  
      

4.  
      

Hotel/motel 
      

Housing, temporary 
      

Ice, commercial 
      

Laboratory Response Network 
      

Laundry/linen service 
      

Law Enforcement 
      

Lighting 
      

Long term care facilities 
      

1.  
      

2.  
      

3.  
      

Media: print 
      

Media: print 
      

Media: radio 
      

Media: radio 
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Purpose:         List resources to contact during an Incident 
Origination:    Resource Unit Leader      
Copies to:       Command Staff, Section Chiefs, and Documentation Unit Leader 

COMPANY / AGENCY COMPANY / AGENCY / NAME 
(24/7 CONTACT) 

TELEPHONE ALTERNATE TELEPHONE EMAIL FAX RADIO 

Media: TV 
      

Media: TV 
      

Media: TV 
      

Medical gases 
      

Medical supply 
      

1. 
      

2. 
      

Medication, distributor 
      

1.  
      

2.  
      

Pharmacy, commercial 
      

1.  
      

2.  
      

3.  
      

Poison Control Center 
      

Portable toilets 
      

Radios: amateur radio  
      

Radios: satellite 
      

Radios: handheld or 2-way 
      

Regional Medical Health Coordinator  
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Purpose:         List resources to contact during an Incident 
Origination:    Resource Unit Leader      
Copies to:       Command Staff, Section Chiefs, and Documentation Unit Leader 

  

COMPANY / AGENCY COMPANY / AGENCY / NAME 
(24/7 CONTACT) 

TELEPHONE ALTERNATE TELEPHONE EMAIL FAX RADIO 

Repair Services  
      

Beds 
      

Biomedical devices 
      

Elevators 
      

Gardeners/landscapers 
      

Glass 
      

Medical equipment 
      

Oxygen devices 
      

Radios 
      

       Roadways/sidewalks 
      

Salvation Army 
      

Shelter Sites 
      

Surge Facilities 
      

Traffic Control/Department of 
Transportation 

      

Trucks 
      

Refrigeration 
      

Towing 

 
      

Moving 
      

Utilities 
      

Gas 
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Purpose:         List resources to contact during an Incident 
Origination:    Resource Unit Leader      
Copies to:       Command Staff, Section Chiefs, and Documentation Unit Leader 

 

COMPANY / AGENCY COMPANY / AGENCY / NAME 
(24/7 CONTACT) 

TELEPHONE ALTERNATE TELEPHONE EMAIL FAX RADIO 

Utilities 
      

Gas/Electricity 
      

Sewage 
      

Telephone 
      

        Water, municipal 
      

Vending Machines 
      

Ventilators 
      

Water: non-potable  
      

Water: potable 
      

Other       

Other       

Other       

Other       

4. Date Last Updated   

5.  Prepared by                                                       

 

PRINT NAME: ____________________________________________________________________________       

DATE/TIME: ______________________________________________________________________________       

SIGNATURE: __________________________________________________________________________       

FACILITY: _____________________________________________________________________________ 



 
 

HICS 258 - HOSPITAL RESOURCE DIRECTORY 
 

HICS 2014 

 

 
PURPOSE: The HICS 258 - Hospital Resource Directory lists all methods of contact for hospital 

resources for an incident. 
 
ORIGINATION: Completed by the Planning Section Resources Unit Leader prior to an incident (when 

possible) or at the incident onset, and continually updated throughout an incident.   
 
COPIES TO: Distributed to the Command and General staff including the Documentation  
 Unit Leader, and posted as necessary.   
 
NOTES: If this form contains sensitive information such as cell phone numbers, it should be 

clearly marked in the header that it contains sensitive information and is not for public 
release.If additional pages are needed, use a blank HICS 258 and repaginate as needed.  
Additions and deletions may be made to the form to meet the organization’s needs. 

 
 

NUMBER TITLE INSTRUCTIONS 

1 Incident Name Enter the name assigned to the incident. 

2 Operational Period 

 

Enter the start date (m/d/y) and time (24-hour clock) and 
end date and time for the operational period to which the 
form applies. 

3 Contact Information 

Company / Agency Type of company or agency. 

Company / Agency / Name  List the name of the company/agency.  List the name of the 
point of contact if available. 

Telephone Enter the telephone number. 

Alternate Telephone Enter the alternate telephone number. 

Email Enter the email, if available. 

Fax Enter the fax number. 

Radio Enter the radio frequency if appropriate. 

4 Date Last Updated If the document is completed prior to an incident, the last 
update should be entered (m/d/y). The directory should be 
updated at least annually. 

5 Prepared by 

 

Enter the name and signature of the person preparing the 
form. Enter date (m/d/y), time prepared (24-hour clock), and 
facility.   
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Incident Response Guide: Mass Casualty 
Incident 

Mission 
To ensure a safe environment for staff, patients, visitors, and the facility when the number of patients severely 

challenges or exceeds the capability and capacity of the hospital. 

Directions 
Read this entire response guide and review the Hospital Incident Management Team Activation chart. Use this 
response guide as a checklist to ensure all tasks are addressed and completed. 

Objectives 
 Identify, triage, and treat patients 

 Provide safe and appropriate patient care, based on scope of response 

 Maintain patient tracking 

 Provide continuity of care for non-incident patients 

 Maintain communications with healthcare and public safety response partners 
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Immediate Response (0 – 2 hours) 

Section Officer Time Action Initials 

Command 

Incident 
Commander 

 Activate Emergency Operations Plan, Mass Casualty 
Incident Plan, Hospital Incident Management Team, 
and Hospital Command Center. 

 

 Establish operational periods, objectives, and 
regular briefing schedule. Consider use of Incident 
Action Plan Quick Start for initial documentation of 
the incident. 

 

 Notify hospital Chief Executive Officer, Board of 
Directors, and other appropriate internal and 
external officials of situation status. 

 

Public Information 
Officer 

 Conduct media briefings and situation updates, in 
conjunction with Incident Commander. 

 

 Maintain communication with patients, staff, and 
families regarding current situation and what’s being 
done to address the situation. 

 

 Monitor media outlets for updates on the incident 
and possible impacts on the hospital. Communicate 
information via regular briefings to Section Chiefs 
and Incident Commander. 

 

Liaison Officer 

 Notify community partners in accordance with local 
policies and procedures (e.g., consider local 
Emergency Operations Center, other area 
healthcare facilities, local emergency medical 
services, and healthcare coalition coordinator), to 
determine incident details, community status, 
estimates of casualties, and establish contacts for 
requesting supplies, equipment, or personnel not 
available in the facility. 

 

 Communicate with local emergency medical services 
for local, regional, and state bed availability. 

 

Safety Officer 

 Complete HICS 215A to assign, direct, and ensure 
safety actions are adhered to and completed. 

 

 If nontraditional areas are used for patient care and 
other services, ensure they follow health and safety 
standards. 
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 Direct implementation of safety practices (e.g., 
sharps disposal, linen control, trash control, 
biohazard materials control, electrical safety, water, 
temperature, etc.) in nontraditional areas. 

 

 

Immediate Response (0 – 2 hours) 

Section Branch/Unit Time Action Initials 

Operations 

Section Chief  Refer to Job Action Sheet for appropriate tasks.  

Medical Care 
Branch Director 

 Review hospital census and determine if patient 
discharges and appointment cancellations are 
required. 

 

 Establish a staffing plan for medical direction and 
nursing care in alternate care sites or nontraditional 
patient care areas. 

 

 Identify inpatients for immediate discharge or 
transfer to other facilities and direct staff to expedite 
patient discharges. 

 

 Establish a patient discharge area to free beds until 
patients can be discharged or transferred and 
transported. 

 

 Provide for the rapid clearing and turnover of patient 
care beds and areas to expedite patient discharge 
and admission. 

 

 Consider extending outpatient hours to 
accommodate additional patient visits. 

 

 Consider cancellation of all planned surgeries and 
outpatient procedures. 

 

 

 Prepare for fatalities in conjunction with Medical 
Examiner or Coroner and local emergency medical 
services. 

 

 

Security Branch 
Director 

 Consider use of facility lockdown to restrict access.  

 

 

 Consider establishing alternate traffic routing to 
facilitate triage and arrival of multiple victims. 
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Planning 

Section Chief 

 Assess, in collaboration with Operations Section, 
current staffing and project staffing needs or 
shortages for the next operational period. 

 

 Establish operational periods, incident objectives, 
and the Incident Action Plan in collaboration with 
Incident Commander.  

 

 In conjunction with Operations Section, review all 
surgeries, outpatient appointments, and procedures 
for cancellation or rescheduling, and make 
recommendations to Incident Commander. 

 

Resources Unit 
Leader 

 Initiate personnel and materiel tracking.  

Situation Unit  
Leader 

 Initiate patient and bed tracking in collaboration 
with Operations Section (HICS 254–Disaster 
Victim/Patient Tracking). 

 

 Gather situational assessment and response data 
from internal and external sources. 

 

 Collect and collate patient, bed, personnel, and 
materiel tracking status and project future resource 
needs. 

 

Logistics 

Section Chief 

 Coordinate with Planning and Operations Sections to 
determine, obtain, and transport additional supplies, 
equipment, medications, and personnel as required. 

 

Support Branch 
Director 

 Establish Labor Pool and Credentialing Unit if 
needed. 

 

 Register, credential, assign, and mobilize solicited 
and unsolicited volunteers per Volunteer Utilization 
Plan. 

 

 Assist the Operations Section with establishing 
alternate care or nontraditional care sites. 

 

 

Intermediate Response (2 – 12 hours) 

Section Officer Time Action Initials 

Command 
Incident 

Commander 

 Update hospital Chief Executive Officer, Board of 
Directors, and other appropriate internal and 
external officials of situation status. 

 

 Monitor and ensure that communications and 
decision-making are coordinated with external 
agencies and healthcare facilities, as appropriate. 

 

 Establish a schedule to regularly update and revise  
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the initial Incident Action Plan, in collaboration with 
the Planning Section. 

Public Information 
Officer 

 Continue to provide information to patients, staff, 
visitors, families, and media regarding situation 
status and facility measures taken to meet demand.  

 

 Coordinate information release with the Joint 
Information Center. 

 

Liaison Officer 

 Continue to communicate with local emergency 
medical services regarding local, regional, and state 
bed availability and updating on hospital situation 
status and critical issues or needs. 

 

Safety Officer 

 Continue to implement and maintain safety and 
personal protective measures to protect patients, 
staff, visitors, and the facility. 

 

 

Intermediate Response (2 – 12 hours) 

Section Branch/Unit Time Action Initials 

Operations 

Section Chief  Refer to Job Action Sheet for appropriate tasks.  

Medical Care 
Branch Director 

 Continue patient care and management activities.  
 Provide re-triage and observation of all patients 

waiting for further care 

 Provide crisis standards of care guidelines, if 
necessary, and prioritization of resources 
(coordinate with Planning Section) 

 

 Expedite patient discharge medication processing 
and dispensing. 

 

Patient Family 
Assistance Branch 

Director 

 Establish a family reunification area and provide 
support staff to facilitate the flow of information. 

 

 Consider activating a patient information center.  

Planning 
Section Chief 

 Update and revise the Incident Action Plan, and 
distribute to Command Staff and Section Chiefs. 

 

 Coordinate with Operations Section for continued 
consideration of canceling or rescheduling surgeries 
and elective procedures. 

 

Resources Unit 
Leader 

 Continue staff and equipment tracking.  
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Situation Unit 
Leader 

 Continue patient and bed equipment tracking.  

Demobilization Unit 
Leader 

 Begin planning for demobilization and system 
recovery. 

 

Logistics 

Section Chief  Refer to Job Action Sheet for appropriate tasks.  

Support Branch 
Director 

 Continue to call in additional staff to supplement 
operations, as directed. 

 

 Coordinate the transportation services (ambulance, 
air medical services, and other transportation) with 
the Operations Section (Medical Care Branch) to 
ensure safe patient relocation, if necessary. 

 

 Obtain needed supplies, equipment, and 
medications to support patient care activities. 

 

 Establish an employee dependent care area, as 
appropriate. 

 

 Rapidly investigate and document injuries or 
employees exposed to illness; provide appropriate 
follow-up. 

 

Finance/ 
Administration 

Section Chief 

 Implement procedures to authorize expedited 
procurement of emergent supplies, equipment, and 
medications to meet patient care and facility needs. 

 

 Track all costs and expenditures of response and 
estimate lost revenues due to canceled procedures 
and surgeries and other services. 

 

Time Unit  
Leader 

 Track hours associated with the emergency 
response. 

 

 

Extended Response (greater than 12 hours) 

Section Officer Time Action Initials 

Command 

Incident 
Commander 

 Establish priorities for restoring normal operations 
using the facility’s Business Continuity Plan. 

 

Public Information 
Officer 

 Conduct briefings for media, in cooperation with the 
Joint Information Center. 

 

 Address social media issues as warranted; use social 
media for messaging as situation dictates.  
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Liaison Officer 

 Communicate facility status, report of patient 
conditions and location to emergency medical 
services. 
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Extended Response (greater than 12 hours) 

Section Branch/Unit Time Action Initials 

Operations 

Section Chief  Refer to Job Action Sheet for appropriate tasks.  

Medical Care 
Branch Director 

 Review current patient census, capability to continue 
services, and timeframe to return to normal 
operations. Provide recommendations to Incident 
Commander. 

 

Patient Family 
Assistance Branch 

Director 

 Provide behavioral health support and community 
services information for patients and families. 

 

 

Planning 

Section Chief 

 Ensure that updated information and intelligence is 
incorporated into the Incident Action Plan. Ensure 
the Demobilization Plan is being readied. 

 

Documentation Unit 
Leader 

 Collect, organize, secure, and file incident 
documentation. 

 

Logistics 

Section Chief  Refer to Job Action Sheet for appropriate tasks.  

Support Branch 
Director 

 Monitor health status of staff, and provide 
appropriate medical and behavioral health follow-
up. 

 

 Collect unused supplies distributed to alternate care 
and non-traditional care sites. Restock and 
redistribute all supplies and medications. 

 

Finance/ 
Administration 

Section Chief 

 Continue to track all costs and expenditures of 
response and estimate lost revenues due to canceled 
procedures and surgeries and other services. 

 

Time Unit Leader 

 Continue to track hours associated with the 
emergency response. 

 

 

Demobilization/System Recovery 

Section Officer Time Action Initials 

Command 

Incident 
Commander 

 Approve the Demobilization Plan.  

Public Information 
Officer 

 Conduct final briefings for media, in cooperation 
with the Joint Information Center. 
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 Close the patient information center, if activated.  

Liaison Officer 

 Communicate facility status, final report of patient 
condition and location to local emergency medical 
services 

 

 

Demobilization/System Recovery 

Section Branch/Unit Time Action Initials 

Operations 

Section Chief  Refer to Job Action Sheet for appropriate tasks.  

Medical Care 
Branch Director 

 Deactivate alternate care sites and nontraditional 
patient care areas and safely close. 

 

 Reschedule canceled surgeries, procedures, and 
outpatient appointments. 

 

 Repatriate transferred patients, if applicable.  

Business Continuity 
Branch Director 

 If record keeping included use of paper-based 
records, ensure all clinical information is entered 
into electronic medical records. 

 

Planning 

Section Chief 

 Finalize and distribute the Demobilization Plan.  

 Conduct debriefings and hotwash with: 
 Command Staff and section personnel 
 Administrative personnel 
 All staff 
 All volunteers 

 

 Write an After Action Report and Corrective Action 
and Improvement Plan that includes: 
 Summary of the incident 
 Summary of actions taken 
 Actions that went well 
 Actions that could be improved 
 Recommendations for future response actions 

 

Documentation Unit 
Leader 

 Collect, organize, secure, and file incident 
documentation. 

 

 Prepare summary of the status and location of all 
incident patients, staff, and equipment. After 
approval by Incident Commander, distribute to 
appropriate external agencies. 
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Logistics Section Chief 

 Inventory all Hospital Command Center and hospital 
supplies and replenish as necessary, appropriate, 
and available. 

 

Finance/ 
Administration 

Section Chief 

 Compile summary of final response and recovery 
cost and expenditures, and estimated lost revenues. 
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Documents and Tools 

Emergency Operations Plan, including: 

 Mass Casualty Incident Plan 
 Triage Plan 
 Patient, staff, and equipment tracking procedures 
 Business Continuity Plan 
 Behavioral Health Support Plan 
 Alternate Care Site Plan 
 Security Plan 
 Lockdown Plan 
 Fatality Management Plan 
 Volunteer Utilization Plan 
 Emergency Patient Registration Plan 
 Risk Communication Plan 
 Demobilization Plan 

Forms, including: 

 HICS Incident Action Plan (IAP) Quick Start  
 HICS 200 – Incident Action Plan (IAP) Cover Sheet 
 HICS 201 – Incident Briefing 
 HICS 202 – Incident Objectives 
 HICS 203 – Organization Assignment List  
 HICS 205A – Communications List 
 HICS 214 – Activity Log 
 HICS 215A – Incident Action Plan (IAP) Safety Analysis 
 HICS 221 – Demobilization Check-Out 
 HICS 251 – Facility System Status Report 
 HICS 253 – Volunteer Registration 
 HICS 254 – Disaster Victim/Patient Tracking 
 HICS 255 – Master Patient Evacuation Tracking 

Job Action Sheets 

Access to hospital organization chart 

Television/radio/internet to monitor news 

Telephone/cell phone/satellite phone/internet/amateur radio/2-way radio for communication 
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Attachment C – Bioterrorism Management Plan; EOC-00060; 1/2022 
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Hospital Incident Management Team Activation: Mass Casualty Incident 

 

 

Position Immediate Intermediate Extended Recovery 

Incident Commander X X X X 

Public Information Officer X X X X 

Liaison Officer X X X X 

Safety Officer X X X X 

 

Operations Section Chief X X X X 

Medical Care Branch Director X X X X 

Security Branch Director X X X X 

Business Continuity Branch Director    X 

Patient Family Assistance Branch Dir.  X X X 

 

Planning Section Chief X X X X 

Resources Unit Leader X X X X 

Situation Unit Leader X X X X 

Documentation Unit Leader   X X 

Demobilization Unit Leader  X X X 

 

Logistics Section Chief X X X X 

Support Branch Director X X X X 

 

Finance /Administration Section Chief  X X X 

Time Unit Leader  X X X 

 



BIOTERRORISM SYNDROMES 
If you suspect disease from a potential bioterrorism event, call the Imperial County Public Health Department at 

760-482-4438 

 The electronic version of this policy supersedes any printed copy. 

Attachment D – Bioterrorism Management Plan; EOC-00060; 1/2022 

Syndrome Bioterrorism Threat Disease 
Description 

Differential 
Diagnosis 

Picture Initial Laboratory & other 
diagnostic test results 

Immediate Public Health & Infection 
control actions 
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Inhalational Anthrax 
Abrupt onset of fever, chest pain, 
respiratory distress without 
radiographic findings of pneumonia, 
no history of trauma or chronic 
disease, progression to shock and 
death within 24-36 hours. 

Dissecting aortic 
aneurysm, 
pulmonary embolism, 
influenza, community 
acquired 
pneumonia 

 

Chest x-ray with widened 
mediastinum; pleural effusion; 
gram-positive bacilli in blood or 
pleural fluid; 

Call ICPHD 
 
Alert your laboratory to possibility of 
anthrax. No person-to-person 
transmission. 
 
Infection control: standard precautions. 

Pneumonic Plague 

Apparent severe community- 
acquired pneumonia but with 
hemoptysis, cyanosis, 
gastrointestinal symptoms, 
shock. 

Community-acquired 
pneumonia, Hantavirus 
pulmonary syndrome, 
meningococcemia, 
rickettsiosis, influenza 

 

Gram-negative bacilli or 
coccobacilli in sputum, blood or 
lymph node; safety pin 
appearance with Wright or 
Giemsa stain; 

Call hospital infection control and ICPHD. 
Ask family members/close contacts of 
patient to stay at the hospital (if already 
present) for public health 
interview/chemoprophylaxis; get detailed 
address and phone number information. 
Alert laboratory of possibility of plague. 
Infection control: droplet precautions in 
addition to standard precautions. 

Ricin (aerosolized) 
Acute onset of fever, chest pain and 
cough, progressing to respiratory 
distress and hypoxemia; not 
improved with antibiotics; death in 
36-72 hours. 

Plague, Q fever, 
staphylococcal 
enterotoxin B, 
phosgene, tularemia, 
influenza 

 Chest x-ray with pulmonary 
edema. 

Call ICPHD 
 
Infection control: standard precautions. 

Staphylococcal Enterotoxin B 
Acute onset of fever, chills, 
headache, nonproductive cough and 
myalgia (influenza-like illness) with a 
NORMAL chest x- ray 

Influenza, adenovirus, 
mycoplasma 

 Primarily clinical diagnosis. Call ICPHD 
 
Infection control: standard precautions. 
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Smallpox 
Papular rash with fever that begins 
on the face and extremities and 
uniformly progresses to vesicles and 
pustules; headache, vomiting, back 
pain, and delirium common. 

Varicella, disseminated 
herpes zoster, vaccinia, 
monkeypox, cowpox 

 

Clinical with laboratory 
confirmation; vaccinated, 
gowned and gloved person 
obtains specimens (scabs or 
swabs of vesicular or pustular 
fluid). 

Call hospital infection control and ICPHD. 
Ask family members/close contacts of 
patient to stay at the hospital (if already 
present) for public health interview and 
vaccination; get detailed address and 
phone number information. 
Infection control: airborne and contact 
precautions in addition to standard 
precautions. 

Viral Hemorrhagic Fever 
(e. g., Ebola) 
Fever with mucous membrane 
bleeding, petechiae, 
thrombocytopenia 
and hypotension in a patient without 
underlying malignancy. 

Meningococcemia, 
malaria, typhus, 
leptospirosis, 
borreliosis, thrombotic 
thrombocytopenic 
purpura (TTP), 
hemolytic uremic 
syndrome (HUS) 

 

Definitive testing available 
through public health laboratory 
network 

Call hospital infection control and ICPHD. 
Ask family members/close 
contacts of patient to stay at the hospital 
(if already present) for public health 
interview and follow-up; get detailed 
address and phone number information. 
Infection control: contact precautions in 
addition to standard precautions. 
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Botulism 
Acute bilateral descending flaccid 
paralysis beginning with cranial 
nerve palsies. 

Guillain-Barré 
syndrome, 
myasthenia gravis, 
midbrain 
stroke, tick paralysis, 
Mg++ intoxication, 
organophosphate, 
carbon monoxide, 
paralytic shellfish, or 
belladonna-like 
alkaloid poisoning, 
polio, Eaton-Lambert 
myasthenic syndrome 

 CSF protein normal; EMG with 
repetitive nerve stimulation 
shows augmentation 
of muscle action potential; toxin 
assays of serum, feces, or 
gastric aspirate available 
through the public health 
laboratory network.  
 

Call ICPHD 
 
Request botulinum antitoxin 
 
Infection control: standard precautions. 
 

Encephalitis (Venezuelan, 
Eastern, Western, West Nile) 
Encephalopathy with fever and 
seizures and/or focal neurologic 
deficits. 

Herpes simplex, 
post-infectious, 
other viral 
encephalitides 

 Definitive testing available 
through public health laboratory 
network 

Call ICPHD 
 
Infection control: standard precautions. 
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 Brucellosis 

Irregular fever, chills, malaise, 
headache, weight loss, profound 
weakness and fatigue. Arthralgias, 
sacroiliitis, paravertebral abscesses. 
Anorexia, nausea, vomiting, 
diarrhea, hepatosplenomegal y. May 
have cough and pleuritic chest pain. 

