
 
 

QUALITY PROFESSIONAL SERVICES COMMITTEE MEETING 
Wednesday, September 24, 2025 

5:00pm-7:00pm 
 

Conference Center at Highland Care Pavilion 
1411 East 31st Street Oakland, CA 94602  

Ronna Jojola Gonsalves, Clerk of the Board 
(510) 535-7515 

 

NOTE:  In the event that a quorum of the Board of Trustees participates on this Committee, the meeting 
is noticed as a Special Meeting of the Board of Trustees; however, no final Board of Trustees action 
can be taken. 

LOCATION:     
Open Session:  HCP Conference Center, see above address 

 
Members of the public may also participate at the following ZOOM Meeting Link:1 

https://alamedahealthsystem.zoom.us/j/9361457125?pwd=4JnAmhDnBaLqY4GWf4PQBwp3w0Puy2.1&omn=
87471115696 

Meeting ID:  936 145 7125 
Password: 20200513 

 
One tap mobile 

+14086380968,,9361457125# or 
+13462487799,,9361457125# 

 
Dial by your location 

+1 408 638 0968 US (San Jose) 
+1 346 248 7799 US (Houston) 

+1 646 518 9805 US (New York) 
 

Find your local number: https://alamedahealthsystem.zoom.us/u/aeojyFgeyI 
 

COMMITTEE MEMBERS  

Greg Garrett 
Lilavati Indulkar, MD, Chair 

Donna Linton 
Nicholas Moss, MD 

 
NON-VOTING MEMBERS 

Chief of Staff – AHS Medical Staff 
Chief of Staff - AH Medical Staff 

  

                                                 
1 Log into the meeting at www.zoom.com.  You will be directed to download the meeting app (free) if you have not used ZOOM 

previously.  ZOOM meetings may be accessed on computers and portable devices. 
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QUALITY PROFESSIONAL SERVICES COMMITTEE MEETING AGENDA 
 
SPECIAL NOTE: Per Brown Act requirements, Trustees of the Alameda Health System will attend 
board and committee meetings in person at the location(s) noticed on this agenda. Staff and 
members of the public may attend either in person at the location noticed on this agenda, or remotely 
via Zoom, using the link included on this agenda.    
 
Public Comment Instructions 
If you attend the meeting in person and wish to address the Board or Committee regarding an item on 
the agenda or in their purview, please see the Clerk of the Board to sign up. 
 
If you attend the meeting remotely and wish to address the Board of Trustees or Committee regarding 
an item on the agenda or in their purview, send an email to cob@alamedahealthsystem.org prior to 
the start of the meeting, or via Zoom chat during the meeting.  Your comment will be heard at the 
appropriate time.     
 
Each speaker, whether in person or remote, will be allotted between one and three minutes to speak, 
depending on the number of speakers present.  
 
OPEN SESSION / ROLL CALL 
 
PUBLIC COMMENT 
 
A. Chair’s Report 

Lilavati Indulkar, Chair 
 
B. ACTION:  Consent Agenda 
 

B1. Approval of the Minutes of the August 27, 2025 Quality Professional Services 
Committee Meeting 

 
B2. Recommendation to the Board of Trustees for approval of the System Wide Policies: 

 

 Medication Profile Review and Verification Policy 

 Breach Notification Policy 

 Business Associate Policy 

 Compliance Exclusion Screening Review Policy 

 De-Identified Health Information Policy 

 HIPAA Violation Sanctions Policy 

 Privacy Use and Disclosure of Limited Data Set Policy 

 Uses and Disclosure Based on Public Policy Which Do Not Require the Patients 
Authorization Policy 

 Blood Borne Pathogen Exposure Control Plan 

 Quality Improvement Work Policy: Primary Care - Adult Medicine and Pediatrics and 
Urgent Care 
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B3. Recommendation to the Board of Trustees for approval of the AHS Medical Staff 

Policies and Procedures listed below: 
 

AHS Medical Staff: 
 

 Standardized Procedures for Advanced Practice Providers in The Department of 
Anesthesia 

 AHS Medical Staff Committees  
 

AHS and AH Medical Staff: 
 

 Introduction of a New Privilege for a Specific Department of Specialty 
 
B4. Approval of the AHS Medical Staff Revised Application Forms and Revised Privilege 

Forms listed below: 
 
Revised Privilege Forms for AHS & AH: 
 
 Emergency Multifacility  

 
Revised Privilege Forms for AHS: 
 
 Pediatric Neonatal – Perinatal Medicine 
 Anesthesiology – Advanced Practice Provider  

 
Recommendation: Motion to Approve 
 
END OF CONSENT AGENDA 
 
C. REPORT/DISCUSSION:  Medical Staff Reports  
 AHS Medical: Berenice Perez, MD, Chief of Medical Staff  
 AH Medical: Catherine Pyun, DO, Chief of Medical Staff 
 
D. REPORT/DISCUSSION:  Quality Reports  
 

D1. Regulatory Affairs, Quality OKR Dashboard 
Ana Torres, Vice President, Quality 

 
D2. Post Acute  

Richard Espinoza, Chief Administrative Officer, Post Acute 
 
E. CLOSED SESSION  

 
E1. Consideration of Confidential Medical Staff Credentialing Reports  

Chief of Staff, AHS Medical Staff 
Chief of Staff, AH Medical Staff 
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E2. Regulatory Affairs, Risk Management, Patient Safety  
[Health and Safety Code 101850(ai) (1)] 

 
(Reconvene to Open Session) 
 
F. OPEN SESSION 
 
REPORT: Legal Counsel’s Report on Action Taken in Closed Session 
 Ahmad Azizi, General Counsel 

 
ADJOURNMENT 
 
ADDENDUMS 
 

 Agenda Item C1 OKRs 

 Agenda Item C2 Post Acute 
 
Our Mission 
Caring, Healing, Teaching, Serving All 
 
Strategic Vision 
AHS will be recognized as a world-class patient and family centered system of care that promotes 
wellness, eliminates disparities and optimizes the health of our diverse communities. 
 
Values 
Compassion, Commitment, Teamwork, Excellence, Integrity, and Respect.  
 
Meeting Procedures 
All items appearing on the agenda are subject to action by the Board of Trustees. Staff 
recommendations are subject to action and change by the Board of Trustees. 
 
The Board of Trustees is the Policy Body of the Alameda Health System. The Board has several 
standing Committees where Board matters are the subject of discussion at which members of the public 
are urged to testify. Board procedures do not permit: 1) persons in the audience at a Committee meeting 
to vocally express support or opposition to statements by Board Members or by other persons testifying; 
2) ringing and use of cell phones, pagers, and similar sound-producing electronic devices; 3) signs to 
be brought into the meeting or displayed in the room; 4) standing in the meeting room. Citizens are 
encouraged to testify at Committee meetings and to write letters to the Clerk of the Board or to its 
members, 1411 East 31st Street Oakland, CA 94602. 
Members of the public are advised that all Board and Committee proceedings are recorded 
(audio), including comments and statements by the public in the course of the meetings. Copies 
of the audio recordings will be made available to the public.  Copies of the agendas and 
supporting documents can be found here: http://www.alamedahealthsystem.org/meeting-agendas-
and-minutes/.  By attending and participating in Board/Committee meetings, members of the 
public consent to audio recording of any statements they may make during the proceedings.  
 
Disability Access 
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The Meeting Rooms are wheelchair accessible. Assistive listening devices are available upon request 
at the Clerk of the Board's Office.  To request accommodation or assistance to participate in the 
meeting, please contact the Clerk of the Board. Requests made at least 48 hours in advance of the 
meeting will help to ensure availability.   
In order to accommodate persons with severe allergies, environmental illness, multiple chemical 
sensitivity or related disabilities, attendees at public meetings are reminded that other attendees may 
be sensitive to perfumes and various other chemical-based scented products. Please help us to 
accommodate these individuals. 
 
The AHS Board of Trustees is committed to protecting the private health information (PHI) of 
our patients. We ask that speakers refrain from disclosing or discussing the PHI of others. 
Please also know that, should you decide to disclose your PHI, the Trustees will still likely refer 
your matter, to the extent it involves PHI, to the executive staff for a confidential review of the 
facts and for confidential handling. If you would like more information regarding the 
confidentiality of PHI as it relates to the Health Insurance Privacy and Accountability Act, please 
refer to 45CFR Section 164.101, et.seq. 
 



Separator Page

ACTION:  Consent Agenda



 
 

QUALITY PROFESSIONAL SERVICES COMMITTEE MEETING 
Wednesday, August 27, 2025 

5:00pm-7:00pm 
 

Conference Center at Highland Care Pavilion 
1411 East 31st Street Oakland, CA 94602  

Ronna Jojola Gonsalves, Clerk of the Board 
(510) 535-7515 

 

NOTE:  In the event that a quorum of the Board of Trustees participates on this Committee, the meeting 
is noticed as a Special Meeting of the Board of Trustees; however, no final Board of Trustees action 
can be taken. 

LOCATION:     
Open Session:  HCP Conference Center, see above address 

 
COMMITTEE MEMBERS  

Greg Garrett 
Lilavati Indulkar, MD, Chair 

Donna Linton 
Nicholas Moss, MD 

 
NON-VOTING MEMBERS 

Chief of Staff – AHS Medical Staff 
Chief of Staff - AH Medical Staff 

 

QUALITY PROFESSIONAL SERVICES COMMITTEE MEETING MINUTES 
 

THE MEETING WAS CALLED TO ORDER AT 5:03 pm 
 
ROLL CALL WAS TAKEN AND THE FOLLOWING TRUSTEES WERE PRESENT: Lilavati Indulkar, 
MD (attending remotely per the Just Cause clause of the Brown Act), Donna Linton, Nicholas Moss, 
MD, David Sayen (attending as a member of the Executive Committee to achieve quorum) 
 
ABSENT: Greg Garrett, excused 
 
PUBLIC COMMENT:  None 
 
A. DISCUSSION:  Clinical Highlights - Home Visits Program 

Lilavati Indulkar, MD, Chair 
Alejandro Diaz, MD,  

 
Trustee Linton asked how many home health visits they were able to make each year.  Dr. Diaz said 
they can handle about 90 visits a year.  Over the last eight years, they’ve done hundreds of home 
visits.   
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B. ACTION:  Consent Agenda 
 

Trustee Indulkar asked if there was any public comment on the consent agenda, Ms. Jojola 
Gonsalves said there was not.   
 

B1. Approval of the Minutes of the July 23, 2025 Quality Professional Services Committee 
Meeting 

 
B2. Recommendation to the Board of Trustees for approval of the System Wide Policies: 
 

 Subanesthetic Ketamine Use for Pain or Withdrawal Policy  

 Antimicrobial Stewardship Policy 

 Meropenem Extended Infusion Policy 

 Radiopharmaceuticals Procurement Receiving Storage and Security 

 Controlled Substance Drug Diversion Investigation and Reporting Policy 

 Clinical Alarm Testing Policy 

 Clinical Practice Council Charter 
 
B3. Recommendation to the Board of Trustees for approval of the AHS Medical Staff 

Policies and Procedures listed below: 
 
AHS and AH Medical Staff: 
 

 Medical Staff Credentialing and Privileging of Providers 
 Medical Staff Policy for Credentialing Practitioners in the Event of a Disaster 

 
B4. Approval of the AHS Medical Staff Revised Application Forms and Revised Privilege 

Forms listed below: 
 
Revised Privilege Forms for AHS & AH: 
 
 Cardiovascular Disease Multifacility 

 
Trustee Moss moved and Trustee Linton seconded to approve the consent agenda. 
 
ACTION:  A motion was made and seconded to approve the consent agenda.  A roll call was taken, 
and the motion passed.  
AYES:  Trustee Indulkar, Linton, Moss, and Sayen  
NAYS: None 
ABSTENTION: None 
 
END OF CONSENT AGENDA 
 
C. REPORT/DISCUSSION:  Medical Staff Reports  
 AHS Medical: Berenice Perez, MD, Chief of Medical Staff  
 AH Medical: Catherine Pyun, DO, Chief of Medical Staff 
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Trustee Sayen said as he understood the report, there would be an indicator that would trigger a 
peer review.  He asked if there was also a random sampling of cases for peer reviews.  Dr. Indulkar 
said the OPPE (Ongoing Professional Practice Evaluation) was ongoing performance evaluation and 
that is what Static helped with.  It reviewed through each provider and their volume of cases 
detecting grievances or concerns.  It pulled all of that data together on a dashboard.  Every year 
each department designee was required to sign off on the entire process and peer review.   
 
Trustee Linton asked if the offboarding interviews were extended with physicians.  Ms. Dalton said 
the Medical Staff does not employ physicians, so that work is done out of HR.  She would be happy 
to circle back to see what the process is and what the standard work is.   
 
D. REPORT/DISCUSSION:  Quality Reports  
 

D1. Regulatory Affairs, Quality OKR Dashboard 
Ana Torres, Vice President, Quality 

 
Trustee Sayen asked for some context about why the Likelihood to Recommend for Acute Care was 
not performing to the benchmark.  Ms. Torres said it was a little bit about patient expectations at 
community hospitals vs Highland.   
 
Trustee Linton asked if it could be the facility itself or perhaps staff interactions that drove down that 
metric.  Ms. Torres said she would get information.  Trustee Linton said the facility issue was a big 
issue.  In San Leandro, for example, there were two patients to a room, and it was an older facility.   
 
Trustee Sayen said older buildings would rarely get five stars.  Mr. Fratzke said the Likelihood to 
Recommend scores for the San Leandro Hospital ED were climbing.  They’ve done a lot of work on 
flooring, painting, lighting, etc. in an effort to help environmental factors.  
 
Trustee Indulkar said some factors could not be controlled.  Next year, when they start some deep 
dive discussions in these areas, they could look deeper into what was affecting these scores.   
 

D2. Post Acute  
Richard Espinoza, Chief Administrative Officer, Post Acute 

 
E. DISCUSSION:  Ambulatory Care Access 

Porshia Mack, MD, ACMO Ambulatory Services 
 
Trustee Sayen asked about the new patient’s specialty access wait list.  Dr. Mack said this was 
patients who were referred to a specialist and were waiting to have that first appointment scheduled 
with the specialist.   
 
Trustee Sayen said there was a lack of access for specialty care in the County.  He wondered who 
was working on that.  Trustee Moss said the Supervisors certainly worked on it.  At Alameda County 
Health they considered reimbursement as they run the HealthPAC program.  There were times when 
they considered specific aspects of the care network, as in trauma designations for example where 
they set specific goals.  But in terms of just raw capacity of the system, his department did not focus 
on that.  Mr. Jackson said he didn’t think there was really one organization looking at that, but they 
were in touch with a number of entities that were trying to get a sense of the problem.   
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Trustee Linton said it wasn’t a system.  There were a variety of providers that did not operate like a 
system as, for example, Kaiser did.  AHS was the best place for these types of discussions, and they 
had limitations.   
 
Trustee Sayen said this would be one of the things public officials would be on the hook for.  Trustee 
Moss said they think about outcomes.  Not perhaps specifically the idea of getting the appointments 
for people who need them for primary and specialty care.  Mr. Jackson said he met regularly with the 
CEO of the Alameda Alliance, with Anika Chaudhry from Alameda Health, and with Andie Martinez 
Patterson from the Community Health Center Network because in essence, that is the safety net 
system.   
 
Trustee Linton asked what the primary needs that came out of those meetings were.  Mr. Jackson 
said it moves based on the day.  Understanding the magnitude of and proactively preparing for HR1 
was the current topic.   
 
Trustee Indulkar said they also had to consider how they were going to help their patients keep the 
level of documentation they would need to keep Medi-Cal.  They have done this in the past, and she 
wondered if they could consider a way to pull that historical knowledge to implement it going forward. 
Dr. Mack said AHS had done a great job of getting ahead of this.  They have been here before and 
they would weather the storm.  Luckily in Alameda County they had HealthPAC to care for 
undocumented residents.  Then they had to ensure the patients had the opportunity to see their care 
teams.  Mr. Jackson said the Alliance was working hard to ensure that they could help people retain 
their insurance.  
 
Trustee Indulkar asked what the major limitations were over the next year to keep chipping away at 
the specialty appointments and third next available.  Dr. Mack said specialty was layered because of 
the variety of specialties and there were some very small departments.  They also had 50% leakage 
out of the system in the south county, because the patients could not make it up to Highland.  
Getting care not only in terms of demand, but also geography would be the next fronter for specialty 
care.  
 
Trustee Moss asked if there were a subset of specialties they would prioritize for south county.  Dr. 
Mack said the big ones were cardiology, pulmonology, and such that speak to the aging population. 
 
F. CLOSED SESSION  
 

Mr. Azizi said the Quality Committee of the Board would meet in Closed Session to discuss the items 
as set forth on the agenda.  
 
F1. Consideration of Confidential Medical Staff Credentialing Reports  

Chief of Staff, AHS Medical Staff 
Chief of Staff, AH Medical Staff 

 
F2. Regulatory Affairs, Risk Management, Patient Safety  

[Health and Safety Code 101850(ai) (1)] 
 
(Reconvene to Open Session) 
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G. OPEN SESSION 
 
REPORT: Legal Counsel’s Report on Action Taken in Closed Session 
 Ahmad Azizi, General Counsel 

 
ADJOURNMENT: 7:02PM 



Alameda Health System CPC Executive Summary to AHS and AH Medical Executive 
Committee(s) – September 2025 

Policies and Procedures  Chairs: Kelley Bullard, MD &  
Wacheera Davis, DNP, MSN, BSN, RN, MBA  

   
TOPIC or 
TITLE OF POLICY 

Document 
Owners 

Summary of Changes Last 
Approved 
Date 

Next review date 
after BOT approval 

Purpose History of Review 
Committee 

 
AHS System Wide Policies & 
Procedures  

      

Medication Profile Review 
and Verification Policy 

 

Priya Patel, 
PharmD 

• TJC Triennial Review 
• System P&T approved 8/2025 
• Consent Item - Policy 

 09/2028  • System P&T 
8/2025 

• CPC 9/04/2025 
• MEC 9/17/2025 

Breach Notification Policy Akemi Renn, 

 CHC, CHPC, CPC 

• Up for review  
• No revisions since it was last 

approved 
• PolicyTech Policy 

 09/2028  • CPC 9/04/2025 
• MEC 9/17/2025 

Business Associate Policy Akemi Renn, 

 CHC, CHPC, CPC 

• Up for review  
• No revisions since it was last 

approved 

 09/2028  • CPC 9/04/2025 
• MEC 9/17/2025 

Compliance Exclusion 
Screening Review Policy 

Akemi Renn, 

 CHC, CHPC, CPC 

• Up for review  
• No revisions since it was last 

approved 

 09/2028  • CPC 9/04/2025 
• MEC 9/17/2025 

De-Identified Health 
Information Policy 

Akemi Renn, 

 CHC, CHPC, CPC 

• Up for review  
• No revisions since it was last 

approved 

 09/2028  • CPC 9/04/2025 
• MEC 9/17/2025 

HIPAA Violation Sanctions 
Policy 

Akemi Renn, 

 CHC, CHPC, CPC 

• Up for review  
• No revisions since it was last 

approved 

 09/2028  • CPC 9/04/2025 
• MEC 9/17/2025 

Privacy Use and Disclosure of 
Limited Data Set Policy 

Akemi Renn, 

 CHC, CHPC, CPC 

• Up for review  
• No revisions since it was last 

approved 

 09/2028  • CPC 9/04/2025 
• MEC 9/17/2025 

Uses and Disclosure Based on 
Public Policy Which Do Not 
Require the Patients 
Authorization Policy 

Akemi Renn, 

 CHC, CHPC, CPC 

• Up for review  
• No revisions since it was last 

approved 

 09/2028  • CPC 9/04/2025 
• MEC 9/17/2025 



Alameda Health System CPC Executive Summary to AHS and AH Medical Executive 
Committee(s) - August 2025 

Policies and Procedures  Chairs: Kelley Bullard, MD &  
Wacheera Davis, DNP, MSN, BSN, RN, MBA   

   
TOPIC or 
TITLE OF POLICY 

Document 
Owners 

Summary of Changes Last 
Approved 
Date 

Next review date 
after BOT approval 

Purpose History of Review 
Committee 

 

HR: Sexual Harassment Policy  Akemi Renn, 

 CHC, CHPC, CPC 

Arleen Gomez 

• Moved to new Policy Template 
• Added References & Scope 
• Updated who to contact since 

Director of HR is not a current 
position 

• No updates to actual language 
of the policy 

 09/2028  • CPC 9/04/2025 
• MEC 9/17/2025 

Blood Borne Pathogen 
Exposure Control Plan 

Deborah Ellis,  

PhD, MPH, CIC, 
CPHQ, FACHE 

• Revised 
• Approved by IPC 

 09/2028  • CPC 9/04/2025 
• MEC 9/17/2025 

Quality Improvement Work 
Policy: Primary Care - Adult 
Medicine and Pediatrics and 
Urgent Care 

Porshia Mack, 

 MD, MBA 

• Document was discussed at the 
August meeting. 

• Bringing back to CPC for 
clarification 

 09/2028  • CPC 9/04/2025 
• MEC 9/17/2025 

 



 
 
MEDICATION VERIFICATION AND PROFILE REVIEW 
 

Site Alameda Health System Previous Revision Dates  
Effective Date 10/2025   
Document Owner MGR SYS MED 

SAFETY-CLIN PHARM 
Next Scheduled Review   10/2028 

Approvals BOT, QPSC 
Printed copies are for reference only. Please refer to electronic copy for the latest version. 
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PURPOSE 
To ensure medication safety to patients through the verification of all medication orders prior to 
dispensing.   
 
 
POLICY 
All prescriptions or medication orders are reviewed by a pharmacist for appropriateness unless a 
licensed independent practitioner controls the ordering, preparation and administration of 
medications in an urgent situation when resulting delay would harm the patient. 
 
 
PROCEDURE  
Review and Verification of Prescriptions/Orders by pharmacists will include: 
 
1. Pharmacists are required to review all details of a medication order including independent 

evaluation of clinical safety parameters that may influence medication appropriateness. 
a. Medication details include drug selection, dose, frequency, duration, dosage form to 

dispense, dispensing details and special administration notes.  
b. Clinical evaluation includes: previous doses administered,  allergies, therapeutic 

duplications, labs, indications, renal and hepatic dose adjustments, drug interactions 
or drug-food interactions, and potential adverse effects  

c. In pharmacies not open 24 hours, review and verification of orders will be done 
remotely by offsite pharmacists.   

 
2. Medication prescriptions or orders that are in question will be clarified  with the prescriber 

prior to dispensing the medication and will be documented by the pharmacist in the EHR 
intervention system as either an i-vent or patient note.  
 

3.  Pharmacists will develop an urgent order decision tree to prioritize and evaluate as urgent 
medication orders including consistent prioritization of STAT orders. 
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4. In the case of an order which requires 1st and 2nd verification, both the 1st and 2nd verifying 
pharmacists must perform their own independent check of the order details as outlined 
above.   

 
 
Medication Profiles 
1. A medication profile is available in the electronic pharmacy system on all inpatients.   

 
2. The information contained in the medication profile includes but not limited to:  age, gender, 

current medication, pertinent diagnoses and conditions, pregnancy and lactation status, 
allergies and sensitivities.   

3. Patient profiles are available on the electronic medical record on all inpatients where relevant 
lab values and vitals can be reviewed along with provider clinical notes.   

 
Monitoring Effects on Patients 
1. The pharmacist will monitor and assess the patient’s medical records, relevant lab results, 

clinical response, and medication profile. 
 
2. The pharmacist will notify the physician as appropriate of patient response and document 

changes to medication orders in the intervention section of the electronic pharmacy system. 
 
3. D.U.E. (drug use evaluations) processes are in place to review specific “high-risk target drug 

therapies” on an ongoing basis.  
 
 
REFERENCES  
TJC Medication Management 01.01.01 
 
 
APPROVALS 
  

 System Alameda AHS/Highland/John 
George/San Leandro 

Department Date: 8/2025    
Pharmacy and 
Therapeutics (P&T) 

Date: 8/2025     

Clinical Practice 
Council (CPC) 

Date: 9/2025   

Medical Executive 
Committee 

Date: 9/2025   

Board of Trustees Date: 10/2025   
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BREACH NOTIFICATION POLICY 
 

Department Internal Audit and 
Compliance 

Effective Date 05/2013 

Campus AHS System Date Revised 02/2013, 09/2015, 
09/2018, 07/2020, 8/2025 

Category Administrative Next Scheduled 
Review 

08/2028 

Document Owner Privacy and Regulatory 
Counsel 

Executive 
Responsible 

Vice President, Internal 
Audit and Compliance 

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

PURPOSE 
The purpose of this Breach Notification Policy is to provide guidance to Alameda Health System 
(AHS) workforce members for breach notification when an impermissible or unauthorized 
access, acquisition, use and/or disclosure of patient protected health information (PHI) occurs. 
Breach notification will be carried out in compliance with the American Recovery and 
Reinvestment Act (ARRA)/Health Information Technology for Economic and Clinical Health 
Act (HITECH) as well as any other federal or state notification law. 

 
 

POLICY 
AHS workforce members will maintain the privacy and security of patients’ PHI consistent with 
AHS’s policies and applicable laws and regulations. AHS’s Compliance Department will notify 
the affected individual(s) and appropriate regulatory agencies when there is a breach of 
unsecured PHI unless AHS can demonstrate a low probability that the information has been 
compromised. 

 
DEFINITION 
Breach means the acquisition, access, use, or disclosure of PHI in a manner not permitted under 
HIPAA, which compromises the security or privacy of the PHI. Breach excludes: 
1. Any unintentional acquisition, access, or use of PHI by a workforce member or person acting 

under the authority of a covered entity or business associate if such acquisition, access, or use 
was made in good faith and within the scope of authority and does not result in further use or 
disclosure in a manner not permitted under HIPAA. 

2. Any inadvertent disclosure by a person who is authorized to access PHI at a covered entity or 
business associate to another person authorized to access PHI at the same covered entity or 
business associate, or organized health care arrangement in which the covered entity 
participates, and the information received as a result of such disclosure is not further used or 
disclosed in a manner not permitted under HIPAA. 
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3. A disclosure of PHI where a covered entity or business associate has a good faith belief that 
an unauthorized person to whom the disclosure was made would not reasonably have been 
able to retain such information. 

 
4. The use or disclosure involves PHI that has been “secured” according to standards published 

by HHS. This applies to electronic patient information that has been properly encrypted 
consistent with standards published by HHS. 

Discovery of Breach means that a breach shall be treated as discovered as of the first day on 
which such breach is known to AHS or, by exercising reasonable diligence, would have been 
known to AHS or any person, other than the person committing the breach, who is a workforce 
member of AHS. 

 
Protected Health Information (PHI) means individually identifiable health information that is 
transmitted by electronic media, maintained in electronic media, or transmitted or maintained in 
any other form or medium. 

 
Unsecured Protected Health Information (Unsecured PHI) is PHI that has not been rendered 
unusable, unreadable, or indecipherable to unauthorized persons through the use of a technology 
or methodology specified by the Secretary of HHS in guidance. 

 
Workforce members include employees, contracted staff, students, volunteers, medical staff and 
any other individual representing or working at AHS. 

 
 

PROCEDURE 
1. Mitigating Potential Breaches. If a workforce member improperly accesses, acquires, uses 

or discloses PHI and immediate action may cure or mitigate the effects of such uses or 
disclosures, the workforce member should take such action. For example, if a workforce 
member improperly accesses or acquires PHI, they should immediately stop, close, and/or 
return the information. If a workforce member mistakenly discloses PHI to the wrong person, 
they should immediately request the return of the information and confirm that no further 
improper disclosures will be made. If the potential breach is significant or requires further 
action to mitigate its effects, the workforce member should immediately contact their 
supervisor and the Compliance Department for assistance and direction. 

2. Reporting Potential Breaches to the Compliance Department. AHS workforce members 
shall immediately report any suspected breach of PHI in violation of the HIPAA Rules and 
AHS’s privacy policies to the Compliance Department. 

 
3. Investigating Potential Breaches. The Compliance Department shall promptly investigate 

any reported privacy breach or related complaint to determine whether there has been a 
“breach” of PHI as defined above, and if so, how notice should be given. To determine 
whether a breach has occurred, the Compliance Department shall consider: 
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a. Whether the alleged breach involved PHI, i.e., individually identifiable information 
concerning a patient’s health, health care, or payment for health care, including 
financial or account information. (45 CFR § 164.402) 

b. Whether the alleged breach violates the HIPAA privacy rule. Disclosures that are 
incidental to an otherwise permissible use or disclosure (e.g., a patient overhears a 
physician speaking with another patient, or sees information about another patient on 
a whiteboard or sign-in sheet) do not violate the privacy rule so long as AHS 
implemented reasonable safeguards to avoid improper disclosures. (45 CFR § 
164.502) 

c. Whether there is a low probability that the PHI has been compromised considering 
relevant factors, including at least the following: (1) the nature and extent of the 
information involved; (2) the unauthorized person who used or received the 
information; (3) whether the information was actually acquired or viewed; and (4) the 
extent to which the risk to the information has been mitigated. (45 CFR § 164.402) 

d. Whether the alleged breach fits within one of the exceptions identified in the Breach 
definition above. (45 CFR § 164.402) 

e. The Compliance Department will document the investigation and conclusions, 
including facts relevant to the risk assessment. (45 CFR §§ 164.414 and 164.530) 

 
4. Notice – In General. If the Compliance Department determines that a breach of unsecured 

PHI has occurred, the Compliance Department shall notify the individual(s), CDPH, HHS, 
and the media (if required) consistent with this Policy and the requirements of 45 CFR §§ 
164.404- .408 et seq. Any notice provided pursuant to this Policy must be approved and 
provided by the Compliance Department. 