Numerous diseases, 
including Q Fever, 

brucellosis 

 

Tiny slow-growing, faintly-
staining, gram-negative 
coccobacilli in blood or bone 
marrow culture. Leukocyte 
count normal or low Anemia, 
thrombocytopenia possible. 
CXR nonspecific: normal 
bronchopneumonia, abscesses, 
single or miliary nodules, 
enlarged hilar nodes, effusions. 
Serologic testing and culture 
available through the public 
health laboratory network 

Notify your laboratory if brucellosis 
suspected --microbiological testing should 
be done in a biological safety cabinet to 
prevent lab-acquired infection.  
 
Call ICPHD  
 
Infection control: standard precautions. 

Tularemia (Typhoidal, Pneumonic) 
Fever, chills, rigors, headache, 
myalgias, coryza, sore throat 
initially; followed by weakness, 
anorexia, weight loss. Substernal 
discomfort, dry cough if pneumonic 
disease. 

 

Small, faintly-staining, slow-
growing, gram-negative 
coccobacilli in smears or 
cultures of sputum, blood. CXR 
mayshow infiltrate, hilar 
adenopathy, effusion. Definitive 
testing available through the 
public health laboratory network 

Notify your laboratory if tularemia 
suspected --microbiological testing should 
be done in a biological safety cabinet to 
prevent lab-acquired infection.  
 
Call ICPHD 
 
Infection control: standard precautions. 

Adapted from California State and Local Health Department Bioterrorism Surveillance and Epidemiology Working Group, 2001. 
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1.0 Purpose: 
1.1 Establish guidelines for providing safe childcare services during an activation of the 

PMH Emergency Operations Plan. 
 
2.0 Scope: District wide 
 
3.0 Policy: 

3.1 During activation of the EOP, childcare for employees will be coordinated by the 
Director of the PMH Child Care Center. 
3.1.1 The hours of operation will be 24/7 or as determined.   

3.2 The Child Care Center staff will be supplemented by the Manpower Pool as necessary 
and available 

3.3 All child care activities will be conducted at the Child Care Center. In the event this area 
is unsuitable due to safety reasons, the director shall make arrangements with the 
Hospital Command Center to set up another site in a safe location utilizing the Pediatric 
Safe Area Checklist (Refer to Attachment A) 

3.4 The Child Care Center will maintain constant communications with the HCC 
3.5 Child Care Center will accept all employees children reporting to work as part of an 

emergency or disaster response 
3.6 The Child Care Center will accept all non-employee children who present to the hospital 

without a parent or guardian present, only after receiving a medical screening 
evaluation and having been determined to be uninjured or without illness. 

3.7 The Child Care Center staff will follow normal procedures for release of children in 
regular attendance 

3.8 Employees are required to wear regular hospital-issued name badges or bring a driver’s 
license for identification 

 
4.0 Definitions: 

4.1 HCC – Hospital Command Center – emergency operations center for the hospital 
during activation of the PMH EOP 

4.2 EOP – [PMH] Emergency Operation Plan <Refer to policy Emergency Operations Plan; 
EOC-00213> 

 
5.0 Procedure: 
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5.1 Immediately after notification of a disaster, the Child Care Center Director, or their 
designee, will account for all children and staff present. 

5.2 A list of all children and staff present will be sent to the HCC 
5.3 If the EOP is activated outside normal Child Care Center operating hours, a call back 

system for Child Care Center staff will be initiated by the HCC as necessary 
5.4 Identification of children and their parent or guardian is critical during an emergency or 

disaster situation. 
5.4.1 When an employee arrives at the Child Care Center, they will complete the 

Identification and Emergency Information Form (Refer to Attachment B); 
5.4.2 Employee’s children will only be released to their parent, guardian, or an 

individual listed on the child’s Identification and Emergency Information Form 
(Refer to Attachment B) 

5.4.3 Each employee’s child will be given a white wrist band that includes the name of 
the parent or guardian in permanent ink 

5.5 All children who present to the hospital without an injury or illness that do not have a 
parent or guardian present during an emergency or disaster will be admitted to the Child 
Care Center and the following information will be gathered and maintained by the HCC. 
This information will be sent to the Imperial County Medical Health Operational Area 
Coordinator via the REDDINET System: 
5.5.1 Location where child was found (if brought in by ambulance/bystander) 
5.5.2 Gender 
5.5.3 Ethnicity/Race 
5.5.4 Hair/Eye Color 
5.5.5 Other distinguishing characteristics (i.e.; birthmarks; scars; etc.) 
5.5.6 Name (if possible) 
5.5.7 Name of parent/guardian (if possible) 
5.5.8 Photo (if camera available) 
5.5.9 Other pertinent information that can be obtained (address, phone number, etc.) 
5.5.10 Each non-employee child will be given a blue arm band containing the child’s 

name (if known) along with the parent or guardian’s name (if known) written on it 
in permanent ink 

5.5.11 The HCC will coordinate with local authorities (law enforcement; Child Protective 
Services; etc.) to identify and locate the parents or guardians of unattended 
children 

5.5.12 The Child Care Center will coordinate with the HCC for meals and snacks 
needed from the Dietary Department. 

5.5.13 A supply of games, toys, videos, and craft supplies will be made available for 
children. Age appropriate activities will be coordinated by the Child Care Center 
staff. 

 
6.0 References: 

6.1 The Issues At Hand – Pediatric Reunification, Children’s Hospital Los Angeles 
6.2 Pediatric Disaster Resource and Training Center Children’s Hospital Los Angeles 
6.3 PMH policy EOC-00213; Emergency Operations Plan 
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7.0 Attachment List: 

7.1 Attachment A – Pediatric Safe Area Checklist 
7.2 Attachment B – Identification and Emergency Information Form (LIC-700) 

 
8.0 Summary of Revisions: 

8.1  Revised footer pediatric safe area checklist attachment A 
8.2 Updated PMHD to PMH 



  
  

IVHD | 207 WEST LEGION ROAD, BRAWLEY, CA, 92227 | 760.351.3333 | WWW.IV-HD.ORG 

PEDIATRIC SAFE AREA CHECKLIST* 

ITEM NO YES 

Are needle boxes at least 48 inches off the floor?   

Do the windows open?   

Are the windows locked?   

Are there window guards?   

Do the windows have blinds or drapes that might pose a drowning hazard?   

Are there any water basins, buckets, or sinks that might pose a drowning hazard?   

Can children be safely contained in this area (consider stairwells, elevators, doors)?   

Do you have any distractions for the children (age- and gender-appropriate videos, 

games, toys)? 
  

Is the area poison proof? (Check for cleaning supplies, Hemoccult developer, 

choking hazards or cords that should be removed or locked away.) 
  

Are the electrical outlets child safe and covered?   

Does the area have smoke and fire alarms?   

Are med carts and supply carts locked?   

Should separate areas for various age groups be created?   

Have drills for managing this area been conducted with all relevant departments?   

Is there a security plan for the unit?   

Is there a plan to identify the children?   

Is there a plan for assessing the mental health needs of children?   

Are there any fans or heaters in use? Are they safe?   

Is there an onsite or nearby daycare center? Could they be of help?   

Is there enough staff to supervise the number of children? (Younger children will 

require more staff.) 
  

Are there a sign-in and sign-out sheet for all children and adults who enter the area?   

Will children need to be escorted away from the safe area to bathrooms?   

Are age-appropriate snacks available for children?   

Are there sleeping accommodations available (i.e., foam mats on the floor)? 

Are there enough to avoid co-sleeping (to reduce the risk of Sudden Infant Death 

Syndrome)? 

  

*Adapted from the Chicago Department of Health  
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PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY

NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY
(CHILD WILL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSON WITHOUT WRITTEN AUTHORIZATION FROM PARENT OR AUTHORIZED REPRESENTATIVE)

TO BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FAMILY CHILD CARE HOMES LICENSEE

STATE OF CALIFORNIA
HEALTH AND HUMAN SERVICES AGENCY

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION

IDENTIFICATION AND EMERGENCY INFORMATION
CHILD CARE CENTERS/FAMILY CHILD CARE HOMES
To Be Completed by Parent or Authorized Representative

CHILD’S NAME LAST MIDDLE FIRST

ADDRESS NUMBER STREET CITY STATE ZIP

FATHER’S/GUARDIAN’S/FATHER’S DOMESTIC PARTNER’S NAME        LAST MIDDLE FIRST

HOME ADDRESS NUMBER STREET CITY STATE ZIP

MOTHER’S/GUARDIAN’S/MOTHER’S DOMESTIC PARTNER’S NAME     LAST MIDDLE FIRST

HOME ADDRESS NUMBER STREET CITY STATE ZIP

PERSON RESPONSIBLE FOR CHILD LAST NAME MIDDLE FIRST

PHYSICIAN ADDRESS MEDICAL PLAN AND NUMBER

DENTIST ADDRESS MEDICAL PLAN AND NUMBER

TIME CHILD WILL BE CALLED FOR

SIGNATURE OF PARENT/GUARDIAN OR AUTHORIZED REPRESENTATIVE

DATE OF ADMISSION

IF PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAKEN?

■■ CALL EMERGENCY HOSPITAL ■■ OTHER EXPLAIN: ____________________________________________________________________________________________________________________

NAME

NAME

ADDRESS TELEPHONE RELATIONSHIP

RELATIONSHIP

SEX

HOME TELEPHONE

(     )

TELEPHONE

(     )

TELEPHONE

(     )
TELEPHONE

(     )

DATE

DATE LEFT

BIRTHDATE

BUSINESS TELEPHONE

(     )

BUSINESS TELEPHONE

(     )

BUSINESS TELEPHONE

(     )

HOME TELEPHONE

(     )

HOME TELEPHONE

(     )

ADDITIONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY

LIC 700  (8/08)(CONFIDENTIAL)

Administrator
Typewritten Text
Attachment B – Child Care Disaster Plan; EOC-00148			Rev. 1/2020		The electronic version of this policy supersedes any printed copy.
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1.0 Purpose: 
1.1 The objective of this plan is to provide guidance in the event an individual is actively 

shooting persons in the hospital or on the campus by: 
1.1.1 Providing guidance for proper notification of staff, patients, and visitors 

1.2 Providing guidance for initial and long-term response to an active shooter event 
 
2.0 Scope: District wide 
 
3.0 Policy: 

3.1 Pioneers Memorial Hospital (PMH) has policies in place to recognize and prevent 
violence in the workplace 
3.1.1 HRD-0020; Zero Tolerance for Violence in the Workplace 
3.1.2 EOC-00175; Hospital Emergency Codes – refer to CODE GRAY section 

3.2 It is the policy of PMH to provide a plan to alert hospital staff, patients, and visitors that 
a shooter appears to be actively engaged in killing or attempting to kill people in the 
hospital or on the hospital campus. 

3.3 As soon as the situation becomes safe, it is the policy of PMH to respond quickly and 
efficiently to minimize the loss of life and injury during, and immediately after, an active 
shooter event. 

 
4.0 Definitions: 

4.1 Active Shooter – A person or persons who appear to be actively engaged in killing or 
attempting to kill people in the hospital or on the hospital campus. In most cases active 
shooters use firearm(s) and display no pattern or method for selection of their victims. In 
some cases, active shooters use other weapons and/or improvised explosive devices to 
cause additional victims and act as an impediment to police and emergency 
responders. These improvised explosive devices may detonate immediately, have 
delayed detonation fuses, or detonate on contact. 

4.2 Cover – Refers to anything that is capable of physically protecting an individual from 
gunfire. Examples: concrete wall, large tree, vehicle engine compartment, etc. 

4.3 Concealment – Is an object or area which only affords being hidden from view. It will not 
stop or slow bullets. Examples: bushes, plaster or sheet-rock walls, closed curtains or 
blinds, etc. 

 
5.0 Procedure: 

5.1 During an Active Shooter Incident, the safety of PMH Staff, patients, and visitors will be 



Imperial Valley Healthcare District 

Title: 
CODE SILVER – Active Shooter Situation Response 

Policy No. EOC-00184 

Page 2 of 4 

Current Author: Jorge Mendoza Effective: 5/24/2014 

Latest Review/Revision Date: 1/2025 Manual: EOC / Emergency Management 

 

The electronic version of this policy supersedes any printed copy. 

the highest priority for all involved. You cannot help others if you become part of the 
situation 

5.2 The first employee to identify an active shooter situation: 
5.2.1 Should call the hospital emergency number (4-4-4-4) and ask the operator to 

announce a CODE SILVER (with the location of the incident) and a description of 
the person(s) with the weapon, and type of weapon if known. 

5.2.2 Employees working in off-site locations should dial 9-1-1 and provide as much 
information listed in section 5.3.1 as possible to the 9-1-1 dispatcher. 

5.2.3 Evacuate patients, visitors and staff if safe to do so 
5.3 The hospital operator upon notification will: 

5.3.1 Immediately notify Brawley Police Department and provide as much of the 
following information as possible: 
5.3.1.1 Exact location of the shooter(s) in the area 
5.3.1.2 Number of shooters 
5.3.1.3 Physical description of the shooters 
5.3.1.4 Number and types of weapons held by the shooters 
5.3.1.5 Number of potential victims at the location 

5.3.2 Overhead page CODE SILVER (and the location) three times 
5.3.3 Notify hospital Administration, or the House Supervisor after hours 

5.4 If an active shooter comes into the area where you are and enters your unit, office or 
meeting room, you should (in preference and priority): 
5.4.1 Run (First preference and priority) 

5.4.1.1 Have an escape route and plan in mind 
5.4.1.2 Leave your belongings behind 
5.4.1.3 Keep your hands visible 

5.4.2 Hide (Second preference and priority) 
5.4.2.1 Hide in an area out of the shooter’s view 
5.4.2.2 Turn off lights 
5.4.2.3 Close blinds 
5.4.2.4 Block entry to your hiding place and lock the doors 
5.4.2.5 Hide behind furniture if possible 
5.4.2.6 Silence your cell phone 

5.4.3 Fight (Third preference and priority) Note: If confronted directly and as a last 
resort only when your life is in imminent danger 
5.4.3.1 Attempt to incapacitate the shooter 
5.4.3.2 Act with physical aggression, improvise weapons and throw items at 

the shooter 
5.4.3.3 Yell loudly and commit to the effort 
5.4.3.4 Moving people are harder to shoot 

5.5 If you are in an outside area and encounter an active shooter, you should: 
5.5.1 Try to remain calm 
5.5.2 Move away from the active shooter or sound of gunshot(s) and/or explosion(s) 
5.5.3 Look for appropriate locations for cover/concealment (i.e. brick walls, retaining 

walls, parked vehicles, etc.) 
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5.5.4 Call 911 and provide information listed above (5.3.1) 
5.6 What to expect from responding officers – Police officers responding to an active 

shooter are trained to proceed immediately to the area in which shots were last heard in 
order to stop the shooting as quickly as possible. The first responding officers may be in 
teams; they may be dressed in normal patrol uniforms, or they may be wearing external 
ballistic vests and Kevlar helmets or other tactical gear. The officers may be armed with 
rifles, shotguns and handguns. 
5.6.1 Do exactly as the team of officers instruct. The initial responding officers will 

be focused on stopping the active shooter and creating a safe environment for 
medical assistance to be brought in to aid the injured 
5.6.1.1 Put down any items in your hands (i.e. bags, jackets) 
5.6.1.2 Immediately raise hands and spread fingers 
5.6.1.3 Keep hands visible at all times 
5.6.1.4 Avoid making quick movements toward officers such as attempting to 

hold on to them for safety 
5.6.1.5 Avoid pointing, screaming and/or yelling 
5.6.1.6 Do not stop to ask officers for help or direction when evacuating, just 

proceed in the direction from which the officers are entering the area 
5.6.2 When the police arrive the following should be available: 

5.6.2.1 Number of shooters 
5.6.2.2 Number of individual victims and hostages 
5.6.2.3 Type and number of weapons possibly in possession of the shooter 
5.6.2.4 All necessary individuals still in the area 
5.6.2.5 Identity and description of participants, if known 
5.6.2.6 Keys to all involved areas as well as floor plans 
5.6.2.7 Location and phone numbers in the affected areas 

5.7 As soon as it is safe to do so, the Administrator, designee or House Supervisor, if after 
hours will activate the PMH Emergency Operations Plan and open the Hospital 
Command Center in a safe location and active the HICS 

5.8 As soon as it is safe to do so, after coordinating with law enforcement, the 
Administrator, designee or House Supervisor will evaluate the need to activate the PMH 
Hospital Evacuation/Shelter in Place Plan 

5.9 Available staff from each department will supply the HCC with a list of patients and/or 
staff known to be in the area of the incident 

5.10 The Incident Commander (IC) will designate a Public Information Office (PIO) who will 
provide, approved, information to the media as it is available. 

5.11 The IC will establish a Family Information Center, away from the public and media, for 
family members of those involved in the incident 

5.12 A “Lock Down” of the PMH Facility will be activated in accordance with policy EOC-
00074; Hospital Emergency Lock Down 
5.12.1 Coordination with law enforcement will be necessary to enhance PMH Lock 

Down Procedures 
5.13 The Emergency Department will activate Emergency Department Bypass of all 

incoming patients in accordance with Imperial County EMSA Policies 
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5.13.1 Notification of the ED Bypass will be sent to local hospitals and emergency 
medical transport services via the Rapid Emergency Digital Data Network 
(REDDINET) as soon as possible 

5.14 Medical care for victims: 
5.14.1 When safe to do so, medical care to victims will be provided in accordance with 

current trauma triage and care standards 
5.14.2 It will be the goal of PMH to coordinate PMH staff with local emergency 

responders (Police, Fire Department, Ground and Air Ambulance Personnel) to 
appropriately triage all victims involved in an active shooter event 

5.14.3 The crime scene and evidence will be maintained, to the extent possible while 
providing medical care 

5.15 Debriefing 
5.15.1 Hot Washes should take place as soon as possible after the “all clear” has been 

given in order to complete an After Action Report/Improvement Plan (AAR/IP). 
5.16 An AAR/IP should be completed in accordance with PMH policy EOC-00213. 

 
6.0 References: 

6.1 US Department of Homeland Security Active Shooter – How to Respond, October 2008 
6.2 Journal of Healthcare Risk Management – Using prospective hazard analysis to assess 

an active shooter emergency operations plan 
6.3 California Hospital Association – Active Shooter Checklist 
6.4 FEMA-IS907 Active Shooter: What You Can Do 
6.5 Hospital Association of Southern California – Health Care Emergency Codes, A Guide 

for Standardization (September 2011) 
6.6 Imperial County Emergency Medical Services Agency policy #4220 “Hospital Diversion” 
6.7 PMH policy CLN-01922; Emergency Department Bypass 

 
7.0 Attachment List: Not applicable 
 
8.0 Summary of Revisions: 

8.1 Updated PMHD to PMH  
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1.0 Purpose:   

1.1 To establish guidelines for staff to follow during and immediately after an earthquake 
that causes damages to the facility and/or injuries to personnel or patients. 

 
2.0 Scope: District wide 

 
3.0 Policy:  

3.1 It is the policy of Pioneers Memorial Hospital (PMH) to maintain a safe environment for 
staff, patients, and visitors during an earthquake. 

3.2 In accordance with PMH Emergency Operations Plans (EOP) CLN-00213, the Hospital 
Incident Command System (HICS) will be utilized during all evacuation activities. 

3.3 If it is determined by the Incident Commander that evacuation is warranted the Hospital 
Operator will overhead page “CODE TRIAGE” three times to communicate that the 
hospital is activating the EOP. 

3.4 The Emergency Department will be placed on Ambulance Diversion in accordance with 
Imperial County EMS Policy #4220, until it is determine that it is safe to accept 
additional ambulance patients by the Incident Commander. 

3.5 Staff will be trained and become familiar with the plan. The plan will be included as part 
of the PMH Disaster Exercise and Evaluation Plan to test for readiness and 
deficiencies. 

 
4.0 Definitions: Not applicable 
 
5.0 Procedure:  

5.1 GENERAL 
5.1.1 The actual movement of the ground in an earthquake is seldom the direct cause 

of death or injury. Most casualties result from falling objects and debris because 
the shocks can shake, damage, or demolish buildings and generate huge ocean 
waves (seismic sea waves), each of which can cause great damage. 
Earthquakes usually strike without warning. In most cases the shock occurs and 
is ended in seconds, which precludes any personal protective action during the 
tremor. If the seismic action is a prolonged shaking and rolling, it is sometimes 
necessary to take protective measures. The best action is to drop under a table, 
cover your head and hold this position until the shaking stops and it is safe to 
come out. The scope of this procedure covers response to all types of 
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earthquakes. 
5.2 INJURIES ARE COMMONLY CAUSED BY: 

5.2.1 Partial building collapse, collapsing walls, falling ceiling plaster, light fixtures, and 
pictures 

5.2.2 Flying glass from broken windows and mirrors 
5.2.3 Overturned bookcases, fixtures, and other furniture and appliances 
5.2.4 Fires, broken gas lines, and similar causes. The danger may be aggravated by 

the lack of water due to broken mains. 
5.2.5 Fallen power lines 
5.2.6 Drastic human actions resulting from panic 

5.3 IMMEDIATE RESPONSE MEASURES – ALL PERSONNEL 
5.3.1 Upon detection of shock – remain in place. 
5.3.2 Remain calm. Think through the consequences of any action you take. Try to 

calm and reassure others. 
5.3.3 If indoors, drop-cover-hold until shaking stops. Watch out for high storage areas, 

shelves, and tall equipment that might slide or topple. Stay away from windows 
and mirrors. Encourage others to follow your example. Usually it is best not to 
run outdoors. 

5.3.4 After the initial shock has ended, and a reasonable interval has passed with no 
further shock, survey immediate surroundings to determine injuries and damage. 

5.3.5 Do not attempt to move seriously injured persons unless they are in immediate 
danger of further injury. 

5.3.6 If telephones are operating, the Department Manager or designee will call the 
switchboard for the Chief Executive Officer or House Supervisor and report 
condition of patients, damage in the unit and function of utilities 

5.3.7 If you are in a patient care area and are not seriously injured, your first 
responsibility is to the patients in your vicinity. If possible reassure them and 
attempt to calm those who may be hysterical or panic stricken. If there are 
obvious injuries from falling objects, shattered glass, or if patients or personnel 
are trapped under  debris, you must request assistance and perform first aid 
within your capability where possible until additional medical personnel arrive to 
assist in treatment or rescue. 

5.3.8 Check for fire or fire hazards from broken electrical lines or short circuits and 
follow the Hospital Fire Response Procedure in the Hospital Fire Plan (EOC-
00330) if a fire is discovered or reasonably expected. 

5.3.9 Do not attempt to lead or assist any patients to leave the hospital until you are 
directed to do so by the Chief Executive Officer/Incident Commander or 
Designee. If the hospital has not been rendered unsafe by the earthquake, it is 
advisable to keep the patients inside and, if possible, in their rooms. 

5.3.10 Make sure all ambulatory patients wear shoes in areas near debris  and glass. 
5.3.11 Immediately clean up spilled medications, drugs, and other potentially harmful 

materials using appropriate personal protective equipment. 
5.3.12 Check closets and storage shelve areas. Open closet and cupboard doors 
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carefully and watch for objects falling from shelves. 
5.3.13 Be prepared for addition “after shocks.”  Although most of these are smaller than 

the main shock, some may be large enough to cause additional damage. 
5.4 HOSPITAL STAFF ACTIONS IMMEDIATELY AFTER THE EARTHQUAKE 

5.4.1 The Hospital Administrator, designee, or House Supervisor (if after hours) will 
activate the Hospital Emergency Operations Plan and have the operator call a 
“Code Triage” 

5.4.2 Proceed carefully. 

 In many hospital settings, floors will be covered with broken glass and/or 
spilled chemicals, making passage difficult. It is very common for people 
to cut their feet on broken glass in earthquakes. 

 Find out if anyone is injured. Administer treatment or summon medical 
assistance. 

 Check for people who might be trapped in patient’s rooms, nursing 
stations, and other spaces. Leave doors open. 

 Check for fires and extinguish them or summon for help. 

 Check for potential chemical hazards, gas leaks, or broken water lines.  

 Turn off if damage to line is suspected. 

 Turn off and unplug unnecessary equipment. 

 Improvise as necessary 

 Clear hallways and evacuation routes 

 Do not smoke or allow open flames e.g. lighter, burners. 

 If you notice the smell of gas, open window and doors and leave the area 

 Do not touch fallen or damaged electrical wires. 
o If electrical wiring is damaged, do not touch. 
o Observe basic safety. Do no touch wet electrical items 
o Notify Hospital Command Center (HCC) 

 Check to see if power is on. 
o Patients on Life Support Systems might need emergency medical 

attention. 

 Nurses and other medical staff should calm patients and tell them to 
remain in their rooms (if these are intact). 

o Alternative is to assemble patients in corridors and to wait there 
until a detailed assessment of building damage is made. 

 Move patients to interior walls, away from windows and glass; pull curtains 
to protect from glass. 

 Expect potential disagreements over discharging patients. 
o Some physicians may want to discharge their patients: others may 

not. 
o It is paramount that medical staff, especially physicians, 

participates in hospital disaster drills and become familiar with 
hospital policy regarding authority on patient discharge in an 
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emergency. 

 Do not use food or water until told it is safe to do so. 

 The Department Manager or Charge RN will prepare a summary of 
damage to your area and communicate it to the HCC. 

 If your building has not sustained heavy structural damage, you do not 
need to evacuate immediately. However, Damage to the hospital utilities 
may require later movement of patients or evacuation. 

 Post signs in dangerous areas. 

 If your building has sustained major damage, you may need to evacuate 
 remember these two points:      

o Evacuation should not be spontaneous. The decision to evacuate 
should be made by hospital administration. 

o The decision to evacuate should follow a detailed assessment of 
structural damage. Evacuation is a very serious matter; people 
could be injured. In past earthquakes, hospitals have been 
unnecessarily evacuated because superficial damage was 
mistaken for structural damage. 

 Continue to complete patient charting and charges. 

 Notify Hospital Command Center (HCC) and Security Officer of any 
unsafe situations. 

5.5 DURING THE AFTERMATH 
5.5.1 Expect aftershocks. They can inflict additional damage to weakened structures. 
5.5.2 Rescue essential supplies, equipment, and records if you can do so safely. 
5.5.3 Document proper damage as soon as possible. Take photographs of damage 

and label with date and time. Structural damage may require an engineering 
analysis. Take pictures of damage if able. 

5.5.4 Resume essential hospital functions. Although clerical and other support staff 
might initially be pressed into service to assist in evacuation or patient care 
functions – especially in a severely damaged hospital building – other hospital 
functions must continue. 

5.6 IF YOUR ARE NOT AT THE HOSPITAL 
5.6.1 Check the safety of your family. 
5.6.2 Listen to the Emergency Broadcast Station. 
5.6.3 Report to the hospital to assist, if possible, unless radio broadcasts direct you to 

do otherwise. Report to the Manpower Pool in the Auditorium for assignment. Do 
not report to your regular department. 

5.7 RECOVERY 
5.7.1 The recovery process will begin as soon as it is determined that it is safe to do 

so. 
5.7.2 Assessment of damage and final determination of when and how a department 

or the facility will be made safe for occupancy will be done jointly by the 
Engineering, Nursing, Administration, Radiation Safety Officer and Public Safety 
Officials in conjunction with the Imperial County Office of Emergency Service 



Imperial Valley Healthcare District 

Title:  
Earthquake Response Plan 

Policy No. EOC-00174 

Page 5 of 6 

Current Author: Jorge Mendoza Effective: 02/26/1996 

Latest Review/Revision Date: 1/2025 Manual: EOC – Emergency Management 

 

The electronic version of this policy supersedes any printed copy. 

(OES). 
5.7.3 Efforts will not be made to reopen a department or facility until the safety of the 

environment and the ability to deliver medical care has been assured by Facilities 
Management and the Safety Officer. 

5.7.4 Photographic and video documentation will be taken of all damage and reported 
to the Hospital Insurance Carrier. All needed Repairs will be made after approval 
from insurance adjuster. 

5.7.5 Prior to reopening, each affected area will be thoroughly 
cleaned/decontaminated, needed equipment and supplies replaced, utility and 
medical gas function verified by engineering and respiratory therapy and linens 
cleaned/replaced. 

5.7.6 After needed repairs have been completed notifications will be made to the 
Brawley Fire Department, California Statewide Health Planning and Development 
(OSHPD) and the California Department of Public Health Licensing and 
Certification Division. 
5.7.6.1 Each of the above agencies will conduct building safety inspections as 

well as the ability of PMH to provide patient care. 
5.7.7 After passing all inspections the HCC will notify the Hospital Operator to 

overhead page the “All Clear” order three times. 
5.7.8 The HCC will notify the Imperial County OES and Medical Health 

Operational Area Coordinator (MHOAC) that the facility is no longer 
operating under EOPs and able to accept patients. 

5.7.9 PMH will provide Critical Stress Incident Debriefing for all employees that request 
assistance in accordance with the PMH Employee Assistance Program. 

5.7.10 Immediately following the event, the Hospital Emergency Preparedness Manager 
will conduct Hot-washes and debriefings with all staff and coordinating agencies 
involved to identify the effectiveness and deficiencies of the response. 

5.7.11 Within forty-five (45) days of returning to normal operations, the Hospital 
Emergency Preparedness Manager will submit a Draft After Action Report and 
Improvement Plan to the PMH Safety Committee for approval. 
 

6.0 References:  
6.1 Imperial County Medical Health Branch Response Plan 
6.2 Imperial County EMS Policy #4220 Ambulance Diversion 
6.3 California Code of Regulations Title 22, 70741 Disaster and Mass Casualty Program 
6.4 California Code of Regulations Title 22, 70743 Fire and Internal Disasters 
6.5 California Code of Regulations Title 22, 70746 Disruption of Services 
6.6 California EMSA, HICS Implementation Guide 
6.7 California Emergency Management Agency, California Emergency Plan 
6.8 California Emergency Management Agency Department of Health, California 

Emergency Medical Mutual Aid Plan 
6.9 FEMA Earthquake Response Procedures 
6.10 Hospital Earthquake Preparedness: Issues for Action, California Hospital Association  
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7.0 Attachment List: Not applicable 

 
8.0 Summary of Revision: 

8.1 Updated PMHD to PMH  
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1.0 Purpose: 
1.1 To establish the role of the House Supervisor during both internal and external hospital 

emergencies 
 
2.0 Scope: House Supervisors 
 
3.0 Policy: 

3.1 After normal business hours, the House Supervisor will assume the role of the Incident 
Commander and be responsible for activation of the Emergency Operations Plan during 
an emergency event. 

 
4.0 Definitions: Not applicable 
 
5.0 Procedure: 

5.1 Notification is received via the Emergency Department of disaster (external); if internal 
from House Supervisor or reporting party 
5.1.1 The House Supervisor will notify the Administrator On-Call and/or Chief Nursing 

Officer (CNO) to receive approval to activate the Emergency Operations Plan 
and call a Code TRIAGE. 

5.2 If internal, the House Supervisor will report to the site of emergency and will: 
5.2.1 Determine what help is indicated and notify the Switchboard Operator (i.e. Fire 

Department, Engineering, etc.) 
5.3 If external, the House Supervisor will notify the Emergency Department and begin to 

determine patient care capacity. 
5.3.1 Patient care capacity will be determined using the following guidelines: 

5.3.1.1 Immediate Category Casualty – Will require at least one hour of care; 
and a General Surgeon, Registered Nurse (critical care); one 
Respiratory Technician; one clerk. If surgery is required staff required 
will increase and broaden. 

5.3.1.2 Delayed Category Casualty – Will require at least 15 minutes of care 
by a physician, Registered Nurse, and a Clerk for evaluation, 
reassessment and basic care 

5.3.1.3 Capacity updates will be required as personnel arrive or victims 
increase due to walk-ins 
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5.3.1.4 Capacity updates will be maintained and entered into the Rapid 
Emergency Digital Data Network (REDDINET). 

5.3.1.5 Blood capacities – Unless phone system is not functioning, this will be 
handled directly between the San Diego Blood Bank, El Centro 
Regional Medical Center Laboratory and the PMH Laboratory 

5.4 The House Supervisor will open the Hospital Command Center and assume the role of 
the Hospital Incident Commander until they can be relieved. 
5.4.1 Once relieved, the House Supervisor will assume the role of Situation Unit 

Leader or other role as assigned by the Incident Commander. 
 
6.0 References: 

6.1 Hospital Incident Command System Implementation Guide, California EMSA 
6.2 PMH Policy EOC-00213; Emergency Operations Plan 

 
7.0 Attachment List: Not applicable 
 
8.0 Summary of Revisions: 

8.1 Updated PMHD to PMH  
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1.0 Purpose: 

1.1 The PMH Evacuation Plan has been developed to provide PMH personnel with a 
plan of action should an emergency arise that may lead to an evacuation of patient 
care facilities. It outlines responsibilities of individuals and departments, prioritizes 
evacuation requirements and conceptually establishes how the evacuation should 
take place. The Evacuation Plan has been developed as a portion of a more 
comprehensive Emergency Management Plan for PMH. It has been designed to 
integrate with existing fire safety plans, the Hospital Incident Command System and 
other PMH Emergency Operating Procedures. 

1.2 The orderly evacuation of a hospital is an entirely different process than is 
recommended for most other buildings and involves special considerations. Due to 
the fact that so many patients may be medically unstable and dependent on 
mechanical support equipment, complete evacuation of the facility is to be initiated as 
a last resort, and must proceed in a planned and orderly manner. 

1.3 A “Code White” will be announced to alert employees of the decision to initiate a 
partial or total evacuation. 

 
2.0 Scope: Hospital wide 
 
3.0 Policy: 

3.1 The PMH Evacuation Plan (the plan) will be reviewed and updated regularly or as 
major changes/events at PMH occur. A scheduled review of the plan will be 
conducted by the PMH Emergency Management Committee to coordinate with other 
PMH, Local, and State Emergency Operations Plans (EOPs) 

3.2 The evacuation of any floor or building shall be initiated on order of the Incident 
Commander (according to the HICS and PMH EOPs) or by a Public Safety Officer 
(Police or Fire Department). 

3.3 In accordance with IVHD EOPs, the Hospital Incident Command System (HICS) will 
be utilized during all evacuation activities. 

3.4 Upon notification, the Hospital Operator will overhead page “CODE TRIAGE” three 
times. 

3.5 The Emergency Department will be placed on Ambulance Diversion in accordance 
with Imperial County EMS Policy #4220, until it is determined that it is safe to accept 
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additional ambulance patients by the Incident Commander after coordinating with 
cooperating agencies. 

3.6 A “Code White” will be called to notify hospital staff of that there is a need for a partial 
or total evacuation of the facility. The PBX operator will announce overhead “Code 
White – Please report to your supervisor” and repeat three times.  

3.7 Staff will be trained and become familiar with the plan. The plan will be included as 
part of the PMH Disaster Exercise and Evaluation Plan to test for readiness and 
deficiencies. 

 
4.0 Definitions:  

4.1 Partial Evacuation – Patients, visitors and staff are transferred to other areas within 
the hospital. 
4.1.1 Horizontal Evacuation – Movement of patients horizontal from one side of a 

fire/smoke barrier door(s) to the other side, e.g. from East Wing of Med/Surg to 
the West Wing of Med/Surg. 

4.1.2 Vertical Evacuation – Movement of patients to a safe area on another floor, 
building, or outside.  Movement should be downward to a safe level. 

4.2 Total Evacuation – Patients are transferred from PMH to an outside area, alternate 
care sites or another hospital facility. 

4.3 Immediate – Less than one (1) hour 
4.4 Urgent – Less than four (4) hours 
4.5 Assembly Area – A pre-designated, remote location away from the building and out of 

the way of responding emergency personnel where visitors, staff and patients meet 
after an evacuation so they can be accounted for that allows for easy access for 
patients to be transported to their next location. 

4.6 Staging Areas – Locations at which resources are kept while temporarily awaiting 
incident assignments. 

 
5.0 Procedure: 

5.1 The decision to evacuate from unsafe areas shall be based on the following 
information: 
5.1.1 Public Safety Officer (Police or Fire) has determined the building is not safe for 

occupancy. 
5.1.2 Extended loss of utilities that create unsafe conditions for patients or staff 
5.1.3 The Hospital Administrator, Chief Nursing Officer or House Supervisor has 

determined that adequate patient care cannot be provided. 
5.1.4 Evacuation should only be attempted when you are certain the area chosen to 

evacuate to is safer than the area you are leaving. 
5.2 Activation of the plan: 

5.2.1 The decision to evacuate is a difficult one. Patients should only be evacuated 
when absolutely necessary. Situations worthy of evacuation include danger 
posed by fire, smoke, flooding or a potential exposure to hazardous materials.  
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Evacuation may also be required as a result of structural damage to the 
hospital or the potential damage imposed by severe climatic changes, or other 
potential events, where personnel and patients are in more danger within the 
facility than any risks posed by evacuation. Not all emergencies will require an 
emergency evacuation response. The procedures that follow apply only to 
those situations when an actual evacuation is necessary. 

5.2.2 During any evacuation, unique challenges will be faced due to the physical 
layout of the facility and the unstable nature of the patients within the facility.  
All staff members perform important roles in the implementation of an 
evacuation. 

5.2.3 The decision to implement the plan should be determined by the Incident 
Commander.  Once consideration is being given to implement an evacuation, 
the EOP/HICS should be activated and the Hospital Command Center (HCC) 
should be opened. 

5.2.4 The PBX operator will be notified to page a “Code White” overhead by the 
Incident Commander or designee.  
5.2.4.1 Upon hearing a “Code White” PMH employees will return to their 

home department and report to their supervisor if safe to do so.  
5.2.4.2 Supervisors will utilize the staff schedules as an accountability list. 
5.2.4.3 Each department director, manager, or designee will report to the 

HCC to receive a status update from the Incident Commander. The 
areas to be evacuated as well as other critical information will be 
communicated in this status update.  

5.2.4.4 Each department director, manager, or designee will report back to 
their department and communicate necessary actions.  

5.2.5 Hospital employees in the vicinity of an incident requiring immediate life-saving 
action may order the partial (either horizontal or vertical) evacuation of a 
particular area when conditions are life threatening. When life threatening 
conditions are present, DO NOT wait to hear a “Code White” prior to taking 
action. The objective is to get patients and personnel to safe assembly areas.   

5.2.6 Hospital employees should immediately assume the responsibilities of their 
assigned roles upon activation of the plan. Inter-hospital and regional 
coordination of activities should be coordinated under the California 
Emergency Plan, the California Emergency Mutual Aid Plan and the Imperial 
County Medical Health Branch Response Plan. 

5.3 Communication during an evacuation is critical to the success of the operation. The 
Hospital Command Center will be activated and the following notifications and 
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methods of communication will be implemented in accordance with the PMH 
Emergency Communications Plan:  
5.3.1 Notification to 911 communications center (Phone or 800mhz Radio System) 
5.3.2 Notification to Imperial County Emergency Operations Center or Medical 

Health Operational Area Coordinator (MHOAC) (Phone or 800mhz Radio 
System) 

5.3.3 Implement REDDINET Communications with cooperating agencies. 
5.3.3.1 REDDINET carries critical data and communications for disaster 

management including: 
5.3.3.1.1 Emergency Medical Communications connecting hospitals 

and service providers within regional healthcare systems 
5.3.3.1.2 Real-time hospital diversion status 
5.3.3.1.3 Special screens allow for data to be input on patient capacity, 

victim identification and dispatch information so that there is 
even and accurate distribution of patients to hospitals in the 
region. 

5.3.3.1.4 Serves as a virtual command and control center for managing 
emergency transport, treatment locations and resource 
allocation 

5.3.4 Family Notifications will be coordinated through the HCC, as soon as 
reasonable, and will include the patient’s destination 

5.4 Hospital Priorities during evacuation: 
5.4.1 Safety of patients, visitors and staff in immediate danger 
5.4.2 Activation of the EOP/HICS and HCC 
5.4.3 Partial or total evacuation of the Facility 
5.4.4 Controlled access to facility 
5.4.5 Census and accountability: 

5.4.5.1 Staff/volunteers 
5.4.5.2 Patients/Visitors 

5.4.6 Patient discharge 
5.4.6.1 Physicians should discharge as many patients as possible without 

compromising care in order to lower patient census 
5.4.7 Evaluation of non-essential services 

5.5 Evacuation Responsibilities: 
5.5.1 The Incident Commander assigned for an incident should retain full authority 

and remain responsible for the decision-making process. Evacuation 
responsibilities for specific departments are summarized below. 

5.5.2 All Hospital Employees: 
5.5.2.1 If a disaster occurs in a patient care area, or threatens a patient care 

area, employees should remove patients who are in immediate 
danger. DO NOT WAIT FOR INSTRUCTIONS. Patients should be 
taken to the nearest safe area on the same floor if possible 
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(horizontal evacuation). If the patients are not in immediate danger 
and the alarm has been activated, WAIT for evacuation orders. 

5.5.2.2 Do not leave patients unattended. It should be ensured that hospital 
staff members assume responsibility for patients under someone 
else’s care before they leave to report to pre-assigned disaster 
response assignments. For example, appropriate hand-off must be 
conducted before leaving any patient. 

5.5.3 Security Department: 
5.5.3.1 All members of the hospital’s Security Department should 

immediately communicate with their department for a head count 
and to receive emergency orders. Communication should be done 
by radio or telephone. They should be prepared to perform a variety 
of duties including but not limited to: 

5.5.3.1.1 Ensure an officer is dispatched to the front entrance of the 
hospital to meet emergency responders and direct them to 
the scene of the problem. 

5.5.3.1.2 Ensure that officers are dispatched as needed to direct 
entrances/exits and activate lock-down procedures for the 
facility. 

5.5.3.1.3 Security officers should follow their Emergency Preparedness 
Security Plan. 

5.5.3.1.4 Security staff, using radios or alternate communications 
systems, should be located at exits of patient care units to 
ensure that all patients, visitors and staff are accounted for. 

5.5.4 Labor Pool: 
5.5.4.1 It is anticipated that a significant number of people will volunteer 

their help during an emergency, including family members, visitors 
and nearby residents. The PMH Human Resources Department 
should help manage this influx and assign personnel to register 
these volunteers and assign them to a specific staging area. They 
should be prepared to perform a variety of duties including but not 
limited to: 

5.5.4.1.1 Report to the Planning Officer or other representative 
assigned at the HCC for a head count and to receive 
emergency assignments. 

5.5.4.1.2 Manage and establish the control centers and staging areas 
for volunteers and patient families/visitors. 

5.5.4.1.3 Record volunteers level of fitness, as they may be needed to 
transport patients up & down stairs. 

5.5.4.1.4 Ensure that responsible personnel are assigned to stay with 
relatives in the hospital waiting area and provide the HCC 
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with the names of family members and volunteers that are at 
the facility. 

5.5.4.1.5 All volunteers should sign-in at the facility and should provide 
their full name, contact information, credentials, and list any 
special talents – especially knowledge of another language. 

5.5.5 Food Services: 
5.5.5.1 Food service employees at PMH should be prepared to perform a 

variety of duties including but not limited to: 
5.5.5.1.1 Assist in directing visitors in the food service areas to exit the 

hospital. 
5.5.5.1.2 Immediately clear hallways of all tray carts, steam carts and 

food serving carts (if safe to do so) 
5.5.5.1.3 Prepare and serve nourishment to patients, family members, 

volunteers, staff and other personnel if good health practices 
can be maintained. 

5.5.5.1.4 Set up menus or backup services in a disaster situation and 
maintain adequate supplies. 

5.5.5.1.5 Evaluate the impact of the disaster situation to determine if 
utilities and appliances in the kitchen and cafeteria areas 
should be shut off and are safe. 

5.5.6 Engineering Department: 
5.5.6.1 Engineering and Facilities Staff should report to the leadership of 

their assigned work unit. They should be prepared to perform a 
variety of duties including but not limited to: 

5.5.6.1.1 Help move patients and assist as directed by the unit 
leadership. 

5.5.6.1.2 Ensure that hallways or traffic areas are clear of carts and 
equipment and be responsible for setting up extra beds if 
needed. 

5.5.6.1.3 Transport supplies and bring resources in from other areas of 
the facilities as requested. 

5.5.6.1.4 Stand by to ensure shutdown of gas valves, HVAC system, 
and other equipment as appropriate. 

5.5.6.1.5 Maintain and control functioning of all available elevators, 
ventilation equipment and emergency generators. 

5.5.6.1.6 Assume additional duties as needs. 
5.6 Evacuation of non-patient areas 

5.6.1 Should an incident occur of such magnitude requiring total evacuation from the 
building or evacuation of a specific floor, the staff personnel on that floor 
should immediately evacuate to a pre-designated Assembly Area, to await 
specific emergency response assignments. For purposes of identification, staff 
members of these non-patient care areas should be classified as non-clinical. 
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Under emergency conditions, this group of personnel should report to the 
manpower pool to receive emergency response assignments if they do not 
have pre-designated duties. 

5.6.2 Persons in immediate danger should vacate first via the nearest exit. Prior to 
opening an interior door, first using the back of your hand, feel the door for 
heat. NEVER open a door that feels hot to the touch. Try to find an alternative 
exit. 

5.6.3 In threatened areas, first close all windows and doors if you can do so without 
placing yourself in danger. 

5.6.4 In an area where there are visitors, calmly gather them in one area and direct 
them to form in a single file line and escort them to the nearest exit. Assign 
one volunteer or employee to lead them, and one volunteer or employee to be 
last in line. These visitors should be sent or escorted to the pre-designated 
assembly area for the department they were in. Visitors should remain in the 
assembly area until an “all clear” communication or other directions are given. 

5.6.5 Always close doors you pass through. 
5.6.6 Once you have reached the designated assembly area, ensure that all 

patients, visitors and staff are accounted for. Notify the HCC of the number of 
people in your assembly area and if all persons have been accounted for. 

5.7 Evacuating Patient Care Areas: 
5.7.1 During an evacuation of patient care areas, patients should be prioritized for 

evacuation in the following order: 
5.7.1.1 Patients, staff and visitors in immediate danger 
5.7.1.2 Ambulatory patients 
5.7.1.3 Semi-ambulatory patients 
5.7.1.4 Non-ambulatory patients 
5.7.1.5 Critical/Surgical Patients 
5.7.1.6 Equipment and medications 

5.7.2 Response to a disaster situation should typically be addressed by one or more 
of the following activities: 
5.7.2.1 Shelter in Place – based upon the type of building construction and 

fire protection systems in place; staff, patients and visitors may be 
instructed to remain where they are until further instructions are 
provided to them. Closing doors and windows in patient rooms 
should provide initial protection from fire.  In most incidents, the 
safest place for a patient is his/her room. NEVER HESITATE TO 
RELOCATE BECAUSE OF IMMINENT DANGER. 

5.7.2.2 Certain instructions may be given to maintain order and keep 
everyone informed of the latest status of the incident. Initiation of the 
Shelter in Place Plan requires that all routine activities stop, and the 
preparations are made to enable immediate movement of patients 
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should the incident necessitate such actions as outlined in the 
following types of patient evacuation. 

5.8 General Evacuation Procedures: 
5.8.1 During an emergency, initial evacuation of persons in immediate danger must 

take precedence over all other actions. Initial evacuation routes are posted in 
prominent locations in all departments. Initiation of a vertical or complete 
evacuation of the hospital, with the exception of the need to move people that 
are in immediate danger, should be coordinated under direction of the HCC.  
Incident specific evacuation routes and the process by which departments 
should be evacuated must be coordinated through the HCC. 