 
5. Notice to Individuals. 

I. State: Upon determination that breach notification is required, the Compliance 
Department shall notify the affected individual(s) or the individual’s representative 
without unreasonable delay and in no case later than 15 business days after the breach 
is discovered based on California breach notification law (see Cal. Civ. Code § 
1798.29(a)). 

II. Federal: Upon determination that breach notification is required, the notice shall be 
made to individual(s) without unreasonable delay and in no case later than 60 
calendar days after the discovery of the breach. It is the responsibility of AHS to 
demonstrate that all notifications were made as required, including evidence 
demonstrating the necessity of delay. 

III. Contents of Notification. The notice shall be written in plain language and include to 
the extent possible: 
1) a brief description of what happened (e.g. the date(s) of the breach and its 

discovery); 
2) a description of the types of information affected (e.g., whether the breach 

involved names, social security numbers, birthdates, addresses, diagnoses, etc.); 
3) steps that affected patients should take to protect themselves from potential harm 

resulting from the breach; 
4) a brief description of what AHS is doing to investigate, mitigate, and protect 

against further harm or breaches; and 
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5) contact procedures for affected persons to ask questions and receive information, 
which includes a toll-free telephone number, an e-mail address, website, or postal 
address. (45 CFR § 164.404) 

 
IV. Methods of Notification. The Compliance Department shall notify the individual by 

first-class mail to the individual’s last known address or, if the individual agrees to 
electronic notice and such agreement has not been withdrawn, by electronic mail. The 
notification may be provided in one or more mailings as information is available. If 
the organization knows that the individual is deceased and has the address of the next 
of kin or personal representative of the individual, written notification by first-class 
mail to the next of kin or personal representative shall be carried out. 
a. Substitute Notice. In the case where there is insufficient or out-of-date contact 

information (including a phone number, email address, etc.) that precludes direct 
written or electronic notification, a substitute form of notice reasonably provided 
to reach the individual shall be provided. A substitute notice need not be 
provided in the case in which there is insufficient or out-of-date contact 
information that precludes written notification to the next of kin or personal 
representative. 
1. Fewer than 10 affected individuals. In a case in which there is insufficient or 

out-of-date contact information for fewer than 10 individuals, then the 
substitute notice may be provided by an alternative form of written notice, 
telephone, or other means. 

2. 10 or more affected individuals. In the case in which there is insufficient or 
out-of-date contact information for 10 or more individuals, then the substitute 
notice shall be in the form of either a conspicuous posting for a period of 90 
days on the home page of AHS’s website, or a conspicuous notice in a major 
print or broadcast media in AHS’s geographic areas where the individuals 
affected by the breach likely reside. The notice shall include a toll-free 
number that remains active for at least 90 days where an individual can learn 
whether his or her PHI may be included in the breach. 

b. If AHS determines that notification requires urgency because of possible 
imminent misuse of unsecured PHI, notification may be provided by telephone or 
other means, as appropriate in addition to the methods noted above. 

 
6. Notification to California Department of Public Health (CDPH). AHS will notify CDPH 

as soon as possible without unreasonable delay, but in no case later than fifteen (15) business 
days of the discovery of the reportable breach. The CDPH Breach Incident Report 
notification will be sent via email to the appropriate CDPH district representative. 

 
7. Notification to the California Attorney General. If the breach affected more than 500 

California residents, the Compliance Department shall submit a single sample copy of the 
notice that excludes any PHI electronically to the Attorney General. The notice shall be 
submitted online at https://oag.ca.gov/ecrime/databreach/report-a-breach. 
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8. Notification to Department of Health & Human Services (HHS). If the Compliance 
Department determines that a breach of PHI has occurred, the Compliance Department will 
also notify HHS of the breach as described below. 

a. Fewer than 500 Affected Individuals. If the breach involves the PHI of fewer than 
500 individuals, the Compliance Department may either 1) report the breach 
immediately to HHS or 2) maintain a log of the breaches and annually submit the log 
to HHS annually within 60 days of the end of the calendar year. (45 CFR § 
164.408(c)) 

b. 500 or More Affected Individuals. If the breach involves 500 or more individuals, 
the Compliance Department will notify HHS of the breach at the same time the 
Compliance Department notifies the patient or next of kin. (45 CFR § 164.408(b)) 

 
9. Notification to Media. In the event the breach affects more than 500 residents of a state, 

prominent media outlets serving the state and regional area will be notified without 
unreasonable delay and in no case later than 60 calendar days after the discovery of the 
breach. The notice shall be provided in the form of a press release. 

 
10. Notification to Alameda Alliance. In the event of a breach involving the following: (i) data 

provided by Alameda Alliance for Health (AAH) to AHS; (ii) data AHS creates for its own 
purposes from data that AHS received from AAH; or (iii) data that is created, received, 
transmitted or maintained by AHS on behalf of AAH, AHS shall provide AAH with 
information regarding the breach within twenty-one (21) calendar days, per the requirements 
of the BAA. 

 
11. Notification from Business Associates. If AHS’s business associate discovers a breach of 

PHI, the business associate shall immediately notify the Compliance Department of the 
breach. The business associate shall, to the extent possible, identify each individual whose 
information was breached and provide such other information needed by AHS to comply 
with this Policy and AHS’s Business Associate Agreement. 

 
12. Delay of Notification Authorized for Law Enforcement Purposes. If a law enforcement 

official states to AHS that a notification, notice, or posting would impede a criminal 
investigation or cause damage to national security, AHS shall: 
a. If the statement is in writing and specifies the time for which a delay is required, delay 

such notification, notice, or posting of the time period specified by the official; or 
b. If the statement is made orally, document the statement, including the identity of the 

official making the statement, and delay the notification, notice, or posting temporarily 
and no longer than 30 days from the date of the oral statement, unless a written statement 
as described above is submitted during that time. 

 
13. Workforce Training. AHS will train all workforce members on the policies and procedures 

with respect to PHI as necessary and appropriate for the workforce members to carry out 
their job responsibilities. Workforce members shall also be trained as to how to identify and 
report suspected privacy breaches to the Compliance Department. 
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REFERENCES 
1. 45 CFR PARTS 160 and 164 

 
2. HITECH Act Section 13402 

 
3. Cal. Civ. Code § 1798.29(a) 

 
 

APPROVALS 
 

  System Alameda AHS/Highland/John 
George/San Leandro 

Department Date: N/A 
8/2025 

07/2020 07/2020 

Pharmacy and 
Therapeutics (P&T) 

Date: N/A N/A N/A 

Clinical Practice 
Council (CPC) 

Date: 08/2020 
9/2025 

N/A N/A 

Medical Executive 
Committee 

Date: 9/2025 08/2020 08/2020 

Board of Trustees Date: 09/2020 
10/2025 

N/A N/A 
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Alameda Health System 

BUSINESS ASSOCIATES 
 

Department   All Effective Date 12/2008 
Campus All Date Revised 10/2011, 2/2013, 7/2016, 1/2020, 8/2025 
Unit All Next Scheduled Review 8/2028 
Manual Administrative Author Privacy and Regulatory Counsel 
Replaces the following Policies: Responsible Person VP, Internal Audit and Compliance 
Printed copies are for reference only. Please refer to electronic copy for the latest version. 

 
Policy 

 
Alameda Health System (AHS) will obtain "satisfactory assurance" in the form of a 
written contract that AHS's business associates will appropriately safeguard and limit 
their access, use and disclosure of Protected Health Information (PHI) prior to AHS 
disclosing to or allowing such business associates to create or receive PHI without 
patients' authorization. 
Definition 

Business Associates 
People or entities that perform, on behalf of a health care organization, a function 

regulated by HIPAA, especially including the use and disclosure of individually 
identifiable health information, or that provide to a health care organization legal, 
actuarial, accounting, consulting, data aggregation, management, administrative or 
accreditation services that involve the disclosure of individually identifiable health 
information. 

 
Procedure 

 
1. AHS will not disclose PHI to a business associate or permit a business associate to 

create or receive PHI on AHS's behalf unless the business associate has given AHS 
the requisite "satisfactory assurance" by written contract. 

a. Business Associate Agreement –-Prior to disclosing, creating or receiving 
PHI to a business associate on AHS's behalf, AHS will enter into a 
Business Associate Agreement (BAA) with that business associate. Such 
business associate contract should be approved in advance by 
Legal/Contracting Department. 

b. Minimum Necessary Disclosures–For disclosures to a business associate, 
except those related to AHS’s treatment, payment, and health care 
operations, the information disclosed should be the minimum necessary to 
achieve the purpose of the disclosure. (See "Minimum Necessary 
Standard" policy). 

 
2. Business Associate Responsibility—It is the responsibility of the Business Associate 

to implement and use formal policies and procedures that address appropriate 
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administrative, physical and technical safeguards to prevent any access, use or 
disclosure of the PHI other than uses and disclosures expressly provided for by the 
BAA. Business Associates must ensure that any agents, including subcontractors, to 
whom it provides PHI, agree in writing to the same restrictions and conditions that 
apply through the BAA to Business Associate with respect to such PHI and 
implement administrative, physical and technical safeguards. Business Associate shall 
implement and maintain sanctions against agents and subcontractors that violate such 
restrictions and conditions and shall mitigate the effects of any such violation, 45 
C.F.R. Sections 164.530(f) and 164.530(e)(1). 

 
3. Business Associate Material Non-Compliance–If AHS learns that a business associate 

has materially breached or violated the “satisfactory assurance” of its BAA with 
AHS, AHS must take prompt reasonable steps to see that the breach or violation is 
cured. If the business associate does not promptly and efficiently cure the breach or 
violation, AHS must terminate its contract with the business associate, or if contract 
termination is not feasible, report the business associate’s breach or violation to HHS. 

4.  
 

5. AHS as a Business Associate–AHS will provide a covered entity with "satisfactory 
assurance" that AHS will appropriately safeguard PHI when AHS serves as a 
business associate of a covered entity. AHS will also restrict the access, use or 
disclosure of the PHI created by AHS or received for or from the covered entity to 
what is allowed by the BAA 

 
References 

 
45 C.F.R. Sections 160.103; 164.308(b); 164.501; 164.502(e)(2); 164.504(e)(1) [primary 
reference section]; 164.504(e)(2)(ii)(D); 164.524; 164.526; and 164.528. 

Approvals 
 

Departmental Date: 7/2016 
VP, Internal Audit and Compliance Date: 7/2016 
Clinical Practice Council Date: 9/2016, 9/2025 
Medical Executive Committee Date: 9/2016, 9/2025 
Board of Trustees Date: 11/2016, 10/2025 
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Alameda Health System 

Compliance Exclusion Screening Review Policy 
 

Department All Effective Date 4/2018 
Campus All Date Revised 12/2019, 8/2025 
Unit All Next Scheduled Review 8/2028 
Manual All Author System Director Compliance 
Replaces the following Policies: Responsible Person VP, Compliance & Internal 

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

 
Purpose 

To ensure the accurate and timely completion of exclusion screenings against the 
required government exclusion lists and to establish a review and corrective action 
process for positive matches. 

 
Background 

 
1. The Department of Health and Human Service’ Office of Inspector General (OIG) 

issued an Special Advisory bulletin on September 28, 1999 and a Federal Register 
Publication (FR Doc. 99-25427) on September 30, 1999 recommending health 
care providers to determine whether potential and current employees, physicians 
and contractors are excluded for participation in federal health care programs, 
including Medicare and Medicaid. On May 8, 2013, the OIG issued an Updated 
Special Advisory Bulletin on the Effect of Exclusion from Participation in Federal 
Health Care Programs which clarified the scope and expectations regarding the 
frequency of screening. 

2. The Office of Inspector General has the authority to impose civil monetary 
penalties against excluded individuals and entities that seek reimbursement from 
federal health care programs and health care providers that employ or enter into 
contracts with excluded individuals to provide items or services to federal 
program beneficiaries. 

 
 

Definitions 

“Screened Person or Entity” means all AHS officers, directors, current employees, 
contractors, agents, practicing medical staff, allied health professionals, students, 
volunteers, or vendors. 

“Ineligible Person or Entity” means an individual or entity (a) currently excluded, 
suspended, debarred, or otherwise ineligible to participate in Federally funded health care 
programs or in federal procurement or non-procurement programs or (b) that has been 
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convicted of a criminal offense that falls within the ambit of 42 USC § 1320a-7(a) but has 
not yet been excluded, debarred, suspended, or otherwise declared ineligible. 

Ineligible Persons or Entities may include nurses, credentialed physicians or allied health 
practitioners, coders, students, residents, other staff (whether employed, contract or 
temporary), or vendors. 

“Exclusion Lists” includes but is not limited to Office of Inspector General (OIG) List of 
Excluded Individuals/Entities (LEIE), the System for Award Management (SAM), and 
applicable state Medicaid exclusion databases. 

 
Policy 

1) Alameda Health System (“AHS”) shall not employ, contract with, accept referrals 
from or use the services of any Ineligible Persons. 

2) AHS shall ensure that all Screened Person or Entities are screened against the 
Exclusion Lists. 

3) Except as otherwise provided in this policy, AHS may accept a written representation 
affirming that a school has screened its own residents or students against the 
Exclusion Lists and that no resident or student who is performing a rotation at AHS is 
an Ineligible Person upon commencement of that rotation. In addition, AHS requires 
the school to notify the responsible department of any changes in the exclusion status 
that would render the student an Ineligible Person. 

4) All Screened Persons shall disclose immediately to his or her supervisor, or other 
individual as designated in the relevant contract, any debarment, exclusion, 
suspension, or other event that makes that person or entity an Ineligible Person. 

5) If any department unit of AHS receives notice that a Screened Person or Entity has 
become an Ineligible Person or Entity, the department unit shall immediately contact 
the Compliance Department and remove such Screened Person or Entity from their 
responsibilities and/or discontinue the use of their services. 

6) The Compliance Department shall coordinate with appropriate department units to 
develop a corrective action plan to address any regulatory obligations, including 
refunding payments for the services of Ineligible Persons or Entities. Human 
Resources, the Office of General Counsel, and other departments may also be 
consulted about appropriate actions. 

 

 
Procedure 

1. Monthly Review of Exclusion Screening by the Compliance Department: 
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a. A database of the following information is obtained from the following 
sources: 

# Data Source 
1 Employees HRIS 
2 Medical Staff Medical Staff Services 
3 Volunteers Volunteer Program 
4 Non-Provider Contractors Vizient 
5 Rotation Students HR Compliance 
6 Nursing Students Clinical Education 
7 Board Members Compliance 
8 Non-Vizient Contractors System Ancillary Support Operations 
9 Vendors Paid > $10K Accounts Payable 

b. The data needed for exclusion screening validation includes, at a minimum: 
First Name, Last Name, Date of Birth, Social Security Number, and Address 
History. Because of the sensitive nature of this private data, Compliance takes 
measures to ensure that this information is secure, and only accessed by those 
with a valid need to know. 

 
c. Once all databases are received, a consolidated worksheet is developed to 

upload into the Verify Comply system which is used to track the review and 
results of each AHS workforce member and vendor. 

 
d. The following websites are reviewed for any potential matches to the 

database: 
i. U.S. HHS OIG List of Excluded Individuals and Entities (LEIE) 

http://exclusions.oig.hhs.gov/ 
ii. U.S. GSA System for Award Management (SAM) 

https://www.sam.gov 
iii. U.S. Department of the Treasury Office of Foreign Assets Control 

(OFAC) Specially Designated Nationals (SDN) 
http://www.treasury.gov/resource-center/sanctions/SDN- 
List/Pages/default.aspx 

iv. California Department of Health Care Services Suspended and 
Ineligible Provider List http://files.medi- 
cal.ca.gov/pubsdoco/SandILanding.asp 

v. Other state databases as available within the Verify Comply tool. 
 

e. If a match is confirmed, the relationship with that individual/entity will be 
discontinued immediately, and self disclosure of the issue will be evaluated by 
Compliance, in consultation with Legal, before reporting via the OIG Provider 
Self-Disclosure Protocol. 
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2. Human Resources shall conduct an exclusion screening during the hiring process 
according to HR procedures. 

 
3. Medical Staff upon initial or reappointment of physicians or non-physician 

practitioners shall conduct an exclusion screening. 
 

4. Contracting Department shall conduct an exclusion screening prior to contract 
signing to prevent engaging in business relationships with any ineligible 
individual/entity. 

 
References 

1. OIG Special Advisory Bulletin on the Effect of Exclusion from Participation 
in Federal Health Care Programs - UPDATED, May 8, 2013 

 
2. OIG’s Provider Self-Disclosure Protocol, April 17, 2013 

 
3. Federal government and California web sites that track excluded individuals 

and entities: 
 

i. U.S. HHS OIG List of Excluded Individuals and Entities (LEIE) 
http://exclusions.oig.hhs.gov/ 

ii. U.S. GSA System for Award Management (SAM) 
https://www.sam.gov 

iii. U.S. Department of the Treasury Office of Foreign Assets Control 
(OFAC) Specially Designated Nationals (SDN) 
http://www.treasury.gov/resource-center/sanctions/SDN- 
List/Pages/default.aspx 

iv. California Department of Health Care Services Suspended and 
Ineligible Provider List http://files.medi- 
cal.ca.gov/pubsdoco/SandILanding.asp 

v. Other state exclusion web sites, as applicable. 
 

Approvals 
 

Departmental Date: 8/2025 
CPC Date: 9/2025 
Medical Executive Committee Date: 9/2025 
Board of Trustees Date: 10/2025 
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Alameda Health System 

DE-IDENTIFIED HEALTH INFORMATION 
 

Department All Effective Date 5/2013 
Campus All Date Revised 2/2013, 7/2016, 8/2020, 8/2025 
Unit All Next Scheduled Review 8/2028 
Manual Administrative Author Privacy and Regulatory Counsel 
Replaces the following Policies: Responsible Person VP, Internal Audit and Compliance 
Printed copies are for reference only. Please refer to electronic copy for the latest version. 

 
Policy 

Requests for de-identified health information must be approved by the Compliance 
Department prior to release. 

 
“Definitions: 

De-identified Information: the HIPAA Privacy Rule provides the standard for de- 
identification of protected health information. Under this standard, health information is 
not individually identifiable if it does not identify an individual and if the covered entity 
has no reasonable basis to believe it can be used to identify an individual. 

 
Procedure 

1. Health information may be de-identified as follows: 
a. Creating de-identified health information–AHS may use protected health 

information and disclose it to a business associate to create de-identified 
health information. 

b. Scientific/Statistician de-identification–AHS may employ a statistical 
expert, with knowledge and experience in generally accepted statistical 
and scientific principles and methods for rendering information not 
personally identifiable, to determine and document that the risk is very 
small that health information AHS has had de-identified could not be used, 
alone or in combination with other reasonably available information, by an 
anticipated recipient to identify the individual who is its subject. 

c. “Safe harbor” de-identification–AHS may remove the following 
identifiers of the individual, relatives, employers and household members 
associated with the health information and consider the health information 
de-identified as long as AHS has no actual knowledge that the information 
stripped of these identifiers could be used, alone or in combination with 
other information, to identify the individual: 

i. Names; 
ii. Geographic subdivisions smaller than a State, including street 

address, city, county, precinct, zip code, and their equivalent 
geographical codes; 

iii. All elements of dates (except year) for dates directly related to an 
individual, including birth date, admission date, discharge date, 



Page 2 of 2 
 

date of death, and all ages over 89 and all elements of dates 
(including year) indicative of such age; 

iv. Telephone and fax numbers; 
v. Electronic mail addresses; 

vi. Social security, medical record, health plan beneficiary, and 
account numbers; 

vii. Certificate or license numbers; 
viii. Vehicle identifiers and serial numbers, including license plate 

numbers; 
ix. Device identifiers (such as model numbers) and serial numbers; 
x. Web universal resource locators (URLs) and internet protocol (IP) 

address numbers; 
xi. Bio-metric identifiers, including finger and voice prints; 

xii. Full face photographic images and any comparable images; and 
xiii. Any other unique identifying number, characteristic or code (such 

as clinical trial record numbers). 
d. Re-identification–Any code or means AHS may employ to permit re- 

identification should not be accessed, used or disclosed for any other 
purpose, should not be derived from or relate to any individual whose 
information has been de-identified, and should not be capable of being 
translated to identify an individual. 

2.  Requests for release of de-identified data should be submitted to the Compliance 
Department for review and approval. Requests should identify the recipient of the 
data and the purpose of providing data. 

 
Reference 

45 CFR Parts 164.514(a) 
 

Approvals 
 

Departmental Date: 7/2016 
VP, Internal Audit and Compliance Date: 7/2016 
Clinical Practice Council Date: 9/2016, 9/2025 
Medical Executive Committee Date: 9/2016, 9/2025 
Board of Trustees Date: 11/2016, 10/2025 
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Alameda Health System 
HIPAA VIOLATIONS SANCTIONS POLICY 

 
 
 
 
 
 
 

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

Purpose 
This policy sets forth guidelines for enforcing the confidentiality of individually identifiable 
patient health information, also known as “Protected Health Information” (“PHI”). 

 
 
Background 
Alameda Health System (AHS) follows HIPAA, HITECH and California law requirements 
in determining whether a breach of PHI occurred. These laws apply to the organization, as 
well as to all AHS workforce members. 

There are consequences to the individual and the organization when we are not in 
compliance with Privacy laws. Federal and State Privacy laws impose civil fines up to 
$25,000 per violation to be paid by the employer, and criminal fines up to $250,000 to be 
paid by the employer and/or the individual employee. HITECH provides a tiered system for 
assessing the level of each HIPAA violation with penalties ranging from $100 to $50,000, 
not exceeding $1,500,000 in a calendar year. Some cases can also result in imprisonment of 
the offending employee up to one year for a standard violation. The criminal penalties 
increase to $100,000 and up to five years imprisonment of the offending employee if the 
wrongful conduct involves false pretenses, and to$250,000 and up to 10 years imprisonment 
of the offending employee if the wrongful conduct involves the intent to sell, transfer, or use 
identifiable health information for commercial advantage, personal gain or malicious harm. 
Additionally, violating AHS’ policies can lead to disciplinary actions, up to and including 
termination. 

 
 
Policy 
AHS is committed to complying with State and Federal laws regarding the use and 
disclosure of protected health information. Alameda Health System’s workforce member 
may not access, use, or disclose any protected health information except for the purpose of 
Treatment, Payment, or Health Care Operations, also known as “TPO” or unless expressly 
authorized by the patient or otherwise permitted or required by law. 

Department Compliance/Privacy Effective Date 5/2013 
Campus AHS System Date Revised 2/2013, 7/2016, 8/2018, 8/2021, 

8/2025 
Unit All Next Scheduled 

Review 
 08/2028 

Manual Administrative Author Privacy and Regulatory Counsel 
Replaces the following Policies: Responsible Person VP, Internal Audit and 

 
 



Page 2 of 5 
 

Unauthorized individuals who attempt to access, use, disclose, and/or assist others to access 
PHI when it is not authorized, will be sanctioned appropriately. It is the policy of AHS to 
take appropriate disciplinary action against any AHS workforce member that violates AHS’ 
privacy policies, in addition to state and federal confidentiality laws or regulations. 

 
AHS will provide a confidential and non-retaliatory process for AHS workforce members 
to report potential violations to the laws and policies governing the privacy and 
confidentiality of health information. All AHS workforce members should only access, 
use and disclose PHI as necessary for their job duties. 

 
 
Definition 
AHS Workforce Member – consists of employees, contractors, medical staff, volunteers or 
any other individual who is working at AHS. 

Authorized Access or Disclosure – access or disclosure of Protected Health 
Information that is necessary to support treatment, payment or business operations when 
authorized by the patient or as otherwise permitted by law. 

 
Confidentiality of Medical Information Act (CMIA) – A state law that adds to the federal 
protection of personal medical records under the Health Information Portability and 
Accountability Act (HIPAA). CMIA protects the confidentiality of individually identifiable 
medical information. 

 
Health Insurance Portability and Accountability Act (HIPAA) – A federal law that sets 
standards to protect the privacy and security for use and disclosure of patient health 
information. 

 
Health Information Technology for Economic and Clinical Health Act (HITECH Act) - 
enacted to promote the adoption and meaningful use of health information technology. 
Subtitle D of the HITECH Act addresses and enhances the privacy and security protections 
associated with the electronic transmission of health information, in part, through several 
provisions that strengthen the civil and criminal enforcement of the HIPAA rules. 

 
Protected Health Information (PHI) – is any element of personal information sufficient to 
allow identification of the individual, such as the patient's name, address, electronic mail 
address, telephone number, social security number, patient billing, health insurance 
information, or other information that alone or in combination with other publicly available 
information, reveals the individual's identity. Additionally, it is any individually identifiable 
health information that applies to a patient's past, present or future physical, mental health or 
condition. 

 
Unauthorized Access or Disclosure – The inappropriate review or viewing of patient 
medical information without a direct need for diagnosis, treatment or other lawful use. 
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Violation – A violation is an act that is contrary to the meaning of HIPAA and AHS 
guidelines to guarantee the confidentiality of protected health information. 

 
 
Procedure 
A. Reporting a potential privacy-related violation 

AHS workforce members must immediately report all alleged, apparent, or potential 
violations of confidentiality to his/her supervisor, the Compliance Department, or 
via the Compliance Hotline. 

 
Compliance Department 
Email: Compliance AHS (Global Address List) 
Phone: (510) 535-7788 

 
AHS Confidential Compliance Hotline 
Compliance uses a third party vendor called Lighthouse Services for our hotline, 
which is available 24 hours a day, 7 days a week. 

•Telephone: 
◦ English speaking: 844-310-0005 
◦ Spanish speaking: 800-216-1288 

•Website: lighthouse-services.com/alamedahealthsystem 
•E-mail: reports@lighthouse-services.com (must include AHS name with report) 
•Fax: (215) 689-3885 (must include AHS name with report) 

All AHS workforce members are responsible for reporting suspected violations of 
privacy laws or policies immediately, but no later than 24 hours after discovery. No 
employee will be subject to retaliation, retribution or harassment for reporting a potential 
violation of the law, regulation, or policies; whether anonymously or not. Should an 
employee not require anonymity, it is suggested they contact their immediate supervisor, 
and follow the chain-of- command for all reports or issues. Failure to report privacy 
violations will result in disciplinary action. 

 
Upon receiving a report, the Compliance Department will immediately conduct a 
thorough investigation and coordinate corrective measures, as necessary. All reports 
will be handled confidentially. 

 
B. Breach Notification – see Breach Notification Process Policy 

 
C. Violations 

The unauthorized access, use or disclosure of PHI is a privacy violation. State and 
Federal laws impose civil and/or criminal liability, including fines, on the 
organization and the workforce member who inappropriately accesses PHI. In 
addition, the workforce member may be subject to disciplinary action, up to and 
including termination. 
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There are two levels of privacy violations. The following list provides an outline of 
some, but not all, types of violations under each level. 

 
Level 1 –unintentional violations include, but are not limited to: 

a. Misdirecting faxes or emails that contain PHI 
b. Discussing PHI in public areas where the public could overhear conversation 
c. Leaving computer and/or documents with PHI unattended or in a non-secure area 
d. Accidentally accessing the wrong patient medical record 
e. Accidentally providing a patient’s PHI to another patient 

 
Level 2 –intentional violations include, but are not limited to: 

a. Committing multiple (2 or more using a one year look back) Level 1 violations 
b. Obtaining PHI under false pretenses 
c. Access, use or disclosure of PHI without a job-related reason 
d. Discussing PHI with any unauthorized individual 
e. Requesting or assisting an individual in gaining unauthorized access to PHI 
f. Sharing computer information, such as passwords, that allows others to access PHI 
g. Using PHI for commercial or personal purposes 
h. Falsifying information or failing to cooperate during a privacy investigation 

 
D. Sanctions and Enforcement 

Failure to comply with AHS’ policies and procedures will result in disciplinary 
action. A Level 1 violation will result in a Final Reminder and a Level 2 violation will 
result in immediate termination. Compliance Department will collaborate with the 
Human Resources Department regarding appropriate disciplinary action. Results of the 
investigation and decision will be documented in writing and records will be retained in 
the employee’s HR file. 

Contractors/Vendors: 
Failure of a contractor/vendor to follow any provisions of this policy or mitigate any 
unauthorized access, use or disclosure of PHI upon mutually agreeable terms may 
result in termination of the contract and/or vendor agreement. 

 
 
References 
45 CFR § 160.103 
45 CFR § 164.308(1)(i) 
45 CFR § 164.506(a) 
45 CFR § 164.530 (e)(1) 
Breach Notification Process Policy 
California Health & Safety Code 
1280.15 
Compliance Non-Retaliation and Non-Retribution Policy 
U.S. Department of Health & Human Services 
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Alameda Health System 

PRIVACY: USE AND DISCLOSURE OF LIMITED DATA SET 
 

Department All Effective Date 9/2003 
Campus All Date Revised 12/2008, 2/2013, 11/2018, 

8/2025 
Unit All Next Scheduled Review 9/2028 
Manual Administrative Author Privacy Counsel 
Replaces the following Policies: Responsible Person DIR, SYSTEM 

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

 
Policy 

Alameda Health System (AHS) will only access, use or disclose Protected Health 
Information in a Limited Data Set (as defined below) for research, public health and 
Health Care Operations purposes unless it has obtained an individual authorization or 
waiver of the authorization requirement regarding research that involves treatment. 
Further, AHS will access, use or disclose the Limited Data Set only pursuant to a valid 
Data Use Agreement (as defined below). 