5.8.2 Horizontal Partial 
5.8.2.1 Evacuation routes are posted in each department 
5.8.2.2 If assigned route is impassible, use an alternate safe route for 

evacuation. Staff needs to be aware of where the route ends to 
ensure evacuees are not being led to an area with no access or 
possible entrapment. 

5.8.2.3 The Dept. Manager/Charge Nurse for the area being evacuated will 
assign one or more employees to control foot traffic and maintain 
order during the evacuation 

5.8.2.4 Maintain clear pathways and exits to allow access for staff and 
responding authorities 

5.8.2.5 Move patients into the hallway and through smoke barrier doors into 
another compartment 

5.8.2.6 Assemble all patients, visitors and staff in an internal assembly area 
and conduct an accountability check 

5.8.3 Horizontal Complete 
5.8.3.1 Evacuation routes are posted in each department 
5.8.3.2 If assigned route is impassible, use an alternate safe route for 

evacuation. Staff needs to be aware of where route ends to ensure 
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evacuees are not being led to an area with no access or possible 
entrapment. 

5.8.3.3 The Dept. Manager/Charge Nurse for the area being evacuated will 
assign one or more employees to control foot traffic and maintain 
order during the evacuation 

5.8.3.4 Maintain clear pathways and exits to allow easy access for staff and 
responding authorities 

5.8.3.5 Move patients into the hallway and through smoke barrier doors into 
another compartment 

5.8.3.6 Assemble all patients, visitors and staff in an external assembly 
area and conduct an accountability check 

5.8.4 Vertical Partial: 
5.8.4.1 Evacuation routes are posted in each department 
5.8.4.2 If assigned route is impassible, use an alternate safe route for 

evacuation. Staff needs to be aware of where route ends to ensure 
evacuees are not being led to an area with no access or possible 
entrapment. 

5.8.4.3 The Dept. Manager/Charge Nurse for the area being evacuated will 
assign one or more employees to control foot traffic and maintain 
order during the evacuation 

5.8.4.4 Maintain clear pathways and exits to allow easy access for staff and 
responding authorities 

5.8.4.5 Elevators will only be used with approval of Fire Department 
Personnel 

5.8.4.6 If elevators are capable of being operated, Engineering will 
coordinate employees to cover all elevators with keys. Keys to 
operate the elevators are available in the Engineering Office. 

5.8.4.7 If possible designate separate stairwells for ascent and decent 
5.8.4.8 Move to an internal assembly area and conduct an accountability 

check 
5.8.5 Vertical Complete: 

5.8.5.1 Evacuation routes are posted in each department 
5.8.5.2 If assigned route is impassible, use an alternate safe route for 

evacuation. Staff needs to be aware of where route ends to ensure 
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evacuees are not being led to an area with no access or possible 
entrapment. 

5.8.5.3 The Dept. Manager/Charge Nurse for the area being evacuated will 
assign one or more employees to control traffic and maintain order 
during the evacuation 

5.8.5.4 Maintain clear pathways and exits to allow easy access for staff and 
responding authorities 

5.8.5.5 Elevators will only be used with approval of Fire Department 
Personnel 

5.8.5.6 If elevators are capable of being operated, Engineering will 
coordinate employees to cover all elevators with keys. Keys to 
operate the elevators are available in the Engineering Office. 

5.8.5.7 If possible designate separate stairwells for ascent and decent 
5.8.5.8 Move to an external assembly area and conduct an accountability 

check 
5.8.6 If total evacuation is necessary, buildings will be evacuated starting with upper 

floors down to ground floors. 
5.8.7 If time permits, shut off oxygen, water, lights and gas. 

5.8.7.1 Any type of medical gas intervention must be coordinated with 
clinical departments to protect patient safety. 

5.9 Clinical Considerations: 
5.9.1 Nursing staff should report to their own department for a head count and 

emergency assignment. 
5.9.2 Maintain continuity of patient care whenever possible 
5.9.3 Emphasis will always be placed on evacuating patients prior to attempting 

evacuation of equipment and supplies. 
5.9.4 Evaluate the needs of each patient including necessary medical equipment, 

special personnel requirements, medications, etc. 
5.9.5 Although the removal of substantial amounts of medical supplies and 

equipment from the facility may often be impossible, consideration must be 
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given to carrying essential pieces of equipment and supplies from the hospital 
to assembly areas and alternate care sites. 

5.9.6 The Charge Nurse for each unit will be responsible for ensuring the following 
items are brought to the assembly area/alternate care site: 
5.9.6.1 Unit staffing sheet 
5.9.6.2 Care Coordination Sheets (M/S Only) 
5.9.6.3 Tackle box with all patient medications 

5.9.7 The HUC for each unit will be responsible for ensuring the following items are 
brought to the assembly area/alternate care site: 
5.9.7.1 Admission clipboard 
5.9.7.2 Copy of the unit census 
5.9.7.3 Patient’s physical charts 
5.9.7.4 Medication profiles 
5.9.7.5 Copy of the physician on-call list 
5.9.7.6 Copies of the Patient Clinical Status Information for Evacuation 

Form (Attachment D) 
5.9.7.6.1 This form should be utilized when transferring patients to 

alternate care sites or other healthcare facilities during an 
evacuation in the event that IVHD has no capabilities of 
printing or copying medical records.  

5.9.8 Ambulatory patients should be asked to join hands and proceed in a line with 
staff at the head and rear of the line to the predetermined assembly area. If an 
ambulatory patient requires an escort for assistance, the Charge Nurse will 
assign someone to assist 

5.9.9 The immediate safety of the patient at this time must be given preference over 
aseptic techniques. 

5.9.10 Be alert for further instructions and changing environmental hazards. Make 
periodic checks to assess patient’s safety and emotional health. 

5.9.11 In collaboration with physicians evaluate the condition of each patient to 
determine the best available method for transportation.  

5.9.12 Remember, if horizontal evacuation is implemented, it could be just the initial 
step in a series of movements to safety. BE ALERT FOR FURTHER 
INSTRUCTIONS. 

5.9.13 Non-Ambulatory patients, modes of transportation: 
5.9.13.1 Beds – special care needs to be considered when evacuating 

patients from their room on their beds. Because of room design or 
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bed size, some beds may become lodged in the doorways when 
exiting 

5.9.13.2 Rolling stretchers 
5.9.13.3 Wheelchairs 
5.9.13.4 Commercial products – stair chairs, evacuation sleds, etc. These 

items are located in the stairwells.  
5.9.13.5 Hand Carry – special care is required before performing any of 

these techniques as they can be potentially harmful to patients and 
staff 

5.9.13.5.1 Blanket carry 
5.9.13.5.2 Four-Hand carry 
5.9.13.5.3 Seated Carry 
5.9.13.5.4 Blanket Drag 
5.9.13.5.5 Infants and small children 

5.10 Confirm evacuation area 
5.10.1 The Charge Nurse will be responsible to ensure that their department has 

been evacuated.   
5.10.2 Every room, including bathrooms, showers, staff areas, etc. will be visually 

inspected 
5.10.3 After visually inspecting the rooms the door will be closed and an 

“EVACUATED” door tag will be placed on the outside of the door 
5.11 Medical/Surgical Department 

5.11.1 The Department Manager or designated leadership responsible for nursing 
staff should direct activities of the department. 

5.11.2 Orthopedic patients who are fastened into traction devices may not fit through 
doorways. Ropes and straps may have to be removed or cut to move the 
patient. 

5.12 Labor and Delivery Department/Pediatrics Department: 
5.12.1 Assign support staff to wheel incubators, instruments and supplies with the 

patient if needed to complete Labor and Delivery procedures. 
5.12.2 Ensure that as many children/babies as possible should be evacuated with 

their mothers. 
5.12.3 Children/Babies can be in the mother’s arms or be carried by staff. 
5.12.4 Incubator babies should be moved in their incubators to other locations (if 

possible). If necessary, multiple babies may be placed into a single incubator. 
5.13 Critical Patients (ICU or post-operative recovery patients) 

5.13.1 The Department Manager/Charge Nurse will evaluate patients in the Intensive 
Care Unit/Recovery Room in collaboration with the patients attending 
physician for possible discharge. Use established discharge criteria as a guide 
to transfer as many patients as possible out of the Intensive Care 
Unit/Recovery Room. Staff should coordinate with medical/surgical staff and 
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respiratory therapists to evaluate whether it is appropriate to shut-off medical 
gases and ventilation equipment and provide interim support 

5.13.2 For patients with Arterial Lines and Swan Ganz, disconnect the transducer 
from patient cable and take the pressure bag with the patient 

5.14 Evacuation of Operating Room Patients: 
5.14.1 Upon activation of the Emergency Operations Plan, the remaining elective 

surgical schedule will be cancelled 
5.14.2 If anesthesia has begun, but the surgical procedure has not started: 

5.14.2.1 The anesthesiologist shall terminate the anesthetic as soon as it is 
safe to do so 

5.14.2.2 The anesthesiologist and circulating nurse shall accompany the 
patient to a safe location 

5.14.3 If a surgical procedure is in progress: 
5.14.3.1 The surgeon and anesthesiologist shall determine when it is safe to 

terminate the procedure and move the patient 
5.14.3.2 The anesthesiologist and circulating nurse shall accompany the 

patient to a safe location 
5.15 Special Needs populations: 

5.15.1 Prisoners will be moved by their law enforcement guards. If the event is 
emergent and guards are not readily available, staff will move the prisoner.  
Special precautions should be taken with regards to handcuffs and restraints.  
Prisoners will be kept in a separate assembly area awaiting transport 

5.15.2 Patients under respiratory isolation shall be given a mask to wear. Gloves, 
gowns, and masks will be worn by staff evacuating the patient in respiratory 
isolation. 
5.15.2.1 The Hospital Infection Control Department or House Supervisor will 

coordinate with personnel at assembly areas and alternate care 
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sites to establish isolation areas for all patients with isolation 
precautions ordered. 

5.16 Evacuation of patients on ventilators: 
5.16.1 A respiratory therapist, or other trained individual, shall be available for each 

patient that requires ventilations and will accompany the patient being 
evacuated 

5.16.2 When wall oxygen is turned off, switch ventilator to room air and/or obtain 
portable oxygen tank 

5.16.3 If there is no power, patients must be ventilated manually using a bag-valve 
device 

5.16.4 A limited number of portable oxygen powered ventilators are available that can 
be used during emergency situations 

5.17 Dialysis Patients: 
5.17.1 Discontinue dialysis immediately and move the patient to a safe area 
5.17.2 If time and conditions permit, give blood back to patient before moving 
5.17.3 Evacuate patient to a location that allows for monitoring. If such an area is not 

available, contact the HCC and request portable monitors as needed. 
5.18 Tracking Resources: 

5.18.1 The HCC will assign a Patient Tracking officer to implement a tracking system 
using Patient Tracking Forms: 
5.18.1.1 Disaster/Victim Tracking Form (HICS 254) 
5.18.1.2 Master Patient Evacuation Tracking Sheet (HICS 255) 
5.18.1.3 Patient Evacuation Tracking Form (HICS 260) 
5.18.1.4 The HCC will ensure pertinent patient tracking information is input 

into the REDDINET system 
5.18.2 Equipment relocated with patients should be noted on the Patient Evacuation 

Tracking Form (HICS 260) 
5.18.3 A Transportation Officer will be assigned by the HCC. The Transportation 

Officer will be responsible for: 
5.18.3.1 Assembling evacuation teams from the Labor Pool 
5.18.3.2 Ensuring coordination with outside agencies responsible for patient 

transportation 
5.18.3.3 Establish and implement a Transportation Action Plan 
5.18.3.4 Assign staff to each floor for evacuation manpower 
5.18.3.5 Report to department being evacuated and supervise evacuation. If 

a complete hospital evacuation duties may be performed from HCC. 
5.18.3.6 Coordinate with Department Managers/Charge Nurse for order of 

patients being evacuated 
5.19 Accounting for all patients, staff and visitors is critical during any evacuation, whether 

partial or total. The following system will be utilized to ensure that everyone has been 
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accounted for during activation of the Evacuation Plan. (See Accountability Work 
Sheet, Attached) 
5.19.1 During an emergency situation, all staff should report to their assigned work 

area for a head count prior to assuming pre-designated disaster response 
duties, if it is safe to do so. If it is unsafe to report to your normal work area, 
report to the pre-designated assembly area for your department. 

5.19.2 Once at the assembly area, the Charge Nurse or Department Manager will be 
responsible for conducting a roll call using the department staffing sheet and 
patient census. 

5.19.3 Patient family and visitor information must be collected, if they are going to 
remain on the hospital campus, and added to the total count for your assembly 
area. Instruct family and visitors that they MUST check-out with staff if they are 
going to leave the hospital. 

5.19.4 If there are any discrepancies noted, coordinate with the HCC to conduct a 
search of the facility (this should begin by checking all assembly areas). If life 
threatening conditions exist, search activities must be coordinated with local 
emergency response personnel. Be prepared to give the following information 
to emergency responders: 
5.19.4.1 Name and approximate age of missing person(s) 
5.19.4.2 Last known location 
5.19.4.3 Any disabilities or communication barriers 
5.19.4.4 Any special medical concerns 

5.20 Confirmation of Evacuation: 
5.20.1 Confirmation of facility evacuation will be the responsibility of the Incident 

Safety Officer or their designee. 
5.20.2 Each affected area will be visually inspected to confirm that all patients, staff 

and visitors have been evacuated to a safe area. If it is determined that it is 
unsafe to visually inspect each area this must be coordinated with responding 
fire department personnel. 

5.20.3 The HCC will notify responding public safety officers of areas that have been 
determined to be clear and those that remain to be checked. 

5.21 Assembly Areas: (See Assembly Area Guide, Attached) 
5.21.1 Assembly areas are temporary meeting places that have been carefully 

selected to provide the most appropriate and safe environment for initial 
evacuation of the hospital. They are not designated as Alternate Care Sites; 
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however basic and emergency care can and should be provided in these 
areas. 

5.21.2 Designated departments will share the same assembly areas based on patient 
needs and possible resource requirements. 

5.21.3 The HCC will designate a leader for each assembly area. The Assembly Area 
Leader will be responsible for coordinating activities and resource requests 
with the HCC as well as maintaining accountability for their designate area. 

5.21.4 Color-coded signs with department names will be placed at assembly areas. 
5.21.5 Upon departure from their home department every patient and visitor will be 

given a color-coded wrist band to ease identification and tracking. 
5.21.6 Patients in ancillary departments will be transported to the assembly area 

assigned to their home department and given the appropriate color-coded 
wrist band. 

5.21.7 Once in the appropriate assembly area, patients will be triaged for transport to 
alternate care sites or other facilities using standard triage criteria (most critical 
first). An appropriate color triage tag will be filled out and attached to the 
patient. 
5.21.7.1 Red – Critical, move first 
5.21.7.2 Yellow – Delayed 
5.21.7.3 Green – Stable 
5.21.7.4 Black – Deceased, not likely to survive, move last 

5.21.8 All patients, visitors and an appropriate number of staff will remain in their 
assigned assembly areas until an “All Clear” has been issued, appropriate 
alternate care sites have been established or all patients have been 
transferred to another facility. 

5.21.9 Patients and staff may be moved to other assembly areas as needed based on 
specific patient needs as determined by the HCC. It will be the responsibility of 
the Assembly Area Leaders to track and document movement of patients and 
staff between assembly areas and report this information to the HCC. 

5.21.10 If it is determined that an assembly area is unsafe during an incident, 
the HCC will designate a safe alternative to be established. 

5.21.11 Staff in non-clinical areas will evacuate the facility utilizing the nearest 
exit as posted on the evacuation maps. Staff will remain together or re-group 
with their home department and check-in with supervisor for accountability. 

5.22 Recovery: 
5.22.1 The recovery process will begin as soon as it is determined that it is safe to do 

so. 
5.22.2 Assessment of damage and final determination of when and how a department 

or the facility will be made safe for occupancy will be done jointly by the 
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Engineering, Nursing, Administration, Radiation Safety Officer and Public 
Safety Officials in conjunction with the Imperial County OES. 

5.22.3 Efforts will not be made to reopen a department or facility until the safety of the 
environment and the ability to deliver medical care has been assured by 
Facilities Management and the Safety Officer. 

5.22.4 Photographic and video documentation will be taken of all damage and 
reported to the Hospital Insurance Carrier.  All needed Repairs will be made 
after approval from insurance adjuster. 

5.22.5 Prior to reopening, each affected area will be thoroughly 
cleaned/decontaminated, needed equipment and supplies replaced, utility and 
medical gas function verified by engineering and respiratory therapy and linens 
cleaned/replaced. 

5.22.6 After needed repairs have been completed notifications will be made to the 
Brawley Fire Department, California Statewide Health Planning and 
Development (OSHPD) and the California Department of Public Health 
Licensing and Certification Division. 
5.22.6.1 Each of the above agencies will conduct building safety inspections 

as well as the ability of PMH to provide patient care. 
5.22.7 After passing all inspections the HCC will notify the Hospital Operator to 

overhead page the “All Clear” order three times. 
5.22.8 The HCC will notify the Imperial County OES and MHOAC that the facility is no 

longer operating under EOPs and able to accept patients. 
5.22.9 In the event of a total evacuation took place, the Public Information Officer will 

contact local media agencies to make a public announcement that operations 
have returned to normal. 

5.22.10 The HCC will begin to contact all other healthcare facilities that received 
patients during the evacuation to coordinate transferring patients back to PMH 
in order to relieve the surge of patients at their facility. 

5.22.11 PMH will provide Critical Stress Incident Debriefing for all employees 
that request assistance in accordance with the IVHD Employee Assistance 
Program. 

5.22.12 Immediately following the event, the Hospital Disaster Preparedness 
Coordinator will conduct Hot-washes and debriefings with all staff and 
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coordinating agencies involved to identify the effectiveness and deficiencies of 
the response. 

5.22.13 Within forty-five (45) days of returning to normal operations, the 
Hospital Disaster Preparedness Coordinator will submit a Draft After Action 
Report and Improvement Plan to the PMH Safety Committee for approval. 

5.22.14 Within ninety (90) days the IVHD Board of Directors will approve the 
After Action Report and Improvement Plan and it will be submitted to the 
Imperial County MHOAC and Imperial County Disaster Council. 
 

6.0 References:   
6.1 Imperial County Operational Area Medical Health Branch Disaster Plan 
6.2 Imperial County EMS Policy #4220 Ambulance Diversion 
6.3 California Hospital Association, Hospital Evacuation Plan Checklist 
6.4 California Code of Regulations Title 22, 70741 Disaster and Mass Casualty Program 
6.5 California Code of Regulations Title 22, 70743 Fire and Internal Disasters 
6.6 California Code of Regulations Title 22, 70746 Disruption of Services 
6.7 California EMSA, HICS Implementation Guide 
6.8 California Emergency Management Agency, California Emergency Plan 
6.9 California Emergency Management Agency Department of Health, California 

Emergency Medical Mutual Aid Plan 
 
7.0 Attachment List:   

7.1 Attachment A – Assembly Area Map 
7.2 Attachment B – Accountability Worksheet 
7.3 Attachment C – Evacuation and Shelter in Place Decision Tree 
7.4 Attachment D – Patient Clinical Status Information for Evacuation 

 
8.0 Summary of Revisions: 

8.1 Updated PMHD to PMH or IVHD when applicable 
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*Designated assembly areas may change at the discretion of the Hospital Incident 

Commander based on the location, size or nature of the incident. 



Pioneers Memorial Hospital 
Evacuation Assembly Area Accountability Worksheet 

Date:________________Assembly Area:_______________________  Completed By:________________ 
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Hospital Evacuation and Shelter In Place Decision Tree 
 

 

Event

or

Situation

SIP

Required?

Event
 Event requiring facility to consider whether evacuation or 

Shelter in Place (SIP) plans should be activated
 External and internal intelligence regarding event

Must Shelter-In-Place
 The external environment would pose a greater danger to 

patients, staff and visitors than evacuation (e.g., chemical/
biological agent release, nuclear incident plume)

 Adequate and timely facility and/or mutual aid resources are 
not available or accessible (e.g., earthquake)

Hospital

Capabilities

Adequate?

Activate 

Shelter In Place 

Plans

Yes

Initiate/Maintain 

Contact with Local 

Emergency 

Management

 Initiate EOP

 Capabilities?

 Patients?

Shelter In Place or Evacuation Decision
 Duration and scope of threat to hospital clear but may evolve
 Hospital capabilities adequate to care for patients and staff 

with available support for estimated event duration
 May or may not be barriers mutual aid resources should 

evacuation become necessary

Potential

Threat to

Safety?

No

Must Evacuate 
 The proximity, scope and/or expected duration of event poses 

an immediate threat to patient and staff safety
 Adequate and timely facility and/or mutual aid resources are 

available and accessible to support Full or Partial evacuation

Consider Full or 

Partial Evacuation 

Plan

Initiate 

Coordination of 

Mutual Aid 

Support through 

Emergency Mgmt

Yes

Future

Barriers to

Evacuation?

Activate

Shelter In Place

Plans

Yes

Initiate 

Conservation 

Measures as 

Necessary

Initiate 

Reduction 

Measures

Initiate Measures 

as Necessary 

(Diversion, 

Discharge, 

Evacuation, etc)

Notify and 

Coordinate Mutual 

Aid Support with 

Local  Emergency 

Mgmt 

Yes

No
Need to Implement Reduction Measures

 Hospital capabilities not adequate to maintain full operations 
for estimated duration of event

 Determination made that reduction measures necessary (for 
example, conservation of resources, curtailment of services 
and/or partial hospital evacuation)

 No identified barriers to mutual aid resources

No

A

Hospital Capabilities may include communication, resources (medical/non-medical supplies and equipment), utilities, staff, food, water, 

safety and security (including safety of facilities).  
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PATIENT CLINICAL STATUS INFORMATION 
FOR EVACUATION 
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Purpose: To provide pertinent clinical information when sending an acute 
care patient for direct emergency admission to another acute care hospital 
due to disastrous event at Pioneers Memorial Hospital, Brawley, California 
 

Date of status change:__________________ Time: _________________ 
 

Instructions: To be completed by nurse and sent along with the Face Sheet, 
Medication Administration Record and any other pertinent information that can 
be copied provided there is electricity available. 
 