 
A “Limited Data Set” is Protected Health Information that excludes the following direct 
identifiers of the individual who is the subject of the Protected Health Information or a 
relative, employer or household member of the individual: 

 
1. Names; 
2. Postal address information, other than town, city, state or zip code; 
3. Telephone numbers; 
4. Fax numbers; 
5. Electronic mail address; 
6. Social Security numbers; 
7. Medical record numbers; 
8. Health plan beneficiary numbers; 
9. Account numbers; 
10. Certificate/license numbers; 
11. Vehicle identifiers and serial numbers (including license plate numbers); 
12. Device identifiers and serial numbers; 
13. Web Universal Resource Locators (URLs); 
14. Internet Protocol (IP) address numbers; 
15. Biometric identifiers (including finger and voice prints); and 
16. Full face photographic images and any comparable images. 

 
Procedure 

1. Requirements: AHS may access, use or disclose Protected Health Information in a 
Limited Data Set without an individual authorization or waiver or authorization, only 
when the following conditions are met: 
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a. Valid Purpose: The purpose(s) of the access, use or disclosure of the Limited 
Data Set is Research, public health or Health Care Operations; and 

b. Data Use Agreement: AHS has entered into a valid Limited Data Set use 
agreement (the “Data Use Agreement”) with the Limited Data Set recipient 
(the “Data User”). 

• 
c. Minimum Necessary Rule: AHS must limit the information disclosed pursuant 

to this Policy to the minimum necessary information needed for the Research, 
public health or Health Care Operations purposes specified in the Data Use 
Agreement. 

 
References 

45 CFR § 164.514(e) 
 
 
 

Approvals 
 

Departmental Date: 6/03, 2/2013 
General Counsel Date: 3/2013 
Clinical Practice Council 9/2025  
Medical Executive Committee Date: 9/03, 3/2013, 9/2025 
Board of Trustees Date: 9/03, 5/2013, 10/2025 
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Alameda Health System 

USES AND DISCLOSURES BASED ON PUBLIC POLICY WHICH DO 
NOT REQUIRE THE PATIENT’S AUTHORIZATION 

 
Department All Effective Date 9/03 
Campus All Date Revised 4/03, 12/08, 2/2013, 

11/2018,7/2022, 8/2025 
Unit All Next Scheduled Review 9/2028 
Manual Administrative Author Privacy Counsel 
Replaces the following Policies: Responsible Person VP Compliance & Internal 

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

 
Policy 

1. Under certain circumstances, the Privacy Rule permits the Alameda Health System (AHS) to 
access, use and disclose a patient’s Protected Health Information without first obtaining the 
patient’s Authorization pursuant to the Notification Policy based on public policy 
considerations, as detailed in this policy. 

2. This policy does not apply to AHS’s uses and disclosures of HIV/AIDS Related Information, 
Genetic Information, Venereal Disease Information or Tuberculosis Information. 

 
Procedures 

1. Uses and Disclosures Required by Law 
a. AHS may access, use or disclose Protected Health Information when required to do 

so by law; provided that the access, use or disclosure meets and is limited to the 
relevant requirements of such law. 

b. However, if such access, use or disclosure is covered under the categories of “Victims 
of Abuse, Neglect or Domestic Violence” (Section 3 below), “Judicial and 
Administrative Proceedings” (Section 5 below) or “Law Enforcement Officials” 
(Section 6 below), then AHS must meet the requirements of these sections as 
applicable. 

 
2. Public Health Activities. AHS may disclose Protected Health Information for the following 

public health activities and purposes: 
a. to report Protected Health Information to public health authorities for the purpose of: 

i. preventing or controlling disease, injury or disability; 
ii. the conduct of public health surveillance, public health investigations, and 

public health interventions; or 
iii. at the direction of a public health authority, to an official of a foreign 

government agency that is acting in collaboration with a public health 
authority. 

b. to report child abuse and neglect to public health authorities or other government 
authorities authorized by law to receive such reports; 
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c. to report information to a person subject to the jurisdiction of the U.S. Food and Drug 
Administration (“FDA”) about FDA-regulated products or activities for which that 
person has responsibility, for the purpose of activities related to the quality, safety or 
effectiveness of such FDA-regulated product or activity. Such purposes include: 

i. to collect or report adverse events (or similar activities with respect to food or 
dietary supplements), product defects or problems (including problems with 
the use or labeling of a product), or biological product deviations; 

ii. to track FDA-regulated products; 
iii. to enable product recalls, repairs or replacement, or lookback (including 

locating and notifying individuals who have received products that have been 
recalled, withdrawn, or are the subject of lookback); or 

iv. conduct post-marketing surveillance; 
d. to alert a person who may have been exposed to a communicable disease or may 

otherwise be at risk of contracting or spreading a disease or condition, if AHS is 
authorized by law to notify such person as necessary in the conduct of a public health 
intervention or investigation; or 

e. to report information to the patient’s employer if: 
i. AHS provides a health care service to the patient at the request of the 

employer either to (i) conduct an evaluation relating to medical surveillance of 
the workplace or (ii) evaluate whether the patient has a work-related illness or 
injury; 

ii. the Protected Health Information that is disclosed consists of findings 
concerning a work-related illness or injury or a workplace-related medical 
surveillance; 

iii. the employer needs such findings in order to comply with its obligations under 
OSHA or the Mine Safety and Health Act, or under any state law having a 
similar purpose, to record such illness or injury or to carry out responsibilities 
for workplace medical surveillance; and 

iv. AHS provides written notice to the patient that the Protected Health 
Information relating to the medical surveillance of the workplace and work- 
related illnesses and injuries is disclosed to the employer: 

• by giving a copy of the notice to the patient at the time the health care 
is provided; or 

• if the health care is provided on the worksite of the employer, by 
posting the notice in a prominent place at the location where the health 
care is provided. 

3. Victims of Abuse, Neglect or Domestic Violence 
a. Except for child abuse reporting, covered under Section 2 above, AHS may disclose 

Protected Health Information about a patient whom AHS reasonably believes to be a 
victim of abuse, neglect or domestic violence under one of the three circumstances 
described below: 

i. If the patient agrees to the disclosure; 
ii. If AHS is required by law to make such disclosure; provided that the 

disclosure complies with and is limited to the relevant requirements of such 
law; or 
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iii. If AHS is expressly permitted by statute or regulation to make such disclosure 
and: 

• AHS, in the exercise of professional judgment, believes the disclosure 
is necessary to prevent serious harm to the patient or other potential 
victims; or 

• the patient is unable to agree to the disclosure because of incapacity, 
and a law enforcement or other public official authorized to receive the 
report represents that: 

 the PHI for which disclosure is sought is not intended to be 
used against the patient; and 

 an immediate enforcement activity that depends upon the 
disclosure would be materially and adversely affected by 
waiting until the patient is able to agree to the disclosure. 

b. Such disclosures may only be made to a government authority authorized by law to 
receive reports of abuse, neglect or domestic violence. 

c. AHS must inform the patient that a report has been (or will be) made, unless: 
i. AHS, in the exercise of professional judgment, believes informing the patient 

would place the patient at risk of serious harm; or 
ii. AHS would be informing a personal representative, and AHS reasonably 

believes the personal representative is responsible for the abuse, neglect or 
other injury, and that informing such person would not be in the best interests 
of the patient as determined by AHS, in the exercise of professional judgment. 

4. Health Oversight Activities. 
a. AHS may disclose Protected Health Information to a health oversight agency for 

oversight activities authorized by law, including audits; civil, administrative or 
criminal investigations; inspections; licensure or disciplinary actions; civil, 
administrative or criminal proceedings or actions; or other activities necessary for 
appropriate oversight of: 

i. the health care system; 
ii. government benefit programs for which Protected Health Information is 

relevant to beneficiary eligibility; 
iii. entities subject to government regulatory programs for which Protected Health 

Information is necessary for determining compliance with program standards; 
or 

iv. entities subject to civil rights laws for which Protected Health Information is 
necessary for determining compliance. 

b. For purposes of this exception, a health oversight activity does not include an 
investigation or other activity in which the patient is the subject of the investigation or 
activity and such investigation/activity is not related to the receipt of health care, a 
claim for public benefits related to health, or qualification for, or receipt of, public 
benefits or services when a patient’s health is integral to the claim for public benefits 
or services. 

 
5. Judicial and Administrative Proceedings 
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a. AHS may disclose Protected Health Information in the course of any judicial or 
administrative proceeding in response to an order of a court or administrative 
tribunal, provided that AHS discloses only the information expressly authorized by 
such order. 

b. AHS also may disclose Protected Health Information pertaining to the claim of an 
injured or deceased person in response to the request of (i) a person against whom the 
patient has commenced a lawsuit for compensation or damages for personal injuries 
or death resulting from personal injuries, (ii) such person’s insurance carrier, (iii) the 
injured person who has asserted or is about to assert a claim for compensation or 
damages for personal injuries or death resulting from personal injuries, or (iv) such 
injured person’s legal representative, if one of the following two conditions is true: 

i. AHS receives satisfactory assurance from the party seeking the information 
that reasonable efforts have been made by such party to ensure that the patient 
who is the subject of the requested Protected Health Information has been 
given notice of the request. AHS has received “satisfactory assurance” if it 
has received from the party seeking the information a written statement and 
accompanying documentation demonstrating that: 

• such party has made a good faith attempt to provide written notice to 
the patient (or if the patient’s location is unknown, to mail a notice to 
the patient’s last known address); 

• the notice included sufficient information about the litigation or 
proceeding in which the Protected Health Information is requested to 
permit the patient to raise an objection to the court or administrative 
tribunal; and 

• the time for the patient to raise objections to the court or administrative 
tribunal has elapsed and (a) no objections were filed, or (b) all 
objections filed by the patient have been resolved by the court or the 
administrative tribunal and the disclosures being sought are consistent 
with such resolution. 

ii. AHS receives satisfactory assurance from the party seeking the information 
that reasonable efforts have been made by such party to secure a qualified 
protective order (i.e., an order of a court or of an administrative tribunal or a 
stipulation by the parties to the litigation or administrative proceeding that (i) 
prohibits the parties from using or disclosing the information for any purpose 
other than the litigation or proceeding for which such information was 
requested, and (ii) requires the return to AHS or the destruction of the 
information and all copies thereof at the end of the litigation or proceeding). 
AHS has received “satisfactory assurance” if it has received from the party 
seeking the information a written statement and accompanying documentation 
demonstrating that: 

• the parties to the dispute giving rise to the request for information have 
agreed to a qualified protective order and have presented it to the court 
or administrative tribunal with jurisdiction over the dispute; or 

• the party seeking the Protected Health Information has requested a 
qualified protective order from such court or administrative tribunal. 
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c. AHS also may disclose Protected Health Information pertaining to the claim of an 
injured or deceased person in response to the request of a person specified in Section 
5.b. above, without receiving satisfactory assurance from the requesting party, if AHS 
makes reasonable efforts to provide notice to the patient (in the manner prescribed by 
Sections 5.b.1) above) or to seek a qualified protective order (in the manner 
prescribed by Section 5.b.1) above). 

 
6. Law Enforcement Officials. 

a. AHS may disclose Protected Health Information for a law enforcement purpose to a 
law enforcement official under the following circumstances: 

i. as required by law, including laws that require the reporting of certain types of 
wounds or other physical injuries; 

ii. in compliance with and as limited by the relevant requirements of: 
• a court order or court-ordered warrant, or a subpoena or summons 

issued by a judicial officer; 
• a grand jury subpoena; 
• an administrative request, including an administrative subpoena or 

summons, a civil or an authorized investigative demand, or similar 
process authorized under law, provided that: 

 the information sought is relevant and material to a legitimate 
law enforcement inquiry; 

 the request is specific and limited in scope to the extent 
reasonably practicable in light of the purpose for which the 
information is sought; and 

 the identified information could not reasonably be used. 
b. In response to a law enforcement official’s request for information about a patient 

who is or is suspected to be a victim of a crime, AHS may disclose Protected Health 
Information provided: 

i. the disclosures are not authorized by, and subject to the conditions regarding 
public health activities under Section 2 of this policy or victims of abuse, 
neglect or domestic violence under Section 3 of this policy; and 

ii. the patient agrees to the disclosure, or AHS is unable to obtain the patient’s 
agreement because of incapacity or other emergency circumstance. If AHS is 
unable to obtain the patient’s agreement because of incapacity or other 
emergency circumstance, then the following three conditions must be met: 

• the law enforcement official represents that such information is needed 
to determine whether a violation of law by a person other than the 
victim has occurred, and such information is not intended to be used 
against the victim; 

• the law enforcement official represents that immediate law 
enforcement activity that depends upon the disclosure would be 
materially and adversely affected by waiting until the patient is able to 
agree to the disclosure; and 

• the disclosure is in the best interests of the patient as determined by an 
AHS physician, in the exercise of professional judgment, taking into 
account the risk of further harm to the patient. 
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c. AHS may disclose Protected Health Information about a patient who has died to a law 
enforcement official for the purpose of alerting law enforcement of the death of the 
patient if AHS has a suspicion that the death may have resulted from criminal 
conduct. 

d. AHS may disclose to law enforcement official Protected Health Information that 
AHS believes in good faith constitutes evidence of criminal conduct that occurred on 
the premises of AHS. 

e. If AHS furnishes emergency health care in response to a medical emergency, other 
than on AHS’s premises, AHS may disclose Protected Health Information to a law 
enforcement official if: disclosure appears necessary to alert law enforcement to: 

i. the commission and nature of a crime; 
ii. the location of such crime or of the victim(s) of such crime; and 

iii. the identity, description and location of the perpetrator of such crime. 
 

7. Decedents 
a. AHS may disclose Protected Health Information to a medical examiner for the 

purpose of identifying a deceased person, determining a cause of death, or other 
duties as authorized by law. AHS may disclose Protected Health Information to 
funeral directors, consistent with applicable law, as necessary to carry out their duties 
with respect to the decedent. If necessary for funeral directors to carry out their 
duties, AHS may disclose the Protected Health Information prior, and in reasonable 
anticipation of, the patient’s death. 

 
8. Organ and Tissue Procurement 

a. AHS may disclose Protected Health Information to organ procurement organizations 
or other entities engaged in the procurement, banking, or transplantation of cadaveric 
organs, eyes, or tissue for the purpose of facilitating organ, eye or tissue donation and 
transplantation. This exception does not allow disclosures in connection with live 
donor activities. In live donor situations, an authorization will be required. 

 
9. Research 

a. AHS may access, use or disclose Protected Health Information without the patient’s 
authorization only in accordance with the Patient’s Right to Access Protected Health 
Information Policy. 

 
10. Specialized Government Functions 

a. Military and Veterans Activities 
i. AHS may access, use and disclose the Protected Health Information of the 

patients who are Armed Forces personnel for activities deemed necessary by 
appropriate military command authorities to assure the proper execution of the 
military mission, if the appropriate military authority has published by notice 
in the Federal Register the following information: 

• appropriate military command authorities; and 
• the purposes for which the Protected Health Information may be used 

or disclosed. 
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ii. AHS may access, use and disclose the Protected Health Information of 
patients who are foreign military personnel to their appropriate foreign 
military authority for the same purposes for which uses and disclosure are 
permitted for Armed Forces personnel. 

iii. Other accesses, uses and disclosures regarding such patients are subject to the 
general HIPAA privacy requirements addressed in these policies. 

b. National Security and Intelligence Activities -- AHS may disclose Protected Health 
Information to authorized federal officials for the conduct of lawful intelligence, 
counter-intelligence, and other national security activities authorized by the National 
Security Act and implementing authority (for example, Executive Order 12333). 

c. Protective Services for the President and Others -- AHS may disclose Protected 
Health Information to authorized federal officials for the provisions of protective 
services to the President or other persons as authorized by 18 U.S.C. § 3056, or to 
foreign heads of state or other persons authorized by 22 U.S.C. § 2709(a)(3), or for 
the conduct of investigations authorized by 18 U.S.C. §§ 871 and 879. 

 
11. Correctional Institutions 

a. AHS may disclose Protected Health Information about an inmate or other individual 
to a correctional institution or a law enforcement official having lawful custody of an 
inmate or other individual if the correctional institution or such law enforcement 
official represents that such Protected Health Information is necessary for: 

i. the provision of health care to such individuals; 
ii. the health and safety of such individual or other inmates; 

iii. the health and safety of such individuals and officers or other persons 
responsible for the transporting of inmates or their transfer from one 
institution, facility or setting to another; 

iv. law enforcement on the premises of the correctional institution; or 
v. the administration and maintenance of the safety, security and good order of 

the correctional institution. 

12. Workers’ Compensation 

AHS may disclose Protected Health Information as authorized by, and to the extent necessary 
to comply with, laws relating to workers' compensation or other similar programs. 

 
References 

45 C.F.R. Part 164.512 
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I. Background 
 
The California Department of Industrial Relations (“Cal OSHA”) Bloodborne Pathogen (BBP) 
Standard is a series of regulations to protect workers from contracting disease through direct contact 
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with contaminated blood and other potentially infectious materials1 (“OPIM”). 
The Bloodborne Pathogens standard requires employers to protect those employees reasonably at risk 
(employer designated medical care providers and other employees who are assigned responsibility for 
responding to incidents involving blood or OPIM) from exposure to bloodborne pathogens.  

II. Purpose 
 
a. Eliminate or minimize employee occupational exposure to blood or certain other body fluids. 
b. Comply with the Cal/OSHA Bloodborne Pathogens Standard, California Code of 

Regulations, Title 8, Section 5193. 

III. Definitions 
Blood  
The human blood, human blood components, and products made from human blood 
Bloodborne Pathogens (BBP) 
The pathogenic microorganisms that are present in human blood and can cause disease in humans. 
These pathogens include, but are not limited to, hepatitis B virus (HBV), hepatitis C virus (HCV), 
and human immunodeficiency virus (HIV). 

Bloodborne Pathogen exposure (BBPE) 
A bloodborne pathogen exposure occurs when a person comes into contact with blood or other 
potentially infectious materials (OPIM) that contain microorganisms capable of causing disease 

Engineering and Work Practice Controls 
Engineering controls aim to physically isolate or eliminate workplace hazards using equipment or 
technology. (e.g., sharps disposal containers, needleless systems and sharps with engineered sharps 
injury protection) 
Work practice controls focus on modifying how tasks are performed to reduce exposure. 
Essentially (e.g., prohibiting recapping of needles by a two-handed technique and use of patient-
handling techniques). 
Engineering controls address the hazard, and work practice controls address the worker's behavior.  

Engineered Sharps Injury Protection 
A physical attribute built into a needle device used for withdrawing body fluids, accessing a vein or 
artery, or administering medications or other fluids, which effectively reduces the risk of an 
exposure incident by a mechanism such as barrier creation, blunting, encapsulation, withdrawal 
or other effective mechanisms; or 
A physical attribute built into any other type of needle device, or into a non-needle sharp, which 
effectively reduces the risk of an exposure incident. 

Exposure Incident  
A specific eye, mouth, other mucous membrane, non-intact skin, or parenteral contact with blood 
or other potentially infectious materials that results from the performance of an employee’s duties. 

Needle or Needle Device  
A needle of any type, including, but not limited to, solid and hollow-bore needles. 

Needleless system  
A device that does not utilize needles for the withdrawal of body fluids after initial venous or arterial 
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access is established or administration of medication or fluids; 
Occupational Exposure  
Reasonably anticipated skin, eye, mucous membrane, or parenteral contact with blood or other 
potentially infectious materials that may result from the performance of an employee’s duties. 

One-Hand Technique  
A procedure wherein the needle of a reusable syringe is capped in a sterile manner during use. The 
technique employed shall require the use of only the hand holding the syringe so that the free hand 
is not exposed to the uncapped needle. 

Other Potentially Infectious Materials (OPIMs) 

a) The following human body fluids: semen, vaginal secretions, cerebrospinal fluid, synovial 
fluid, pleural fluid, pericardial fluid, peritoneal fluid, amniotic fluid, saliva in dental 
procedures, and other body fluid that is visibly contaminated with blood such as saliva or 
vomitus, and all body fluids in situations where it is difficult or impossible to differentiate 
between body fluids such as in an emergency response. 

b) Any unfixed tissue or organ (other than intact skin) from a human (living or dead); and 
c) Any of the following, if known or reasonably likely to contain or be infected with Human 

Immunodeficiency virus (HIV), Hepatitis B virus (HBV), or Hepatitis C virus (HCV): 
• Cell, tissue, or organ cultures from humans or experimental animals 
• Blood, organs, or other tissues from experimental animals; or 
• Culture medium or other solutions. 

Parenteral Contact  
A piercing mucous membranes or the skin barrier through such events as needlesticks, human 
bites, cuts, and abrasions. 

Regulated Waste  
The waste that is intended to be disposed of and contains or consists of any of the following: 

a) Liquid or semi-liquid blood or OPIMs; 
b) Contaminated items that: 

• contain liquid or semi-liquid blood, or 
• are caked with dried blood or OPIMs; and 
• are capable of releasing these materials when handled or compressed. 

c) Contaminated sharps. 
d) Pathological and microbiological wastes containing blood or OPIMs 

Sharp object, Sharp Injury, Sharp Injury Log 
Sharp object used or encountered in the industries covered by subsection (a) that can be 
reasonably anticipated to penetrate the skin or any other part of the body, and to result in an 
exposure incident, including, but not limited to, needle devices, scalpels, lancets, broken glass, 
broken capillary tubes, exposed ends of dental wires and dental knives, drills and burs. 

Sharp injury caused by a sharp, including, but not limited to, cuts, abrasions, or needlesticks. 

Sharp injury log is a written or electronic record of each exposure incident involving a sharp and is 
required by OSHA Bloodborne Pathogens Standard (29 CFR 1910.1030(h)(5)(i)). The purpose is to 
generate a record of exposure incidents in the employer's facility that will include enough information 
about the cause of the incidents to allow the employer to analyze them and take preventive action. The 
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Sharps Injury Log must be maintained for five (5) years from the date of the occurrence of the exposure 
incident and must be made available to employees and their representative, to the Chief of the Division of 
Occupational Safety and Health, to the California Department of Health Services, and to the Director of 
the National Institute for Occupational Safety and Health (NIOSH). 

• The minimum requirement is as follows:    

o Type and brand of device involved: If known, the log should specify the type of sharps 
device (e.g., syringe, scalpel) and its brand name that caused the injury. 

o Department or work area: The location within the facility where the injury occurred should 
be recorded. 

o Explanation of how the incident occurred: A brief description of the incident, including the 
procedure being performed, the action causing the injury, and the body part involved. 

Additional information often included: 
• The date and time of the sharps-related exposure incident; 
• The type and brand of the sharp involved in the incident; and 
• A description of the incident including: 

i. The job classification of the exposed employee; 
ii. The department or work area where the incident occurred; 

iii. The procedure being performed; 
iv. How the incident occurred; 
v. The body part injured; 

vi. For sharps with engineered sharps injury protection or ESIP, if the safety 
mechanism was activated; and 

vii. If the incident occurred before action, during activation or after activation of the 
mechanism; for sharps without ESIP, the employee's opinion if ESIP could have 
prevented the injury. 

Source Individual  
Any individual, living or dead, whose blood or OPIM may be a source of occupational exposure to the 
employee. Examples include, but are not limited to, hospital and clinic patients; clients in institutions 
for the developmentally disabled; trauma victims; clients of drug and alcohol treatment facilities; 
residents of hospices and nursing homes; human remains; and individuals who donate or sell blood or 
blood components. 

CDC Approaches to BBPE prevention and control 
a) Universal precautions (UP) 
Originally recommended by the CDC in the 1980s, was introduced as an approach to infection control 
to protect workers from HIV, HBV, and other bloodborne pathogens in human blood and certain other 
body fluids, regardless of a patients’ infection status.2 UP is an approach to infection control in which 
all human blood and certain human body fluids are treated as if they are known to be infectious. 
Although the BBP standard incorporates UP, the infection control community no longer uses UP on 
its own. 
b) Standard precautions (SP) 
SP was introduced in 1996 in the CDC/Healthcare Infection Control and Prevention Advisory 
Committee’s "1996 Guideline for Isolation Precautions in Hospitals," added additional infection 
prevention elements to UP in order to protect healthcare workers not only from pathogens in human 
blood and certain other body fluids, but also pathogens present in body fluids to which UP does not 
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apply. SP includes hand hygiene; the use of certain types of PPE based on anticipated exposure; safe 
injection practices; and safe management of contaminated equipment and other items in the patient 
environment. SP is applied to all patients even when they are not known or suspected to be 
infectious. 
 

IV. AHS Employee Risk Categories Based On The Job Classification 
4.1  Risk category I 
All employees in but not limited to the following job classifications who have consistent possibility 
of exposure to blood or other potentially infectious material (OPIM) while performing regular duties. 

 
Department Job Classifications of Risk Category I 

Acupuncture Acupuncturist 
Anesthesiology 1. Nurse Anesthetist Surgical Technician Anesthesia Technician 

Central Supply 2. Central Supply Technician 
Clinical Laboratory 3. Clinical Lab Clinical Lab Technician Clinical Lab Scientists Lab 

Assistants Clinical Lab Operations Manager Clinical Lab Scientists 
4. Lab Assistants Morgue Attendant 
5. Chief Clinical Lab Scientist Pathologist 

Cardiology 6. Electrocardiograph Tech Chief Cardiology Tech Cardiology Tech 

Dental Clinic 7. Dental Assistant Sup. Dental Assistant Dentist 
8. Oral Surgeon 

Electroencephalography 9. EEG Tech II 

Environmental Services 10. Hospital Maintenance Porter Housekeeping Worker Housekeeping 
Services Worker Housekeeping Supervisor Housekeeper 

Nursing 11. Medical Clerk - Unit Mid-level Practitioner Nurse Intern 
12. CN I CN II CN III CN IV CN V LVN 
13. Employee Health Nurse Employee Health Manager Director of 

Nursing Certified Nurse Mid-Wife Nursing Assistant 
14. Surgical Attendant Orthopedic Technician Clinical Nurse Specialist 

Clinical Instructor 
15. Public Health Nurse Assistant II Public Health Nurse 
16. Medical Assistant GI Technician 

Physicians 17. Staff Physician Physician-Resident, Physician-Podiatrist 
18. Mid-Level Practitioner 

Psychiatry 19. Psychiatric Tech 

Radiology 20. Radiology Technologist Supervising Radiology Tech Chief 
Radiology Tech 

 21. Sonographer MRI Tech 
22. Mamo/Quality Assurance Tech 



Page 7 of 21 
 

Respiratory 23. Respiratory Care Practitioners Inhalation Therapy Aide 
24. Chief Respiratory Therapist Supervising Respiratory Care 

Practitioner 
25. Pulmonary Function Tech Respiratory Therapist 

Speech 
Pathology/Audiology 

26. Speech Language Pathologist Audiologist 

Vascular Diagnostic 27. Cardiovascular Technician 

 
4.2 Risk category II 
Employees in (but not limited to) the following job classifications who have possible exposure to 
blood or (OPIM). 

Department Job Classifications of Risk Category II 
Engineering Chief Engineer 

Boiler Operator Plumber 
Building Maintenance Laborer Building Equip Maintenance Worker Electrician 
Stationary Engineer 

Clinical Lab Specialist Clerk Medical Clerk Supervising Clerk Secretary 
Food and Nutrition Food Service Worker Services Sr. Food Service Worker 

Sup. Food Service Worker 
Dietician 
Nutrition Assistant  
Diet Clerk 

Social Services Medical Social Worker Psychiatric Social Worker Substance Abuse Counselor 
Community Outreach Worker Rehabilitation Counselor Rehab Admissions 
Coordinator Mental Health Specialist 
Marriage/Family Child Counselor Chaplain 

Translation Services Medical Translator 
Medical Translator/Interpreter 

 

4.3  Risk category III 
Unlikely to have exposure to blood or (OPIMs) while performing regular job duties. Example; 
mailroom, medical records, business office, cashier. 
 
 
 
 

V. Responsible Personnel 
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Position/Committee Responsible Responsibilities 

Infection Prevention and 
Control Department (IP)  

1. The facility’s IP manager/director is the BBPE plan’s “administrator” and is 
responsible for the establishment, implementation, and maintenance of the 
BBPE plan and infection prevention and control procedures. 

2. Oversee implementation of the Cal-OSHA standards in a timely manner. 
3. Review, evaluate, update and approve BBPE Control Plan. 

 

Employee Health 
Services (EHS) 

1. Collaborate and support the implementation of BBP exposure control plan 
2. Organize Sharps Safety Sub-Committee to collaborate and consult with 

other departments and stakeholders to ensure a comprehensive approach 
to bloodborne pathogen control 

3. Manage post-exposure evaluation and follow-up 
4. Ensure affected employees receive medical evaluations and post-exposure 

prophylaxis. 
5. Maintain accurate records of employee’s vaccinations, exposure incidents, 

and post-exposure medical evaluation and follow-up 
6. Identify training opportunities and collaborate with stakeholders to ensure 

safe work practices 

Human Resources 
Department 

1. Update employee newly designed job classifications, including job 
duties and responsibilities as changes occur. 

2. Oversee employee annual competency in all departments and maintain 
records of such training. 

3. Supports compliance with OSHA regulations regarding employee 
rights and safety. 

Nursing Clinical 
Education Department 

1. Oversee both new nurse orientation and ongoing professional development 
programs 

2. In-service education on various topics relevant to nursing practice, including 
new procedures, technologies, and evidence-based guidelines to ensure safe 
work practices 

Environmental Health 
and Safety Department 
(Environmental of Care 
Department formerly) 
 

1. Ensure proper cleaning, disinfection, and waste disposal procedures to 
prevent the spread of infections 

2. EVS staff must be trained in safe handling of sharps, the use of personal 
protective equipment (PPE), and the proper disposal of regulated waste. 

3. Participate in exposure incident investigations and report any potential 
exposures 

4. Ensure regulated waste must be disposed of according to medical waste 
management regulations (specifically under California’s Medical Waste 
Management Act) and maintain waste disposal records 

Supply Chain 
Management 
Value Analysis 
Committee (VAC) 

1. Ensuring the availability of necessary supplies and equipment to minimize 
exposure risks 

2. Stay current with the latest advancements and safer medical devices in 
evaluating their feasibility for implementation in the workplace 

Engineering Department 1. Inspect and maintain equipment regularly to ensure that equipment like 
sharps disposal containers, biosafety cabinets, and needleless systems are in 
place and functioning correctly 
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Position/Committee Responsible Responsibilities 

Laboratory Department  1. Laboratory Safety Policies & Procedures on BBPE 
2. Coordinate post-exposure follow-up and reporting procedures 
3. Ensure training is provided to all lab personnel 

Department Managers 1. Identifying new tasks or procedures with potential for occupational 
exposure to blood or other infectious material and submit in writing to 
have Employee Health Services (EHS) review the potential for 
occupational exposure. 

2. Ensure employee compliance with policies and procedures 
3. Report and document noncompliance for taking disciplinary action; 

incorporate employee compliance into the performance evaluation 
process. 

4. Ensure that employees who may be occupationally exposed to BBP 
receive: 
a. BBPE prevention training initially and annually.  
b. Appropriate and accessible personal protective equipment (PPE).  
c. Training on the use of engineering controls for BBP 

5. Review new and current work practices for potential occupational 
exposure to BBP. 

6. Ensure the availability of equipment and tools that are required to 
implement the work practice controls. 

All employees, 
physicians, contractors, 
and volunteers 

1. Follow Standard precautions—treat all blood/OPIM as if infectious. 
2. Use personal protective equipment (PPE) such as gloves, gowns, and face 

shields. 
3. Adhere to safe handling and disposal of sharps and other biohazardous 

materials. 
4. Participate in vaccination programs, especially for Hepatitis B if applicable. 
5. Report any exposure incidents immediately to supervisors and Employee 

Health. 

Chief Executive Officer 
or another Designee 
Officer 

Ensure, to the best of authority and ability, that there are adequate resources 
available for developing and implementing the BBP Exposure Control Plan for 
AHS. 

 
 

VI. Methods of Compliance 
6.1  Engineering Control – Specific requirements 

Engineering controls means controls (e.g., sharps disposal containers, needleless systems, and sharps 
with engineered sharps injury protection) that isolate or remove the bloodborne pathogen hazard from 
the workplace. 
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        Technology                                   AHS Practices                                       Device Example 

a) Needleless system  
Refers to a device or system used 
for the collection of bodily fluids, 
medication delivery, or fluid 
administration that does not use 
needles for access 

(1) withdrawal of body fluids 
after initial venous or arterial 
access is established;  
(2) administration of medication 
or fluids; 

) performance of any other 
procedure involving the 
potential for an exposure 
incident 

– IV connectors and ports with 
Luer-lock or luer-activated 
mechanisms. 

– Jet injectors (which use high 
pressure to deliver medication 
through the skin). 

– Blunt cannulas for withdrawing 
medication from vials. 

– Vacuum collection systems for 
blood draws (e.g., butterfly 
systems with protected or 
retractable needles for initial 
draw, followed by needleless 
transfer). 

b) Engineered sharps injury 
protection (ESIP)  

Refers to a device that has 
characteristics: 
Built-in safety mechanisms: Part of 
the device design—not add-on 
accessories. 
Protect users from accidental 
contact with contaminated needles. 
 
Engineered sharps injury 
protection (ESIP) is designed to 
activate after or during use, often 
without requiring extra steps. 

(1) accessing a vein or artery 
(2) withdrawal of body fluids 
after initial venous or arterial 
access is established;  
(3) administration of medication 
or fluids; 
(4) performance of any other 
procedure involving the potential 
for an exposure incident. 
 

– Retractable needles: Needle 
withdraws into the barrel after 
injection. 

– Self-sheathing needles: A sheath 
automatically or manually covers 
the needle after use. 

– Blunt-tip or blunt cannula 
devices: Replaces sharp needles in 
some applications. 

–  
– Needles with hinged safety caps: 

Caps snap over the needle after use 
to prevent exposure. 

c) Non-needle sharps  
Any sharp objects or instruments 
that are not needles but still pose a 
risk for punctures, cuts, or other 
injuries that could result in exposure 
to bloodborne pathogens  
 
Importance: 
Even though they don’t have 
needles, they can still pose 
significant health risks. 
 

Safety and Handling: 
(1) Use of puncture-resistant 
containers for disposal. 
(2) Personal protective 
equipment (PPE) like gloves 
and face shields should be worn 
when handling non-needle 
sharps. 
(3) Avoid hand-to-hand 
transfer of sharp instruments to 
minimize risk. 
 

– Scalpel blades: Small, sharp 
blades used in surgical procedures 
or dissections. 

– Surgical instruments: Scissors, 
forceps, or other tools with sharp 
edges. 

– Staples: Used in surgical 
procedures or medical dressings. 

– Glass slides: Often used in 
laboratories for microscopy. 

– Broken glassware: Laboratory 
containers or vials that can break 
and create sharp edges. 

– Lancets: Devices used for 
obtaining small blood samples 
(e.g., for glucose testing). 

– Pipettes: may break or be used 
with sharp tips. 

 

6.2  Engineering Control - Exceptions to the use circumstances 
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Engineering controls (i.e., needleless systems or engineered sharps injury protection for needle 
devices or non-needle sharps) must be used to prevent sharps injuries except in circumstances where 
the engineering control: 

(1) Is not available in the marketplace. 
(2) Jeopardizes the patient’s safety or the success of a medical, dental, or nursing procedure as 

determined by the health care professional caring for the patient. 

(3) Is not more effective than the control currently in use. 
(4) Lacks the necessary safety performance information. 

 
6.3  Work Practice Control – Mandatory Practices 

Both Cal OSHA and the CDC emphasize work practice controls as a key part of preventing bloodborne 
pathogen exposure. These controls focus on modifying work procedures to reduce the risk of exposure, 
such as using safer medical devices and preventing needle sticks. Key work practice controls include 
implementing Standard Precautions, avoiding needle sticks, and proper handling of sharps.  

Standard Precautions 
Treat all blood and potentially infectious materials as if they are infectious: This proactive 
approach helps prevent exposure to unknown pathogens. 

i. Implement a comprehensive Exposure Control Plan (ECP): This plan outlines 
procedures for minimizing exposure, handling incidents, and providing training. 

ii. Use Personal Protective Equipment (PPE): Wear appropriate gloves, gowns, 
masks, and eye protection to create a barrier against exposure. 

iii. Hand Hygiene: Wash hands thoroughly after patient care, removing PPE, or when 
potentially contaminated 

iv. For more information, prefer to AHS Standard Precautions and Hand Hygiene, link 
HAND HYGIENE v.5 

Preventing Needle Sticks and Sharps Injuries 
v. Use engineering controls: Utilize devices like self-sheathing needles, needleless 

systems, and sharps disposal containers to minimize the risk of needle sticks and 
sharps injuries, says OSHA.  

vi. Follow proper sharps disposal procedures: Dispose of sharps immediately and 
properly in designated containers.  

vii. Avoid recapping needles with two hands: Use one-handed recapping techniques 
or avoid recapping altogether.  

Establish clear procedures for handling and disposing of contaminated waste: For 
cleaning procedures, prefer to AHS Environmental Services Training and Cleaning Manual 
policy on PolyTech, link ENVIRONMENTAL SERVICES TRAINING AND CLEANING 
MANUAL v.1 

 
6.4 Work Practice Control – Prohibited Practices 

i. Storing food and drinks in refrigerators, freezers, cabinets, on shelves, countertops, 
or benchtops where blood or OPIM is present 

ii. Eating, drinking, smoking, applying cosmetics or lip balm, and handling contact 
lenses in an area where there is a reasonable likelihood of occupational exposure 

iii. Shearing or breaking of contaminated needles and other sharps 
iv. Bending, recapping, or removal of contaminated sharps from devices except when: 

– The procedure is performed using a mechanical device or a one-handed 
technique; and 
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– It can be demonstrated that there is no feasible alternative or that a specific 
medical or dental procedure requires such actions. 

v. Storing or processing of sharps contaminated blood and OPIM in a way that 
requires employees’ hands to reach into contaminated containers 

vi. Reusing disposable sharps 
vii. Picking up contaminated broken glassware by hand. Instead, mechanical means 

(dustpan and brush, tongs, or forceps) are required for cleanup activities. 
viii. Reaching inside sharps containers before proper decontamination or reprocessing 

ix. Opening, emptying, or cleaning of sharps containers in a manner that would expose 
employees to the risk of a sharps injury 

x. Mouth pipetting or suctioning of blood or OPIM 
 
 

VII. AHS Practice Guidelines for Bloodborne Pathogen Exposure 
Prevention 

 
7.1 Sharp Safety Sub-Committee 

Purpose 
To oversee and enhance sharps safety practices, reduce occupational exposure to bloodborne 
pathogens, and ensure compliance with regulatory standards (e.g., OSHA’s Bloodborne Pathogens 
Standard). 
  
Goals 

1. Prevent Sharps Injuries among healthcare personnel. 
2. Promote Safe Practices related to handling, disposal, and selection of sharps devices. 
3. Support the Culture of Safety by involving frontline staff in evaluating and improving sharps 

safety. 
4. Ensure Compliance with regulatory and accreditation requirements. 
5. Monitor and Reduce Exposure Incidents through data-driven strategies. 

  
Objectives 

• Review Injury Data: Analyze trends from needle-stick and sharps injuries to identify root 
causes and target interventions. 

• Evaluate Safety Devices: Assess and recommend safer needle devices and engineering 
controls. 

• Policy Development: Create and update policies and procedures on safe sharps handling and 
disposal. 

• Staff Training & Education: Support ongoing training on sharps safety protocols and post-
exposure procedures. 

• Engage Frontline Staff: Solicit feedback on device usability and safety concerns from direct 
care providers. 

• Regulatory Compliance: Monitor adherence to OSHA, CDC, and state-specific requirements. 
• Reporting: Provide regular reports to the facility’s Infection Control or Safety Committee. 

 
7.2 Handle and Dispose Sharp Item Protocol 

a) Work Practice Control 
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To handle contaminated sharp safely, all AHS employees must follow these guidelines: 

(1) Safe practices: 
• Never Recap: Used needles should never be recapped, as this increases the risk of 

needlestick injuries.  
• Never Bend or Break: Needles and other sharps should not be bent, broken, or 

sheared, as this can damage the sharps or create hazards. 
• Use a Sharps Container: Never discard sharps in regular trash or biohazard 

bags. Always use a designated sharps container.  
• Never Insert Fingers: Do not reach into the sharp’s container with your fingers or 

hands.  
• Handle Only One Sharp at a Time: Keep sharps visible and handle only one sharp at 

a time to prevent accidental contact or injury 
• Use Appropriate Tools: If necessary, use tongs or other tools to push needles back 

into the container if they are sticking out.  

(2) Proper Disposal: 
• Immediate Disposal: Sharps should be disposed of immediately after use in the 

appropriate sharp’s container.  
• Do Not Overfill: Sharps containers should not be overfilled, as this can increase the 

risk of needlestick injuries or cuts.  
• Replace Regularly: Containers should be replaced when they are two-thirds full, or as 

recommended by the manufacturer 
b) Proper Sharps Container (dispenser) requirements 

(1) Puncture-resistant: The container must be able to withstand punctures from sharp, 
preventing injuries.  

(2) Leakproof: The container must be leakproof on the sides and bottom to prevent spills 
and contamination  

(3) Closable: The container must have a lid, flap, or other mechanism to close securely and 
prevent accidental opening.  

(4) Labeled or Color-coded: The container must be labeled or color-coded, typically with a 
red color, to indicate that it contains regulated waste  

(5) Easy Access: Sharps containers should be readily available and within easy reach of 
where sharps are used or can be reasonably anticipated to be found (e.g., laundries).  

(6) Portable: if necessary to ensure employees’ easy access to sharps containers. The sharps 
container can be placed on a mobile cart and lock the container inside. 

(7) Replaced when the container is about three-quarters full to prevent overfilling and 
potential safety hazards like needlestick injuries. 

7.3 Handle and Dispose Non-Sharp Regulated Wastes Protocol 
a) Regulated waste identification 
Identify the item qualifies as regulated waste: 

• Soaked or caked with blood or OPIM (Other Potentially Infectious Materials) 
• Capable of releasing these if compressed 
• Includes PPE, dressings, or materials contaminated with blood during medical or laboratory 

procedures 
• Human feces, urine, vomiting, nasal secretions, sweat, sears, saliva (except in dental 

procedures): these bodily fluids are not considered infectious or regulated waste under 
OSHA’s Bloodborne Pathogens Standard unless blood is visibly present or are part of a 
situation involving potential exposure to bloodborne pathogens (e.g., HIV, HBV, HCV) 
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b) Work Practice Control - Requirements 
(1) Use standard precautions when handling waste (treat all waste as potentially infectious). 

• Ensure hand hygiene after handling regulated waste, even after glove removal. 
• PPE (Personal Protective Equipment): Always wear gloves and appropriate 

protection (gowns, face protection if splashing is possible). 

(2) Handle and contain the waste properly 
• Handle containers carefully to avoid spills or exposure. 
• Place immediately in a: 

– Red biohazard bag or container 
– Container that is closable, leak-proof, and labeled with the biohazard symbol 

• Do not overfill waste bag or container. 
• If outside contamination of a bag or container occurs, place it into a second bag or 

container that meets the same standards (closable, leak-proof, color-coded or labeled). 
• Ensure that all waste bags or containers are securely closed/sealed once full, before 

pickup or disposal. 

(3) Store safely (temporarily) 
• Keep in a designated, secure biohazard waste storage area 
• Follow time limits (e.g., within 7 days if unrefrigerated in California) 

(4) Use a Licensed Medical Waste Hauler 
• Waste must be picked up by a registered medical waste transporter 
• Do not dispose of regulated waste in general trash 

(5) Maintain Records 
• Keep documentation of waste pickup and disposal 
• Include transporter information and dates as required by California’s Medical Waste 

Management Act 
c) Work Practice Control – Prohibited Practices 


��� Do NOT: 
• Place loose contaminated materials in regular trash 
• Transport regulated waste without proper labeling and containment 
• Dispose of it using public dumpsters or standard waste services 

 
7.4 Blood Spill Cleanup Procedure 

a) General Rule 
Treat all blood or OPIM (Other Potentially Infectious Materials) as potentially infectious (HIV, 
HBV, HCV).  
For minor blood spills (small quantities) on surface, follow 2-step cleaning and disinfecting to 
decontaminate the area using an EPA-registered hospital disinfectant effective against bloodborne 
pathogens after removing the waste. 

b) Step-by-step Procedure  
1. Restrict the Area 

• Keep others away from the spill 
• Post warning signs if necessary 

2. Put on Appropriate PPE 



Page 15 of 21 
 

• Gloves (disposable, non-permeable) 
• Eye protection and face mask if there’s a splash risk 
• Gown or apron if large spill or risk of contact with clothing 

3. Prepare Disinfectant 
• Use an EPA-registered disinfectant labeled effective against HBV and HIV 

OR 
• Mix fresh bleach solution: 

1 part bleach to 10 parts water (10% solution) 
4. Remove the Bulk of the Spill 

• Use absorbent materials (paper towels or disposable cloths) 
• Carefully soak up blood, working from the outside in to avoid spreading 
• Dispose of used materials in a red biohazard bag 

5. Clean the Surface 
• Wash area with soap and water if visibly soiled 
• Rinse and dry before disinfection (optional but helps efficacy) 

6. Disinfect the Area 
• Apply disinfectant thoroughly to the entire area 
• Allow proper contact time per product label (typically 10 minutes for bleach) 
• Wipe up with new disposable towels 
• Dispose of towels in biohazard waste 

7. Remove PPE Carefully 
• Avoid touching the outer surfaces of gloves 
• Dispose of gloves and PPE in biohazard waste 
• Wash hands immediately with soap and water 

8. Dispose of Waste Properly 
• Place all contaminated materials (towels, gloves, PPE) in a red biohazard bag 
• Seal and store in designated regulated waste area until pickup by licensed medical waste hauler 

9. Document of the Incident (if required) 
• Complete exposure or spill incident report per your facility’s policies 
• Notify supervisors or infection prevention and control team as needed 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

VIII. Bloodborne Pathogen Post-Exposure Evaluation and Follow-Up 
Protocol 

 
8.1 AHS BBPE Evaluation and Follow-up protocol is designed based on the consent status of 
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the source patient and CDC treatment guidance 
Employee Health Services Protocol Summary 

 
Procedure Step                                                      Source Patient  

                                            Consented for Testing         |||                 Refused for Testing 

1. Immediate 
First Aid 

• Needlestick or Cut: Wash the area with soap and water. 
• Splash to Nose, Mouth, or Skin: Flush with water. 
• Splash to Eyes: Irrigate with clean water, saline, or sterile irrigates for at 

least 15 minutes. 
2. Documentation 

of the 
Exposure 

• Notify your supervisor or Employee Health Services immediately 
• Identification of source individual if known and consented 
• Complete the forms in the BBP Exposure packet 
a. Date and time 
b. Description of the incident: 

– How it occurred, activity being performed during the incident 
– Location and type of exposure 
– Route of exposure (e.g., needlestick, splash) 
– Type, manufacture and amount of fluid involved 
– PPE used 

3. Document 
Source 
Consented or 
Refusal 

Clearly document: 
• That the source was informed 

of the need for testing 
• That they signed the consent 

form located in BBPE source 
packet for HIV, HepC and 
HepB 

 

Clearly document: 
• That the source was informed of the 

need for testing 
• That they signed the declination 

form located in the BBPE source 
packet for HIV, HepC and HepB 

• Any efforts made to encourage 
voluntary testing 

4.  Source 
Individual/ 
patient Evaluation 

Collect source’s blood specimen to 
test HBV, HCV, and HIV 
Results shared with the exposed 
employee, maintaining 
confidentiality 
 

Contact Hospital Laboratory department 
to test the blood specimen of the source 
patient who refused blood drawn if it was 
available 

4. Evaluation of 
the Exposed 
employee 

Medical evaluation by a healthcare professional (Employee Health Services 
and/Occupational Health Clinic) 
Blood testing for: 

• Hepatitis B virus (HBV) 
• Hepatitis C virus (HCV) 
• Human Immunodeficiency Virus (HIV) 

Documentation of vaccination status and proof immunity for Hepatitis B) 
 

5. Counseling and 
Follow-Up for 
Exposed 
Individual 

Employee Health provides information on: 
• Potential risk even when source status is unknown 
• Preventive behavior (e.g., using protection during sexual activity, 

avoiding blood donations) 
• Consult with Post - Exposure Prophylaxis Line (PEP) to confirm 

exposure risk, if neededSigns and symptoms to watch for 
Schedule follow-up blood tests (For High-Risk Exposure/Unknown Status 
or if Source test positive for HIV, Hep C or Heb B): 
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Procedure Step                                                      Source Patient  

                                            Consented for Testing         |||                 Refused for Testing 

• HIV: baseline, 6 weeks, 3 months, 6 months 
• HCV: baseline, 4–6 weeks (HCV RNA), and 6 months (antibody) 
• HBV: depending on immunization status 

Monitor for symptoms of infection 
 

6. Record 
Keeping 

All records, including the source’s refusal, must be kept confidential. 
Confidential medical records maintained for duration of employment + 30 
years 
Provide the exposed employee with a written healthcare professional’s 
opinion, stating: 

• The exposure occurred 
• That the employee has been informed of the results of the evaluation 

Whether PEP or further medical follow-up is required 
7. Training and 

Prevention 
Unit Manager conducts a Root Cause Analysis (RCA) of the incident with the 
exposed individual and submit completed RCA to Employee Health 
Assess whether PPE, safety devices, or procedural failures contributed. 
Review of training and engineering controls 
Consider retraining or updating safety procedures 

 
California law Health and Safety Code section 120262 does allow for testing a source individual's 
blood without their consent under specific circumstances. When the source individual's consent cannot 
be obtained, or is not required by law, California law permits testing of the source's available blood, 
documenting the results, and providing those results to the exposed employee. Source link: California 
Health and Safety Code Section 120262 

• Testing Without Consent: 
If the source individual refuses consent to testing for communicable diseases after a documented effort 
to obtain it, or if consent is not obtainable due to their death, testing of available blood or patient 
samples is permitted, according to California law.  

• Documentation and Disclosure: 
The results of the test must be documented and provided to the exposed individual.  

• Exceptions: 
If the source individual's known status for HBV or HIV is already documented, testing may not be 
necessary.  

• Confidentiality: 
While the exposed employee must be informed of the results, the source individual's identity may need 
to be protected, and HIV-related information generally cannot be released without their written 
consent, according to some sources 
 

8.2 Refer to AHS Employee Health BBPE Evaluation and Follow-up Protocol 
 

IX. Clinical Training and Education 
 
Training program contains the following elements: Copy of the regulatory text of the Bloodborne 
Pathogen Standard and an explanation of its contents available at: 
http://www.dir.ca.gov/title8/5193.HTML 

(1) Explanation of the epidemiology and symptoms of bloodborne diseases 
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(2) An explanation of the modes of transmission of bloodborne pathogens 
(3) Copy of this exposure control plan is available on the AHS POLICYTECH under Infection 

Control 
(4) Tasks and other activities that may involve exposure to blood and other potentially infectious 

materials are listed in three categories of high risk to no risk 
(5) Information on use and limitations of methods that will prevent or reduce exposure 

including appropriate engineering controls, work practices, and personal protective 
equipment; in addition to paying attention to details and being careful will prevent most 
incidents 

(6) Information on the types, proper use, location, removal, decontamination and disposal of 
personal protective equipment 

(7) Explanation of the basis for selection of personal protective equipment 
(8) Information on the hepatitis B vaccine, including information on its efficacy, safety, method 

of administration, the benefits of being vaccinated, and that the vaccine and vaccination will be 
offered free of charge 

(9) Information on the appropriate actions to take and persons to contact in an emergency 
involving blood or other potentially infectious materials 

(10) An explanation of the procedure to follow if an exposure incident occurs, including the 
method of reporting the incident and the medical follow-up that will be made available 

(11) Information on the post-exposure evaluation and follow-up that the employer is required to 
provide for the employee following an exposure incident 

(12) An explanation of the signs and labels and/or color-coding required for biohazard waste 
(13) An opportunity for interactive questions and answers with the person conducting the 

training session during monthly general orientation and hospital specific nursing orientation 
(14) All employees with potential for occupational exposure to blood and other infectious 

materials shall participate in a training program provided at no cost to the employee and 
during working hours. 

(15) Training shall be provided at the time of initial assignment of the tasks where occupational 
exposure may take place and annually thereafter to reinforce initial training and during 
initial training. 

(16) Training material shall be appropriate in content, vocabulary, educational level, literacy and 
language of employees. 

(17) Active involvement will be obtained each year from employees in reviewing and updating the 
exposure control plan with respect to the procedures performed by employees in their 
respective work areas or departments in the following manner: 

 A letter, questionnaire, and the Bloodborne Pathogen Exposure Control Plan will be 
sent to AHS leaders for dissemination to their employees. 

 Leaders will review the plan with staff as well as post the plan on staff 
communication boards. 

 Leaders will disseminate the questionnaire to all staff and collect the completed 
questionnaires. 

 Leaders will submit the completed questionnaires to the Employee Health Manager. 
 The Employee Health Manager will review the questionnaires and revise the plan as 

needed. 
(18) For any new procedures that require the use of engineering controls identified, the procedure 

type and requirement for engineering controls will be referred to the Value Analysis Team. 
This request will trigger a product search and will then follow the path of all new products, i.e., 
user trial, evaluation and eventual product selection. 
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(19) Department head/manager shall be responsible for assuring employees attendance at the 
training and for scheduling make-up sessions. 

(20) Communication of Hazards to Employees: 
Warning labels shall be affixed to containers of regulated waste, refrigerators and freezers 
containing blood or other potentially infectious materials and other containers used to 
store, transport or ship blood or other potentially infectious materials in order to alert workers 
to the risks posed by blood borne pathogens. 

(21) Hepatitis B Vaccine: 
a) Hepatitis B vaccine shall be made available to all employees with occupational exposure 

to blood and other infectious materials within 10 days of an employee’s initial 
assignment at no cost to employees unless the employee has previously received the 
complete hepatitis B vaccination series, antibody testing has revealed that the employee 
is immune, or the vaccine is medically contraindicated. 

b) Employees will be informed about Hepatitis B vaccine: 
i. Available and free of charge 

ii. Benefits of being vaccinated 
iii. Efficacy and safety of Hepatitis B vaccine 
iv. Method of administration 
v. Hepatitis B vaccine declination statement (mandatory for employees who 

decline vaccination). 
c) Employee Health Services under the supervision of the medical director shall maintain 

records of employee vaccination status of signed declination statements. 
(22) Post Exposure Follow-up: Refer to the Bloodborne Pathogen Exposure Follow-up Protocol 

attached to this policy. 
 

X. Record Keeping  
 
Employees’ Medical Records  

Refer to AHS Employee Health BBPE Evaluation and Follow-up Protocol  
Training Records 

a) Training records shall include: 
i. Dates of training sessions: The dates on which employees completed training 

sessions are recorded and can be accessed by requesting an official employee 
transcript through the AHS Learning Center. 

ii. Content or summary of training sessions: A detailed summary or the full content 
of the training session is available upon request for reference or audit purposes. 

iii. Name and qualifications of person conducting the training: This training is 
conducted as an online eLearning course administered through the AHS Learning 
Center. 

iv. Names and Job Titles of Training Participants The names and job titles of 
individuals who participated in the training are available upon request via 
transcripts or training reports generated through the AHS Learning Center. 

b) Records of attendance shall be kept for 3 years following training. 
c) A record of the training session will be kept in each employee education file, 

located in Human Resources. 
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XI. References 
 

i. Bloodborne Pathogen, Employee Safety – Alameda County Administrator’s Office Risk 
Management. Link: Safety Topics - Risk Management Unit - Alameda County 

ii. County of Alameda Safety and Health, Sample Bloodborne Pathogens Exposure Control Plan, 
Revision 01/26/2006. Link: BloodBorne Pathogens.1 

iii. The California Occupational Safety and Health Administration (CalOSHA) Bloodborne 
Pathogen (BBP) Standard (8 CCR 5193). Link: California Code of Regulations, Title 8, Section 
5193. Bloodborne Pathogens. 

iv. Cal/OSHA A Best Practices Approach for Reducing Bloodborne Pathogens Exposure. Link: A 
Best Practices Approach for Reducing Bloodborne Pathogens Exposure 

v. Cal/OSHA Exposure Control Plan for Bloodborne Pathogens. Link: Exposure Control Plan for 
Bloodborne Pathogens 

vi. CDC Workbook for Designing, Implementing, and Evaluating a Sharps Injury Prevention 
Program – 2008 version. Link: Workbook for Designing, Implementing, and Evaluating a Sharps 
Injury Prevention Program 

vii. CDC Sharps Safety for Healthcare Professionals Brochure. Link: Sharps-Safety-Brochure-P.pdf’ 
viii. California law Health and Safety Code section 120262 California Health and Safety Code 

Section 120262 
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Purpose 
 
The purpose of this policy is to create a path and set guidelines for quality improvement (QI) work 
proposed and led by providers in Adult Medicine, Pediatric, and Urgent Care service areas, for providers 
who do not have sufficient administrative or leadership time in their roles. 
 
Background 
 
Important components of a high functioning primary care clinic are ongoing QI work to improve patient 
care and physician engagement and job satisfaction. Providers working in front-line care have key 
insights into the strengths and areas of opportunity of a clinic's clinical care and operations. They are 
highly motivated to improve quality and processes that impact their patients' wellbeing and have the skills 
and leadership to effectively make change. Engaging them in such work adds value to patient care while 
reducing provider burnout and increasing job satisfaction. 
 
This policy allows providers to design and execute QI projects based on clinical interest and need. 
 
Policy 
 
Any full- or part-time provider may propose a QI project related to patient care at their clinic. The project 
must be specific, measurable, achievable, relevant, and time-bound. Multi disciplinary teamwork is 
encouraged, as long as the personnel resources are available. At the end of the project, the provider is 
responsible for demonstrating an impactful contribution to the clinic. 
 
A provider may also be invited to participate in a site-based or Ambulatory-based QI project organized by 
an AHS leader. The owner of this project is expected to ensure the project is specific, measurable, 
achievable, relevant, and time-bound. 
 
1. A provider may be granted approval for one project per fiscal year. 
2. The provider's medical director is responsible for reviewing, modifying, and approving proposals. 

Approval of projects is at the medical director's and ambulatory ACMO's discretion, based on 
impact and feasibility. They should provide support and mentorship during the project.  

3. Duration of and time needed for project should be included in project proposal and is finalized at 
the discretion of the medical director. 