Patient name: __________________________________ 
Date of birth:  __________________________________ 
Social Security #: _______________________________ 
SENDING FACILITY RECEIVING FACILITY 
Facility name: __________________________________ 
Address: ______________________________________ 
Phone number: _________________________________ 
Facility name: __________________________________ 
Contact name:__________________________________ 
Name of physician notified: Phone #: Date: Time: 
Name of family notified: Date: Time: 
Allergies/Reactions (include medications, food, latex environmental etc.):  
􀁒 No known allergies 
______________________________________________________________
______________________________________________________________ 
______________________________________________________________
_______________________________ 
Isolation Precautions: 􀁒 MRSA 􀁒 VRE 􀁒 C-Diff 􀁒 Tuberculosis 􀁒 Other: 
Risk: 􀁒 aspiration 􀁒 falls 􀁒 skin breakdown Devices (i.e. pacer): 
_____________________________________________________________ 
Reason for transfer (Pioneers Memorial Hospital Emergency Evacuation) 
______________________________________________________________ 
______________________________________________________________
______________________________________________________________ 
Diet: 
______________________________________________________________
______________________________________________________________ 
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VITAL SIGNS Date:________ Time:______  
Temperature: _________ Pulse: __________ 􀁒 Urinalysis Attached 
Respiration: ______ Blood pressure:_______ 􀁒 Pulse Oximetry 
􀁒 Initial Glasgow 
PAIN LEVEL: 􀁒 mild 􀁒 moderate 􀁒 severe Coma Scale (if completed) 
Pain location: ________________________ 􀁒 Blood Sugar 
Time of last medication: ________________ If insulin given: Type:_______ 
Time: _______ Dose: ______ 
Date of last bowel movement: _____________ Date of last urine void: 
_____________________________________________________________ 
Any recent medication changes: 􀁒 No 􀁒 Yes, specify: 
_____________________________________________________________ 
Patient is usually: 
􀁒 alert & oriented x 3 􀁒 alert but disoriented/confused 􀁒 poor 
alertness/somnolent  􀁒 agitated 􀁒 combative 􀁒 Other 
_____________________________________________________________ 
TYPE OF CHANGE: (mark all that apply) 
Respiratory/Cardiac:   
􀁒 Shortness of breath: 􀁒 room air 􀁒 O2 at: ____________ liters per minute: 
􀁒 Nasal Cannula 􀁒 Mask 
􀁒 Cough: 􀁒 productive 􀁒 non-productive 􀁒 wheeze 􀁒 blood tinged sputum  
􀁒 frank hemoptysis 
􀁒 Chest pain: relieved with sublingual Nitroglycerin: 􀁒 Yes 􀁒 No  
􀁒 palpitations 
Change in Mental Status/Condition: 
􀁒 disoriented/confused 􀁒 seizure activity 􀁒 decreased responsiveness 
􀁒 agitated 􀁒 combative 􀁒 unresponsive 􀁒 Other_______________________ 

 
TYPE OF CHANGE CONTINUED: (mark all that apply) 
Fall: 􀁒 No 􀁒 Yes If yes, 􀁒 witnessed 􀁒 unwitnessed  
History of falls: 􀁒 No 􀁒 Yes, date of last fall: _______ 
Fell from: 􀁒 bed 􀁒 chair 􀁒 standing  Height of fall: ______ onto: 􀁒 carpet  
􀁒 linoleum 􀁒 cement 􀁒 grass 􀁒 tile 􀁒 other:__________________________ 
Cause of fall, if known (slip, trip, dizziness, etc.): ______________________ 
Can resident recall fall? 􀁒 No 􀁒 Yes, resident’s statement: 
______________________________________________________________ 
______________________________________________________________
______________________________________________________________ 
Head injury: 􀁒 Yes 􀁒 No 􀁒 Unknown Loss of consciousness: 􀁒 Yes 􀁒 No  
􀁒 Unknown 
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Resident on Anticoagulation/blood thinner therapy (Coumadin, Heparin, 
Aspirin, NSAIDS, Plavix, Lovanox): 􀁒 No 􀁒 Yes 
If on Coumadin, date of last INR: _______________________  
Results: _______________________________ 
Other changes in condition: 
______________________________________________________________ 
 
Skin integrity status______________________________________________ 
Recent Surgery (date & description)_________________________________ 
______________________________________________________________ 
Recent Hospitalization (date & diagnosis)_____________________________ 
______________________________________________________________ 
 
Resident has a history of: 
􀁒 Alcohol abuse 􀁒 Deep vein thrombosis/Pulmonary Embolism 
􀁒 Hypertension 􀁒 Recent infection 
􀁒 Asthma/Chronic Obstructive Pulmonary Disease  
􀁒 Delirium 􀁒 Liver disease 􀁒 Seizure disorder 
􀁒 Bleeding disorder/coagulopathy  
􀁒 Dementia 􀁒 Myocardial Infarction/Heart Attack 􀁒 Stroke 
􀁒 Cancer 􀁒 Depression 􀁒 Osteoporosis 􀁒 Syncope 
􀁒 Chest pain/angina 􀁒 Diabetes 􀁒 Parkinson’s disease  
􀁒 Urinary Tract Infection 
􀁒 Chronic renal disease 􀁒 Fever 􀁒 Pneumonia 􀁒 Other: _______________ 
􀁒 Congestive Heart Failure 􀁒 Gait/balance disorder  
􀁒 Postural hypotension _______________________ 
􀁒 Constipation 􀁒 Gastrointestinal bleeding 􀁒 Psychiatric disorder 
(specify):_____________________________ 
 
Code Status/Hospital Status (mark as applicable): 
􀁒 Full code 􀁒 Do not intubate 􀁒 Do not resuscitate 􀁒 Do not hospitalize (ED 
visit for acute care is permissible.) 
􀁒 Copy of Advance Directive / Living Will / Treatment Limitations/ DNR / 
DNH order form sent with resident if applicable. 
 
Sent with resident: 􀁒 Medication Administration Record 􀁒 History & Physical 
􀁒 Face Sheet 
􀁒 Electrocardiogram (EKG) 􀁒 Recent Labs 􀁒 Chest X-Ray 
􀁒 Physician Progress Notes (last 3 dates) 􀁒 Nursing Progress Notes (last 3 
dates) 
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Other pertinent information: 
_____________________________________________________________ 

_____________________________________________________________ 

 
Signature/Title:____________________________________________  
 
Print Name: ___________________________________ 
 

Unit Name: ________________________Phone #: ____________________  

Date: ________________ 
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1.0 Purpose: 

1.1 To provide Pioneers Memorial Hospital (PMH) staff with guidance in the performance of 
their duties in the event of a Shelter in Place incident (i.e. toxic environment outside the 
facility, earthquake, hazardous material spill inside the facility, etc.) 

 
2.0 Scope: District wide 
 
3.0 Policy: 

3.1 The PMH Shelter in Place Plan (the plan) will be reviewed and updated regularly or as 
major changes/events at PMH occur.  

3.2 The decision to Shelter in Place shall be initiated by the Incident Commander 
(according to the Hospital Incident Command System and PMH Emergency Operations 
Plan (EOP)) or by a Public Safety Officer (Police or Fire Department). 

3.3 In accordance with PMH EOPs, the Hospital Incident Command System (HICS) will be 
utilized during all Shelter in Place incidents. 

3.4 Upon notification by the Incident Commander, the Hospital Operator will overhead page 
“Code Triage” three times. 

3.5 The Emergency Department will be placed on Ambulance Diversion in accordance with 
Imperial County EMS Policy #4220, until it is determined that it is safe to accept 
additional ambulance patients by the Incident Commander. 

3.6 PMH Staff will be trained and become familiar with the plan. The plan will be included as 
part of the PMH Disaster Exercise and Evaluation Program to test for readiness and 
deficiencies. 

 
4.0 Definitions:  

4.1 Emergency Operations Plan (EOP) – EOP’s outline the strategy for responding to and 
recovering from a threat, hazard, or other incident. 

4.2 Hospital Incident Command System (HICS) – An incident management system 
designed for use in a hospital that is compliant with SEMS and NIMS. 

4.3 Hospital Command Center (HCC) – A designated location in the hospital prepared to 
convene coordinate response activities, resources and information during an 
emergency or disaster. 

4.4 Medical Health Operational Area Coordinator (MHOAC) – Designated by the Imperial 
County EMSA, the MHOAC is responsible for coordinating disaster medical and health 
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resources within Imperial County and be the point of contact for coordination with the 
Regional Disaster Medical and Health Coordinator/Specialist. 

 
5.0 Procedure: 

5.1 Activation of the Shelter in Place Plan: 
5.1.1 Not all emergency situations require sheltering in place. When it becomes 

apparent that an external danger may result in injury, possible exposure, or loss 
of life to patients, visitors and staff, the Incident Commander is responsible for 
ordering the facility or departments to shelter in place. Rapid decision making is 
vital during a possible shelter in place emergency. 

5.1.2 The “Evacuation and Shelter In Place Decision Tree” will be utilized to determine 
whether evacuation or sheltering in place is appropriate. 

5.1.3 Sheltering in place should be ordered based on the circumstances of the threat. 
Hospital Command Staff should evaluate the nature of the threat as it occurs. In 
most situations it may be safer and more medically responsible to shelter in place 
verses evacuating departments and/or buildings.  

5.1.4 The Incident Commander will assess the availability of resources and reassess 
regularly to determine the proper course of action.  

5.1.5 If it is determined that patients, visitors and staff are safer inside the facility than 
outside, sheltering in place will be ordered. 

5.1.6 The Incident Commander will activate the Hospital Command Center (HCC) and 
assign necessary positions and HICS Job Action Sheets. 

5.2 Shelter In Place Communications: 
5.2.1 Communications during a shelter in place incident is critical to the success of the 

operation. The HCC will make the following notifications and activate the PMH 
Emergency Communications Plan: 
5.2.1.1 Notification to 911 communications center (Phone or 800 MHz Radio 

System). 
5.2.1.2 Notification to Imperial County Medical Health Operational Area 

Coordinator (MHOAC) (Phone or 800 MHz Radio System) 
5.2.1.3 Establish ReddiNet communications with cooperating agencies. 
5.2.1.4 Appropriate notifications to patient’s families will be coordinated by the 

HCC, as soon as reasonable. 
5.2.2 The Hospital Operator will be utilized for announcements and sheltering orders, 

approved by the Incident Commander, via the Hospital Intercom. 
5.3 Shelter In Place Procedures: 

5.3.1 Every situation is different, local emergency response officials (Police or Fire 
Department) may issue special instructions to follow. 

5.3.2 Upon notification, all staff should report to their department for a head count and 
emergency assignment. 

5.3.3 The Department Manager/Charge Nurse will be responsible for accounting for all 
patients and staff using a current unit census and staffing sheet. 

5.3.4 PMH Staff will remain inside the building and advise patients and visitors to do 
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the same. 
5.3.5 Identification of available resources should be made immediately upon activation 

of the plan. 
5.3.5.1 Department Managers/Charge Nurses should immediately assess the 

amount and types of resources on hand in their department and report 
this information to HCC. (i.e. medical supplies, food, water, staff etc.) 

5.3.5.2 The HCC in coordination with the Materials Management Department 
will determine how long PMH can sustain shelter in place procedures 
without assistance from outside agencies. The HCC will utilize HICS 
Form 258 for resource tracking. 

5.3.5.3 If deficiencies are found, the HCC will coordinate with the Imperial 
County MHOAC to obtain additional supplies to sustain operations. 

5.3.5.4 During all shelter in place operations, the HCC should inform all 
departments that all resources are to be conserved as appropriate. 

5.3.6 The HCC will establish a workforce plan to address the needs of staff for the 
expected duration of the incident (i.e. food/water needs, etc.) 

5.3.7 The HCC will coordinate with all Departments and Physicians to establish a 
patient management plan, including cancellation of elective admissions and 
procedures. 

5.3.8 PMH Security and Engineering Staff will initiate a lock-down of the facility in 
accordance with PMH Policy EOC-0074, Emergency Lock-Down. 

5.3.9 Each nurse is responsible for his/her own patients. The following guidelines 
should be observed: 
5.3.9.1 If patients are in immediate danger, move them to a designated area in 

accordance with the PMH Evacuation Plan. 
5.3.9.2 Patients who should not be moved may be left in their room with extra 

pillows and blankets over them for protection.  
5.3.9.3 Beds should be moved as far away from windows as possible. 
5.3.9.4 Patients in ancillary departments should be moved to their normal 

department, if it is safe to do so, for accountability and continuity of 
care purposes. 

5.3.9.5 If it is safe to do so and the resources are available, regular patient 
care should be continued. 

5.3.10 Department Managers/Charge Nurses should make all resource requests (i.e. 
supplies, pharmaceuticals, staffing, etc.) through the HCC. 

5.3.11 If an external toxic atmosphere is present refer to PMH Policy EOC-00449 for 
response guidance.  

5.3.12 All staff must remain alert for changing conditions and further instructions, as 
sheltering in place may progress to activation of the PMH Evacuation Plan if 
conditions deteriorate. 
5.3.12.1 While sheltering in place, department charge nurses should coordinate 

with their staff to determine evacuation priorities for the department. 
5.4 Recovery Operations: 
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5.4.1 The recovery process will begin as soon as it is determined that it is safe to do 
so. 

5.4.2 Assessment of damage and final determination of when and how a department 
or the facility will be made safe for occupancy will be done jointly by the 
Engineering, Nursing, Administration, Radiation Safety Officer and Public Safety 
Officials in conjunction with the Imperial County OES. 

5.4.3 Efforts will not be made to reopen a department or facility until the safety of the 
environment and the ability to deliver medical care has been assured by Facilities 
Management and the Safety Officer. 

5.4.4 Photographic and video documentation will be taken of all damage and reported 
to the Hospital Insurance Carrier. All needed Repairs will be made after approval 
from insurance adjuster. 

5.4.5 Prior to reopening, each affected area will be thoroughly 
cleaned/decontaminated, needed equipment and supplies replaced, utility and 
medical gas function verified by engineering and respiratory therapy and linens 
cleaned/replaced. 

5.4.6 After needed repairs have been completed notifications will be made to the 
Brawley Fire Department, California Statewide Health Planning and Development 
(OSHPD) and the California Department of Public Health Licensing and 
Certification Division. 
5.4.6.1 Each of the above agencies will conduct building safety inspections as 

well as the ability of PMH to provide patient care. 
5.4.7 After passing all inspections the HCC will notify the Hospital Operator to 

overhead page the “All Clear” order three times. 
5.4.8 The HCC will notify the Imperial County OES and MHOAC that the facility is no 

longer operating under EOPs and able to accept patients. 
5.4.9 The Public Information Officer will contact local media agencies to make a public 

announcement that operations have returned to normal. 
5.4.10 PMH will provide Critical Stress Incident Debriefing for all employees that request 

assistance in accordance with the PMH Employee Assistance Program. 
5.4.11 Immediately following the event, the Hospital Emergency Preparedness 

Coordinator will conduct Hot-washes and debriefings with all staff and 
coordinating agencies involved to identify the effectiveness and deficiencies of 
the response. 

5.4.12 Within forty-five (45) days of returning to normal operations, the Hospital 
Emergency Preparedness Manager will submit a Draft After-Action Report and 
Improvement Plan to the PMH Safety Committee for approval. 

5.4.13 The Final After-Action Report and Improvement Plan and will be available to the 
Imperial County MHOAC and Imperial County Office of Emergency Services 
upon request. 

 
6.0 References:   

6.1 Imperial County Medical Health Branch Response Plan 2077 
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6.2 Imperial County EMS Policy #4220 Ambulance Diversion 2003 
6.3 California Hospital Association, Hospital Shelter In Place Planning Checklist 
6.4 California Code of Regulations Title 22, 70743 Fire and Internal Disasters 
6.5 California Code of Regulations Title 22, 70746 Disruption of Services 
6.6 California EMSA, HICS Implementation Guidebook 2006  
6.7 California Emergency Management Agency, California Emergency Plan 2009 
6.8 California Emergency Management Agency Department of Health, California 

Emergency Medical Mutual Aid Plan 2007 
 
7.0 Attachment List:    

7.1 Attachment A – Evacuation and Shelter In Place Decision Tree 
7.2 Attachment B – HICS Form 258 – Hospital Resource Directory 

 
8.0 Summary of Revisions: 

8.1 Updated PMHD to PMH 
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1.0 Purpose: 

1.1 Pioneers Memorial Hospital (PMH) is committed to providing a work environment that is 
free from violence, threatening or intimidating conduct. No individual may engage in any 
verbal or physical conduct which intimidates or threatens harm to any employee, 
physician, contracted staff or volunteer. This policy outlines the steps that PMH will take 
in order to ensure the safety of all employees, physicians, contracted staff, and 
volunteers while on the premises. 

 
2.0 Scope: District wide 
 
3.0 Policy: 

3.1 PMH has a zero-tolerance policy for workplace violence (HRD-00020). All acts of 
violence or threats against any employee, physician, volunteers or others are to be 
reported immediately. PMH commits to investigating violence, respond to incidents and 
support victims of violent acts. PMH expects that employees and staff that experience 
violence, or witness a violent act, will make a report to their supervisor or human 
resources. 

3.2 Staff will not be retaliated against for reporting any type of violence or participating in an 
investigation of a violent act. This includes seeking assistance from local emergency 
services or law enforcement when a violent incident occurs. Discrimination against 
victims or reports of violence will not be tolerated. 

 
4.0 Definitions: 

4.1 Dangerous Weapon – An instrument capable of inflicting death or serious bodily injury 
4.2 Threat of Violence – A statement or conduct that causes a person to fear for his or her 

safety because there is reasonable possibility the person might be physically injured 
and that serves no legitimate purpose. 

4.3 Workplace Violence – Any act of violence or threat of violence that occurs at the work 
site. The term workplace violence shall not include lawful acts of self-defense or 
defense of others. Workplace violence includes the following: 
4.3.1 The threat or use of physical force against and employee that results in, or has a 

high likelihood of resulting in, injury, psychological trauma, or stress, regardless 
of whether the employee sustains an injury; 

4.3.2 An incident involving the threat or use of a firearm or other dangerous weapon, 
including the use of common objects as weapons, regardless of whether the 
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employee sustains an injury; 
4.3.3 Four workplace violence types as designated by Cal/OSHA: 

4.3.3.1 Type 1 violence – workplace violence committed by a person who has 
no legitimate business at the worksite, and includes violent acts by 
anyone who enters the workplace with the intent to commit a crime 

4.3.3.2 Type 2 violence – workplace violence directed at an employee by 
customers, clients, patients, students, inmates, or visitors or other 
individuals accompanying a patient  

4.3.3.3 Type 3 violence – workplace violence against an employee by a 
present or former employee, supervisor, or manager 

4.3.3.4 Type 4 violence – workplace violence committed in the workplace by 
someone who does not work there, but has or is known to have had a 
personal relationship with an employee 

4.4 Assault – an unlawful attempt, coupled with present ability, to commit a violent injury on 
the person of another (Penal Code Section 240) 

4.5 Battery – any willful and unlawful use of force or violence upon the person of another 
(Penal Code Section 242) 

 
5.0 Procedure: 

5.1 Identifying Violence Risk Factors 
5.1.1 Environmental risk factors 

5.1.1.1 The identification, monitoring, and correction of potential workplace 
hazards or health and safety concerns are outlined within the PMH 
Injury and Illness Prevention Plan (IIPP) (HRD-00126). 

5.1.1.2 If an employee identifies a safety hazard that requires immediate 
attention a “Facilities Safety Hazard” work order should be placed via 
the PMH intranet. 

5.1.2 Patient specific risk factors – patient care providers should be cognizant of a 
patient’s mental status and any condition or treatment that may cause the patient 
to behave unpredictably, disruptively, uncooperatively, or aggressively. History of 
violence and/or current disruptive or threatening behavior is considered risk 
factors for violence. If any violence risk factor is identified this must be 
communicated with the entire patient care team. 
5.1.2.1 If a patient exhibits violence risk factors (disruption, 

uncooperativeness, aggression, unpredictable behavior, verbal threats) 
staff will place designated sign (*Attachment C) to alert patient care 
team. Signage will be placed at doorway for single occupancy rooms, 
and HOB for patients in double occupied room. Staff member will 
document in patients EMR placement of sign due to signs of violence. 
If patient is transferred, violence risk factors will be communicated to 
other members of the healthcare team. 

5.1.3 Risk factors for visitors or other persons who are not employees – All PMH 
employees should be aware of their surroundings. If any employee identifies a 
visitor or other person who has a known history of violence or is displaying 
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disruptive or threatening behavior, PMH Security should be alerted. 
5.2 Communication with employees regarding workplace violence issues will follow the 

process outlined for safety issues in the PMH IIPP. It is imperative that all patient care 
employees understand: 
5.2.1 The need to communicate during patient hand off if the patient (or family) has 

had any history of violence during the current visit and/or if known previous visits 
at PMH 

5.2.2 The reporting process outlined in section 5.6 
5.2.3 Employee concerns will be investigated by the appropriate department 

depending on the type of violence reported. The investigating department/ 
individual will communicate how follow up will occur. 

5.3 Violent Incident Log 
5.3.1 Every violent incident that occurs against an employee, physician, volunteer or 

other person working on PMH premises will require an entry into the PMH Violent 
Incident Log. 

5.3.2 PMH contracted security staff will solicit information from the employee who 
experienced the workplace violence and complete the PMH Workplace Violence 
Security Report form (Attachment A) immediately following the incident. All fields 
of the form must be completed as each is a required element in the Cal/OSHA 
Healthcare Workplace Violence Prevention Regulation. 
5.3.2.1 Once completed, this form will be provided to the PMH Safety Officer 

with copies to the Emergency Preparedness Manager and the 
Employee Health Nurse. The Security Officers will provide a report to 
the Risk Manager. The Safety Officer is responsible for inputting this 
information into the PMH Violent Incident Log. 

5.3.3 Workplace violence incidents that are identified through PMH’s quality review 
report (QRR) process will be entered into the Violent Incident Log by the 
Employee Health Nurse. 

5.4 Training 
5.4.1 Initial training – All current PMH employees will receive initial training regarding 

the WVP Plan when the WVP Plan is first established. All new employees will 
receive training regarding the WVP Plan during New Employee Orientation. 

5.4.2 Refresher training – All employees that perform patient contact activities and 
those employees’ supervisors will be provided refresher training during annual 
orientation. The refresher training will include a review of the topics listed in the 
initial training as well as the results of the annual review of the WVP Plan. 

5.4.3 Any employee that received training not completed in person will be provided 
with a method to interact and have questions answered by someone 
knowledgeable of the PMH WVP Plan within one business day. 

5.4.4 Additional hands-on training is required to those employees that are assigned to 
respond to notifications of violent incidents or whose assignments involve 
confronting or controlling persons exhibiting aggressive or violent behavior. PMH 
will provide the Crisis Prevention Institute: Nonviolent Crisis Intervention 
Foundation Course to these employees. 



Imperial Valley Healthcare District   ANNUAL REVIEW 

Title: 
Workplace Violence Prevention Plan 

Policy No. EOC-00071 

Page 4 of 6 

Current Author: Jorge Mendoza Effective: 5/30/2018 

Latest Review/Revision Date: 1/2025 Manual: EOC – Security Management 

 

The electronic version of this policy supersedes any printed copy. 

5.4.4.1 This training will be provided initially upon assignment with a refresher 
training at least annually in addition to the training in 5.4.1 and 5.4.2 

5.4.5 Contract staff – the PMH employee responsible for the onboarding/orientation of 
the contract staff member will ensure that the contracted employees have 
received the appropriate level of training according to the job duties/area/ 
department where the contracted individual will be working. 

5.4.6 Ensuring compliance – work place violence prevention is a component of the 
PMH Safety Program. The enforcement of the safety program is outlined in the 
PMH IIPP section 5.4. 

5.5 Responding to a violent incident 
5.5.1 Any employee that is feeling threatened by or has been a victim of violence 

within PMH facilities should immediately obtain additional staff assistance and 
activate a “Code Grey” to the location. 
5.5.1.1 PMH security personnel, House Supervisor as well as other PMH 

employees will respond to the location. 
5.5.1.2 Only those employees that have received the training listed in 5.4.4 

shall intervene in the violent incident if necessary. 
5.5.1.3 If a violent incident is ongoing or there is a continued threat to the 

safety of any employee or others do not hesitate to request assistance 
from local law enforcement. 

5.5.1.4 PMH Security personnel will contact Brawley Police Department if 
assistance is needed to control the situation or to take a report if 
necessary. 

5.5.1.5 PMH Security will complete a PMH Workplace Violence Security 
Report (Attachment A) and submit to the Safety/Security Manager 
within one business day. 

5.5.2 Immediate medical care or first aid will be provided to any employee(s) that have 
been injured. The employee(s) will be assisted to the emergency department for 
further evaluation if desired. 

5.5.3 The Employee Assistance Program will be offered to all employees involved. 
5.5.3.1 A follow-up phone call or face-to-face discussion will be conducted by 

the Employee Health Nurse approximately 14 days after the initial 
incident. 

5.5.4 A post-incident debrief should occur as soon as possible following an incident 
with all involved in the incident. Consider what risk-reducing measures need to 
be implemented to decrease the chance of additional incidents with the person. 