4. Projects should take no more than 6 months for completion. 
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5. Projects can take up to a total of 50 hours within the allotted 6 months, with no more than 4 hours 
per week.. 

6. Projects should be planned to limit impact on patient access and scheduling. 
7. Medical director should evaluate progress during a project via bi-weekly check-ins. 
8. Medical director may pause or cancel the project or provider's participation in the project due to 

superseding clinical needs or performance concerns. 
 
Procedure 
 
A provider should write a proposal using a QI tool (for example, PDSA, A3 Problem Solving, see 
templates attached) and give it to the medical director. If the provider is invited to join a leader's project, a 
project plan should be reviewed by the provider and medical director. 
 
The medical director will consider impact and feasibility of projects, along with the clinical impact on 
access and patient care. Approved projects will have a defined start and end date. 
 
The ambulatory ACMO will give final approval for projects. 
 
Provider time spent on the project shall be backfilled by Services-As-Needed (SAN) providers as much as 
possible. 
 
Project status should be updated with the medical director on a regular basis.  
 
Upon completion of a project, a presentation of the work is highly encouraged. 



 

 
September 24, 2025 
 
 
TO:  Quality Professional Services Committee 
 
 
FROM:   Berenice Perez, M.D., Alameda Health System Chief of Staff 
  Catherine Pyun, D.O., Alameda Hospital Chief of Staff 
 
   
SUBJECT: Agenda Item: B3 
  

 Meeting Date: September 24, 2025 
 

Item Description: Medical Staff Policies and Procedures 
 
COMMITTEE ACTION:  Recommend Approval of Medical Staff Policies and 

       Procedures  
 
Background: 
The Alameda Health System (AHS) and Alameda Hospital (AH) Medical Staff align 
policies and procedures to provide continuity across the two Medical Staffs. 
 
The Medical Staff policies provide alignment of credentialing and privileging processes 
by offering a systematic approach to assessment across our facilities. 
 

Analysis: 
The Alameda Health System (AHS) and Alameda Hospital (AH) Medical Staff policies 
align with the Bylaws and are key to the operational functions and compliance with 
regulatory requirements.  
 
Board Action Requested:  Approval 
 
AHS Medical Staff: 

• Standardized Procedures for Advanced Practice Providers in The Department of 
Anesthesia 

• AHS Medical Staff Committees 
 

AHS & AH Medical Staff: 
• Introduction of a New Privilege for a Specific Department of Speciality 
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Alameda Health System 
 
STANDARDIZED PROCEDURES FOR ADVANCED PRACTICE 
PROVIDERS IN THE DEPARTMENT OF ANESTHESIA 
 

Department Anesthesiology Effective Date 9/2025 

Campus Highland and San Leandro Date Revised  

Unit Inpatient/Outpatient Next Scheduled Review 9/2028 

Manual Interdisciplinary Practice Author Anesthesia Department 
Chair 

Replaces the following Policies: N/A Responsible Person Chief of Staff 
 
Procedure Statement 
This standardized procedure fulfills Alameda Health System (AHS) requirements and expectations for 
defining the scope of practice for Advanced Practice Providers.  Standardized procedures are developed 
collaboratively by nursing, medicine, and administration to comply with the California Business and 
Profession Code, Nursing Practice Act (NPA) Section 2725 and further clarified in California Code of 
Regulation (CCR 1480). 
 
Purpose 
It is the intent of this document to authorize the Advanced Practice Providers (APP) within the 
Department of Anesthesia to implement the Standardized Procedures without the immediate supervision 
or approval of a physician. The Standardized Procedures, including all the policies and protocols, are 
defined in this document, and will be referred to generally as the "Standardized Procedures". 
 
Standardized procedures will be maintained in Policy Tech and reviewed every three (3) years.  
 
Definitions 
1. Advanced Practice Provider refers to either Nurse Practitioner or Physician Assistant 

a. Nurse Practitioner by definition shall be: 
i. Master’s or Doctoral Degree in Nursing 
ii. Current license as a Registered Nurse in California 
iii. Current certification by the State of California, Board of Registered Nursing as a 

Nurse Practitioner 
iv. California-issued BRN Furnishing Number 
v. Current National Certification 
vi. Active DEA registration number 
vii. National Provider Identification Number 

b. Physician Assistant by definition shall be: 
i. Successful completion of a Physician Assistant program of instruction in primary 

health care approved by the Physician Assisting Examining Committee; OR NCCPA 
for Physician's Assistant 

ii. Possession of a valid Certificate as a Physician Assistant issued by the California 
Board of Medical Quality Assurance 
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iii. A valid Drug Enforcement Agency (DEA) Number AND Certification by the 
National Commission on Certification of Physician Assistants (NCCPA) 

iv. National Provider Identifier Number. 
All requirements, applications, procedures and duties are the same for both APP provider 
classifications, with the exception of issuing drug orders and furnishing, as discussed herein. 
 

2. Supervising Physician shall be an attending physician who is a current member in good standing of 
the Medical Staff, and who holds privileges in the Department of Anesthesia. 

 
Application 
1. In addition to general requirements set forth and described in the Medical Staff Bylaws, Rules and 

Regulations, policies and privileges forms, the following criteria shall specifically apply to any APPs 
applying for privileges in the department of Anesthesia: 
a. Two (2) years of preoperative medicine or primary care clinical experience as an advanced 

practice provider. 
b. Current Basic Life Support (CPR/BLS) Certification 

 
Conditions and Standards of Practice 
1. General Conditions 

a. The Advanced Practice Provider (APP) shall render all care within the standards provided in this 
document. 

b. The APP shall provide all care in accordance with the laws and regulations of the State of 
California, and with the Bylaws and Regulations of the Medical Staff and the Department of 
Anesthesia. 

c. At no time shall the care rendered by the APP exceed the scope of the licensure. All cases beyond 
the scope of practice of the APP, and those with which the APP has questions will be referred to 
the consulting physician  

d. The APP agrees to work cooperatively with the consulting physician, nursing staff and other 
health professionals 

e. The APP shall immediately notify his/her Division Chief in the event that the practitioner's 
license to practice is revoked, limited or otherwise affected by action of the Federal or State 
Health Care Agency, or in the event that they receive any notification or investigation of their 
license. 

 
2. Focus Professional Practice Evaluation (FPPE)/Proctoring 
The routine FPPE/Proctoring plan is outlined on the NP or PA privilege form. Once all elements of the 
FPPE/Proctoring are complete, the outcome of the FPPE will be recorded in the confidential Quality 
section of the credentials file (maintained by the Medical Staff Office).  
 
During the initial proctoring period the charts of each patient seen by the PA/NP will be reviewed by the 
Supervising Physician. 
 
Formal review will be made in writing by the Department Chair or designee initially, and annually, 
thereafter. The content of such formal evaluation will be discussed with the PA/NP as part of their annual 
review and kept on file. 
 
3. Patient Records  
The APP will be responsible for the preparation of a complete medical record for each patient contact per 
existing Alameda Health System policies and Medical Staff Bylaws, Rules & Regulations and policies. 
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4. Supervision 
The APP is authorized to implement the Standardized Procedures in this document without the direct or 
immediate observation, supervision or approval of a physician, except as may be specified in the Scope of 
Practice. During the provision of services by the Advanced Practice Provider a supervising 
Anesthesiologist will be assigned and available for consultation and escalation per criteria in this 
standardized procedure. In accordance with Medical Staff Bylaws, Rules & Regulations and policies, the 
supervising physician is ultimately responsible for adherence to this protocol and for the quality of care 
provided by APP in their respective areas. Physician consultation is available at all times, either on-site, 
telephone, or by electronic means. 
 
Scope of Practice 
1. Policy 
Advanced Practice Providers are authorized to diagnose and treat emergency medical problems according 
to accepted criteria and management including, but not limited to: 

a. Health Care Maintenance and Promotion, all ages 
b. Preoperative, intraoperative and postoperative care 
c. Patients seen as consultations to the anesthesia service 

 
2. Authorized Duties and Practice 
The APP is authorized to do the following patient-related activities within the scope of practice defined 
by Title 16: 

a. Take the patient's medical history and perform a physical examination for any presenting 
problem; 

b. Order specific laboratory studies and x-rays, and other studies as appropriate for that patient; 
d. Collect specimens as indicated for additional tests; 
c. Perform pertinent laboratory tests in compliance with Clinical Laboratory regulations; 
e. Perform any other procedure for which they have been granted privileges; 
d. Counsel patients and their families on health promotion, diagnosis and management options; 
f. Diagnose and treat conditions listed above; 
e. Complete medical records for every patient encounter in the Department of Anesthesia computer 

based format followed by all providers in the Department of Anesthesia. 
 
3. Protocols 
The APP has been granted privileges within the Alameda Health System to perform the requested 
procedures. 

a. The APP has been trained to perform the procedure(s), has been observed satisfactorily 
performing the procedure(s) by another provider competent in that skill, and continued 
competency is assessed per AHS policy. 

b. The APP is following standard medical technique for the procedures as described in the 
Resources listed in this document.  

c. Appropriate patient consent is obtained, if necessary, before the procedure. 
d. Unless otherwise exempt, all biopsied tissue is sent for a pathology report.  
e. All other applicable Standardized Procedures in this document are followed during health care 

management. 
f. All General Policies regarding Review, Approval, Setting, Education, Evaluation, Patient 

Records, Supervision and Consultation in these Standardized Procedures are in force.  
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Drug Orders and Furnishing 
 

POLICY 
The APP is authorized to furnish or order drugs and devices under the following protocols: 
 
PROTOCOLS  
1. The APP has a current Furnishing, NPI, and DEA number.  
2. The drugs and devices ordered or furnished are consistent with the APP’s educational 

preparation or for which clinical competency has been established and maintained and listed 
in the AHS formulary, the patient’s insurance formulary, non-formulary medications for 
which there are no substitutes, or practice recommendations listed in the Resources in this 
document. Examples are listed in the “Formulary” document at the end of this Standardized 
Procedure. 

3. The drug or device furnished or ordered is appropriate to the condition being treated.  
4. APPs may order or prescribe those medications that are FDA approved unless it is used in a 

clinical investigation, such as a clinical trial, which must be approved by AHS IRB.  
Additionally, expanded access, sometimes called "compassionate use," may be used when it 
is outside of a clinical trial of an investigational medical product.  Prior IRB review and 
approval is required, even if only one patient is to be treated under this procedure. Prior 
approval by the FDA is also required for these cases. 

5.  "Off label" use, or prescription of FDA-approved medications for uses other than that 
indicated by the FDA, is permitted when such practices are within the current standard of 
care for treatment of the disease or condition. 

6. Patient education is given regarding the drug or device. 
7. The Statement of Approval and Agreement signed by the APP will act as the record of 

advanced practice providers authorized to Furnish.  
8. No single physician will supervise more than four advance practice providers at any one time. 
9. A physician must be available at all times in person or by telephonic contact.  
10. All other applicable Standardized Procedures in this document are followed during health 

care management. 
11. All General Policies regarding Review, Approval, Setting, Education, Evaluation, Patient 

Records, Supervision and Consultation in these Standardized Procedures are in force.  
 

Ordering scheduled Controlled Substances  
 
POLICY 
The APP is authorized to furnish or order scheduled controlled substances per the following 
protocols: 
 
PROTOCOLS 
1. The advanced practice provider follows the provisions of the Standardized Procedure for 

Furnishing. 
2. The controlled substances that may be ordered are included in the formulary(s) or references 

listed in this document. 
3. Relevant scheduled drug contracts, DEA requirements, and all State and Federal regulations 

are adhered to.  
4. Schedule II & III controlled substances are furnished or ordered following the Patient 

Specific Protocol, in addition to these General Protocols for Scheduled Controlled 
Substances. 
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5. The APP may furnish, prescribe or order any medications on the patient’s insurance 
formulary or non-formulary medications for which there is no substitute, within the scope of 
the provider’s license and within the scope of AHS ordering policies. 

6. All other applicable Standardized Procedures in this document are followed during health 
care management. 

7. All General Policies regarding Review, Approval, Setting, Education, Evaluation, Patient 
Records, Supervision and Consultation in these Standardized Procedures are in force.  

 
SCHEDULE III PATIENT SPECIFIC PROTOCOL  
1. Schedule III substances may be furnished or ordered when the patient is in one of the 

following categories, including but not limited to the following conditions: 
a. Acute Illness, Injury or Infection: such as cough, fractures 
b. Acute intermittent but recurrent pain: such as headache 
c. Chronic continuous pain 
d. Hormone replacement 

 
2. Limit order for acute illness, injury or infection to a maximum of 30 days & no refills without 

reevaluation. 
 

3. For chronic conditions:  
a. Pain management protocol or department guidelines is/are adhered to, if appropriate. 
b. Amount given, including all refills (maximum of 5 in 6 months per DEA regulations, 

is not to exceed a 120 day supply as appropriate for the condition. 
c. Treatment plan must be established in collaboration with the patient’s primary care 

provider and reviewed, with documentation, every 6-12 months. 
d. No further refills without reevaluation. 
 

4. Education and follow-up is provided. 
 

SCHEDULE II PATIENT SPECIFIC PROTOCOL  
1. Schedule II controlled substances may be ordered when the patient has one of the following 

diagnoses and under the following conditions.  
a. Pain from cancer, post-operative pain, and trauma. 
b. Pain unresponsive to, or inappropriately treated by CS III-V substances 
c. Attention Deficit Hyperactivity Disorder (ADHD) 
d. Neuropsychiatric Conditions 

 
2. Limit order for acute and chronic conditions as specified above in Schedule III Protocol. 
3. No refills for CS II medications are authorized except where authorized by the DEA.  
4. Pain Management Protocol or Department guidelines is/are adhered to if appropriate.  
 

Medication Management  
 
POLICY 
The APP is authorized to manage drugs and devices under the following protocols: 
 
PROTOCOLS 
1. The management of drugs or devices includes evaluating, initiating, altering, discontinuing, 

furnishing and ordering of prescriptive and over-the-counter medications.  
2. Medication evaluation includes assessment of: 

• Other medications being taken. 
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• Prior medications used for current condition. 
• Medication allergies and contraindications, including appropriate labs and exams. 

3. The drug or device is appropriate to the condition being treated, and: 
• Accepted dosages per references. 
• Generic medications are ordered if appropriate. 

4. A plan for follow-up and refills is written in the patient's chart. 
5. The prescription must be written in patient's chart including name of drug, strength, 

instructions and quantity, and signature of the advance practice provider. 
6. All other applicable Standardized Procedures in this document are followed during health 

care management. 
7. All General Policies regarding Review, Approval, Setting, Education, Evaluation, Patient 

Records, Supervision and Consultation in these Standardized Procedures are in force 
 

Authorizations  
 

POLICY 
The advanced practice provider is authorized, under the following protocols, to: 

• Assess Worker’s Compensation injuries and illnesses  
• Certify Disability 
• Manage Home Health and Personal Care Services 
• Order Restraint and Seclusion 

PROTOCOLS 
1. Workers’ Compensation:  The Doctor’s First Report of Occupational Injury or Illness 

for a workers’ compensation claim can be for a period of time off in relation to injury. 
The treating physician is required to sign the report and to make any determination of 
any temporary disability. 

2. Certify Disability:  The advance practice provider has performed a physical exam and 
collaborated with a physician and surgeon.   

3. Home Health and Personal Care Services:  Approval, signing, modifying, or adding to a 
plan of treatment or plan of care  

4. Restraint and Seclusion:  The Advanced Practice Provider must be knowledgeable and 
competent in the Hospital Conditions of Participation for Patients’ Rights including the 
Interpretive Guidelines.  Ordering physical or chemical restraint, and/or seclusion, is in 
strict accordance with the protocols adopted in the Resources section of this document 
which include the extent of implementation and which meets the intent of the acute 
medical and surgical hospitals Conditions of Participation for Rights. 

5. All other applicable Standardized Procedures in this document are followed during 
health care management. 

6. All general policies regarding review, approval, setting, education, evaluation, patient 
records, supervision and consultation in these standardized procedures are in force. 

 
4. Standard of Care 
Standards for adequacy of diagnosis, management and treatment shall be in accordance with hospital 
Policy and Procedure, clinic protocols, current community standards of care, Department of 
Anesthesiology protocols or current texts/articles on care. 
 
5. Consultation and Referral 
The APP will be providing health care as outlined in this document. In general, communication with a 
physician who is a current member in good standing of the Medical Staff, and who holds privileges in the 
Department of Anesthesiology will be sought for all the following situations, and any others deemed 
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appropriate.  Whenever a physician is consulted, a notation to that effect, including the physician's name, 
must be made in the chart.  

a. Conditions that do not follow clinical protocols, procedures, classic diagnostic patterns, or that 
have failed to respond to standardized treatments and/or management.  

b. Any significant unexplained physical or historical findings.  
c. Emergency situations after initial care.  
d. When the patient expresses a desire to see a physician.  
 

The following situations are examples (not exhaustive) of those that will likely require physician advice or 
consultation: 
 

1. Complex Medical Conditions or Optimization 
• Uncontrolled comorbidities such as: 

• Severe heart failure (e.g., NYHA Class III-IV) 
• Unstable angina or recent MI 
• Severe valvular disease (e.g., aortic stenosis) 
• Uncontrolled arrhythmias or recent stroke/TIA 

• Poorly controlled diabetes (e.g., A1c >9 or symptomatic hyperglycemia) 
• Severe pulmonary disease (e.g., oxygen-dependent COPD or new hypoxia) 
• End-stage renal disease on dialysis needing perioperative coordination 
• Complex or unclear medication management, such as: 

• Anticoagulation/antiplatelet bridging 
• Immunosuppressive drugs or biologics 

• Patients needing preoperative cardiac work-up (e.g., stress test, echo) or with conflicting 
testing results 

2. Unclear Surgical Risk or Anesthesia Concerns 
• Ambiguity regarding ASA classification or overall risk 
• Procedures with high-risk of blood loss or fluid shifts in medically fragile patients 
• Potential need for ICU post-op that hasn’t been addressed by surgery 
• Patients with airway concerns, such as: 

• Prior difficult intubation 
• Severe obstructive sleep apnea (OSA) without CPAP use or recent testing 

• Concerns about post-op pain management for opioid-tolerant or complex patients 
3. Perioperative Planning/Coordination Gaps 

• Incomplete or inconsistent documentation from surgery or referring services 
• Unclear or missing surgical plan or uncertainty about the timing of surgery 
• Missing or abnormal preoperative labs or imaging requiring interpretation 
• Lack of required medical clearance from specialists (e.g., cardiology, pulmonology) 

4. Ethical, Legal, or Procedural Uncertainty 
• Cases involving DNR/DNI status or advanced care planning issues 
• Patient refusal of indicated testing or optimization 
• Need to escalate concerns to surgical or medical teams about appropriateness for surgery 
• Unclear decision-making capacity or consent issues 

5. Special Populations 
• Pregnant patients or patients of unclear pregnancy status 
• Pediatrics 

 
6. Other duties 
The patient must be informed that the provider is an APP and be given the opportunity to request care by a 
physician should the patient desire it. 
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7. APP - Nursing Staff Relationship 
The APP is authorized to give nursing personnel orders for all laboratory and x-ray studies, treatment and 
medication for those patients for whom the APP is providing medical care. Orders given by the APP are 
orders generated in agreement with the Consulting Physician. Any questions regarding these orders that 
are not satisfactorily resolved through discussion with the APP should be brought to the Consulting 
Physician before being carried out. 
 
8. Agreement Review  
The signature on the Attestation by the APP acknowledges agreement to practice within the limits of the 
foregoing standardized procedures/practice guidelines. Upon its review, if changes are made, new 
signatures will be necessary. 
 
9. References/Resources 

• AHS/AH Medical Staff Bylaws 
• Medical Staff Advanced Practice Provider policy and procedure manual  
• Medical Staff Privilege forms  
• Nurse Practice Act in the California Business and Professions Code  
• Physician Assistant Practice Act  
• References that define Standard of care for the include, but are not limited to:  

o UpToDate  
o Roberts and Hedges Procedural Book  
o AHS Formulary for drug use and current antibiogram  

 
Approvals: 
 

Interdisciplinary Practice Committee 8/27/25 

Credentials Committee  

CPC 9/4/25 

Medical Executive Committee  

QPSC  
 
 
Signature: 
 
Signature implies the following: approval of all the policies and protocols in this document, the intent to 
abide by the Standardized Procedures, the willingness to maintain a collegial and collaborative 
relationship with all the parties, and agreement of all collaborating/supervising physicians within the 
department.   
 

 
Nurse Practitioner/Physician Assistant (Printed Name):  _______________________________________ 

 
Signature:_____________________________________________  Date: _________________________ 
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Alameda Health System 
 
MEDICAL STAFF COMMITTEES   
 

Department Medical Staff Effective Date 4/2022 
Campus AHS Date Revised 10/2023, 2/2024, 3/2025, 

5/2025, 9/2025 
Unit All Next Scheduled 

Review 
9/2028 

Manual Medical Staff Author Vice President, Physician 
Services 

Replaces the following Policies: Responsible 
Person 

Chief of Staff  

Printed copies are for reference only.  Please refer to electronic copy for the latest version. 
 
Purpose:  To supplement the Bylaws regarding Medical Staff’s committees, including 
but not limited to committee membership, duties, frequency of meetings and structure.  
 
Policy: The Alameda Health System (AHS) Medical Staff uses medical staff committees 
to review, assess, improve, measure, maintain quality, safety and performance on the 
individual medical staff level and on an organization wide basis. 
Each independent Medical Staff is self-governing and responsible for making its own 
decisions and recommendations in accordance with their  Medical Staff Bylaws, Rules & 
Regulations and Policies and Procedures.  While the Medical Staffs may engage in 
information sharing agreements, each medical staff shall independently determine their 
own action. 
 
Combining medical staff committees between two or more medical staffs for some or all 
functions may be preferred for the purpose of alignment of system operations, shared 
clinical services, quality and patient safety. 
 
Procedures 
 
Committee Membership:  With the exception of membership defined by regulatory 
requirements, the Bylaws or Rules and Regulations, the Committee Chair shall determine 
the membership eligibility, number of members, purposes, and frequency of meetings. 
Members of the House Staff shall be encouraged to participate on committees of the 
Medical Staff. 
 
Confidentiality and Conduct:  Each committee member shall adhere to the AHS Medical 
Staff Code of Conduct and AHS Medical Staff confidentiality requirements. 
 
Minutes: Committee meeting minutes shall be prepared and shall include a record of the 
attendance of Members, the decision/conclusion and action that was carried. Each 
committee shall maintain a permanent file of the minutes of each meeting and any 
documents that were discussed during the meeting.  When meetings are held with outside 
entities, access to minutes shall be limited as necessary to preserve protection from 
discovery, as provided by California law. 
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Reporting: Standing Committees and Special Committees shall report to the Medical 
Executive Committee or other designated committee as may be required by regulatory 
requirements and the Bylaws, or as requested by the MEC.  
 

Standing Committees of the Medical Staff in Addition to Those Specified in Bylaws:   
• Clinical Practice Council  
• *Committee on Interdisciplinary Practice (CIDP) 
• Continuing Medical Education (CME) 
• Disaster Action Response Team (DART) 
• Ethics 
• Graduate Medical Education (GME) 
• Human Subjects Protection Committee/Institutional Review Board (HSPC/IRB) 
• Interdepartmental Professional Practice Committee (IPPC) 

o Departmental Quality Review Committees (QRCs) 
 Morbidity & Mortality Conference 

o Tumor Board 
• Operating Room Committee 
• Patient Safety Committee 
• Procedural Innovation Committee 
• Provider Wellbeing  
• Quality Steering Committee 

o Code Blue Committee 
o Critical Care Committee 
o Infection Prevention & Control 
o Pharmacy, Therapeutics and Nutritional Care Committee (P&T) 
o Procedural Sedation Committee 
o Sepsis Committee 
o Stroke Committee 
o Transfusion Committee 

•  Utilization Management Committee  
 
*The CIDP Committee reports to the Credentials Committee. 
 
Consent Agendas: 
Medical Staff Committees that distribute materials in advance of the meeting may utilize a 
consent agenda for succinct approval of items without discussion. Any committee member 
is able to request removal of an item from the consent agenda for discussion. 
 
Combined Medical Staff Committees: 
Subject to the ultimate authority of each of  the applicable Medical Executive 
Committees, a medical staff committee may include functions on behalf of two or more 
independent Medical Staffs. The Medical Staff may choose to combine a committee to 
review, assess, improve, measure, maintain quality, safety and performance on the 
individual medical staff level and on an organization wide basis. The Chiefs of Staff shall 
work together to recommend combined committees, which shall be approved by the 
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affected Medical Executive Committees.  When deemed appropriate, a combined  
committee may be limited by purpose or  duration.  
 
Membership for combined medical staff committees shall include representation from 
each medical staff and comply with the composition defined in each medical staff’s 
respective Bylaws or policy and procedures. 
 
Quorum:  A quorum is defined in the Bylaws. Voting members are defined within the 
Bylaws and may be supplemented within the committee’s charter.   
 
Attendance:  Annual attendance of voting members shall be tracked with the goal of 
having 50% attendance. 
 
Procedure to Propose Additional Medical Staff Standing Committees 

1. The Medical Staff becomes aware of the need for a new committee. 
2. A proposal is created by the committee champion including the reason for the 

committee, a draft committee charter and suggested membership. 
3. The proposal is submitted to the Chief of Staff. 
4. The Chief of Staff reviews the proposal with the Medical Staff Officers to assess 

whether to forward the proposal to the Medical Executive Committee (MEC).  If 
MEC  

a. Agrees the committee is needed and approves the charter, the Chief of 
Staff in collaboration with the new committee champion determines  

i. the committee membership,  
ii. appoints the committee members, and  

iii. the reporting frequency to MEC. 
b. Does not agree the committee is needed, the proposal is rejected. 

 
Procedure to Propose Combined Medical Staff Committees  

1. The Chiefs of Staff  shall work together  to support combined committees as may 
be appropriate for the proper functioning of the Medical Staffs. The 
recommendation to combine a standing or special  committee shall be  approved 
by the applicable Medical Executive Committees. 

2. Meeting minutes shall include a record of the attendance and quorum for each 
represented medical staffs. 

3. Recommended actions shall be routed in accordance with the applicable Medical 
Staff governing documents for each independent medical staff. 
 

 
Approvals  

 
 
 
 
  

      AHS 
Medical Executive Committee  Date: 9/17/2025 
QPSC/Board of Trustees Date:  
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Alameda Health System Medical Staff Committees 
Appendix A 

 
Clinical Practice Council 
 
The Clinical Practice Council is a multidisciplinary committee consisting of members 
from the medical staff, quality, nursing, pharmacy, informatics, infection control, and 
other members as deemed necessary and appropriate to fulfill its function. Please see 
table for committee membership. Committee members are appointed by the Chief of Staff 
(COS) and co-chairs are appointed in consultation with the Chief Medical Officer (CMO) 
and the Chief Clinical Officer (CCO).  
 
The membership guidelines are as follows: 

• Members serve a minimum of four years with staggered end dates. 
• Members must attend at least 75% of scheduled meetings annually. 
• Inactive members (failing to meet attendance requirements) will be replaced to 

maintain continuity.  
• A proxy may vote only when attending in an official capacity for a designated 

member. 
 
The duties and responsibilities of the Clinical Practice Council shall be to: 
 

a. The primary purpose of the AHS CPP is to review and approve all organization or 
clinical policies, cross-departmental protocols , and plans that impact or affect the 
delivery of patient care; 

b. CPC will review department-level procedure guidelines; 
c. Ensure all policies, procedures, guidelines, protocols, and plans within CPC’s 

scope are evidence-based and align with the best patient care and highest safety 
standards; 

d. Reflect consensus-driven patient care across disciplines and departments and are 
easily accessible to all employees. 

e. Support continuous performance improvement and patient safety throughout 
Alameda Health System. 

f. All policies, procedures, guidelines, cross-department protocols, and plans that 
impact or affect the delivery of patient care will be reviewed in their respective 
committee prior to submission to CPC for review. 

g. Reviews all submissions based on its guiding principles. Policies, protocols, and 
plans approved by CPC will be sent for approval.  

h. Reviews and provide guidance on department procedures and guidelines. 
 
The CPC shall maintain a permanent record of its proceedings and shall submit 
reports and recommendations to the Medical Executive Committee, Quality 
Professional Services Committee and Board for approval. 
 
 
 



Page 5 of 25 
 

Code Blue Committee 
 
The Code Blue Committee shall be a multidisciplinary team composed of clinical leaders 
including physicians, nurses and administration and other assigned members as may be 
necessary and appropriate. 
 
The duties and responsibilities of the Code Blue Committee shall be to: 
 

a. To collect and review Code Blue Events and Data for Process Improvement, 
Quality Assurance and Patient Safety Priorities; 
  

b. Capture data from various sources for process improvement; 
 

c. Approval the crash cart contents and checklists; 
 

d. Review Code Blue documenation; 
 

e. Review and revise the Code Blue policy and procedures; 
 

f. Shall maintain a permanent record of its proceedings and shall submit reports of its 
activities and recommendations to the Quality and Safety Committee. 

 
The Code Blue Committee shall meet quarterly or as often as necessary at the call of its 
Chairperson. 
 
Committee on Interdisciplinary Practice (CIDP) 

 
The Committee on Interdisciplinary Practice shall include the Chief Executive Officer (or 
their designee), the Chief Nursing Executive (or their designee), an equal number of 
physicians appointed by the Chief of Staff as registered nurses appointed by the Chief 
Nursing Executive, and one or more clinical psychologists.  Advanced Practice Providers 
(APPs), other than registered nurses, who practice at the Health System may be appointed 
to serve on the CIDP by the Chief of Staff. The Chair of the CIDP shall be a physician. 
All members of the CIDP are voting members. 
 
The duties of the CIDP shall be to: 
 

a. evaluate and make recommendations regarding the need for and 
appropriateness of the performance of services in the Health System by APPs; 

 
b. evaluate and make recommendations to develop policies and procedures 

relevant to the formation and approval of standardized procedures; 
 

c. periodically review and approve all standardized procedures and clinical 
protocols utilized by nurses practicing in expanded roles and/or practitioners 
providing clinical services utilizing protocols under the supervision of a medical 
staff member; 
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d. evaluate and make recommendations regarding the qualifications and credentials 
of APPs who are eligible to apply for and provide services either utilizing 
standardized procedures or protocols. 

 
The CIDP shall maintain a permanent record of its proceedings and shall submit 
reports of its activities and recommendations to the Credentials Committee. 
 
The CIDP shall meet as often as necessary at the call of its Chairperson. 

 
Continuing Medical Education Committee (CME) 
The Continuing Medical Education Committee shall be composed primarily of physicians 
and the chair of the CME Committee should be a physician. If available, representatives 
from Graduate Medical Education (GME) and Medical Staff Services may serve on the 
CME Committee. The CME Committee may also include other AHS staff as determined 
appropriate by the committee, for example, nurses, advance practice providers, staff from 
quality and other administration. CME staff (CME manager and coordinator) are non-
voting members. The addition/appointment of new CME Committee members requires a 
vote of approval from existing members.  
 
The duties of the CME Committee shall be to: 
 

a. Review and approve AHS educational activities to award AMA PRA Category 1 
Credit™ (CME credit) to physicians. 
  

b. Ensure that AHS CME activities and the overall AHS CME program meets the 
CME accreditation requirements and standards set by the Accreditation Council 
for CME (ACCME), California Medical Association (CMA), American Medical 
Association (AMA), Medical Board of CA (MBC) and other regulatory agencies.   
 

c. Ensure CME activities are planned to address the practice gaps and educational 
needs of AHS attending/faculty physicians and are designed to change or improve 
patient care practices and professional skills of the medical staff. 
 

d. Assess AHS systemwide organizational goals and assist with setting priorities for 
CME activities and resources. 
 

e. Periodically review evaluation data and feedback from individual CME activities 
and conduct an overall program evaluation at least once annually to determine if 
meeting the CME program’s mission and goals. 
 

f. Update and approve CME policies, procedures/processes and forms as needed, 
including approval of speaker/presenter honoraria and reimbursement as outlined 
in the policy. 
 

g. It is recommended that the CME Committee meet at least once a quarter (four 
times a year) to approve activities and review evaluation data, policies and 
procedures. However, in order to provide timely approvals for new activities or 
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actions on policies or procedures, the CME Committee can approve activities 
and/or policy/process updates via email vote. The CME Committee shall maintain 
a permanent record of its proceedings and submit periodic reports of its activities 
and recommendations to the Medical Executive Committee and to other 
departments and committees as requested. 

 
Critical Care Committee 
 
The Critical Care Committee shall be a multidisciplinary team composed of clinical 
leaders including physicians, nurses and administration and other assigned memb
ers as may be necessary and appropriate. 
 
The duties and responsibilities of the Critical Care Committee shall be to: 
 

a. Capture data from various sources for process improvement related to patients in 
the intensive care unit; 
 

b. Develops clinical practice guidelines related to critical care; 
 

c. Recommends policies, procedures and process improvements for appropriate 
delivery of critical care services including oversight 
 

d. Shall maintain a permanent record of its proceedings and shall submit reports of its 
activities and recommendations to the Quality and Safety Committee. 

 
The Critical Care Committee shall meet quarterly or as often as necessary at the call of its 
Chairperson. 
 
Disaster Action Response Team (DART) 
 
The Disaster Action Response Team shall be a multidisciplinary team composed of 
clinical leaders including physicians, nurses and administration and other assigned 
members as may be necessary and appropriate. 
 
The duties and responsibilities of the Disaster Action Response Team shall be to: 
 

a. Help develop an integrated system response to mass casualty care within AHS 
 

b. Create and implement education for all members of staff and administration to 
manage mass casualty incidents. 
 

c. Supervise drills to test efficacy of MCI training curriculum.  
 

d. Review how system responds to actual mass casualty incidents 
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e. Use review of performance in drills and actual incidents to revise and improve 
training efforts 
 

f. Members also meet on an as-needed basis to train staff and design training 
infrastructure for the system.  
 

g. Maintain a permanent record of its proceedings and submit reports of its activities 
and recommendations to the Medical Executive Committee. 

 
The Disaster Action Response Team shall meet as often as necessary at the call of its 
chairperson. 
 
Ethics Committee 

 
The Ethics Committee shall be composed of physicians, nurses, administration, and other 
assigned members as may be necessary and appropriate. It should include diverse 
members, such as lay representatives, social workers, chaplains, other clergy, ethicists 
and/or an attorney. 
 
The duties and responsibilities of the Ethics Committee shall be to: 
 

a. participate in the development of guidelines for consideration of cases having 
bioethical implications; 

 
b. develop and implement procedures for the review of such cases; 

 
c. develop and/or review institutional policies regarding care and treatment of such 

cases; 
 

d. retrospectively review cases for the evaluation of bioethical policies; 
 

e. consult with concerned parties to facilitate communication and aid bioethical 
conflict resolution; 
 

f. educate the Health System staff on bioethical matters; and 
 

g. maintain a permanent record of its proceedings and submit periodic and timely 
reports of its activities and recommendations to the Medical Executive 
Committee. 

 
The Ethics Committee shall meet as often as necessary at the call of its chairperson. 
 
Graduate Medical Education Committee 
 
The Graduate Medical Education (GME) Committee shall be composed of physicians, 
which include, at a minimum, the, Designated Institutional Official (DIO), Director of 
GME, the Program Directors, Program Associate Directors, representatives of faculty, 
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and resident physicians, and other assigned members from graduate medical education 
training programs within our institution as may be necessary and appropriate. 
 
The duties of the Graduate Medical Education Committee shall be to: 
 

a. oversee and direct all graduate medical education activities at the Health System; 
establish and implement policies and procedures regarding the quality of education 
and the work environment for the residents of AHS; 

 
b. To review at least annually the salary and benefits afforded to the resident 

physicians employed by AHS; 
 

c. To establish and implement formal written policies and procedures to ensure 
compliance by all programs and institutions utilized in GME for AHS with all 
aspects of the ACGME duty hour requirements; 

 
d. To regularly monitor compliance of programs and institutions with the 

established duty hour requirements. 
 

e. To ensure that resident physicians have appropriate supervision for all patient 
care and educational activities within the program curriculum. 
 

f. To establish and monitor policies for the selection, evaluation, promotion and 
dismissal of resident physicians at AHS; 

 
g. To ensure that all programs have both a written curriculum and a formal 

evaluation system based on the established ACGME core competencies; 
 

h. To review and approve all communications with the ACGME for all 
programs including, but not limited to: 

1. applications for new programs 
2. requests for changes in resident complement 
3. changes in length of training 
4. changes in participating institutions 
5. appointments of all program directors 
6. requests for either inactive status or reactivate status 
7. requests for voluntary withdrawal 
8. and appeals of adverse action 

 
i. regularly review ethical, socio-economic, medical/legal, and cost 

containment issues that affect graduate medical education; 
 

j. act as a forum for communication between the graduate medical education 
program, the Medical Staff, Health System Administration, and the Board 
of Trustees related to the monitoring and improvement of graduate medical 
education programs; 
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k. maintain a permanent record of its proceedings and submit biannual reports of 
its activities and recommendations to the Medical Executive Committee and an 
annual report to the Board of Trustees regarding safety, quality of patient care, 
and 
 

l. To conduct internal self-study and review for all programs at approximately 
mid- cycle of scheduled ACGME site visits and review reports and make 
recommendations to the program directors to address areas of concern and 
ensure substantial compliance with the institutional, common program and 
specialty specific ACGME requirements. 

 
The GME Committee meeting shall meet at a minimum quarterly or as needed. 
 
Human Subjects Protection Committee/Institutional Review Board (HSPC/IRB) 
 
The HSPC/IRB Committee shall be a multidisciplinary team composed of clinical leaders 
including physicians and other assigned members as may be necessary and appropriate. 
The membership shall include: 
 

• At least 5 members with varying backgrounds to promote complete and 
adequate review of research activities.  

• At least 1 member whose primary concerns are in scientific areas.  
• At least 1 member whose primary concerns are in nonscientific areas.  
• At least 1 member who is not otherwise affiliated with AHS and who is not 

part of the immediate family of a person who is affiliated with AHS. 
 

The duties of the Human Subject Protection/IRB Committee shall be to:  
 

a. Ensure the protection of the rights and welfare of the individual human beings 
who serve as the subjects of research, following ethical principles and 
guidelines outlined in “The Belmont Report.” 

b. Review and have authority to approve, require modifications in (to secure 
approval), or disapprove all research activities including exempt research 
activities in accordance with 45CFR46 and 21CFR50&56  

c. Require documentation of informed consent or may waive documentation  
d. Have authority to observe or have a third party observe the consent process and 

the research. 
e. Serve as the Privacy Board for AHS related to the use/disclosure of Protected 

Health Information (PHI) in human subjects research including the following 
processes: 

a. Approval of written authorizations from the subject (or, where 
appropriate, from the subject’s legally authorized representative) that 
meet HIPAA regulations and ethical guidelines for the use/disclosure 
of PHI for research and; 

b. Approval of alterations to, or waivers of (in whole or in part), the 
authorization requirement, and maintenance of documentation of the 
same. 
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f. Establish and follow written procedures for: 
a. Conducting its initial and continuing review of research. 
b. Determining which projects require review more often than annually. 
c. Ensuring prompt reporting to the IRB of proposed changes in a 

research activity and ensuring that investigators conduct research in 
accordance with IRB approval unless changes are needed to eliminate 
apparent immediate hazards to subjects. 

g. Establish and follow written procedures for ensuring prompt reporting to the 
IRB; appropriate institutional officials; Medical Executive Committee; the 
department or agency head; and the Office for Human Research Protections, 
HHS, or any successor office, or the equivalent office within the appropriate 
Federal department or agency of 

a. Any unanticipated problems involving risks to subjects or others or any 
serious or continuing noncompliance with this policy or the 
requirements or determinations of the IRB; and 

b. Any suspension or termination of IRB approval. 
h. Prepare and maintain a permanent record of its proceedings and shall submit 

periodic and timely reports of its research activities and recommendations to 
the Medical Executive Committee. 

 
The HSPC/IRB shall meet as often as necessary at the call of its chairperson or when 
full board review and approval of research protocols are required.  
 
Infection Prevention and Control Committee  
 
The Infection Prevention and Control Committee is a multidisciplinary committee with 
the overall authority and responsibility for the Infection Prevention and Control Program. 
The Infection Prevention and Control Committee shall be composed of staff including 
physicians, to include members of the Medical Hours Staff (ad hoc), nurses, clinical laboratory, 
pharmacy, sterile processing, infection prevention, administration, infectious disease, 
facilities, environmental services, quality, and other Ad Hoc members as necessary and 
appropriate. 
 
The IPCC shall be chaired by a physician (or designee) who has credentials, knowledge, 
and special experience in infection prevention and control. The MD chairperson must 
complete the infection control educational requirements mandated by the State of 
California (SB 1058). 
 
Infection Preventionist, Chair of the Infection Control Committee, along with the System 
Director of Infection Prevention and Control, has authority to institute any surveillance, 
prevention and control measures or studies when there is reason to believe that any 
patient or personnel may be in danger from a potential or actual outbreak of, or exposure 
to, infectious disease. 
 
The duties of the Infection Prevention and Control Committee shall include: 
 

a. develop, implement and assess appropriate quality control and performance 
improvement measures for the Infection Control program; 
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b. develop a Health System wide infection control program and maintain 
surveillance over the program; 

 
c. develop a system for reporting, identifying and analyzing the incidence and 

cause of healthcare associated infections, and assign responsibility for the 
ongoing collection and analytic review of such data, and follow-up activities; 
 

d. develop and implement a preventive and corrective program designed to 
minimize infection hazards, including establishing, reviewing and evaluating 
aseptic, body substance precaution and sanitation techniques; 
 

e. develop written policies defining special indications for body substance 
precaution; 
 

f. act on recommendations related to infection control received from the Chief of 
the Medical Staff, the Medical Executive Committee, the departments and other 
committees; 

 
g. review susceptibility of organisms specific to the Health System and its campuses; 

and 
 

h. Review and maintain policies and procedures pertaining to the infection control 
program in accordance with accrediting or governing organization requirements);  
 

i. Update annually the IC Program Plan and Risk Assessments; 
 

j. Develop and implement a preventive program designed to identify and minimize 
infection risks;  
 

k. Review the antimicrobial susceptibility/resistance trends in conjunction with the 
Antimicrobial Stewardship Committee; 
 

l. Review proposals, protocols, epidemiology outcomes, or special infection control 
studies to be conducted throughout the hospital; 
 

m. maintain a permanent record of its proceedings and submit quarterly reports of its 
activities and recommendations to the Quality Steering Committee, the Medical 
Executive Committee, and other hospital specific and system-wide committees as 
needed. 

 
The Infection Prevention and Control Committee shall meet monthly, with a minimum of 
six meetings per year.  
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Interdepartmental Professional Practice Committee (IPPC) 

 
The Medical Executive Committee has delegated the oversight of the individual QRCs to 
the Interdepartmental Professional Practice Committee (IPPC). The IPPC ensures 
consistent standards of quality and safe patient care across departments and fosters inter-
departmental collaboration. It serves as a medical staff peer review body for cases that 
involve multiple medical staff departments and when deemed appropriate to achieve the 
highest standards of quality and safe patient care. 
 
The IPPCs voting members shall include at least one member from each medical staff 
department. The IPPC chair shall be a member of the medical staff and be appointed by 
the Chief of Staff.  The IPPC chair shall ensure that the duties of IPPC are fulfilled. The 
Chief of Staff may appoint more than one chair to ensure the appropriate expertise and 
experience. The IPPC’s non-voting members may include representatives from 
administration and such other assigned individuals as the Chief of Staff determines are 
necessary or appropriate for the IPPC to fulfill its functions. All members shall sign 
confidentiality agreements and kept in the permanent records. 1-2 non-voting members 
may be present in the closed session as deemed appropriate by the Chief of Staff to 
support the physician peer review process.  

 
The duties and responsibilities of the IPPC shall be to: 
 

a. Assure that a fair and just culture is maintained in the functioning of all the 
QRC’s 

 
b. Promote and maintain consistent quality review standards across all departments. 

 
c. Work closely with the medical staff Patient Safety Committee to review cases that 

undergo a Root Cause Analysis if appropriate. 
 

d. Review of cases that involve multiple medical staff departments to advance 
quality and safe patient care across departments. 
 

e. Identify and monitor systems issues that impede quality patient care and refer to 
the appropriate med staff or administrative committee for evaluation and 
resolution. 
 

f. Provide oversight for the external peer review process. 
 

g. Oversee the Ongoing Professional Practice Evaluation / Focused Professional 
Practice Evaluation process as well as other provider performance reviews. 
 

 
h. Oversee the Ongoing Professional Practice Evaluation / Focused Professional 

Practice Evaluation process as well as other provider performance reviews. 
 

i. Maintain a permanent record of its proceedings and submit reports of its activities 
and recommendations to the Medical Executive Committee or as requested by the 
Chief of Staff. 
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The Interdepartmental Professional Practice Committee shall meet at minimum quarterly 
or as needed. 
 
Morbidity & Mortality (M&M) Conference  

 
Each department of the Medical Staff may form a Morbidity and Mortality (M&M) 
Conference. The M&M Conference Committee may be a combined meeting of the 
divisions of the department, or the divisions may meet separately. 
 
The M&M Conference shall be a subcommittee of the Quality Review Committee of the 
department. The chairperson of the M&M Conference shall be the Chair of the 
Department or the appropriate Division Chief unless the Chair of the Department 
appoints a chairperson who is a member and holds clinical privileges in the appropriate 
department/division. 
 
The M&M Conference shall be composed of physician members who hold clinical 
privileges in the department/division, house staff and other assigned members as may be 
necessary and appropriate. 
 
The duties shall be to: 
 

a. review patient care activities related to the department/division; 
 

b. develop practice management guidelines related to the department/division; 
 

c. report and recommend practitioner specific cases with significant concerns in 
patient care to the appropriate departmental QRC; 

 
The M&M Conference shall meet as often as necessary at the call of the 
Chairperson. 
 
Pharmacy, Therapeutics and Nutritional Care Committee (P&T) 

 
The Pharmacy, Therapeutics and Nutritional Care Committee shall be composed of 
physicians, nurses, House Staff, administration (including representation from Pharmacy 
Services, and Nutrition Care) and other assigned members as may be necessary and 
appropriate. 
 
The duties of the Pharmacy, Therapeutics and Nutritional Care Committee shall be to: 
 

a. develop, implement and assess appropriate quality control and performance 
improvement measures for professional practices and policies regarding 
nutrition care and the evaluation, appraisal, selection, procurement, storage, 
distribution, use, safety procedures, and all other matters relating to drugs in 
the Health System, including antibiotic usage; 

 
b. review and recommend to the Medical Executive Committee, relevant 
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policy, procedures, and protocols that may be necessary for the operation of 
medication usage and nutritional care programs; 

 
c. evaluate and improve the quality of patient care provided to patients related 

to medication usage and nutritional care; 
 

d. advise the Medical Staff and Pharmacy Services on matters pertaining to the 
choice of available drugs; 

 
e. make recommendations concerning drugs to be stocked on the nursing unit 

floors and by other services; 
 

f. annually review and revise, as necessary, the formulary or drug list for use 
in the Health System. 

 
g. evaluate clinical data concerning new drugs or preparations requested for use in 

the Health System; 
 

h. monitor and review adverse drug reactions; 
 

i. to review aggregate data relevant to medication errors; 
 

j. to oversee clinical care related to the nutritional needs of patients; and 
 

k. maintain a permanent record of its proceedings and submit quarterly reports of 
its activities and recommendations to the Medical Executive Committee 

 
The Pharmacy, Therapeutics and Nutritional Care Committee shall meet quarterly 
or as often as necessary at the call of its Chairperson. 
 
Operating Room Committee 
 
The Operating Room Committee, a subcommittee of the Medical Executive 
Committee and shall be composed of physicians, nursing leadership, surgical 
department representatives, infection control, regulatory affairs, quality, and other 
assigned members as may be necessary and appropriate. 
 
The duties of the OR Committee shall be to: 
 

a. ratify new policies and procedures and disseminate information to the surgical 
services;  
 

b. Monitor and assess the quality of care provided in the operating rooms, including 
tracking and analyzing surgical outcomes, infection rates, and patient satisfaction; 
 

c. monitor the activity and efficiency of services provided; 
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d. Ensure proper credentialing and privileging process for surgeons, 
anesthesiologists, and other personnel using the operating rooms. Ensure 
compliance with hospital bylaws and regulatory requirements; 
 

e. Organize educational programs and training sessions for operating room staff to 
enhance their skills, knowledge, and awareness of best practices; 
 

f. Evaluate and recommend the purchase, maintenance, and proper usage of surgical 
equipment, instruments, and technology to ensure the highest quality of care and 
safety for patients and staff; 
 

g. develop and implement infection control protocols to minimize the risk of 
surgical site infections and other healthcare-associated infections in the operating 
rooms;  
 

h. develop and maintain protocols for handling emergency situations in the operating 
rooms, ensuring staff readiness and patient safety during crises; 
 

i. collaborate with other hospital committees, departments, and external 
organizations to improve interdisciplinary communication and coordination in 
the delivery of surgical services. 
 

j. initiate changes necessary to maintain the quality of patient care and to 
maximize patient safety; 
 

k. maintain a permanent record of its proceedings and submit quarterly reports of 
its activities and recommendations to the Medical Executive Committee. 

 
The Operating Room Committee shall monthly or as needed at the call of its 
Chairperson. 
 
Patient Safety Committee 
 
The Patient Safety Committee shall be composed of physicians, nurses, administration 
(including representation from Risk Management, Quality Services and the Safety 
Department) and other assigned members as may be necessary and appropriate.  
 
The Patient Safety Committee has been established as an interdisciplinary committee of 
the Medical Staff to coordinate organization-wide safety and risk management activities 
and to oversee the development of organizational error reduction programs. The duties of 
the Patient Safety Committee shall be to: 
 
a. establish measurable objectives for improving patient safety and reducing medical 

errors; 
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b. review all sentinel events including the development of a thorough and credible root 
cause analysis, appropriate plan of correction, and follow-up plan; 

 
c. oversee the organizational safety program; 
 
d. oversee all organizational risk management activities; 
 
e. work with staff in the development of programs to enhance involvement by the 

patient and the patient's family as a partner in the healthcare process; and 
 
f. maintain a permanent record of its proceedings and submit quarterly reports of its 

activities and recommendations to the Medical Executive Committee.  
 
The Patient Safety Committee shall meet quarterly or as often as necessary at the call of 
its chairperson.  
 
Procedural Innovation Committee 
 
Procedural Innovation Committee Duties and responsibilities: The committee will 
develop and oversee a standardized framework for introducing specialty procedures 
consistent with existing medical staff policy. This multidisciplinary committee will 
ensure that appropriate credentialing, proctoring, infrastructure, staffing, resources, 
quality review, and patient care outcomes are in place before the medical staff privileges 
for a new procedure. The committee will make recommendations on privileging of a new 
procedure to the Medical Executive Committee, who holds final approval.   
 
Inclusion Criteria for Procedural Innovation Committee Review:  New to a 
department or specialty AND one of the following: 

• Procedures with potential for significant patient harm if not properly implemented 
• Low-volume procedures where provider competency and outcomes are difficult to 

track 
• Require new infrastructure, equipment or significant capital investment 
• Requires new credentialing or privileging pathways 
• Requires significant changes in staffing models 
• Lacks established clinical guidelines 
• Involves novel technology or devices not yet widely adopted 
• Crosses multiple specialties or requires multidisciplinary coordination 
• Has significant implications for patient safety, quality, or cost 

 
Exclusion Criteria for Procedural Innovation Committee Review:  

• Routine procedures already privileged/credentialed and performed at AHS 
• Minor variations of existing procedures that do not have significant quality or 

infrastructure changes 
• Procedures with established pathways and guidelines and previously approved 
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Membership: The Procedural innovation Committee shall be a multidisciplinary team 
composed of clinical and operational leaders, including physicians, administrators, 
nursing, and other designated members. The Chair(s) will be appointed by the Chief of 
Staff. The Chair will select members based on the expertise required to fulfill the 
committee’s purpose. Physician membership should be selected to ensure representation 
from procedural specialties and each affected department. The PIC Co-Chairs shall select 
the appropriate committee members to ensure that the PIC duties are fulfilled. The Co-
Chairs may invite additional attendees to ensure the appropriate expertise and experience 
is available for the meetings. All members shall sign confidentiality agreements and kept 
in the permanent records. 
 
The PICs voting members shall include the physician members listed in the table below. 
The PIC chair shall be a member of the medical staff and be appointed by the Chief of 
Staff.  The PICs non-voting members may include representatives from administration 
and other assigned individuals at the Chief of Staff determines if they are necessary or 
appropriate for the PIC to fulfill its functions.  
 
Physician Members (Voting) Administrative Members (Non-Voting) 
Department Chairs /Designee 
• Anesthesiology, Perioperative and Pain Medicine 
• Emergency Medicine 
• Medicine 
• Orthopaedic Surgery 
• Surgery 
 
Division Chiefs/Designee: 
• Gastroenterology 
• Interventional Radiology 
• Interventional Cardiology 
• Pulmonary and Critical Care 
• Vascular Surgery 
 
• Chief Medical Officer/ACMO 
• Chief of Staff/designee 

• Associate Chief Nursing Officer / Chief 
Administrative Officer  

• Vice President of Patient Care Services 
• Vice President of Applications/Designee 
• Vice President Revenue Cycle/Designee 
• System Vice President Supply Chain 

Management 
• System Director of Pharmacy/Designee 
• Director of Accreditation and Regulatory Affairs 
• VAT Committee Chairs 
• Vice President Physician Services 
• Manager, Medical Staff Services (Credentialing 

and Privileging) 

 

Additional Ad hoc Physician Specialties: 
Departments: 
• Ambulatory Care and Preventive Medicine 
• Obstetrics, Midwifery and Gynecology 
• Pediatrics 
• Radiology/Imaging 
 
Divisions: 
• Dermatology 
• Neurosurgery 
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Quorum: A quorum requires one committee chair/designee to facilitate the meeting with 
a minimum of five (5) physicians for voting, including representation from a physician 
with the expertise required for the proposed privileges or new procedures. 
 
Meeting Frequency: As often as necessary at the call of the chairperson(s).  The 
Procedural Innovation Committee shall maintain a permanent record of its proceedings 
and shall submit reports and recommendations to the Medial Executive Committee. 
 
Provider Wellbeing Committee  

 
The Provider Wellbeing Committee shall be composed of three (3) physician members of 
the Medical Staff. Members of the Provider Wellbeing Committee shall not serve as 
active participants on other peer review or performance improvement committees while 
serving on the Provider Wellbeing Committee. 
 
The committee shall not have disciplinary function with respect to a physician’s staff 
membership or privileges and shall not be responsible for any investigation leading to 
disciplinary action against staff membership or privileges/practice prerogatives. 
 
The duties of the Provider Wellbeing Committee shall be to: 
 

a. provide education about physician health, addressing prevention of 
physical, psychiatric, or emotional illness; 

 
b. facilitate confidential diagnosis, treatment, and rehabilitation of physicians 

who suffer from potentially impairing conditions; 
 

c. aid the physician regaining or retaining optimal professional functioning 
consistent with protection of patients; 
 

d. educate the Medical Staff and other organizational staff about illness and 
impairment recognition issue-specific to physicians; 
 

e. allow for self-referral by physicians and referral by other organizational 
staff; 
 

f. referral of affected physicians to appropriate professional internal or external 
resources for diagnosis and treatment of physical, emotional, or drug 
dependency related conditions; 

 
g. maintenance of the confidentiality of the physician seeking referral or referred for 

assistance except as limited by law, ethical obligation, or when the safety of a 
patient is threatened; 

 
h. evaluate the credibility of any complaint, allegation, or concern regarding 

the physical or emotional health of a physician; 
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i. monitor impaired physicians during programs of treatment and rehabilitation; 
 

j. report to the appropriate Medical Staff committee, at any time during 
diagnosis, treatment, or rehabilitation, if it is determined that the physician 
may be unable to safely perform the privileges he or she has been granted; 
 

k. monitor compliance with any mandatory drug treatment programs; and 
 

l. maintain only such records of its proceedings, as it deems advisable and 
submit quarterly reports of its activities and recommendations to the 
Medical Executive Committee. 

 
m. Initiating appropriate actions when a licensed independent practitioner fails 

to complete the required rehabilitation program. 
 
The Provider Wellbeing Committee shall meet at least quarterly and as often as 
necessary at the call of its Chairperson.  

 
Procedural Sedation Committee 
 
The Procedural Sedation Committee is a multidisciplinary committee composed of 
physicians, nurses, pharmacists, operational leaders, and other content experts charged 
with overseeing the safety and quality of procedural sedation in all AHS locations.   
 
The fundamental responsibilities and duties of the Procedural Sedation Committee shall 
be to: 
 

a. Create and revise guidelines for clinical practice that are based on current 
guidelines, evidence-based practice, standards, and recommendations. 

 
b. Create and maintain a comprehensive systemwide policy regarding Procedural 

Sedation. 
 

c. Monitor compliance with policy and procedures using data derived from 
retrospective reviews and observation.  

 

d. Perform active case review to monitor outcomes and identify system issues.  
 

e. Assist with the development of multidisciplinary training program and 
competency for Procedural Sedation. 

 
f. Remain current with regulatory agency and professional organization standards, 

recommendations and guidelines. 
 

g. Shall maintain a permanent record of its proceedings and shall submit reports of 
its activities and recommendations to the Quality and Safety Committee. 
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The Procedural Sedation Committee shall meet quarterly or as often as necessary at the 
call of its Chairperson. 
 
Quality Steering Committee 

 
The Quality and Steering Committee shall be composed of the Chief of Staff, the Vice 
Chief of Staff and two (2) at large members of the Medical Staff appointed by the Chief 
of the Medical Staff. Non-Physician members shall include the Chief Medical Officer, 
Chief Financial Officer, Chief Operations Officer, Chief Nursing Executive, Vice 
President of Quality, Ambulatory Quality Services Director, and the Risk Manager. The 
Committee shall be Co-Chaired by a medical staff member and an administrative 
member of the committee. 
 