5.5.5 If any physical attack or threat with a dangerous weapon was made against the 
employee the PMH House Supervisor will investigate and complete a PMH 
Workplace Violent Incident Reporting Tool (Attachment B) as well as a Quality 
Review Report. Ensuring all employees involved in the incident are listed. The 
completed form will be placed in the Employee Health Nurse’s mailbox by the 
end of the House Supervisor’s shift. 

5.6 Reporting a violent incident 
5.6.1 PMH will report any act of assault or battery against an employee to the local law 
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enforcement agency within 72 hours if the incident: 
5.6.1.1 Results in an injury 
5.6.1.2 Involved the use of a firearm or other dangerous weapon, even if there 

is no injury 
5.6.2 PMH will report to the Division of Occupational Safety and Health of the 

Department of Industrial Relations (the Division) in accordance with Title 8, 
Section 3342. 
5.6.2.1 In addition to the incidents listed about in 5.6.1, PMH must also report 

any use of physical force against an employee by a patient or visitor 
that results in, or has a high likelihood of resulting in, injury, 
psychological trauma, or stress, regardless of whether the employee 
sustains an injury. 

5.6.3 The PMH Employee Health Nurse will be the primary person responsible for 
completing the reports to the Division. In the event the Employee Health Nurse in 
unavailable within the required timeframe there are multiple other authorized 
reporters, including the Emergency Preparedness Manager and the Safety 
Officer. 
5.6.3.1 Reports will be provided to the Division through a specific online 

service established by the Division for this purpose 
5.6.3.1.1 The Chief Human Resource Officer is the facility representative 

for the reporting system and has authority to approve or deny 
additional users. 

5.7 Recordkeeping 
5.7.1 Records of workplace violence hazard identification inspections (including name 

of person conducting the inspections), evaluations, and corrective actions shall 
be created and maintained for one year. 

5.7.2 Training records shall be created and maintained for a minimum of one year and 
include training dates, contents, names and qualifications of person conducting 
the training, and names and job titles of all persons attending the training 
session. 

5.7.3 Records of violent incidents, including violent incident logs, reports to regulatory 
bodies, and workplace violence injury investigations will be maintained for a 
minimum of five years. 

5.7.4 The preceding records mentioned with no medical information will be made 
available to employees and their representatives upon request within fifteen days 
after the request is received in accordance with California Code of Regulations – 
Title 8, Section 3204. 

5.8 Annual Review of the Workplace Violence Prevention Plan (WVP Plan) 
5.8.1 The WVP Plan will be reviewed annually to reflect new or modified procedures, 

include newly recognized hazards, to determine if the WVP Plan is deficient in 
any area.  

5.8.2 Employees will be given the opportunity to be involved in the development and 
review of the WVP Plan and procedures within the plan. 

5.8.3 The Violent Incident Log will be reviewed to determine trends and if applicable 
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determine countermeasures to decrease future incidents. 
 

6.0 References: 
6.1 PMH Policy HRD-00020; Zero Tolerance for Violence in the Workplace 
6.2 “Healthcare Workplace Violence Prevention: How to Comply with the Cal/OSHA 

Regulation” – California Hospital Association, January 2017 
6.3 Cal/OSHA Healthcare Workplace Violence Prevention Regulation - California Code of 

Regulations – Title 8, Section 3342 
6.4 Cal/OSHA Injury and Illness Prevention Program Regulation - California Code of 

Regulations – Title 8, Section 3203 
6.5 Cal/OSHA Access to Employee Exposure and Medical Records - California Code of 

Regulations – Title 8, Section 3204 
6.6 Title 22 California Code of Regulations Division 5  
6.7 Health and Safety Code 1257.7(d) 

 
7.0 Attachment List 

7.1 Attachment A – Bold “A” Be ALERT Sign  
7.2 Attachment B – PMH Workplace Violent Incident Reporting Tool 
7.3 Attachment C – PMH Workplace Violence Security Report 

 
8.0 Summary of Revisions: 

8.1 Updated Attachment B Workplace Incident Reporting tool footer. 
8.2 Updated PMHD to PMH 
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PMHD WORKPL ACE  VIOLENT INCIDENT REPORTING TOOL 

 
Hospital facility: IMPERIAL VALLEY HEALTHCARE DISTRICT Date of incident:   

 
 House Supervisor completing tool:   Time of incident:  

IDENTITIES OF PARTIES INVOLVED WILL NOT BE REPORTED TO CAL/OSHA BUT MUST BE INCLUDED IN OUR RECORDS.  IF THE 
AGGRESSOR IS A PATIENT PLEASE LIST THE MEDICAL RECORD NUMBER ONLY.  

Victim(s) (first and last names): 

 

 

 

 

Aggressor(s)  (MR # if patient, if other first and last name): 

 

 

THE FOLLOWING  INFORMATION IN THIS REPORT IS MANDATORY AND WILL BE USED TO REPORT INCIDENTS TO CAL/OSHA 
(REQUIRED BY LAW) 

1. Who was the aggressor? (check one)  

□ Patient(s) 
□ Spouse /partner of patient (current or former)  
□ Family of patient 
□ Friend of patient 

□ Stranger 

□ Supervisor/manager 
□ Spouse /partner of employee (current or former)  

 
 

□ Family of employee 
□ Friend of employee 
□ Co-worker 
□ Licensed independent medical provider 
□ Former employee 
□ Outside vendor 
□ Aggressor not listed above 

2. Where did the incident occur?  (check one) 

□Emergency room 
□Surgery 
□Labor & delivery 
□Radiology & imaging 
□Onsite ambulatory outpatient clinic 
□Offsite ambulatory outpatient clinic 
□Admissions/registration 
□Pharmacy 
 
 
 
 

□Inpatient room 
□Administrative offices 
□Cafeteria 
□Kitchen 
□Storage room/area 
□Hallway  
□Stairway 

□Waiting room 
 
 

□Restroom/bathroom  
□Break room 
□Lobby/reception area 
□Parking lot 
□Outside premises 
□Location not listed above 

3. What type of incident occurred? (check all that apply)  

□Biting by aggressor 

□Choking 
□Grabbing 
□Hair pulling 

□Kicking 
□Punching/slapping 
□Pushing/pulling  
□Scratching 
□Shooting 
□Spitting at/on 

□Stabbing 

□Striking 

 

□Rape/attempted rape 
□Unwanted physical sexual contact 
□Type of physical force not listed above 
 
□Use of (i.e., assault with) firearm or other dangerous weapon: 

□Gun 
□Knife 
□Furniture/furnishings (e.g., lamp) 
□Medical equipment 
□Other weapon 
 

 

4. How many employees were injured?   
 
 

5. What types of injuries were known to be sustained? (check all that apply)   

□Death 
□Amputation  
□Asphyxiation/suffocation 
□Burns 
□Bruising/abrasion 
□Cut/puncture 
□Dislocation/fracture 
□Head injury 
 

□Internal injury 
□Open wound 
□Sprain/strain 
□Stress/psychological impairment 
□Injury type not listed above 
□Injury type unknown by the hospital at this time 
□ N/A –No known injured employees at this  time  

6. At the time of the incident were any of the injured employees: (check all that apply)   

□On break/lunch 

□Arriving/leaving the facility 

□Working past scheduled shift 
 

□No special circumstances apply  
□Don’t know specific circumstances  
□N/A –No known injured employees  
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9. If another employer’s employees are affected, describe that employer(s):(check all that apply)   

 
□ N/A –No employees of other employers affected  
 

□Contractor providing services to the hospital 
If known:   Company name____________________   

□Emergency services or medical transport personnel 

If known:   Company name____________________   

□ Licensed independent provider 

If known    Company name_____________________  

 
□Vendor 

If known:   Company name_____________________  

□Other 

If known:   Company name_____________________  

□Don’t know the type of employer 

 

10. Did the use of physical force or a dangerous weapon begin while an employee was alone with the aggressor?  
 □ Yes       □ No  

11. Did the use of physical force or a dangerous weapon begin while an employee(s) was in an isolated area?  
 □ Yes       □ No  

12. Did the use of physical force or a dangerous weapon begin in a location that was unfamiliar or new to the employee(s)? 
   □ Yes       □ No     □ Don’t know if location was unfamiliar or new to employee(s)      

13. At the time of the use of physical force or a dangerous weapon was any employee doing a task that was unfamiliar or new to 
them?  □ Yes  □ No  □ Don’t know if task was unfamiliar or new to employee(s)   

14. During the use of physical force or a dangerous weapon, was the employee(s) assisted by: (check all that apply)   

 
□Internal security 
□Local law enforcement in response to 911 call 
□Nearby employees 
□Assistance provided that is not listed above 
□Employee received no assistance  

15. If local law enforcement was contacted via 911, what assistance did they provide? (check all that apply)  

□N/A local law enforcement not called  
□Local law enforcement did not respond 
□Officers provided assistance via phone 
□Officers deployed to the scene 
 

□De-escalated the situation without physically subduing the aggressor 
□Physically intervened and subdued the aggressor(s) 
□Arrested the aggressor(s) 
□Assistance provided  that is not listed above 
 

16. Is there a continuing threat to employees due to unresolved engineering, work practice, and/or administrative controls that 
need to be addressed?   □ Yes       □ No  

17. Which of the following are planned or under consideration for addressing the continuing threat? (check all that apply)  

□ Engineering control modifications  
 
     If known, please provide type of engineering control:  

□Physical layout (incl. accessible escape routes, unimpeded line of sight) 
□Physical access control 
□Physical barriers 
□Alarm system 
□Lighting 
□Monitoring systems (e.g., metal detectors, closed circuit video, mirrors) 
□Removing/securing objects with weapon potential 
□Reducing overcrowding in waiting room 
□Other engineering control modification 

 
□ Other type of modification 
 
□Further investigation to identify appropriate exposure control 
measures is in progress (investigation includes speaking with involved 
employees). 

□ Work practice control modifications:  
 
       If known, please provide the type of control: 

□Increased staffing levels 
□Added/increased security personnel 
□Additional employee training 
□Implementation or change in buddy system 
□Improved communication among staff about aggressive/violent 
patients 
□Reduced waiting times 
□Other work practice modification 

  
 
 
□ N/A –No continuing threat to employees  

18.  If the victim is an employee, provide an Employee Assistance Program brochure even if the employee does not feel the need to 
speak to someone at this time.   If the victim is NOT an employee refer to the Human Resources department to determine eligibility 
for services. 

    
     □ Employee Assistance Program brochure provided     
     □ Non-Employee referred to HR 
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1.0 Purpose: 

1.1 To describe the processes associated with ensuring safe medical equipment use for 
patients, staff and visitors. 

 
2.0 Scope: District wide 
 
3.0 Policy: 

3.1 The plan is implemented by creating, maintaining, evaluating and improving policies and 
procedures for managing equipment used for but not limited to patient care, treatment 
and/or diagnostics.   

3.2 The selection and acquisition of medical equipment is performed collectively with Bio-
Medical, Materials Management, Risk Management, Administration, Medical Staff, and 
clinical departments as applicable. 

3.3 Criteria for identifying, evaluating and inventorying medical equipment is based on 
equipment function, associated physical risks with use, maintenance requirements and 
equipment incident history. 

3.4 Owned, leased, rented and borrowed/loaned medical equipment that requires 
preventative maintenance within the organization is included in this plan. 

3.5 The clinical and physical risks associated with medical equipment use is assessed and 
minimized by inspection, examination and maintenance efforts of the Bio-Medical 
department, designated users and approved contractors. 

3.6 The processes for monitoring and managing equipment hazard notices, recalls and 
alerts are outlined in policy ADM-00668, recall plan for product and equipment. 

3.7 The process for investigating and reporting deaths or serious injury or illness associated 
with a medical device will be managed as per the Safe Medical Device Act of 1990 (see 
policy EOC-00409 Safe Medical Devices). 

3.8 The process for reporting and investigating equipment management problems, failures 
and user errors will be managed as per policy EOC-00398, Equipment safety and report 
plan. 

3.9 The emergency procedures that address specific problems in the event of medical 
equipment failures are delineated in policy and procedures associated with the specific 
failure. 

 
4.0 Definitions:  
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4.1 CMMS – Computerized Maintenance Management System  
 
5.0 Procedure: 

5.1 Medical Equipment Selection process 
5.1.1 Medical Equipment shall be FDA approved and meet the needs of the 

requisitioning department. 
5.2 Medical Equipment Acquisition process 

5.2.1 Medical Equipment will be purchased per policy ADM-00657, Requisition and 
Purchase of Special Items Including Services (Capital Requests). 

5.2.2 Upon receipt of medical equipment, verification of correct equipment will be the 
responsibility of the Materials Management department and requisitioning 
department. 

5.2.3 The Bio-Medical department will inspect, inventory and apply equipment control/ 
identification tag and service sticker denoting equipment last date of inspection/ 
service and next inspection/maintenance due date (see policy EOC-00401 
Incoming Equipment Inspections) 

5.3 Medical Equipment Safe Use process 
5.3.1 Training on the proper use of equipment, including rentals and demos will be 

provided to staff per policies HRD-00165 Medical Equipment User Orientation. 
5.4 Medical Equipment Inventory 

5.4.1 Medical Equipment Inventory is located in the office of the Bio-Medical 
department 
5.4.1.1 Inventory will be updated at least monthly to reflect changes, additions 

or deletions. 
5.4.2 Preventive Maintenance is scheduled via Computerized Maintenance 

Management System (CMMS) per equipment manufacturer recommendations 
5.5 Medical Equipment Reporting and Investigating Problems, Failures and User Errors 

5.5.1 All actual or potential equipment problems, failures or user errors will be reported 
to the Bio-Medical department through the CMMS to generate a work order per 
Policy EOC-00398, Equipment safety report plan. 
5.5.1.1 The CMMS will document the reported problem/failure which will alert 

the Bio-Medical department. 
5.5.1.2 The Bio-Medical department will investigate and if possible determine 

the cause and if required repair or contract to repair equipment by 
vendor. 

5.5.1.3 The Bio-Medical department will document findings and corrections. 
5.5.1.4 The Bio-Medical department will recommend additional operator 

training to the Safety Committee as required. 
5.5.2 All medical equipment problems, failures or user errors that actually or potentially 

affect the quality of care or risk of harm to patients and/or staff will be reported 
via Quality Review Report (QRR) policy ADM-00481, Quality Review Report. 

5.5.3 An Equipment Safety Report will be submitted at least quarterly (was monthly) to 
the Safety Committee and will include the following information: 
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5.5.3.1 Number of instances of “no trouble found” 
5.5.3.2 Number of instances of “operator error” 
5.5.3.3 Number of instances of “equipment abuse” 
5.5.3.4 Number of recalls of medical equipment 
5.5.3.5 Recommendations for follow-up, training and/or corrective action 
5.5.3.6 Number of instances of “Could Not Locate” 

5.5.4 Report all test equipment and calibration failures to the safety committee, 
monthly. 

5.5.5 Biomedical Engineering will consult with Risk Management on failed equipment 
impact and medical equipment testing. 
5.5.5.1 As directed, Biomedical Engineering will retest all impacted equipment.  

5.5.6 An annual evaluation regarding the effectiveness of the plan will be reported to 
the Safety Committee. 

 
6.0 References: 

6.1 DNV NIAHO Standards PE.7, SR.1, SR.3, SR.5 and SR.6 
6.2 Policy-00049, Manufacturers Recalls and Hazardous Device Notices. 
6.3 Policy EOC-00409 Safe Medical Devices 
6.4 Policy EOC-00398, Equipment safety and report plan 
6.5 Policy ADM-00657, Requisition and Purchase of Special Items Including Services 

(Capital Requests) 
6.6 Policy EOC-00401 Incoming Equipment Inspections 
6.7 Policy HRD-00165 Medical Equipment User Orientation and Training Program 
6.8 Policy ADM-00481, Quality Review Report 
 

7.0 Attachment List: Not applicable 
 

8.0 Summary of Revisions: 
8.1 Reviewed with no additions or deletions 
8.2 Changed the author 
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REQUEST TO RETIRE 
1.0 Purpose:   

1.1 To establish guidelines for accurate and complaint records. 
 

2.0 Scope:  ED 
 
3.0 Policy: 

3.1 Patient records shall reflect chronological and accurate documentation of care and 
outcomes. 

3.2 Falsifying records is illegal and may result in legal action.  
3.3 Records are hospital property and may be required in legal proceedings. 

  
4.0 Definitions: Not applicable 
 
5.0 Procedure:  

5.1 Charting Requirements: 
5.1.1 Document all assessments, medications, treatments, and nursing procedures. 
5.1.2 Sign entries with name and title (e.g., RN, LVN, EDA/CNA). 

5.2 Only approved abbreviations are to be used.  (Refer to Use of Abbreviations and 
Symbols CLN-00053 & Prohibited Abbreviations CLN-02865). 

5.3 All medications are to be documented with dose, time, route, site, and Follow-up 
response. 
5.3.1 Late Entries: 

5.3.1.1 State with “Late Entry” and include date and time. 
5.4 Special Documentation: 

5.4.1 Document height, weight, allergies, current medications, pharmacy, medical 
history, primary care provider, and specialist. Tetanus history when relevant. 

5.4.2 Last menstrual period (LMP) for female patients, if applicable. 
5.5 Additional Requirements: 

5.5.1 Intake/Output: summarize at discharge or transfer. 
5.5.2 Family-Reported Information: Document anything relevant 
5.5.3 Unusual conditions: note any unexpected patient findings. 
5.5.4 Physician Communication: Note provider notifications and response times. 

5.6 Electronic Medical Record (EMR)  
5.6.1 Follow EMR training per competency checklist. 
5.6.2 Scan paper forms into EMR and forward originals to medical records. 
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5.6.3 Use downtime paper documentation during outages; scan into EMR once 
restored.  

5.6.4 Protect passwords and log out when leaving the workstation.  
5.7  

 

6.0 References:  
6.1 California Code of Regulations Title 22, Section 70215 

 

7.0 Attachment List: Not applicable 

8.0 Summary of Revisions: 
8.1 None  
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Note: If any of the sections of your final layout are not needed do not delete them, write “not applicable”. 
 

1.0 Purpose: 
1.1 To define Imperial Valley Healthcare District’s Pioneers Memorial Hospital policy 

surrounding the formulation, assessment, and honoring of a patient’s Healthcare 
Advanced Directive(s) (AD). 

 
2.0 Scope:  

2.1 Inpatient Setting, Outpatient and Ambulatory Care Setting 
 
3.0 Policy: 

3.1 Patients with decision-making capacity have the right to formulate and execute advance 
healthcare directives regarding their health care needs. This right includes the ability to: 
3.1.1 Designate an agent to make health care decisions on their behalf through 

execution of a Durable Power of Attorney for Healthcare (DPAHC) 
3.1.2 Designate a surrogate to make medical decisions on their behalf during the 

course of receiving care and services, when they are no longer able to make 
such decisions. 

3.1.3 Formulate directives in writing, verbally, or both. 
3.1.4 Review, change or modify their directive(s) at any time either in writing, verbally, 

or both. 
3.1.5 Be informed of the extent to which the organization is either unable or unwilling to 

honor a directive. 
3.2 The organization will honor a patient’s directive to the extent permitted by law and 

organization policy. Provision of care will not be contingent upon or denied on the bases 
of the presence of absence of an Advance Directive. Advance Directives will be 
honored within the limits of the law and the capabilities of the hospital and its affiliated 
clinics. 
3.2.1 Examples of Advance Directive documents include but are not limited to the 

State of California Advance Directives and 5 Wishes booklet, The Physician 
Order Life Sustaining Treatment (POLST) is recognized as an Advance Directive 
and must be authenticated by a physician. 

 
4.0 Definitions: 

4.1 Patient – For the purposes of this policy, the term “patient” means the individual 



Imperial Valley Healthcare District 

Title:  
Advance Directives 

Policy No. CLN-00610 

Page 2 of 4 

Current Author: Carol Bojorquez  Effective:  

Latest Review/Revision Date: 11/04/2024 Manual: Clinical / Case Management 

 

The electronic version of this policy supersedes any printed copy. 

receiving care and/or the individual(s) authorized to make health care decisions on his / 
her behalf. 

4.2 Advance Directive – A statement (either oral or written) expressing a patient’s wishes 
relative to health care decisions commonly seen in such documents as “living wills” and 
Durable Power of Attorney for Health Care. 
4.2.1 Agent – A person designated to make healthcare decisions for a patient through 

the use of a Power of Attorney for Healthcare. The agent has the same authority 
to decide about most health care that the patient would have, subject to any 
limits or restrictions placed by the patient. 

4.2.2 Capacity – The ability to understand the nature and consequences of proposed 
health care and to make and communicate health care decisions. Unless 
otherwise demonstrated, a patient is presumed to have capacity. 

4.2.3 Power of Attorney for Healthcare – A legal document designating an agent to 
make health care decisions for the patient. The document must be dated, signed, 
and either witnessed or notarized. It is presumed to be permanently valid 
(durable) until / unless it is modified or terminated. 

4.2.4 Surrogate Decision Maker – Any designated individual, who may or may not be 
related to the patient (who lacks decision making capacity), but who has had an 
ongoing relationship with the patient such that he/she is able to convey the 
patients’ previously expressed wishes or has some understanding of the patient’s 
values and probable choices. This individual may be formally appointed (e.g. by 
the patient in a PAHC, by the court in a conservator or guardian proceeding, etc), 
or in the absence of an appointment, may be informally authorized. 

 
5.0 Procedure: 

5.1 Inpatient Setting 
5.1.1 Patient Registration 

5.1.1.1 The patient presents Patient Registration point of entry: Emergency 
Department, Outpatient Surgery/Admitting Offices. 

5.1.1.2 The patient is informed of their right to formulate and execute an 
Advance Directive. Patient Registration interviews the patient and/or 
families about Advance Directive. If one is present, it is noted and 
scanned into the patient’s medical record, if one is not present the 
patient will be asked to provide a copy – This process may be 
completed via phone during pre-registration for a direct admit or 
Outpatient Surgery. 

5.1.1.3 A notice of the organization’s Advance Directive policy is provided at 
the time an individual is admitted as an Inpatient. The notice is 
presented at the time of registration. 

5.1.1.4 Upon request, the patient will be provided with information / assistance 
on how to formulate and execute an Advance Directive. If necessary, a 
Social Service Consult may be initiated.  

5.1.1.5 The presence of an Advance Directive will be assessed upon 
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admission to the inpatient setting. 
5.1.1.6 If the patient has a written directive in his/her possession, it shall be 

noted, and a copy of the directive shall be placed in the patient’s 
electronic medical record and a copy is placed in the patient’s physical 
chart sent to the unit by Patient Registration. 

5.1.1.7 For Advanced Directives located in the electronic medical record, 
Patient Registration staff will reproduce a paper copy for inclusion in 
the patient’s chart. 

5.1.1.8 If the patient has a written directive not in his/her possession, it shall 
be so noted, and the patient / family will be asked to provide a copy to 
the patient’s primary nurse or registration staff to be placed in the 
patient’s medical record. 

5.1.2 Nursing 
5.1.2.1 If the patient is admitted, Patient Registration comes to the floor with 

the Advance Directive. 
5.1.2.2 The physician must write the appropriate order reflective of the 

patient’s Advance Directive. 
5.1.2.3 The Unit Clerk places the Advance Directive in the hard chart located 

in the nursing department (paper documentation). 
5.1.2.4 If the patient requests a change or wants information on an Advance 

Directive, nursing will consult Social Services through the electronic 
medical record system. 

5.1.2.5 The patient’s attending physician will be called by the nurse regarding 
any Advance Directive(s) formulated by the patient. Where necessary 
and indicated, the physician shall discuss the directive(s) with the 
patient and provide appropriate treatment orders. Discussion and 
orders shall be documented in the medical record. 

5.1.3 Case Management 
5.1.3.1 The Social Worker/Discharge (DC) Planner upon patient / family 

request for an AD will be available for further assistance with education 
on how to complete the process.  

5.1.3.2 If the patient is unwilling or unable to obtain a copy, the Social Worker 
or Case Manager will offer an Advanced Directive booklet and will 
provide education related to completion of such document.  

5.1.3.3 If changes are made to the patient’s Advance Directive status 
facilitated by Social Services /Discharge Planner, the modified 
document will be scanned into the patient’s electronic medical record. 

5.1.3.4 The Social Worker / DC Planner staff will notify nursing and the 
physician of the change in Advance Directive status. 

5.1.4 Health Information Management 
5.1.4.1 For the discharge patients that had a written Advance Directive in 

his/her possession at the time of admission, Health Information 
Management will make sure the Advance Directive was scanned in the 
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medical record. 
5.1.4.2 Patient/family brings Advance Directive to Health Information 

Management. The Advance Directive is scanned into the patient’s 
medical record. 

5.2 Outpatient and Ambulatory Care Setting 
5.2.1 The following applies to patients presenting for care in outpatient and ambulatory 

care settings: 
5.2.1.1 The organization provides the notice of its Advance Directive policy to 

outpatients (or their representatives) that are in the emergency 
department, outpatient clinics, who are in an observation status, or who 
are undergoing Outpatient surgery. 

5.2.1.2 Information is available to patients regarding their right to formulate 
and execute an Advance Directive. 

5.2.1.3 Upon request, the patient will be provided with information on how to 
formulate and execute an Advance Directive. Assistance will be 
provided to patients to complete an Advance Directive if requested. 

5.2.1.4 The existence of an Advanced Directive will not be routinely assessed. 
However, if a patient proactively makes such a directive known, it shall 
be documented in the patient’s medical record. If it is a written 
directive, a copy shall be placed in the patient’s medical record. 

 
6.0 References: 

6.1 CMS Medicare Conditions of Participation: §482.13(a/b) 
 
7.0 Attachment List: Not applicable 
 
8.0 Summary of Revisions: 

8.1  Minor grammar revisions 
8.2 Revised Patient registration section 5.1.1.4 
8.3 Revised Case Management Section to include Discharge Planner 

8.3.1 Include request for Social Worker/Discharge Planner  
8.3.2 Social Worker/Discharge planner will provide assistance and education. 



IMPERIAL VALLEY HEALTHCARE DISTRICT 
 
BOARD MEETING DATE:  May 29, 2025  
 
SUBJECT:   

 
Authorize the renewal of Workers’ Compensation Coverage with BETA Risk Management 
Authority (“BETARMA”) for coverage in the State of California. 
 

BACKGROUND: 
 

Pioneers Memorial Healthcare District, now doing business as Imperial Valley Healthcare 
District (IVHD), has purchased its Workers’ Compensation coverage through BETARMA 
since the inception of the Program. For most coverage years, a Workers’ Compensation 
dividend was awarded but for the 2025/2026 contract year, IVHD did not qualify for an 
annual dividend due to a high loss ratio.  Please note that the Workers’ Compensation 
proposal for the 2025/2026 coverage year includes the skilled nursing facility, Pioneers 
Memorial Skilled Nursing Center.   

 
 
KEY ISSUES:   
 
 Employers Liability: 
 Bodily Injury by Accident  $2,000,000  Each Accident 
 Bodily Injury by Disease  $2,000,000 Policy Limit 
 Bodily Injury by Disease  $2,000,000  Each Employee 
 

 

 
CONTRACT VALUE:  $1,907,038 annual contribution (to be paid in monthly installments)    

    
CONTRACT TERM:  One Year Term (July 1, 2025 – June 30, 2026) 
 
BUDGETED:  Yes 
 
BUDGET CLASSIFICATION:  Workers’ Compensation Insurance 
 
RESPONSIBLE ADMINISTRATOR:  Carly Loper, CFO 
 
DATE SUBMITTED TO LEGAL:  5-22-2025 REVIEWED BY LEGAL:  X Yes  No 
              
FIRST OR SECOND SUBMITTAL:  X 1st   2nd  
 
RECOMMENDED ACTION:  

 
That the Board authorizes the renewal of Workers’ Compensation Coverage with BETA 
Risk Management Authority (“BETARMA”) for coverage in the State of California, as 
outlined. 



RENEWAL QUOTE FOR

Pioneers Memorial Hospital / 
Imperial Valley Healthcare District

Date May 20, 2025

BETA HEALTHCARE GROUP RMA    •    Pioneers Memorial Hospital / Imperial Valley Healthcare District 1
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Workers' Compensation And Employer's Liability Renewal Quote

COVERAGE INFORMATION AND RENEWAL QUOTE TERMS

Issuing Company BETA Risk Management Authority (BETARMA); 
A.M. Best Company rating: A (Excellent); FSC VIII

Coverage Type Workers' Compensation

Transaction Type Renewal

Estimated Annual Payroll $71,264,860

Estimated Annual Contribution $1,907,038

Contract Period July 01, 2025 at 12:01 a.m. to July 01, 2026 at 12:01 a.m.

Payment Plan Monthly Installments

COVERAGE INFORMATION

Workers' Compensation California

EMPLOYERS LIABILITY

Bodily Injury by Accident $2,000,000 Each Accident

Bodily Injury by Disease $2,000,000 Policy Limit

Bodily Injury by Disease $2,000,000 Each Employee

REQUIRED INFORMATION TO BIND COVERAGE

• Written order to bind received by BETARMA before July 1, 2025

DEPOSIT REQUIREMENT (see Deposit Invoice)

Deposit $0

Monthly Installment $158,919.84

Total $158,919.84

Please mail payments to:
BETA Healthcare Group
P.O. Box 500030
San Diego, CA 92150-0030

Please send ACH  payments to:
Bank: Zions Bancorporation, DBA California Bank & Trust
Account name: BETA Healthcare Group    Routing Number:122232109
Account number: 5801246801                      Account type: Checking

Thank you for the opportunity to provide you this quote. This quote is based on the rating and underwriting information provided to date and can be 
subject to additional underwriting, pricing or rating considerations. Please note that contributions, fees and class code eligibility are subject to change 
based on a complete underwriting process. If coverage is bound, the policy will be subject to audit. 
This quote may also be subject to a safety survey and compliance with its recommendations. 
Quote is valid only through effective date noted above.

May 20, 2025
Named Member: Pioneers Memorial Hospital / Imperial Valley Healthcare District
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Workers' Compensation And Employer's Liability Renewal Quote

ANNUALIZED RATE DEVELOPMENT

State Class
Code Description

Annual
Estimated

Payroll

Base
Rate

Estimated
Standard

Contribution

Net
Rate

Estimated
Annual

Contribution

CA 8834 Physicians Practices and Outpatient Clinics-all 
employees-including Clerical Office Employees and 
Clerical Telecommuter Employees

$6,413,837 $1.44 $92,359 $1.58 $101,250

CA 9043 Hospitals-all employees-including Clerical Office 
Employees, Clerical Telecommuter Employees and 
Outside Salespersons

$64,851,023 $2.54 $1,647,216 $2.78 $1,805,788

TOTAL $71,264,860 $1,739,575 $1,907,038

 CA CONTRIBUTION DEVELOPMENT   Rating Period 07/01/2025 - 07/01/2026

Description Contribution

Standard Contribution $1,739,575

Experience Modification 2.36 $2,365,822

Modified Contribution $4,105,397

Contribution Adjustment * 0.46 ($2,198,359)

Timely Reporting 2% Discount - Earned Yes

Subject Contribution $1,907,038

California Insurance Guarantee Association Not Applicable

Workers' Compensation Administrative Revolving Fund 1.2370 $23,590

Uninsured Employers Benefits Trust Fund 0.0818 $1,560

Subsequent Injuries Trust Fund 3.0148 $57,493

Occupational Safety and Health Fund 0.1885 $3,595

Labor Enforcement and Compliance Fund 0.1058 $2,018

Workers' Compensation Fraud Account 0.4096 $7,812

Reverse Surcharges ($96,068)

ESTIMATED ANNUAL CONTRIBUTION TOTAL $1,907,038

WC Dividends

Annual WC Dividend $0

Dividend and Installment Information located on next page

Net WC Program Cost $1,907,038

CARE Fund $8,100

*Net Rate and Contribution Adjustment factors may be rounded
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Workers' Compensation And Employer's Liability Renewal Quote

Annual WC Dividend: N/A

The July 1, 2025  renewal marks another year that BETARMA has returned dividends to its membership. The above referenced 

dividend amount is based on each Workers’ Compensation (WC) member's contribution to the financial performance of BETARMA's 

WC line of coverage dating back to when the member first joined the program. Years of membership and claims results relative to 

paid contributions determine the percentage allocation that each member receives from the annual dividend pool. If a member does 

not receive a dividend as noted by $0 above, that means the member's loss ratio (incurred claims costs/contributions) is too high to 

qualify for this year's dividend or the member is new to BETARMA and is not eligible to receive a dividend this year.

Dividend Installments: The 2025 dividends listed above will be paid in two installments on October 1, 2025 and on April 1, 

2026. For the Annual Dividend, each installment is contingent upon the named member renewing the Workers’ Compensation (WC) 

coverage with BETARMA on July 1, 2025 and maintaining the coverage contract at the time a dividend payment is made. 

CARE Program 2025/2026 estimate: $8,100

BETA Risk Management Authority (BETARMA) will continue its CARE Program; Commitment - Accountability - Responsibility - 

Engagement during the 2025 Contract Year. The CARE program is designed to help our members improve their overall employee 

safety exposures, controls and performance through a reimbursement process aimed specifically at the most frequent causes of 

employee injuries within their organization.  On an annual basis, your Risk Management and Employee Safety Consultant will partner 
with you to create a customized Service Plan that will help to maximize the benefit of your CARE Fund use.

Timely Reporting: To be eligible to receive the Timely Reporting credit, the median lag time for reporting claims to BETA during the 

previous calendar year is three (3) days or fewer.

BETA's Employee Safety and Wellness Initiative focuses on eight key loss prevention areas, or domains: Ergonomics, Fleet Safety 

and Mobile Ergonomics, Manual Material Handling, Opioid and Polypharmacy Prescribing, Stay at Work/Return to Work, Safe Patient

Handling and Mobility, Slip, Trip and Fall Prevention and Workplace Violence Prevention.  Best practice strategies, outlined in the
Employee Safety and Wellness Initiative Guideline, serve as the basis of BETA's incentive program designed to keep the workforce 

safe.  In addition to promoting safe and responsible behavior, the initiative offers a significant return on investment which may 
favorably impact your experience modification (Ex-Mod) factor.  

BETA HEALTHCARE GROUP RMA    •    Pioneers Memorial Hospital / Imperial Valley Healthcare District 5



Workers' Compensation And Employer's Liability Renewal Quote

CONTRIBUTION AND BILLING

Policy Minimum Contribution 40% of bound Estimated Annual Contribution

Due at Binding Deposit: $0  (see deposit invoice)

First Installment: $158,919.84

Total amount due: $158,919.84

Proposed Billing Schedule Due Date: Amount:
07/01/2025 $158,919.84

08/01/2025 $158,919.84

09/01/2025 $158,919.84

10/01/2025 $158,919.84

11/01/2025 $158,919.84

12/01/2025 $158,919.84

01/01/2026 $158,919.84

02/01/2026 $158,919.84

03/01/2026 $158,919.84

04/01/2026 $158,919.84

05/01/2026 $158,919.84

06/01/2026 $158,919.76

Note Monthly Contribution are due on the 1st of the month

General Conditions Acceptance of coverage is demonstrated through a written order to bind coverage and 
BETARMA's receipt of first installment by July 15, 2025.  If the 1st installment and any 
applicable deposit are not received by the due date, it will be assumed that our offer of 
coverage was not accepted and any coverage in place may be cancelled by us.

Coverage does not include volunteers. If you would like a quote through our Volunteer 
Insurance Program please contact us directly.

Coverage does not include employees who reside outside of the State of California. If you 
have employees permanently residing outside of the State of California and would like a 
quote for coverage please contact us directly.

Blanket Waivers of Subrogation are included at no additional cost. If you require a Specific 
Waiver of Subrogation please contact us directly. Specific Waivers of Subrogation will be 
provided at no additional cost.

By accepting the terms of this quote you also agree to the following:
• Comply with BETARMA Employee Safety in order to develop a Service Plan and

execute as agreed.
• Provide all relevant data related to the underwriting and claims administration on an

as needed basis.
• Provide quarterly IRS 941 Forms and quarterly Productive Hours Form within 45

days post quarter close.
BETARMA reserves the right to rerate based on a material change in projected exposure.
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IMPERIAL VALLEY HEALTHCARE DISTRICT 
 
BOARD MEETING DATE:  May 29, 2025   
 
SUBJECT:   

 
Authorize the renewal of Healthcare Entity Comprehensive Liability (HCL) Coverage, 
Directors & Officers Liability Coverage and Automobile Coverage with BETA Risk 
Management Authority (“BETARMA”). 
 

BACKGROUND: 
 

Pioneers Memorial Healthcare District, now doing business as Imperial Valley Healthcare 
District (IVHD), has purchased its general liability, malpractice, excess liability, directors & 
officer’s liability, and auto liability coverage through BETARMA since the inception of the 
Program. For the 2025/2026 contract year IVHD qualified for an annual dividend of $60,359 
based on Pioneers Memorial Hospital’s contribution to the financial performance of 
BETARMA’s liability lines of coverage dating back to when Pioneers Memorial Hospital joined 
the Program.  In addition, the quote also provides IVHD with a 2% credit under the BETA 
Heart Risk credit AND a 6% credit under the ED Risk Management Initiative.  (BETA Heart 
Risk credit for 2024/2025 was not awarded; ED Risk Management Initiative credit for 
2024/2025 was 2%.) 
 

KEY ISSUES:   
   2025/2026 rate 2024/2025 rate (post dissolution)  
 Auto  $24,026  $24,026     
 D&O  $429,834  $373,769     
 HCL  $1,486,886  $1,412,481    
     *HCL (combined for hospital, ER group and hospitalists group) 
 

HCL Contribution:  $1,547,245 
Annual Dividend:  $60,359 
HCL Annual Contribution less Annual Dividend:  $1,486,886 

 
CONTRACT VALUE:  $1,880,387 net annual contribution 
 
CONTRACT TERM:  One Year Term (July 1, 2025 – June 30, 2026) 
 
BUDGETED:  Yes 
 
BUDGET CLASSIFICATION:  Liability Insurance 
 
RESPONSIBLE ADMINISTRATOR:  Carly Loper, CFO 
 
DATE SUBMITTED TO LEGAL:  5-22-2025 REVIEWED BY LEGAL:  X Yes  No 
              
FIRST OR SECOND SUBMITTAL:  X 1st   2nd  
 
RECOMMENDED ACTION:  

 
That the Board authorizes the renewal of Healthcare Entity Comprehensive Liability (HCL) 
Coverage, Directors & Officers Liability Coverage and Automobile Coverage with BETA Risk 
Management Authority (“BETARMA”), as outlined. 



RENEWAL QUOTE FOR

Imperial Valley Healthcare District

Date May 22, 2025
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Healthcare Entity Comprehensive Liability Renewal Quote

COVERAGE INFORMATION AND RENEWAL QUOTE TERMS

Issuing Company BETA Risk Management Authority (BETARMA); A.M. Best Company rating: A (Excellent); FSC VIII

Coverage Healthcare Entity Comprehensive Liability, coverage includes:

l Professional Liability (claims made and reported)

l General Liability (occurrence)

l Bodily Injury and Property Damage

l Personal Injury and Advertising Injury Liability

l Employee Benefit Administration Liability

l Fire and Water Damage Legal Liability sub-limit

l Asbestos Liability sub-limit (claims made and reported)

l Pollution Liability sub-limit (claims made and reported)

Form HCL (07/2024)

Effective Date July 01, 2025

Retroactive Date March 15, 2024 (applicable to professional liability coverage only)

Contract Period July 01, 2025 at 12:01 a.m. to July 01, 2026 at 12:01 a.m.

Risk Management Resource Fund (RMRF) 2025/2026 estimate: $14,340

Each contract period, BETA Healthcare Group (BETA) provides our hospitals, healthcare facilities and participating medical groups
1% of the named member's annual contribution for the primary limits of liability (up to $5 million) for qualified risk management 
education expenses. The RMRF is subject to various minimums and maximums depending on the facility or organization and is a 
"use it or lose it" reimbursement program offered to members to supplement the costs associated with their risk management 
programs. The RMRF is provided to BETARMA members in addition to our many complimentary risk management services and other 
reimbursement programs. The above estimate will be impacted by a renewal deductible change or a reduction in limits below the 
primary $5 million.

Peer Review Network (PRN)

BETA's PRN is a voluntary program designed to assist member hospitals with medical staff peer review.
If a member has a need to conduct external reviews, BETA will pay up to $2,500 for all reviews during the contract period to 
compensate outside reviewers for their time.

BETA HEART Risk Management Credit: 2%

BETA's most recent risk management offering is a holistic approach to reducing harm in healthcare. BETA HEART ®
(healing, empathy, accountability, resolution and trust) is a coordinated effort designed to guide member healthcare organizations in 
implementing a reliable and sustainable culture of safety grounded in a philosophy of transparency. BETA HEART is a multi-year 
program that is an interactive and collaborative process that supports the organization, its' staff and patients. It is comprised of the 
following domains:

 l Culture measurement and debrief
 l Rapid Event Response and Analysis domain*
   l Communication domain applying empathic communication skills and deployment of the Communication Resource team
   l Care for the Caregiver program
   l Early resolution process

Each of the five domains that are successfully implemented qualifies for a 2% primary contribution credit up to 10% annually. If your 
organization participated in BETA HEART and successfully completed the requirements for a given domain, the credits received will be 
indicated above. Credit amounts will be impacted by a renewal deductible change. Organizations that did not participate or did not fully 
meet requirements will have "N/A" stated above.

*Validating in the Rapid Event Response and Analysis (RERA) domain prompts an amendment to the coverage contract which offers
the member organization a HEART SIR structure.

May 22, 2025
Named Member: Imperial Valley Healthcare District
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Healthcare Entity Comprehensive Liability Renewal Quote

OB Risk Management Initiative Credit: 3%

BETA is continuing its risk management efforts to reduce the frequency and severity of obstetrical claims by offering evidence-based 
performance improvement strategies to participating BETARMA member OB departments. If a member demonstrated 100% compliance 
with all elements of the OB initiative criteria during the current contract year (Tier I), a 2% rate credit on the primary contributions will be 
awarded at the next renewal. In addition, a member can earn up to a 4% credit for successful completion of two of the options set forth 
in Tier II of the initiative. Members must achieve all elements of Tier I in order to qualify for Tier II credits. Credit amounts will be 
impacted by a renewal deductible change. If your hospital participated in the OB initiative (Quest for Zero: OB) and successfully 
completed all requirements, confirmed through a validation survey, the credit received will be indicated above. Hospitals that did not 
participate or did not implement all requirements will have "N/A" stated above.

ED Risk Management Initiative Credit: 6%

BETA continues to focus its efforts on improving reliability and reducing risk in our member's emergency departments. If 100% of all 
ED physicians, PAs, NPs and nurses covered by BETARMA completed the required on-line courses for Tier I, a 2% rate credit on the 
primary ED contributions will be awarded. In addition, a member can earn up to a 4% credit for successful completion of two of the 
options set forth in Tier II of the initiative. The minimum ED contribution credit is $5,000 for Tier I or Tier I and Tier II combined. 
Members must achieve all elements of Tier I in order to qualify for Tier II credits. If your organization participated in the ED initiative 
(Quest for Zero: ED and successfully completed all requirements, confirmed through a validation survey, the credit will be awarded at 
the next renewal. Credit amounts will be impacted by a renewal deductible change. If your organization participated in the ED initiative 
and successfully completed all requirements, the credit received will be indicated above. Organizations that did not participate or did 
not implement all requirements will have "N/A" stated above.

Emergency Medicine Education Fund

This fund provides up to $500 per physician, advanced practice provider or for nurse leadership in annual tuition reimbursement for a 
number of emergency medicine seminars or courses aimed at improving patient safety in the emergency department. Please inquire 
about the courses that meet the education and reimbursement criteria of this program.

Annual Liability Dividend: $60,359

The July 1, 2025 HCL renewal marks the 33rd consecutive year that BETARMA has returned dividends to its membership. The above 
referenced dividend amount is based on each liability member's contribution to the financial performance of BETARMA's liability lines of 
coverage dating back to when the member first joined the program.  If a member does not receive a dividend as noted by "N/A" 
above, that means the member's loss ratio (incurred claims costs/contributions) is too high to qualify for this year's dividend or the 
member is new to BETARMA and is not eligible to receive a dividend this year.

Dividend Installments: The 2025 dividends listed above will be paid in two installments on October 1, 2025 and on April 1, 2026. For 
the Annual Dividend, each installment is contingent upon the named member renewing all expiring lines of liability coverage with 
BETARMA on July 1, 2025 and maintaining each coverage contract at the time a dividend payment is made. 

2025 Annual Renewal Contribution

Primary Contribution (up to $5M Limits) $1,434,049

Contribution for Limits in Excess of Primary $113,196

Total Annual Contribution: $1,547,245

Annual Dividend $60,359

Annual Contribution Less Annual Dividend $1,486,886

Contribution Remittance

Annual Contribution Due $1,547,245

Monthly Installment Contribution Due $128,937.08

Monthly Contributions are due on 7/1/2025 and are late if received after 7/15/2025
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Healthcare Entity Comprehensive Liability Renewal Quote

Imperial Valley Healthcare District
Liability Limits $15 million per occurrence and $25 million aggregate

l $1 million per occurrence and $3 million aggregate sub-limit per covered physician

 subject to the entity's $15 million per occurrence and $25 million aggregate limits

All defense expenses are paid outside of the per occurrence limits 

All sub-limits are subject to the per occurrence and aggregate limits

Deductible $5,000 Indemnity Only

Imperial Valley Healthcare District

2025 Annual Contribution Due $5,150.00

Monthly Installment Contribution Due $429.17

BETARMA reserves the right to rerate based on a material change in projected exposures

BETA HEALTHCARE GROUP RMA    •    Imperial Valley Healthcare District 5



Healthcare Entity Comprehensive Liability Renewal Quote

Pioneers Memorial Hospital

Pioneers Memorial Hospital

2025 Annual Contribution Due $1,275,617.00

Monthly Installment Contribution Due $106,301.42

Exposures Estimated Census for 
7/1/2025  to  7/1/2026

1 Acute Care Beds 16,075.00

2 Cribs and Bassinets 2,575.00

3 C-Sections Deliveries 753.00

4 Day Care 126,986.00

5 Emergency Visits 30,551.00

6 Non-Urgent ER Visits 22,125.00

7 Nurse Midwives 2.00

8 Nurse Practitioner (Non-ER) 9.59

9 Outpatient Visits 130,610.00

10 Perinatal Beds 4,189.00

11 Physicians Group 3 0.25

12 Physicians Group 7 0.30

13 Surgeries: Inpatient 1,721.00

14 Surgeries: Outpatient 2,749.00

15 Vaginal Deliveries 1,340.00

BETARMA reserves the right to rerate based on a material change in projected exposures

BETA HEALTHCARE GROUP RMA    •    Imperial Valley Healthcare District 6



Healthcare Entity Comprehensive Liability Renewal Quote

Pioneers Memorial Skilled Nurse Center

Pioneers Memorial Skilled Nurse Center

2025 Annual Contribution Due $29,048.00

Monthly Installment Contribution Due $2,420.67

Exposures Estimated Census for 
7/1/2025  to  7/1/2026

1 Skilled Nursing Facility 29,703.00

BETARMA reserves the right to rerate based on a material change in projected exposures

BETA HEALTHCARE GROUP RMA    •    Imperial Valley Healthcare District 7



Healthcare Entity Comprehensive Liability Renewal Quote

Pioneers Vituity

Pioneers Vituity

2025 Annual Contribution Due $237,430.00

Monthly Installment Contribution Due $19,785.83

Exposures Estimated Census for 
7/1/2025  to  7/1/2026

1 ER Providers - MDs, DOs, NPs, PAs 52,676.00

BETARMA reserves the right to rerate based on a material change in projected exposures

BETA HEALTHCARE GROUP RMA    •    Imperial Valley Healthcare District 8



Directors, Officers And Trustees Liability Renewal Quote

COVERAGE INFORMATION AND RENEWAL QUOTE TERMS

Issuing Company BETA Risk Management Authority (BETARMA); A.M. Best Company rating: A (Excellent); FSC VIII

Coverage Directors, Officers and Trustees Liability, coverage includes:

l Entity coverage

l Duty to defend

l Employment practices liability

l Anti-trust coverage sub-limit - $1 million per claim

Form D&O (07/2024)

Type Claims Made and Reported

Effective Date July 01, 2025

Retroactive Date January 01, 2024

Contract Period July 01, 2025 at 12:01 a.m. to July 01, 2026 at 12:01 a.m.