The Quality Steering Committee has a central role in the initiation, performance and 
maintenance of the organization’s performance improvement program. The fundamental 
responsibilities and duties of the Quality Steering Committee shall be to: 
 

a. set priorities for organizational performance improvement activities that are 
designed to improve patient care processes and outcomes; 

 
b. develop performance improvement training programs for the organization’s staff; 

 
c. foster communication among all departments and services; 

 
d. prioritize and select specific performance improvement team projects; 

 
e. receive aggregate reports related to performance improvement activities from 

Health System support services, Medical Staff clinical function committees and 
all organizational performance improvement teams; 
 

f. receive reports from the following: 
i. Code Blue Committee  

ii. Critical Care Committee 
iii. Health Information Management 
iv. Procedural Sedation 
v. Sepsis Committee 

vi. Stroke Committee 
vii. Transfusion Committee 

 
g. have direct oversight of the following functions: 

i. Improving Organizational Performance 
ii. Leadership 

 
h. prepare an annual appraisal of the organization’s performance improvement 

program; and 
 



Page 22 of 25 
 

i. maintain a permanent record of its proceedings and submit quarterly reports of 
its activities and recommendations to the Medical Executive Committee. 

 
The Quality Steering Committee shall meet quarterly or as often as necessary at the call of 
its Chairperson. 
 
Quality Review Committees (QRC) 

 
Each department of the Medical Staff shall have a Quality Review Committee (QRC). 
Each department’s QRC may meet separately or jointly with the QRCs of other 
departments at the discretion of the Chair of the Department and as approved by the 
Medical Executive Committee. 
 
Each departmental QRC shall monitor the quality and appropriateness of clinical services 
provided by those holding clinical privileges in its department related to the divisions 
represented by the QRC. When requested, the QRC shall also make recommendations to 
the Credentials and/or Medical Executive Committees related to specific credentialing 
issues. The Chair of the Department, however, shall have the ultimate duty and 
responsibility to make recommendations regarding credentialing issues to the Credentials 
and/or Medical Executive Committees. 
 
The duties and responsibilities of the QRC’s shall be to: 
 

a. evaluate and improve the quality of care provided to Health System patients 
which may include accurate and timely medical record documentation; 

 
b. conduct patient care reviews for the purpose of analyzing and evaluating the 

quality and appropriateness of care and treatment including practitioner specific 
data for medication usage, medical records, transfusion review and operative 
and invasive care, provided by practitioners within the divisions of the 
departments represented by the QRC; 

 
c. perform peer review and/or other physician specific intensified assessments 

when indicated or requested by an appropriate Medical Staff committee; 
 

d. identify system problems requiring process improvement activity and make 
such recommendations to the Quality and Safety Committee; 

 
e. take appropriate actions when important problems in patient care or 

opportunities to improve patient care are identified; 
 

f. recommend to the Chairperson of the Department, those Medical Staff policies 
and procedures as may be necessary to conduct patient care and administrative 
Medical Staff activities; 
 

g. communicate the significant results of peer review and performance 
improvement activities to relevant practitioners; 
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h. implement programs that assess compliance with clinical practice guidelines 

and other recognized standards of care; 
 

i. assume all duties and responsibilities of the departments related to quality 
assessment, peer review and performance improvement, which have not been 
otherwise assigned to the Chair of the Department and as may be described in 
the Bylaws and/or Rules and Regulations; and 
 

j. maintain a permanent record of its proceedings and submit periodic and 
quarterly reports of its activities and recommendations to the Medical Executive 
Committee. 

 
The Quality Review Committees shall meet quarterly or as often as necessary at the call 
of its chairperson. 
 
Stroke Committee 
 
The Stroke Committee shall be composed of the Stroke Team which includes physicians, 
nurses, administration, other representation from the Emergency Department and 
Neurology Division and EMS and other assigned members as may be necessary or 
appropriate. 
 
The duties of the Stroke Committee shall be to: 
 

a. develop, implement and assess appropriate quality control and performance 
improvement measures for the Stroke program; 

b. demonstrate conformity with clinical practice guidelines or evidence-based 
practice 

c. maintain a permanent record of its proceedings and submit quarterly reports of its 
activities and recommendations to the Quality and Safety Council. 

 
The Stroke Committee shall meet at least quarterly or as often as necessary at the call of 
its Chairperson. 
 
Transfusion Committee 

 
The Transfusion Committee shall be composed of physicians including representation 
from pathology, medicine, surgery, anesthesiology, nursing, administration and other 
assigned members as may be necessary and appropriate. 
 
The duties of the Transfusion Committee shall be to: 
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a. develop, implement and assess appropriate quality control and 
performance improvement measures for Blood Bank and transfusion 
review; 

 
b. monitor standards for transfusion practice, distribution, handling, use 

and administration to promote appropriate use of blood and blood 
products; 
 

c. monitor and evaluate the appropriateness of transfusions for blood and 
blood products, transfusion reactions and physician ordering practices; 
and 

 
d. maintain a permanent record of its proceedings and submit quarterly reports of 

its activities and recommendations to the Medical Executive Committee. 
 
The Transfusion Review Committee shall meet quarterly or as often as necessary at the 
call of its Chairperson. 
 
Tumor Board 

 
The Tumor Board shall be composed of physicians, nurses, administration and other 
assigned members as may be necessary and appropriate to fulfill the requirements for 
cancer designation by the American College of Surgeons and the Cancer Commission of 
the California Medical Association. 
 
The duties of the Tumor Board shall be to: 
 

a. conduct multidisciplinary, patient-oriented treatment planning cancer 
conferences to improve the care of patients with cancer. Conferences shall 
focus on: 

i. pretreatment evaluation 
ii. staging 

iii. treatment strategy 
iv. rehabilitation 
v. problem cases 

 
b. provide relevant educational programs related to cancer care to the Medical 

Staff.  
 

The Tumor Board shall meet as often as required according to the Standards on the 
Commission of Cancer but at least biannually. 
 
Utilization Management Committee  

 
The Utilization Management Committee shall be composed of physicians, nurses and 
administration including representation from the Utilization Review Department, Medical 
Social Services and other assigned members as may be necessary and appropriate. 
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The duties of the Utilization Management Committee shall be to: 
 

a. develop, implement and assess appropriate quality control and 
performance improvement measures for the Utilization Review 
Program; 

 
b. to maintain utilization review and quality control measurements and to conduct 

utilization review studies designed to evaluate the appropriateness of admissions 
to the hospital, lengths of stay, discharge practices, use of medical and hospital 
services and related factors that may contribute to the effective and efficient 
utilization of resources and services; 
 

c. to obtain, review and evaluate information and data generated by the hospital's 
case management service; 

 
d. act on recommendations related to utilization review received from the Chief 

of the Medical Staff, the Medical Executive Committee, the Departments and 
other committees; 
 

e. maintain a permanent record of its proceedings and submit quarterly reports of 
its activities and recommendations to the Medical Executive Committee. 

 
The Utilization Management Committee shall meet quarterly or as often as 
necessary at the call of its Chairperson. 
 
 
 



Page 1 of 8 
 

Alameda Health System 
 
INTRODUCTION OF A NEW PRIVILEGE OR A NEW PRIVILEGE 
FOR A SPECIFIC DEPARTMENT OR SPECIALTY 
 
Department Medical Staff Effective Date 4/2003 
Campus AHS, AH  Date Revised 2/2008, 10/2011, 6/2014, 

6/2017, 6/2019, 6/2022, 
6/2025, 9/2025 

Unit Medical Staff Next Scheduled Review 9/2028 
Manual Medical Staff Author Vice President, Physician 

Services 
Replaces the following Policies: Responsible Person Chief Medical Officer 
Printed copies are for reference only.  Please refer to electronic copy for the latest version. 
 
Purpose 
 
As medical technology changes, the types of services provided by the Medical Staff also 
change. As medical technology changes the groups of practitioners within the Medical 
Staff providing a specific clinical service or procedure may also change. The purpose of 
this policy is to define the procedure for introducing a new privilege into the Medical 
Staff or introducing a new privilege into a specific department or specialty. 
 
Policy 
 
All practitioners who provide clinical services at Alameda Health System (AHS) and 
Alameda Hospital (AH) must be competent to perform the services they provide. When 
members of different departments or specialties exercise the same privilege, there must 
be an equivalent comparable standard for the granting of the same clinical privilege in 
each department or specialty. 
 
Procedure 
 
Introducing a new procedure to AHS and AH 
 
1. If a practitioner or group of practitioners (collectively referred to as “Medical Staff 

Members”) wish to exercise a new privilege at AHS and AH , the Medical Staff 
Members shall submit the request for the new privilege in writing to the Division 
Chief (if applicable), Site Director, Department Chair, or Chief of Staff. 
 

2. The Medical Staff Members' request for a new privilege should include the following 
information: 

a. A detailed description of the privilege. 
b. Copies of scientific articles related to the privilege. 
c. Recommendations for specific training and education necessary to be granted 

the new privilege. 
d. Recommendations for specific experience and current competence necessary 

to be granted the new privilege. 
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e. Recommendations for proctoring requirements to the new privilege. 
f. Recommendations for the number of times the privilege must be exercised or 

performed during a two- (2) year reappointment cycle in order to maintain 
current competence. 

g. Other information that is relevant and required in Attachment A 
 

3. If the new privilege is an update or replacement of an existing privilege and no new 
additional credentialing criteria are required, this information shall also be submitted 
to the Division Chief/ Site Director.  
 

4. The Division Chief/Site Director shall review the information submitted and make a 
recommendation to the Department Chair regarding the addition of the new privilege, 
and if addition of the privilege is recommended, a recommendation also shall be 
made regarding criteria for the new privilege. The Division Chief's/Site Director’s 
recommendation shall address items A2 (c-f) described above and include a copy of 
all relevant supporting documents.  

 
5. The recommendation of the Division Chief/Site Director shall also include 

submission of Attachment A —"Criteria for New Privilege Delineation."  
 

6. The Department Chair shall review the information submitted and make a 
recommendation to the Credentials Committee regarding the addition of the new 
privilege, and if addition of the privilege is recommended, a recommendation also 
shall be made regarding criteria for the new privilege. The Department Chair's 
recommendation shall address items A2 (c-f) described above and include a copy of 
all relevant supporting documents.  

 
7. The recommendation of the Department Chair shall also include submission of 

Attachment A. 
 

8. The Credentials Committee shall review the recommendation of the Department 
Chair and shall: 

a. Meet with a representative of the Medical Staff Members requesting the new 
privilege. 

b. Submit a recommendation to the Medical Executive Committee regarding 
whether the new privilege should be introduced at AHS and, if so, the specific 
credentialing criteria to be utilized. 

 
9. The Medical Executive Committee shall review the recommendation of the 

Credentials Committee and may request an interview with a representative of the 
Medical Staff Members requesting the new privilege. The recommendation of the 
Medical Executive Committee regarding the new privilege, including the criteria for 
granting the new privilege, will be forwarded to the Quality Professional Service 
Committee (QPSC) of the Board of Trustees for action. 
  

10. Once a new privilege has been approved by favorable recommendation of the 
Medical Executive Committee, practitioners who meet all applicable criteria may 
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begin to apply for the new privilege. No new privileges will be granted, however, 
until the new privilege and associated criteria have been reviewed and approved by 
the QPSC and appropriate organizational and nursing policies and procedures have 
been developed and implemented as may be necessary to support the safe and 
effective performance of the new privilege.  

 
Introducing a new privilege in one department which is currently being granted by 
another department or specialty 
 
1. The Department Chair, upon recommendation by the Division Chief/Site Director, 

shall recommend to the Medical Executive Committee the addition of the new 
privilege to the department privilege delineation form.  
 

2. If the Medical Staff is not currently utilizing appropriate criteria for the privilege, the 
procedure described in Section A shall be followed to develop appropriate criteria. 
All departments or specialties that will be granting the privilege will be involved in 
the criteria development process. The recommendations from the department shall be 
submitted to the Procedural Innovative Committee for action. 

 
3. If appropriate criteria for the privilege have already been developed, a meeting will be 

scheduled to include the Division Chief/Site Director, the Department Chair, and 
specialty representatives from each department in which the privilege is currently 
granted and those departments who wish to grant the clinical privilege in the future. 
The Procedural Innovative Committee will meet to assure either development of 
single criteria that are applicable to all departments and specialties or development of 
multiple equivalent comparable criteria sets. 

 
4. If multiple equivalent comparable criteria sets are designed, the Procedural 

Innovative Committee must assure that a single level of care is maintained relevant to 
granting of the privilege. 

 
5. The Procedural Innovative Committee shall submit a recommendation to the Medical 

Executive Committee for action. 
 

Procedural Innovation Committee's Considerations 
 
1. In making a recommendation regarding the granting of a new privilege or extending 

an existing privilege to a new department or specialty, the Procedural Innovation 
Committee shall complete the Standardized Framework checklist for the Introduction 
of any New Procedures (Attachment B). The committee shall also consider the 
following: 

a. Whether the new privilege may be performed safely using the health system's 
available resources including facilities, equipment, support personnel, and 
support services. 

b. Whether the current composition of the Medical Staff permits its members to 
appropriately monitor and review the competence of those who perform the 
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new privilege or whether it is feasible to arrange to have other qualified 
physicians for FPPE/proctoring for the new privilege. 

c. Whether qualified physicians are available to provide continuous care in the 
event physicians performing the new privileges are unavailable.  

d. Whether sufficient research has been conducted to determine the new 
privilege is safe and clinically efficacious. 

e. Whether the performance of the new privilege poses any bioethical concerns. 
f. Whether the benefits of the new privilege outweigh the consequences of not 

exercising the new privilege. 
 

2. The Procedural Innovation  Committee shall also consider information available from 
other organizations currently performing the new procedure and/or other 
organizations that have extended the new privilege to additional departments or 
specialties.  

 
Quality Monitoring 
 
1. When the Medical Staff has added a new privilege, or a new privilege has been added 

to a particular department or specialty, the VP/Director of Quality Management (or 
designee) shall be notified.  
 

2. The VP/Director of Quality Management (or designee shall work with appropriate 
Medical Staff representatives to determine if and how the new privilege shall be 
included in the organization's performance improvement program.  

 
3. The Medical Executive Committee, prior to granting the privilege to any Medical 

Staff Member, shall review issues regarding quality management monitoring related 
to the privilege.  

 
Approvals 

 
 
 
  

  AHS Alameda  
Medical Executive Committee Date: 9/17/2025 9/19/2025 
QPSC  Date:  
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ATTACHMENT A  
 
 

Introduction of a New Privilege or a New Privilege 
for a Specific Department or Specialty 

   
CRITERIA FOR NEW PRIVILEGE DELINEATION 

 
SPECIFIC PROCEDURE: 
  
DEPARTMENT/DIVISION:  
 
DESCRIPTION:   
  
  
Training & Education 
 
 
 

 

  
Experience & Current Competence 
 
 
 

  

  
Proctoring Requirements 
 
 
 

 

  
Reappointment Requirements  
  
  
  
  
Recommend     As submitted       With the following modifications 
  
  
  
Approval:   
Department Chair : ___________________      Date : ___________________ 
 
Division Chief :_______________________________ Date : ___________________ 
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ATTACHMENT B 
 

Alameda Health System Medical Staff  
Standardized Framework for the Introduction of New Procedures 

 
The standardized workflow for the Introduction of New Procedures includes a 1) 
Pre-Approval, 2) Procedural Innovation Committee review, 3) Credentials 
Committee, Medical Executive Committee and Board approval. 
New Procedures Pre-Approval: Physician champions who wish to introduce a new 
procedure that meets the established inclusion criteria should first engage in 
discussion with their Division Chief and/or Department Chair. If departmental 
leadership is in agreement, the Department Chair(s) will then consult with the Chief 
Medical Officer (CMO) to evaluate whether the proposed procedure aligns with the 
strategic goals of the organization. In cases where the procedure involves 
collaboration across multiple departments, the respective Department Chairs will 
confer in advance to ensure alignment and coordinated support. If the proposed 
procedure is anticipated to have significant financial impact, a preliminary financial 
analysis should be conducted under the guidance of the CMO/designee prior to 
review by the PIC. Once there is approval by the Department Chair(s) and 
CMO/designee the proposal can be submitted to the Procedural Innovation 
Committee for review. 

 
The checklist is intended to provide completion of the pre-approval 

requirements if applicable. 
1. Innovative Procedure 

Champion 
 Proposed Procedure 

2. New Innovative Procedure  Does this procedure align with the strategic plan? 
3. Department / Specialty  Does the procedure impact other specialties? 

Yes/No 

If yes, complete a multidisciplinary agreement (Introduction 
of a New Privilege or a New Privilege for a Specific 
Department or Speciality - Attachment A) 

4. Financial Feasibility  Does this need a financial analysis? Yes/No   
The CMO shall decide if a financial analysis is 
needed and can be done with their support.  

5. Approvals  Department Chair 

 Chief Medical Officer 

 
1. Procedural Innovation Committee: The committee will review the request 

based on the elements in the checklist prior to recommending implementation. 
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The standardized checklist is intended to provide the framework for the items 
to consider when  requesting a new privilege or procedure. The checklist provides 
milestones for completion of the  elements if applicable. 
1. Rationale for New Innovative 

Procedure 
 Needs Assessment- What patient care gap needs 

to be filled? 
 Review of Evidence- Literature, AHS projected 

volumes and patient needs 
2. Standardized Workflows  Clinical Protocols  

 Patient inclusion & exclusion criteria 
 Documentation templates- nursing, physicians 

and APPs 
 Patient flow: example, ED ----> procedure ----

>admission----> discharge (e.g., heart alert 
protocol) 

 Plan for post procedure complications urgent and 
emergent care 

 Transfer protocols if applicable 
3. Credentialing  Residency and Fellowship Training 

 Board Certification 
 Specialized Training 
 Continuing Medical Education (CME) relevant to 

new procedure 
4. Location/Space  Pre-procedure 

 Intra-procedure 
 Post procedure and recovery 

5. Quality Assurance  Define Quality Metrics 
 Ongoing Professional Practice Evaluation (OPPE) 
 Data Tools: Power BI Epic reports 
 National Registry/Database Reporting 

6. Staffing  Physician Specialty Support from other 
departments (e.g., anesthesiology) 

 Nursing and Ancillary staffing to support 
procedure 

 Nursing and Ancillary staff trained/certified to 
support procedure 

7. Equipment and Supplies  Existing versus new equipment 
 Capital equipment needs and request submitted 
 Equipment approved by VAT committee 
 PAR levels created 

8. Revenue Cycle  Billing and Coding 
 Charge Capture 

9. EPIC  Clinical Documentation 
 Order Sets 

10. Accreditation & Regulatory 
Affairs 

 Accreditation and Certification 
 Department and Clinical Scope of Services 
 Space / Location Licensure 

11. Communication/Education  Announcements and memos 
 Education and Tip Sheets 
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 Huddles 
 Staff Meetings 

12. Privileging  Specific requirements and criteria 
 Case log number and time frame 
 Focused Professional Practice Evaluation 

(FPPE)/Proctoring 
 Continuing Medical Education (CME) 

13. Reappointment  Clinical Activity and Case logs 
14. Approvals  Procedural Innovation Committee 

 Credentials and Privileging Committee 
 Medical Executive Committee 
 QPSC and Board 

 
 



 

 
September 24, 2025 
 
TO:  Quality Professional Services Committee 
 
FROM:   Berenice Perez, M.D., Alameda Health System Chief of Staff 
  Catherine Pyun, D.O., Alameda Hospital Chief of Staff 
   
SUBJECT: Agenda Item: B4 
  

 Meeting Date: September 24, 2025 
 

Item Description: Medical Staff Application & Specialty Privilege Forms  
 
COMMITTEE ACTION:  Approval of revised Medical Staff Privilege Forms  
 
Background: 
The specialty privilege form(s) listed in the analysis section are revised privileges forms, 
designed to offer a systematic approach for care across our facilities (AHS, SLH, AH) as 
applicable.  
 
Analysis: 
The Medical Staff application includes questionnaires intended to collect documentation 
used in the decision-making process for credentialing applicants that are applying to the 
Medical Staff. 
 
Whether new or revised, the Medical Staff privilege forms are updated through a succinct 
process using best practice and clinical evidence.  
 
Board Action Requested:   
Approval of application form revisions and revised privilege forms, that offer a system-wide 
approach for credentialing and privileging providers that support patient care at AHS. 
 
Revised Privilege Forms for AHS & AH: 
• Emergency Multifacility 
 
Revised Privilege Forms for AHS: 
• Pediatric Neonatal – Perinatal Medicine 
• Anesthesiology – Advanced Practice Provider 



Published: 11/30/2023 9:21:27 AM Emergency Medicine Multifacility Privileges Page 1 of 
 

 

 
 

 
 
 
Applicant's Name: 

 
Instructions: 

Emergency Medicine Multifacility Privileges 
Delineation of Privileges 

 
1. Click the Request checkbox to request a group of privileges such as Core Privileges or a Special 

Privileges. 
2. Uncheck any privileges you do not want to request in that group. 
3. Check off any special privileges you want to request. 
4. Sign form electronically and submit with any required documentation. 

 

Membership Meet all requirements for Medical Staff membership. 
 
Education/Training For initial applicants, effective January 1, 2020, completion of an ACGME or AOA accredited 

residency training program in Emergency Medicine. 
 

 
Certification For initial applicants, effective January 1, 2017, current certification or board eligibility in the 

examination process leading to certification in Emergency Medicine by the American Board 
of Emergency Medicine or in Emergency Medicine by the American Osteopathic Board of 
Emergency Medicine. 

AND 
Applicant must be active in MOC (maintenance of certification) program in Emergency Medicine. 

 
Clinical Experience (Initial) Applicant must provide documentation of active practice in Emergency Medicine (minimum of 500 

cases) during the previous 24 months (waived for applicants who completed training the previous 
year). 

 

Clinical Experience 
(Reappointment) 

Applicant must provide documentation of active practice in Emergency Medicine (minimum of 300 
cases) representative of the scope and complexity of privileges requested during the previous 24 
months. 

Required Qualifications 
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Description:. Emergency Medicine is the medical specialty concerned with diagnosing and treating unforeseen 
illness or injury. It encompasses a unique body of knowledge as set forth in the Model of Clinical Practice of 
Emergency Medicine. The practice of Emergency Medicine includes the initial evaluation, diagnosis, treatment, 
coordination of care among multiple clinicians or community resources, and disposition of any patient requiring 
expeditious medical, surgical, or psychiatric care. 

 
Request Request all privileges listed below. A

H
S Core 

AH Click shaded blue check box to Request all privileges. 
Uncheck any privileges you do not want to request. 

  - Currently granted privileges 
 

 

 

 Admitting/Attending Privileges (including adolescents 14-21 years of age) 
 

 
 

 Perform history and physical examination 

 
 

 
 

 Evaluate, diagnose, and initially treat patients who present to the emergency department with any 
symptom, illness, injury, or condition, and provide services necessary to ameliorate minor illnesses or 
injuries; stabilize patients with major illnesses or injuries and assess all patients to determine if additional 
care is necessary. 

  Stroke Care, including administration of thrombolytic medications 
 Procedures 

 
 

 
 

Diagnostic procedures including;; slit lamp examination; tonometry; pulse oximetry; arterial blood gas 
sampling and analysis; EKG; preliminary X-ray interpretation; and occult blood testing. 

  Administration of local anesthetic, including ultrasound guided regional nerve blocks 
 

 
 

 Techniques utilized to stabilize the airway including use of supraglottic devices, intubation with or without 
paralytic agent, including direct, video assisted, and fiberoptic laryngoscopy 

 

 
 

 Cricothyrotomy 
 

 
 

 Mechanical ventilation - all modes 
 

 
 

 Skeletal procedures including stabilization of fractures and dislocations; immobilization techniques; 
reduction techniques; backboard and cervical immobilization techniques 

  Arthrocentesis (without fluoroscopy) 
  Lumbar puncture (without fluoroscopy) 

 

 
 

 Excision of thrombosed hemorrhoids 
 

 
 

 Foreign body removal 
 

 
 

 Gastric lavage 
 

 
 

 Jejunostomy and gastrostomy tube replacement 
 

 
 

 Wound management and closure including management of burns, nail removal, I&D abscess, and 
evacuation of hematoma 

 

 
 

 Management of epistaxis including laryngoscopy, posterior packing, and chemical cautery 
 

 
 

 Emergent delivery and management of newborns 
  Resuscitative hysterotomy 
  Gynecological and obstetric care, including pelvic exam, intrauterine device removal, management of 

contraceptive implant insertion and removal, PAP smear and endocervical culture, IUD removal, and 
Bartholin cyst drainage 

 

 
 

 Thoracentesis 

Primary Privileges in Emergency Medicine 
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 Thoracostomy 
 

 
 

 Pericardiocentesis 
 

 
 

 Resuscitative thoracotomy 
 

 
 

 Paracentesis and lavage 
 

 
 

 Suprapubic tap and catheterization 
 

  Urethral dilation 
 

 
 

 Lateral canthotomy 
 

 
 

 Vascular access including arterial catheter insertion; central venous access; venous cutdown 

 

 
 

 Intraosseous line placement and infusion 
 

 
 

 Thrombolytic administration 
 

 
 

 Insertion of temporary pacemaker or use of external pacemaker and elective cardioversion 
 

Focused Professional Practice Evaluation (FPPE)/Routine Proctoring Requirements A
H

S Core 

AH  

   
 

 
 

 Ten (10) retrospective case reviews that are representative of the scope and complexity of privileges requested. 
 

 

Description: Moderate and Deep Sedation/Analgesia is a drug-induced depression of consciousness. No 
interventions are required to maintain a patent airway, spontaneous ventilation is adequate and cardiovascular 
function is maintained. 

 
 Qualifications  
Clinical Experience (Initial) Applicant must provide documentation of provision of clinical services representative of the scope 

and complexity of the privileges requested during the previous year (waived for applicants who 
completed training during the previous year). 

OR 
Documentation of participation and completion of approved training through Alameda Health 
System Chair of Procedural Sedation Committee. 

 
Additional Qualifications Completion of AHS Procedural Sedation Competency, initially and at time of reapplication. 

 
Request Request all privileges listed below. A

H
S Core 

AH Click shaded blue check box to Request all privileges. 
Uncheck any privileges you do not want to request. 

  - Currently granted privileges 
 

 
 

 Moderate Sedation 
  Deep Sedation 

Focused Professional Practice Evaluation (FPPE)/Routine Proctoring Requirements 

Moderate/Deep (Procedural) Sedation 
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A
H

S Core 

AH  

   
 

 
 

 Three (3) Moderate/Deep Sedation case reviews. Concurrent evaluation required for providers without recent clinical 
experience. 

 
 

Description: Limited ultrasound for trauma or other indication. 
 
 Qualifications  
Education/Training Documentation of training and experience during residency in accordance with ACEP Ultrasound 

Guidelines. 
OR 

Emergency medicine physicians who did not receive training during residency should demonstrate 
at a minimum 25 proctored ultrasounds per primary indication or a minimum of 150 ultrasounds for 
general emergency ultrasound privileges. 

OR 
Letter from Emergency Department Ultrasound Director certifying training and experience that 
meet ACEP Guidelines. 

 
Clinical Experience (Initial) Applicant must provide documentation of provision of clinical services representative of the scope 

and complexity of the privileges requested during the previous year (waived for applicants who 
completed training during the previous year). 

 

Clinical Experience 
(Reappointment) 

Applicant must provide evidence of ongoing clinical practice representative of the scope of 
privileges requested during the past 24 months. 

Request Request all privileges listed below. A
H

S Core 

AH Click shaded blue check box to Request all privileges. 
Uncheck any privileges you do not want to request. 

  - Currently granted privileges 
 

 
 

 Perform and interpret emergent, limited, or investigational ultrasound 

Special Privilege Cluster: Emergency Limited Ultrasound 
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Focused Professional Practice Evaluation (FPPE)/Routine Proctoring Requirements A
H

S Core 

AH  

   
 

 
 

 Five (5) retrospective case reviews 
 



Published: 11/30/2023 9:21:27 AM Emergency Medicine Multifacility Privileges Page 6 of 
 

 

 
 

Description: Directly visualized, focused TEE in cardiac arrest patients with tracheal intubation. 
 
 Qualifications  
Education/Training Providers seeking privileging in Transesophageal Echocardiography (TEE) of  

cardiac arrest applications should have completed training and met competency standards in 
transthoracic echocardiography and must provide documentation of the following: 
 
Completed a minimum of 2-4 hours of TEE-specific CME or didactics within previous 24 months. 

OR 
Completion of an Emergency Ultrasound Fellowship Accreditation Council (EUFAC) accredited 

fellowship in Emergency Ultrasound.  
OR 

Documentation of performance of 10 procedures performed within previous 24 months. 
 
 
 

 

 
 

 
Request Request all privileges listed below. A

H
S Core 

AH Click shaded blue check box to Request all privileges. 
Uncheck any privileges you do not want to request. 

  - Currently granted privileges 
 

 
 Focused Transesophageal Echocardiography (TEE) including probe placement, image acquisition and 

interpretation. 
 

Focused Professional Practice Evaluation (FPPE)/Routine Proctoring Requirements A
H

S Core 

AH  

   
 

 
 

 Retrospective review of ten (10) cases. by either an Emergency Medicine OR Cardiology TEE privileged physician. 
 
 

Description: Internal Medicine-Critical Care Medicine is the subspecialty that focuses on the diagnosis, management, and 
prevention of complications in patients who are severely ill and who usually require intensive monitoring and/or organ system 
support. 
 
 Qualifications  
Education/Training Applicant must have successfully completed an ACGME or RCPSC accredited IM-CCM fellowship on or 

Internal Medicine - Critical Care Medicine Privileges 

Transesophageal Echocardiography (TEE) 
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after September 21, 2011, that is a minimum of 24 months duration. 
 