Liability Limits $10 million per occurrence and $10 million aggregate

Defense expenses are paid within the limits of liability

Indemnity and Defense 
Deductible Deductibles applicable to Section 2 Coverages

Coverage (A): $0 each Claim

Coverage (B): $10,000 each Claim including Defense Expenses

Coverage (C): $10,000 each Claim including Defense Expenses

Coverage (D): $150,000 each Claim including Defense Expenses

Coverage (E): $0 each Claim

Annual Contribution $429,834

BETARMA reserves the right to rerate based on a material change in projected exposures

May 22, 2025
Named Member: Imperial Valley Healthcare District

BETA HEALTHCARE GROUP RMA    •    Imperial Valley Healthcare District 1



Auto Liability and Physical Damage Renewal Quote

COVERAGE INFORMATION AND RENEWAL QUOTE TERMS

Issuing Company BETA Risk Management Authority (BETARMA); A.M. Best Company rating: A (Excellent); FSC VIII

Coverage Automobile Liability & Physical Damage, coverage includes:

l Bodily Injury and Property Damage Liability

l Uninsured/Underinsured Motorist Coverage  sub-limit - $1 million per accident

l Hired/Non-Owned Auto Liability

l Medical payment - $5,000 per accident

l Collision Coverage - fair market value

l Comprehensive Coverage - fair market value

Form Auto (07/2021)

Type Occurrence

Effective Date July 01, 2025

 Contract Period July 01, 2025 at 12:01 a.m. to July 01, 2026 at 12:01 a.m.

Liability Limits $10 million per Accident - Combined Single Limit

l Bodily Injury and Property Damage Liability

l Hired/Non-Owned Auto Liability

l $1 million Sub-limit Uninsured/Underinsured Motorist Coverage

 Deductible Physical Damage - $250 Comprehensive and $500 Collision

Liability - $0 Auto Liability

Vehicles by Type Total Vehicles: 9
Patient Transport (excluding ambulances) 1
Private Passenger Vehicles (including non-patient-transport vans) 7
Tractor Trailer 1

Vehicle Types: Ambulance/Large Bus; Heavy Vehicle/Small Bus; Medical Vehicle/Motor Home; Non-Operational 
Vehicle; Patient Transport (excluding ambulances); Private Passenger Vehicle (including non-patient-transport vans); 
Tractor Trailer; Trailer Towed by Vehicle; Utility Vehicle / Golf Cart

BETARMA reserves the right to rerate based on a material change in projected exposures

Annual Contribution $24,026

May 22, 2025
Named Member: Imperial Valley Healthcare District

BETA HEALTHCARE GROUP RMA    •    Imperial Valley Healthcare District 1



IMPERIAL VALLEY HEALTHCARE DISTRICT 
 
BOARD MEETING DATE:  May 29, 2025 
 
 
SUBJECT:   

 
Review and authorize property insurance coverage provided through broker, Alliant Insurance 
Services, Inc. (“Alliant”).  Property insurance includes coverage for Property, Boiler & 
Machinery, Commercial Cyber Liability and Pollution.  Other coverages include Cyber Breach 
Response endorsement, Crime and the Deadly Weapon Response Program.   
 

BACKGROUND: 
 

Pioneers Memorial Healthcare District, now doing business as Imperial Valley Healthcare 
District (IVHD), has purchased coverage for Property, Boiler & Machinery, Commercial Cyber 
Liability, Pollution, Cyber Breach Response, Crime and Deadly Weapon Response through 
the services of Alliant for many years.  Alliant does extensive research and review of the 
Market to provide the most competitive and strongest policies.  This year Alliant provided 
renewal property proposals from Liberty Mutual Fire Insurance Company (“Liberty”), which is 
rated A (Excellent) with A.M. Best Ratings and A (Strong) with Standard & Poor’s Ratings 
AND an option through the Hospital All Risk Property Program (HARPP). Pioneers maintained 
coverage through HARPP for many years in the past until Liberty provided more competitive 
options. Even when Pioneers did not hold HARPP coverage for property from 2022-2024, 
coverages for Cyber Breach Response endorsement, Crime and the Deadly Weapon 
Response Program were still held through HARPP.   For the 2025/2026 coverage year, Alliant 
revisited the HARPP option for IVHD and also provided a special bundle pricing to include 
Earthquake coverage through the same policy.  More detailed information can be found in the 
attached “IVHD 2025/2026 Property Coverage Analysis”. Also attached is the Alliant Schedule 
of Coverages, which outlines the various coverage renewal premiums for 2025/2026.  (“Not to 
Exceed” premiums have been provided for Cyber Breach Response endorsement, Crime and 
the Deadly Weapon Response Program.) 
 

KEY ISSUES:   
 
 Total Insured Values (Property): $295,104,604 
 Cyber Limit:    $2,000,000; $75,000,000 Program Policy Aggregate 

Cyber Deductible:   $50,000 
Pollution Limit:   $2,000,000 Per Incident; $25,000,000 Aggregate 
Pollution Deductible:   $50,000 
ADWRP Limit:   $500,000 Each Event; $500,000 Annual Aggregate 
ADWRP Deductible:   $10,000 Each Event including Claims Expenses 

 Notified Individuals (BBR):  250,000 Notified Lives Limit 
Notification Threshold:  100 Notified Lives 
Legal, Forensics, PR/CM Limit: $500,000 
  
 
 RENEWAL COVERAGES: 
 
Property Coverage (Overview attached) 
LIBERTY (with EQ):   $913,985 
HARPP (with EQ):    $707,278 
 
 
 



HARPP Pollution Coverage 
Total Cost:  $12,290 APIP premium (included in HARPP option) 
 
HARPP Cyber Program 
Total Cost:  included in above APIP premium with Pollution (included in HARPP option) 
 
Alliant Deadly Weapon Response Program (ADWRP) 
Total Cost:  Not to Exceed $8,255 
 
Alliant Crime Insurance Program (ACIP) 
Total Cost:  Not to Exceed $9,570 
 
Beazley Breach Response (BBR)  
Total Cost:  Not to Exceed $48,169 
 
 
 

CONTRACT VALUE 
  
 *HARPP is the recommended option due to cost savings 
 
 TOTAL PREMIUM:  $773,272 (HARPP + ADWRP, ACIP & BBR) 
 
 
CONTRACT TERM:  One Year Agreement (July 1, 2025 – June 30, 2026) 
 
 
BUDGETED:  Yes 
 
 
BUDGET CLASSIFICATION:  Insurance 
 
 
RESPONSIBLE ADMINISTRATOR:  Carly Loper, CFO 
 
 
 
DATE SUBMITTED TO LEGAL:  5-22-2025 REVIEWED BY LEGAL:  X Yes  No 
 

 

 

FIRST OR SECOND SUBMITTAL:  X 1st   2nd  
 
 
 
RECOMMENDED ATION:  

 
That the Board reviews and authorizes property insurance coverage and other coverages 
provided through broker, Alliant Insurance Services, Inc. (“Alliant”), as outlined.   

 
 
 



IVHD 2025/2026 Property Coverage Analysis 
 
Here are some of the benefits that will benefit Imperial Valley Healthcare District through HARPP: 

• Per Occurrence limit $350,000,000 (subject to policy exclusions) which is above the Total Insured Values 
(TIV) vs Liberty Mutual Blanket Limits which are tied to your Statement of Values 

o HARPP does not tie your coverage to the statement of values whereas Liberty Mutual uses your 
statement of values as your limits 

• No Water Damage Deductible vs $100,000 with Liberty  
• No sublimit for business interruption  

o Including 365 days extended period of indemnity 
o Includes temporary and long-term housing for hospital resident patients 

• Automatic acquisition of new locations up to $50,000,000 except: 
o $25,000,000 automatic acquisition for 90 days for vacant properties 
o $10,000,000 automatic acquisition for 120 days for Licensed vehicles 

• Course of Construction Limit of $25,000,000 vs $2,500,000 with Liberty 
• Extra Expense $25,000,000 vs $5,000,000 with Liberty 
• Boiler & Machinery Limit of $100,000,000 vs Liberty Mutual included in Blanket Limits which are tied to 

your Statement of Values 
• Risk Control Services 

o Free monthly webinar classes 
 
 

 
This year on the renewal, Liberty Mutual has: 

• Increased the water damage deductible from $75,000 top $100,000 
• The rate has increased 5% due to the Fire Loss at the Skilled Nursing Center on 8/6/2023 
• Premium has increased 28.5% due to the increase in TIV and Rate 

 
Here is the Total Insured Valued (TIV) increase and the Liberty premium comparison from last year to this year.  

Policy 
Term Coverage Carrier 

Total Insured 
Values (TIV) Premium  

Net Premium 

07/01/2024 - 
07/01/2025 

Property, 
Boiler & 

Machinery Liberty          240,958,172   $         244,934   $         208,194  

07/01/2025 - 
07/01/2026 

Property, 
Boiler & 

Machinery Liberty          295,104,640   $         314,752   $         267,539  
 
Total Insured Values (TIV) increased 22% due to: 
• Addi�on of 2 buildings that were added (Heffernan Memorial Healthcare District) 

o Medical Office Building: 601 Heber Ave; Calexico, CA 92231 
o Medical Office Building: 400 Mary Ave; Calexico, CA 92231 

• We increased the following 2 building values to 100% Marshall & Swi� valua�on since these 2 building were 
undervalued according to both HARPP and Liberty Mutual 

o Main Hospital: 207 West Legion Road; Brawley, CA 92227 
o Women’s Center: 207 West Legion Road; Brawley, CA 92227 

• All loca�ons were trended the following factors: 
o 2.01% for real property  
o 1.51% for personal property 

 
 



IVHD 2025/2026 Property Coverage Analysis 
 
 
 
The Total Premium paid by Imperial Valley Healthcare District for the 7/1/2024 – 7/1/2025 Policy Term including the 
current Earthquake Premium (1/1/25 – 1/1/26) is the following: 

Policy Term Coverage Carrier 
Total Insured 
Values (TIV) Premium  

Net 
Premium 

01/01/2025 – 
01/01/2026 

$10M Earth 
Movement Beazley 227,271,732 $         434,356 

 
$         386,056 

01/01/2025 – 
01/01/2026 

$10M xs 
$10M Earth 
Movement 

Golden 
Bear 227,271,732 $         275,600 

 
$         248,100 

07/01/2024 - 
07/01/2025 

Property, 
Boiler & 

Machinery Liberty          240,958,172   $         244,934  

 
$         208,194 

07/01/2024 - 
07/01/2025 

HARPP Cyber 
& Pollution APIP          240,958,172   $         10,729 

 
$         10,035 

TOTAL 
Premium:    $         965,619 

 
 

$       852,385 
 
 
 
 
 
 
 
With the Liberty Mutual op�on for the policy period 7/1/2025 – 7/1/2026 Policy Term including the current EQ Premium 
is the following: 
 

Policy Term Coverage Carrier 

Total 
Insured 
Values 
(TIV) Premium  

Net 
Premium 

01/01/2025 – 
01/01/2026 

$10M Earth 
Movement Beazley 227,271,732 $         434,356 

 
$         386,056 

01/01/2025 – 
01/01/2026 

$10M xs $10M 
Earth 

Movement 
Golden 
Bear 227,271,732 $         275,600 

 
$         248,100 

07/01/2025 - 
07/01/2026 

Property, Boiler 
& Machinery Liberty 295,104,640  $         314,752  

 
$         267,539 

07/01/2025 - 
07/01/2026 

HARPP Cyber 
& Pollution APIP 295,104,640 $         13,140 

 
$         12,290 

TOTAL 
Premium:    $         1,037,848 

 
 

$         913,985 
 
 
 



IVHD 2025/2026 Property Coverage Analysis 
 
 
 
 
 
The HARPP Premium we are proposing to Imperial Valley Healthcare District for the 7/1/2025 – 7/1/2026 policy term will 
also include the EQ policy effec�ve the same term of 7/1/2025 – 7/1/2026 and all of the same coverage you currently 
have including, increased sublimit, broader policy language and Risk Control Services. All the policies will be included 
with HARPP. Here is the HARPP Premium. At this �me, the net premium is just an es�mate. The Gross Premium is 
correct.  
 

Policy 
Term Coverage Carrier 

Total Insured 
Values (TIV) Premium  

 
Estimated 

Net 
Premium 

07/01/2025 - 
07/01/2026 

Property, 
Boiler & 

Machinery, 
Earthquake, 
Cyber, and 
Pollution APIP          295,104,640   $         1,013,078  

 
 
 
 
 

$         876,313 
 
The HARPP premium is showing a discount of -$24,770 (gross premium) lower than the Liberty Mutual op�on including 
the Earthquake policy. We are expec�ng the following es�mated return on the earthquake policy below. In addi�on, 
there will be an es�mated short rate penalty of $21,000 on the primary EQ placement for cancelling this policy midterm. 
This penalty is a one �me charge since we are canceling the policy midterm. The HARPP Premium is lower in premium to 
include this penalty.  
 

Policy 
Term Coverage Carrier 

Total 
Insured 
Values 
(TIV) Premium  

Net 
Premium 

Estimated 
Return 

Premium 

01/01/2025-  
01/01/2026 

$10M Earth 
Movement Beazley 227,271,732 $         434,356 

 
 

$         386,056 

 
 

$    -168,000 

01/01/2025-  
01/01/2026 

$10M xs 
$10M Earth 
Movement 

Golden 
Bear 227,271,732 $         275,600 

 
 

$         248,100 

 
 

$    -137,800 

TOTAL 
Premium:     

 
 

$         634,156 

 
 

$    -305.800 
 
  



IVHD 2025/2026 Property Coverage Analysis 
 
With the HARPP Premium and we deduct the es�mated earthquake return premium, the HARPP the total premium 
would be $707,278 for the HARPP Op�on.  
 

Policy Term Coverage Carrier 

Total 
Insured 
Values 
(TIV) 

Premium/  
Estimated Return 

Premium 

07/01/2025 - 
07/01/2026 

Property, Boiler 
& Machinery, 
Earthquake, 
Cyber, and 
Pollution 

APIP 

295,104,640  $         1,013,078  
01/01/2025 – 
01/01/2026 

Earth 
Movement 

Beazley/Golden 
Bear 227,271,732 $          -305.800 

TOTAL Premium:    $          707,278 
 
 
 



Pioneers Memorial Healthcare District Year Over Year Premium 
                      RECOMMENDED RENEWAL PROGRAM

Effective 
Date

Expiration 
Date Coverage                                                              Policy Number                                                              Insurance Company Limits Deductible/SIR 24/25 Premium 25/26 Renewal 

Premium 
Difference 

Compared to 
Expiring

% Prem 
Variance

7/1/2024 7/1/2025

Property

Total Insurable 
Values: $240,958,172

 YAC-L4L-445988-014
Liberty Mutual Insurance 
Company

$96,906,101 Blanket Real Property
$35,946,478 Blanket Personal Property
$108,105,593 Blanket Loss of Time Element
$5,000,000 Blanket Extra Expense
Not Covered Earth Movement 
Not Covered Flood

Various Sublimits apply

$25,000 Policy Deductible Per Occurrence
24 Hours Waiting Period for Loss of Business 
Income or Extra Expense

Various Deducitbles apply
$208,193.90

Net commission
$267,539

Net commission  $               59,345 28.50%

HARPP OPTION (Property, Boilery & 
Machinery, Earthquake, Cyber, Pollution

$350,000,000 Per occurrence Limit
(Varlious sublimits apply)

$25,000 Deductible per occurrence
(varous deductibles apply)
Gross Premium: $1,013,078

Approx. Net: $876,313

7/1/2024 7/1/2025
APIP – “All Risk” 
Property Program - 
Pollution

ISPILLSCAZ08004
Ironshore Specialty Insurance 
Company

$25,000,000 Policy Program Aggregate 
$2,000,000 Per Pollution Incident 
$2,000,000 Per Named Insured Aggregate

Various Sublimits apply

$50,000 Each Pollution Incident After July 1, 
2021
$500,000 Each Pollution Incident Prior to July 1, 
2021

Various Deductibles Apply

 $9,337.22
Including Taxes and 

Fees, net 
commission 

 $12,290 Including Taxes 
and Fees, net commission 2,953$                  31.63%  Included in above APIP premium with HARPP 

Option 

7/1/2024 7/1/2025 APIP – Cyber FN2405500

Lloyd’s of London - Beazley  
Liberty Surplus Insurance 
Corporation
Associated Industries 
Insurance Company, Inc.

$2,000,000 Annual Aggregate/Member 
$75,000,000 Annual Policy and Program Aggregate Limit for 
all Named Insured’s combined

Various Sub-limits apply

$50,000 Per Claim
8 Hour Waiting Period for Dependent/Business 
Interruption Loss  Included in above 

APIP premium 
 Included in above APIP 

premium 
 Included in above APIP premium with HARPP 

Option 

7/1/2024 7/1/2025 APIP Cyber - 
BBR + Boost

FN2405500-BBR
  
Lloyd’s of London – Beazley
Syndicates: 2623/623 

$500,000 Breach Response Costs
$250,000 Notified Individuals 
$500,000 Legal / Forensics /Public Relations & Crisis 
Management Combined
$2,000,000 Additional Breach Response Limit per Member / 
Insured
First Party Loss coverages:
$2,000,000 Business Interruption Loss resulting from Security 
Breach
$2,000,000 Business Interruption Loss resulting from System 
Failure
$750,000 Dependent Business Loss resulting from Dependent 
Security Breach
$100,000 Dependent Business Loss resulting from Dependent 
System Failure
$2,000,000 Cyber Extortion Loss
$2,000,000 Data Recovery Costs 

100 Notified Individuals
$10,000 Legal / Forensics /Public Relations & 
Crisis Management Combined, but $5,000 for 
Legal Services only

 $43,790.00
Including Taxes and 

Fees, net 
commission 

 Not to Exceed: $48,169 
Including Taxes and Fees, 

net commission 

5% - 10% increase. 
5%: $52,500 + $1,669.50 (taxes & fees) - $8,190 
(commision credit) = $45,980
10%: $55,000 + $1,749 (taxes & fees) - $8,580 
(commission credit) = $48,169

7/1/2024 7/1/2025 Crime 01-309-02-02 
National Union Fire Insurance 
Company of
Pittsburgh, PA (AIG)  

$5,000,000 All Lines of Coverages
•	Employee Theft Including Faithful Performance of Duty
•	Forgery or Alteration
•	Inside Premises Theft of Money and Securities
•	Inside Premises Robbery and Safe Burglary Other Property
•	Outside the Premises
•	Computer Fraud
•	Funds Transfer Fraud
•	Money Orders and Counterfeit Paper Currency

$25,000

 $8,700.00
Net commission 

 Not to Exceed: $9,570 
Including Taxes and Fees, 

net commission 

5% - 10% increase. 
5%: $11,419 - $2,284 (commision credit) = 
$9,135
10%: 11,963 - $2,393 (commission credit) = 
$9,570

Notes

ALLIANT SCHEDULE OF COVERAGES



Pioneers Memorial Healthcare District Year Over Year Premium 
                      RECOMMENDED RENEWAL PROGRAM

Effective 
Date

Expiration 
Date Coverage                                                              Policy Number                                                              Insurance Company Limits Deductible/SIR 24/25 Premium 25/26 Renewal 

Premium 
Difference 

Compared to 
Expiring

% Prem 
Variance

Notes

7/1/2024 7/1/2025 Deadly Weapon 
Response Program

PJ24000500112 Lloyd’s of London

$500,000 Each and Every Deadly Weapon Event Including 
Claim Expense
$500,000 In the Annual Aggregate

$250,000 Each and Every Deadly Weapon Event For
•	Counselling Services
•	Funeral Expenses
•	Business Interruption
•	Demolition, Clearance, Memorialization
•	Extra Expense
•	Threat

$25,000 Per Person and $500,000 Annual Aggregate for 
Medical Expenses

$50,000 Per Person and $500,000 Annual Aggregate for 
Deadly Weapon Death and Dismemberment

$500,000 Each and Every Deadly Weapon Event for 1st Party 
Property Damage

$500,000 Transit Extension – Bus, Coach, Train owned by 
insured and reported on schedule
Various Sublimits apply

$10,000 (for 100%) each and every Deadly 
Weapon event including Claim Expenses

$6,140.24
Including Taxes and 

Fees, net 
commission

 Not to Exceed: $8,255 
Including Taxes and Fees, 

net commission 

$8,000 + 255 (taxes & fees) = $8,255

9/1/2024 9/1/2025

Pollution Liability – 
UST

Number of tanks: 1

G46810272 008
ACE American Insurance 
Company

$1,000,000 Per Storage Tank Incident
$1,000,000 Aggregate Limit for Claims & Remediation Costs 
for UST Incident
$1,000,000 Aggregate Limit for Legal Defense Expenses for 
UST Incident
$2,000,000 Total Policy Aggregate Limit of Liability

$5,000 Per Storage Tank Incident

$1,210.00
Net commission

12/1/2024 12/1/2025 Fiduciary Liability SFD31211420-05 Hudson Insurance Company

$3,000,000 Aggregate
Pending or Prior Proceeding Date: 12-01-1998

Various Sublimits apply

$10,000 Except
$200,000 Each Class Action / Derivative Claim

$7,006.42
Net commission

1/1/2025 1/1/2026

Difference in 
Conditions - Primary 
$10M 

Total Insurable 
Values:
$227,271,730

D21481250801 Beazley Excess and Surplus 
Insurance, Inc.

$10,000,000 Each Occurrence and in the Annual Aggregate in 
respect of Earth Movement  

Sub-Limits:
$8,363,724 Ordinance or Law - Demolition and Increased 
Cost of Construction combined
$500,000 Accounts Receivable
$2,000,000 Utility Services
$1,000,000 Data

Various Sublimits apply

10.00%Values Per Unit of Insurance $25,000 
Minimum Per Occurrence for Earth Movement  

$386,056.00
Including Taxes and 

Fees, net 
commission

1/1/2025 1/1/2026
Difference in 
Conditions - 
$10M x/s $10M

FDX03000014-03
Golden Bear Insurance 
Company

$10,000,000 excess of $10,000,000 per occurrence and in 
the aggregate as respects the peril of Earth Movement

Per Primary $248,100.00 
Including Policy 

Fees, net 
commission

TOTAL $918,533.78 -$                                  2,952.78$             

DISCLAIMER: These budget estimates are based on current market conditions and projections based on available data and current loss experience.  These budget projections are not bindable quotes. They are subject to change if further 
losses are incurred or if there are sudden changes in the insurance market. The budget projections can increase or decrease once underwriters are able to complete a full review based on losses, exposure and market conditions at the 
time of quoting.

ALLIANT SCHEDULE OF COVERAGES