Certification Current certification or board eligibility in the examination process leading to subspecialty certification in 

Internal Medicine-Critical Care Medicine by the American Board of Emergency Medicine. 
Clinical Experience (Initial/Reappointment)  Applicant must provide documentation of provision of IM-CCM services 
representative of the scope and complexity of the privileges requested during the previous 24 months (waived for applicants 
who completed training during the previous year). 
 

Request Request all privileges listed below. A
H

S Core 

AH Click shaded blue check box to Request all privileges. 
Uncheck any privileges you do not want to request. 

  - Currently granted privileges 
 Evaluation and Management 
 

 
 

 
Evaluate, diagnose, provide consultation, medically manage, and provide treatment to patients who are 
severely ill with various diseases, disorders, conditions, or injuries that lead to life threatening conditions 
(multiple organ dysfunction) and require intensive monitoring and/or organ system support 

 Procedures 
 

 
 

 Airway patency and maintenance procedures including intubation, laryngoscopy, and bronchoscopy 
  Bronchoscope 
  Bronchoscopy, fiberoptic (without fluoroscopy) 

 
 

 
 Insertion and management of arterial lines, central venous catheters, pulmonary artery catheters, and 

hemodialysis catheters (without image guidance) 
 

 
 

 Paracentesis and pericardiocentesis (without image guidance) 
 

 
 

 
Tube thoracostomy, including connection to drainage system (eg, water seal), thoracentesis, needle or 
catheter, aspiration of pleural space, and pleural drainage, with insertion of indwelling catheter (without 
imaging guidance) 

 

 
 

 Ventilator management (all modes), including intubation 
 

 
 

 
Wound care management, including local anesthetic techniques, debridement, incision and drainage of 
superficial soft tissue masses or abscesses, placement and removal of drains, specialized dressing 
selection as needed, and wound closure 

 
Focused Professional Practice Evaluation (FPPE)/Routine Proctoring A

H
S Core 

AH  

   
 

 
 

 Five (5) retrospective case reviews that are representative of the scope and complexity of privileges requested (for 
applicants who have prior experience). OR Five (5) concurrent case reviews that are representative of the scope and 
complexity of privileges requested (for applicants who completed training during the previous year). 

 
 

Description: Clinical services are limited to only those aspects of existing privileges granted that can be provided 
remotely. 

 

TELEMEDICINE PRIVILEGES INPATIENT OR OUTPATIENT CARE 
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 Qualifications  
Qualifications These privileges are intended to support existing specialty privileges for physicians and Advanced 

Practice Providers who are not otherwise classified as Telemedicine ONLY providers. 
 

 
Request Request all privileges listed below. 

  Click shaded blue check box to Request all privileges. 
Uncheck any privileges you do not want to request. 

A
H

S Core 

AH  

  - Currently granted privileges 
 

 
 

 Telehealth initial and follow up consultations 
 

 
 

 Virtual Check-ins 
 

 
 

 E-Visits 

 

 
I have requested only those privileges for which by education, training, current experience, and demonstrated competency I 
believe that I am competent to perform and that I wish to exercise at Alameda Health System hospital(s) and I understand that: 

 
A. In exercising any clinical privileges granted, I am constrained by applicable Hospital and Medical Staff policies and rules 
applicable generally and any applicable to the particular situation. 

 
B. Any restriction on the clinical privileges granted to me is waived in an emergency situation and in such situation my actions 
are governed by the applicable section of the Medical Staff Bylaws or related documents. 

 
 
 
 
 

Practitioner's Signature Date 

 

I have reviewed the requested clinical privileges and supporting documentation and make the following recommendation(s): 

 
Privilege Condition/Modification/Deletion/Explanation 

  

  

  

  

Acknowledgment of Applicant 

Department/Service Chair Recommendation - Privileges 
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Department/Service Chair Recommendation - FPPE 
Requirements 

 

 

 

 

 

 
 

 
Signature of Department/Service Chair or Designee Date 

 

Submit 
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Required Qualifications 

 
 

 
 
 

Applicant's Name: 
 

Instructions: 

Pediatric Neonatal-Perinatal Medicine - AHS 
Delineation of Privileges 

 
1. Click the Request checkbox to request a group of privileges such as Core Privileges or a Special 

Privileges. 
2. Uncheck any privileges you do not want to request in that group. 
3. Check off any special privileges you want to request. 
4. Sign form and submit with any required documentation. 

 

Membership Meet all requirements for Medical Staff membership. 
 

Education/Training Completion of an ACGME accredited Residency training program in Pediatrics. 
AND 

Completion of an ACGME accredited Fellowship training program in Neonatal-Perinatal Medicine. 
 

Certification Current certification or board eligibility in the examination process leading to certification in 
Neonatal-Perinatal Medicine by the American Board of Pediatrics. 

 

Clinical Experience 
(Initial/Reappointment) 

Applicant must provide documentation of provision of neonatal-perinatal services representative of 
the scope and complexity of the privileges requested during the previous 24 months (waived for 
applicants who completed training during the previous year). 

 
Additional Qualifications Current NRP (Neonatal Resuscitation Program) certification. 
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Qualifications 

Core Privileges in Neonatal-Perinatal Medicine 

 

Description: These privileges are intended to support existing specialty privileges for physicians and Advanced 
Practice Providers who are not otherwise classified as Telemedicine ONLY providers. 

 

Qualifications Clinical services are limited to only those aspects of existing privileges granted that can be 
provided remotely. 

 

 
Request Request all privileges listed below. 

Uncheck any privileges that you do not want to request. 
Div 

Chief 
Rec 

Dept 
Chair 
Rec 

 

 Telehealth initial and follow up consultations 
 

 
 

 
 

 Virtual Check-ins 
 

 
 

 
 

 E-Visits 
 

 
 

 

 

Description: Neonatal-Perinatal Medicine is a subspecialty of Pediatrics that focuses on the diagnosis, treatment, 
and management of health issues in newborn infants, particularly those born prematurely, with low birth weight, or 
with medical complications. This field encompasses care during the perinatal period, which extends from the 20th 
week of gestation through the first 28 days after birth. 

 
Request Request all privileges listed below. 

Uncheck any privileges that you do not want to request. 
Div 

Chief 
Rec 

Dept 
Chair 
Rec 

 Evaluation and Management   
 

 Admit to inpatient or appropriate level of care (includes neonatal intensive care unit) 
 

 
 

 

 
 

Evaluate, diagnose, provide consultation, medically manage, and provide treatment to 
newborns presenting with severe and complex life-threatening problems such as respiratory 
failure, shock, congenital abnormalities, and sepsis 

 
 

 
 

 

 Attendance at both normal newborn and high-risk deliveries 
 

 
 

 
 

 Provide consultation to pediatric hospitalists and birthing families with high-risk pregnancies 
 

 
 

 
 Procedures   
 

 Abdominal paracentesis (diagnostic or therapeutic) 
 

 
 

 
 

 Arterial Puncture 
 

 
 

 
 

 
Circumcision of infant less than 1 month of age (corrected for prematurity) with local 
anesthetic 

 
 

 
 

 

 ECG Interpretation-Preliminary 
 

 
 

 
 

 Exchange transfusion, blood or partial exchange transfusion, blood, plasma, or crystalloid 
 

 
 

 
 

 Hyperalimentation 
 

 
 

 
 

 Insertion and management of umbilical artery, umbilical vein, and peripheral artery catheter 
 

 
 

 
 

 Lumbar puncture, diagnostic or therapeutic with drainage (without fluoroscopy) 
 

 
 

 
 

 Management of airway, including intubation, CPAP, Ventilatory management 
 

 
 

 

Telemedicine Privileges Inpatient or Outpatient Care 
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Focused Professional Practice Evaluation (FPPE)/Routine Initial Proctoring 

Acknowledgment of Applicant 

 

 Pericardial drainage, including pericardiocentesis and percutaneous catheter drainage 
 

 
 

 
 

 Skin tag or extra digit removal 
 

 
 

 
 

 Suprapubic bladder aspiration 
 

 
 

 
 

 Thoracentesis and thoracostomy tube placement 
 

 
 

 
 

 Urinary Catheterization 
 

 
 

 
 

 Ventilator management (all modes) 
 

 
 

 
 

Three (3) retrospective case reviews that are representative of the scope and complexity of privileges requested. 
 

 
 

I have requested only those privileges for which by education, training, current experience, and demonstrated competency I 
believe that I am competent to perform and that I wish to exercise at Alameda Health System and I understand that: 

 
A. In exercising any clinical privileges granted, I am constrained by applicable Hospital and Medical Staff policies and rules 
applicable generally and any applicable to the particular situation. 

 
B. Any restriction on the clinical privileges granted to me is waived in an emergency situation and in such situation my actions 
are governed by the applicable section of the Medical Staff Bylaws or related documents. 
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Department Chair Recommendation - Privileges 

Submit 

 
  

Practitioner's Signature Date 

 

I have reviewed the requested clinical privileges and supporting documentation and make the following recommendation(s): 

 
Privilege Condition/Modification/Deletion/Explanation 

  

  

  

  

  

 
Division Chief Recommendation - FPPE Requirements 

 

 

 

 

 

 
 

 
Signature of Division Chief/Designee Date 

 

 
Signature of Department Chair/Designee Date 
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Applicant's Name: 
 
Instructions: 

Anesthesiology - Advanced Practice Provider - 
AHS 

Delineation of Privileges 

 
1. Click the Request checkbox to request a group of privileges such as Core Privileges or a Special 

Privileges. 
2. Uncheck any privileges you do not want to request in that group. 
3. Check off any special privileges you want to request. 
4. Sign form and submit with any required documentation. 

 

Education/Training Physician Assistant: Successful completion of an accredited Physician Assistant Education 
program which meets the requirements required for licensure and Physician Assistant certification. 
- 
Nurse Practitioner: Successful completion of a graduate program for the education and 
preparation of nurse practitioners or meet the training/education requirements according to Title 
16, Article 8, Section 1482; BPC Section 2834-2837. 

 
Licensure Physician Assistant: Licensed as a Physician Assistant by the Physician Assistant Board of 

California. 
- 
Nurse Practitioner: Licensed as a registered nurse by the California Board of Registered Nursing 
AND license certification as a Nurse Practitioner by the California Board of Registered Nursing. 

 
Certification Physician Assistant: Certification by the National Commission on Certification of Physician 

Assistants (NCCPA). 
- 
Nurse Practitioner: Certification by the American Nurses Credentialing Center (ANCC), American 
Academy of Nurse Practitioners Certification Board (AANP), or American Association of 
Critical-Care Nurses (AACN). 

 

Clinical Experience 
(Initial/Reappointment) 

Physician Assistant/Nurse Practitioner: Recent training and/or clinical experience are required for 
all applicants for appointment and reappointment. Recent clinical experience is defined as having 
performed at least 200 activities relevant to practice prerogatives requested in the preceding two 
(2) years. 

 
Additional Qualifications Physician Assistant: Practice Agreement/Delegation of Services Agreement. 

- 
Nurse Practitioner: Signed Standardized Procedure AND California Nurse Practitioner Furnishing 
Number. 

AND 
Supervising Physician Agreement 
Current DEA registration 
Current BLS certification 

 

Required Qualifications 
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Description: Privileges available to the PA or NP working in perioperative setting with Anesthesiology physicians 
with same privileges. 

 
Request Request all privileges listed below. 

Uncheck any privileges that you do not want to request. 
Div 

Chief 
Rec 

Dept 
Chair 
Rec 

 

 Administer, provide, or transmit medication orders according to protocols 
 

 
 

 
 Perform thorough preoperative assessments, including medical history reviews, physical 

exams, and risk stratification 
  

 Order and interpret diagnostic tests (e.g., labs, ECGs, imaging) to optimize patients for 
anesthesia 

  

 Identify and manage perioperative risk factors in collaboration with anesthesiologists and 
surgical teams 

  

 Educate patients and families on anesthesia risks, preoperative instructions, and 
postoperative expectations 

  

 Coordinate necessary specialty referrals and interventions to optimize patient conditions 
before surgery 

  

 Develop and implement individualized perioperative care plans to enhance patient safety and 
surgical outcomes 

  

 Document all evaluations, assessments, and care plans accurately in the electronic medical 
record (EMR) 

  

 
 

 Two (2) case reviews representative of the scope and complexity of privileges requested. 

 

Description: These privileges are intended to support existing specialty privileges for physicians and Advanced 
Practice Providers who are not otherwise classified as Telemedicine ONLY providers. 

 

Qualifications Clinical services are limited to only those aspects of existing privileges granted that can be 
provided remotely. 

 

 
Request Request all privileges listed below. 

Uncheck any privileges that you do not want to request. 
Div 

Chief 
Rec 

Dept 
Chair 
Rec 

 

 Telehealth initial and follow up consultations 
 

 
 

 
 

 Virtual Check-ins 
 

 
 

 
 

 E-Visits 
 

 
 

 

 

 
I have requested only those privileges for which by education, training, current experience, and demonstrated competency I 

Practice Prerogatives: Perioperative Services 
 

Focused Professional Practice Evaluation (FPPE)/Routine Proctoring Requirements 

Telemedicine Privileges Inpatient or Outpatient Care 

Qualifications 

Acknowledgment of Applicant 
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believe that I am competent to perform and that I wish to exercise at Alameda Health System and I understand that: 
 

A. In exercising any clinical privileges granted, I am constrained by applicable Hospital and Medical Staff policies and rules 
applicable generally and any applicable to the particular situation. 

 
B. Any restriction on the clinical privileges granted to me is waived in an emergency situation and in such situation my actions 
are governed by the applicable section of the Medical Staff Bylaws or related documents. 

 
 
 
 
 
 

Practitioner's Signature Date 

 

I have reviewed the requested clinical privileges and supporting documentation and make the following recommendation(s): 

Department Chair Recommendation - Privileges 
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Privilege Condition/Modification/Deletion/Explanation 
  

  

  

  

  

 
Division Chief Recommendation - FPPE Requirements 

 

 

 

 

 

 
 

 
Signature of Division Chief/Designee Date 

 

 
Signature of Department Chair/Designee Date 

 

Submit 
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Alameda Health System 
and 

Alameda Hospital 
Medical Executive Committee 

Report to 
Quality Professional Services Committee of the Board

September 24, 2025

Bhrett Lash, MD, AHS Vice Chief of Staff
Cathy Pyun, DO, AH Chief of Staff



Guiding Principles

Responsible for the “quality of medical care to patients and for 
the ethical and professional practices of its members” --Board 

of Trustees Bylaws. 

Joint Commission Standard -- MS.03.01.01: The organized medical 
staff (OMS) oversees the quality of patient care, treatment and 

services provided by licensed independent practitioners (LIPs) 
privilege through the medical staff process.



Overview
Credentialing and Privileging

Peer Review

Quality and Patient Safety

Orthopaedic Surgery Department Report

Committee Reports
Patient Safety Committee
Quality Steering Committee



Credentials Committee
Policies: 
• Standardized Procedures for Advanced Practice Providers in the Department of 

Anesthesia

Privileges:
• Emergency Medicine Multifacility (existing form updated)
• Pediatric Neonatal – Perinatal Medicine (existing form updated)
• Anesthesia Advanced Practice (new)

Credentialing & Privileges:
Routine Credentialing & Privileging and Telemedicine Credentialing by Proxy

Clinical Performance:
• Ongoing Professional Practice Evaluation (OPPE) assesses clinical performance and 

factored into reappointment decisions.



Ongoing Professional Practice Evaluation 
(OPPE)

The purpose of OPPE is to ensure that the hospital, through 
the activities of its medical staff, assesses each privileged 
provider's clinical competence and professional behavior on 
an ongoing basis.

OPPE identifies professional practice trends that may impact 
the quality and safety of care and applies to all practitioners 
granted privileges. A well-designed process supports early 
detection and response to performance issues that could 
negatively impact patient outcomes. It is designed to engage 
providers in managing their own performance. 

OPPE is a peer review activity and should be objective. 
 OPPE is NOT an adverse action/punitive
 OPPE is NOT an investigation
 OPPE is NOT reportable



OPPE Goals
OPPE should include a qualitative and quantitative 
data-driven process to identify performance trends 
that may require performance improvement 
intervention (i.e., focused evaluation). It is 
designed to engage providers in managing their 
own performance.

OPPE should establish an objective, data-driven 
foundation for making reappointment decisions.

The OPPE process should be clearly defined, 
including the following elements:
• Responsibility for review
• Frequency of review
• Process for using data for decision making
• Decision process for review results



Generalization, reliability

Lack of depth, context, 
limitation, rigidity

Objectivity, scalability

Numerical, statistical

Measurement, testingUnderstanding, exploring

Non-numerical, 
descriptive

Detail, context

Subjectivity, small sample, 
size, time demand

In-depth insights, 
contextual understanding



OPPE Journey
Current State
• Evaluation of competencies of physician 

and advanced practice providers
• Specialty Specific Metrics

- Robust score cards
- Identification of 1-2 metrics
- Challenges with development & resources

Future State
• Expand Specialty Specific Metrics
• Leverage EPIC data with uniform 

evaluation criteria
• Standardization of Metrics and 

integration of patient safety data
• Clinical outcomes, peer review to 

assess provider performance
• Integrate with continuous quality 

improvement initiatives



OPPE Process Overview

Initial Proctoring of 
Clinical Privileges

(Routine Proctoring)

Assessment of 
Performance and 
Identification of  
Opportunites

OPPE and FPPE Aggregate Reporting



Quality and Patient Safety
• Patient Safety Committee (Aug 8)—RCAs, operational 

issues that affect quality and patient safety
• Quality Steering Committee (Aug 9)—OKRs and KPI 

dashboards
• Clinical Practice Council (Sept 4)--Forwarded 

multiple policies/order sets to MEC for approval

CPC provides a robust governance for clinical changes that affect the quality of patient care



ORTHOPAEDIC DEPARTMENT REPORT
Sustainability Quality Care

Initiatives: 
• Referral process rebuild/optimization

System Integration: 
• Standardization of pre-operative clearance 
• Develop pilot medical clinic focusing on optimizing and clearing 

patients for elective surgery

Finance: 
• Focus on operative utilization and process improvement

  

Performance Metrics: 
• Departmental ambulatory and operative volume
• Ortho trauma metrics: Time to surgery
• Infection and DVT rates
• Readmission rates

 

QRC:
• Monthly meeting led by Ortho Quality Director
• Reviewing patient Press Ganey and CAHPS scores
• Reviewing any unplanned return to the OR

Regulatory: 
• None 

Community Connection Staff & Physician Experience
Current Projects: 
• Tip sheets for referring providers

Opportunities: 
• Partner with community organizations
• Minimize AHS providers referring to Ortho outside the system
• Meet with CHCN and other external providers to discuss 

expanded services offered at AHS

Staffing:
• All budgeted positions filled

Workforce Development:
• Optimization of provider clinic templates, ambulatory and surgical 

volume.

Culture:
• Protected time for all providers to participate in regular 

department meetings, grand rounds and QRC meetings.



AHS Medical Staff—Next 6 months to 1 year

Solidify the culture 
of Interdepartmental 
Professional Practice 
Committee as a safe 
space to work 
through peer review

1
Scope of the Patient 
Safety Committee—
RCAs, operational 
factors that affect 
quality and safety

2
Procedural 
Innovation 
Committee - Align 
with strategic goals. 
Operational and 
clinical alignment

3
Peer Review 
Redesign—Timeline 
for development of 
new peer review 
policy

4
Department OPPE 
indicators - 
continuous 
assessment of 
clinical competence

5
Operating Room 
Committee Focus on 
access to patient 
care

6



Alameda Hospital Medical Staff

• The Medical Executive Committee met in September to 
discuss local operational items and for credentialing and 
privileging which is reported at this meeting in closed 
session.
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BOT Executive Summary: Quality Report 
Ana Torres, Vice President of Quality 

Darshan Grewal, Director of Patient Safety 
Nilda Perez, Director of Regulatory Affairs 

September 22, 2025 
 

 Key Point 1: For FY2025, one metric met the goal, three metrics performed better than 

baseline, and four did not improve.  

 Performance  

Key Result Met goal > Baseline Did not 
meet goal 

Total Patient Harms    

Sepsis Mortality (O/E)    

Readmission, All Cause    

Waitlist Time – New Primary Care    

ED Boarding – Community Hospitals    

ED Boarding- WCHGH    

Health-Related Social Needs Assessment Screening 
(HRSN) 

   

Likelihood to Recommend    

 

HARMS 

The most frequently reported harms were Hospital Acquired Pressure Injuries (HAPI), Falls with 

Injury, Behavioral Events with Injury, and Surgical Site Infections. There are performance 

improvement teams actively working on implementing evidence-based practices and 

monitoring to ensure effectiveness of actions taken. 

 

SEPSIS MORTALITY 

Efforts around improving the sepsis mortality rate are focused on the documentation 

opportunities as it was noted that several co-morbidities are not being captured. A recent 

focused review of sepsis mortalities found that sepsis was not the cause of death in 96% of the 

cases reviewed. It should be noted that the sepsis bundle compliance is performing above the 

national mean at all acute care facilities. 

 

READMISSIONS 

Highland Hospital met the readmission rate goal for FY2025. Alameda and San Leandro 

Hospitals did not meet the goal. 

Alameda Hospital’s readmission work is focused on addressing an aging population with limited 

access to Palliative Care. Case Management is working with community Skilled Nursing Facilities 

to improve communication related to end of life and hospice care.  

San Leandro Hospital readmissions are primarily due to an increasing volume of substance 

dependent admits/readmits.  The San Leandro team is working to engage these patients with 

substance use navigators.   

 



 

 
 

WAITLIST 

The Waitlist metric for new primary care adults met the goal.  

 

ED BOARDING 

The ED Boarding times are being addressed by the systemwide Throughput Steering Committee. 

The committee is expanding to include five taskforces to focus on: Access to Primary / Specialty 

/ Operating Room; Quality Throughput / Readmissions; Surge Red; System Bed Capacity; and 

Length of Stay/Care Coordination. 

 

Health-Related Social Needs Assessment Screening (HRSN) 

The HRSN metric improved and was 0.5% points from meeting the goal.  

 

LIKELIHOOD TO RECOMMEND:  

The Likelihood to Recommend goal for acute care was met for the Emergency Department and 

Ambulatory Surgery but not acute care. The improvement plan focuses on addressing 

responsiveness of staff, leader rounding, the discharge communication process which addresses 

several patient satisfaction areas, reinforcement of GIFT, and standards of behavior with 

accompanying customer service in-service training.  

 

Key Point 2: The Patient Grievance Report indicates grievances increased 36% from FY 2024 

to FY 2025. 

The raw number of grievances have increased year over year since FY 2022. While the number 

of grievances has remained stable in the acute care and ED environment, there has been a 

sharp increase in grievances from the ambulatory clinics. The ambulatory clinic grievances are 

primarily due to access issues.  

 

Key Point 3: AHS has successfully partnered with BETA Healthcare Group to implement 

evidence-based practice that improve patient safety and high reliability care. 

AHS has been validated in the five BETA HEART program domains: Culture & Measurement, 

Rapid Event Response & Analysis, Communication & Transparency, Care for the Caregiver and 

Early Resolution. AHS also participates in the ED and OB QUEST programs. QUEST addresses 

common liability issues.  

 

Key Point 4:  There were two regulatory site visits in August 2025.  

 CMS conducted a Complaint Validation Survey at Highland Hospital and John Psychiatric 

Hospital. There were no findings. 

 CDPH conducted a Tissue Bank Licensing Survey at San Leandro Hospital. There were no 

findings. 



QPSC
FY 2025 Patient Relations Grievance Report
September 17, 2025 

Presenters:

Darshan Grewal – System Director of Patient Safety 



Definition of a 
Grievance 

A Patient Grievance is any formal expression of dissatisfaction from a 
patient, family member, or representative related to care, service, or 
environment within the healthcare setting.

Common grievance categories include:
• Quality of care
• Staff conduct
• Service access
• Care environment
• Billing (when tied to care dissatisfaction)
• Patient rights

Regulatory requirements (per CMS, Title 22, and The Joint Commission):
• Logging and investigating all grievances
• Providing written responses within 7 business days
• Resolving and closing cases within 30 days
• Maintaining documentation for audit and compliance



Historical 
Perspective-
Annual Patient 
Relations 
Grievances 
Volume    

Between FY2022 and FY2025, patient grievance submissions increased by 250%.
This upward trend reflects enhanced accessibility of reporting mechanisms and
increased patient engagement. It underscores the importance of sustained
focus on service excellence and responsiveness, while providing valuable
insights to inform system-wide efforts in improving care quality and patient
experience.



Source of Grievances 



Grievances By 
Patient Care Areas

Increase in Grievance Volume:
• Consistent volumes received in the Acute Care Settings, 

Behavioral Health, and the Emergency Departments since 
Fy2023

• Significant Increase in Grievance Volumes in Ambulatory 
Care Settings 



2022-2025 Acute Care & ED Grievance Volumes

• Highland Hospital grievance volume continues 
to decline 

• Alameda Hospital grievance volume increasing
• JGPH and SLH grievance volume fluctuates 

• Highland and SLH ED grievance volume 
continues to increase.

• HGH ED increased by 54% over past 4 
years

• ALH ED & JGPH PES grievance volume 
remains consistent



Overall Grievances      
by Event Class 
FY2022-FY2025
• For 2022 and 2023:          

#1 Grievance Event Class 
Quality of Care Issues

• For 2024 and FYTD 2025: 
#1  Event Type - Access 



Ambulatory 
Access Concerns

FY2022-2025

Key Takeaways:

• Most Access 
complaints and 
grievances are 
for Ambulatory 
Care

• In FY 24 and 25,  
#1 access 
concern was the 
wait time for the 
next 
appointment.
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FY2022 FY2023 FY2024 FY2025

 Wait Times Day of Service
 Wait time for treatment/procedure
 Wait time for referral processing
 Wait time for next available appointment
 Unable to reach staff/person via phone

2025 Actions Taken:
• Openings at all 4 wellness 

sites for clinicians. 
• GOAL: Employ enough 

clinicians to meet demand by 
12/31/25

• Interim models of care to 
support patient access:
• Telehealth
• Evening hours
• Convenient care clinics
• Group visits
• Increasing pharmacy-

run chronic care 
appointments



FY2022-2025
Quality of Care Issues 
MIDAS Safety Alerts 



Alameda Alliance 



Q2-2025 Analysis:
• Total of 1,035 grievances in Q2. Increase from 941 in Q1 2025.
• Despite consistent increase in volume every quarter, AHS 

continues to meet the compliance rate for all categories. 
• Goal is to have 1 complaint per 1,000 members. Our rate for Q2 

is 3.08 

Alameda Alliance: AHS Grievance Volume & Compliance Rate



System and 
Ambulatory Care 
Level
Grievances 

Ambulatory Care 
Level Grievances 



Q2-2025 Analysis:
• Goal is to have less than 1 grievances per 1,000 members. 

AHS has exceeded this target during the past five quarters.
• Q1 2025 – 3.08 grievances per 1,000 members – Highest rate 

Alameda Alliance AHS Membership 



Top Three 
Categories

*Internally and with 
Alameda Alliance 

Access

Quality of Care

Staff Professional 



Timely Access to Care 

• 767/1,035 (74%) of grievances were related to Access of Care

• The 4 AHS PCP Clinics account for 730/767 Access to Care 
grievances



Quality of Care



Staff/Provider Professionalism 

• 93 of 128 grievances were related to Provider/Staff Attitude.

• Provider/Staff Attitude grievances include:

• Members being dissatisfied with customer service

• Staff or provider was rude



Presented by:
Darshan Grewal, MPhil, MPH, MBA, BSN, CPHQ, CPHRM, CPPS, LSSBB

System’s Director of Patient Safety
Master Certified in Just Culture 

ALAMEDA HEALTH SYSTEM & BETA HEALTHCARE GROUP 

BUILDING A HIGH RELIABILITY ORGANIZATION TOGETHER

QPSC – September 17, 2025  



Culture & 
Measurement

Culture of Safety 
Survey, Debriefing, & 

Action Plans for 4 
consecutive years 

Just Culture 
Implementation 

Rapid Event 
Response & 

Analysis

Comprehensive Event 
Investigation and 
Analysis program 
utilizing the RCA2 
process in a multi-

disciplinary learning 
environment. 

Future Go-Team for 
Immediate Event 

Management

Communication 
& Transparency 

Timely & Empathetic 
Communication with 
Patient, Families, and 
Clinicians following a 

harm event 

Begin Early 
Communication with 
Patients/Families and  

Continuous 
Throughout the 

process 

Care for the 
Caregiver

Trained Peer  
Supporters to provide 

support following a 
traumatic event

Proactive intervention 
to prevent staff 

burnout. Promotes 
resilience.

Early 
Resolutions

Timely communication 
and mitigation with 

involved patients and 
families

Includes Financial and 
Non-Financial 

resolutions 

FY 2022 Achieved.                 
Ongoing Re-Validation         

Surveys Required 

FY 2023 Achieved.                 
Ongoing Re-Validation                 
Surveys Required for 1 

Domain

FY 2024 Validated                            
Ongoing Re-Validation                  
Surveys Required for 2 

Domains  

FY 2025 Validated

Ongoing Re-Validation                  
Surveys Required for 3 

Domains               

FY 2025 Validated

Ongoing Re-Validation                  
Surveys Required for 4 

Domains 
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5-Year Quality-Patient Safety Plan 
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Alameda Health System BETA HEART Domain 
Validation Achievements by Contract Year

Culture RERA Communication Care for Caregiver Early Resolution

Each domain of HEART carries a 2% annual incentive renewal credit

In contract year 2024 AHS achieved all five domains for a 

total renewal  credit of 10% = $346,759
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