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SIERRA VIEW LOCAL HEALTH CARE DISTRICT 

BOARD OF DIRECTORS MEETING  

465 West Putnam Avenue, Porterville, CA – Board Room 

 

AGENDA 

October 22, 2024 
    

OPEN SESSION (5:00 PM) 

 

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

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

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

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

session(s) of this meeting is allowed in accordance with the Ralph M. Brown Act, Government 

Code Sections 54950 et seq.  

 

Call to Order  

 

I. Approval of Agendas 

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

 

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

concluded in the time allotted.  Upon request of any Board member to extend the 

time for a matter, either a Board vote will be taken as to whether to extend the time 

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

 

II. Adjourn Open Session and go into Closed Session 

 

 

CLOSED SESSION (5:01 PM) 

 

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

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

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

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

agenda or are those matters appropriately identified in open session as requiring immediate 

attention and arising after the posting of the agenda.  Any public reports of action taken in 

the closed session will be made in accordance with Gov. Code Section 54957.1 

 

III. Closed Session Business  

 

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

Section 32106(b):  Chief of Staff Report  

 

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

Section 32106(b):   
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1. Evaluation – Quality of Care/Peer Review/Credentials  

 

2. Quality Division Update –Quality Report  
 

C. Pursuant to Gov. Code Section 54956.9(d) (2), Conference with Legal Counsel 

about significant exposure to litigation involving a matter of compliance; 

privileged communication (1 Item).  

 

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

Discussion Regarding Trade Secrets, Pertaining to Service and Strategic Planning 

(1 Item) Estimated Date of Disclosure – January  2025   

 

E. Pursuant to Gov. Code Section 54962; Health and Safety Code Section 32106(b):  

Discussion Regarding Trade Secrets Pertaining to Service and Strategic Planning (1 

Item). Estimated date of Disclosure: September 1, 2026  

 

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

Discussion Regarding Trade Secrets Pertaining to Service and Strategic Planning (1 

Item). Estimated date of Disclosure: January 1, 2025  

 

G. Pursuant to Gov. Code Section 54956.9(d)(2), Conference with Legal Counsel 

about recent work product (b)(1) and (b)(3)(F):  significant exposure to litigation; 

privileged communication (1 Item).  

 

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

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

Session Agenda. 

  

IV. Adjourn Closed Session and go into Open Session 

 

OPEN SESSION (5:30 PM)  

 

V. Closed Session Action Taken 

 

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

Session Discussion 

 

A. Chief of Staff Report 

Recommended Action: Information only; no action taken 

 

B.  Quality Review  
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1. Evaluation – Quality of Care/Peer Review/Credentials 

Recommended Action: Approve/Disapprove Report as Given 

 

2. Quality Division Update –Quality Report  

Recommended Action: Approve/Disapprove Report as Given 

 

C.  Conference with Legal Counsel; Anticipated Litigation (1 Items) 

Recommended Action: Approve/Reject Claim 

 

D.  Discussion Regarding Trade Secrets Pertaining to Service and Strategic 

Planning (I Item) 

Recommended Action: Information Only: No Action Taken 

 

E.  Discussion Regarding Trade Secrets Pertaining to Service and Strategic 

Planning (1 Item). 

 Recommended Action: Approve/Disapprove Presentation as Given 

 

F.  Discussion Regarding Trade Secrets Pertaining to Service and Strategic 

Planning (1 Item). 

Recommended Action: Information Only; No Action Taken   

 

G.  Conference with Legal Counsel  

Recommended Action:  Information Only; No Action Taken 

 

VI. Public Comments 

 

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

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

law, matters presented under this item cannot be discussed or acted upon by the 

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

comments at this time or present such comments when the item is called.  This is the 

time for the public to make a request to move any item on the consent agenda to the 

regular agenda. Any person addressing the Board will be limited to a maximum of 

three (3) minutes so that all interested parties have an opportunity to speak with a 

total of thirty (30) minutes allotted for the Public Comment period.  Please state your 

name and address for the record prior to making your comment. Written comments 

submitted to the Board prior to the Meeting will distributed to the Board at this time, 

but will not be read by the Board secretary during the public comment period. 

 

VII. Consent Agenda 
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Recommended Action: Approve Consent Agenda as presented  

 

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

the Consent Agenda, covering Medical Staff and Hospital policies, and these items 

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

covering Medical Staff and Hospital policies are normally approved by one motion.    

If discussion is requested by any Board member(s) or any member of the public on any 

item addressed during public comment, then that item may be removed from the 

Consent Agenda and moved to the Business Agenda for separate action by the 

Board.            

 

VIII. Approval of Minutes 

 

A. September 24, 2024 Minutes of the Regular Meeting of the Board of Directors 

Recommended Action: Approve/Disapprove September 24, 2024 Minutes of 

the Regular Meeting of the Board of Directors 

 

IX. Business Items 

 

A. Single Audit Review 

Recommended Action:  Approve/Disapprove Report as Given  

 

B.  Annual Graduate Medical Education Report 

 Recommended Action: Approve/Disapprove Report at Given 

 

C.  September 2024 Financials 

Recommended Action: Approve/Disapprove September 2024 Financials 

  

D.  Resolution 10.22.2024/01 Appointing CFO Craig McDonald to Treasurer of the 

Board 

Recommended Action: Appoint CFO, Craig McDonald as Treasurer of the 

Board 

  

X. CEO Report 

 

XI. Announcements:  

  

A. Regular Board of Directors Meeting – November 26, 2024 at 5:00 p.m.  

B. Board Ethics Training due by November 26th Board Meeting. 

 

XII. Adjournment  
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PUBLIC NOTICE 

 

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

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

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

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

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

 

PUBLIC NOTICE ABOUT COPIES 

 

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

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

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

confidential closed session materials are/will be excluded until the Board votes to disclose said materials.   
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Senior Leadership Team 10/22/2024 

Board of Director’s Approval 

 

Bindusagar Reddy, MD, Chairman 
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SIERRA VIEW MEDICAL CENTER 

CONSENT AGENDA 

October 22, 2024 

BOARD OF DIRECTOR’S APPROVAL 

The following Polices/Procedures/Protocols/Plans have been reviewed by Senior Leadership Team 

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

                                                                                                                               Pages            Action 

 

 

 

 

Policies: 

 

 Contingency Plan for Water Damaged Medical Records 

 Ergonomic Awareness 

 Medical Records Storage and Safe Keeping 

 Review and Query Process for Clinical Documentation 

Improvement (CDI) Program 

 

Plans: 

 

 HIM Coding Compliance Plan 

 

Proposal 

 

 Sierra View Local Health Care District 403 (b) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2 

3-7 

8-9 

10-19 

 

 

 

 

20-24 

 

 

 

25-36 

 

Approve 

↓ 
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POLICY: 

 

It is the policy of Sierra View Medical Center (SVMC) to provide a contingency plan in the event that 

records are damaged due to water damage. Any type of damage is destructive. Water damage from flood 

or fire can be most devastating.  

 

PROCEDURE 

 

1. The following procedures should be implemented as soon as the water is removed and the amount 

of damage is assessed.  

 

a. Determine what documents should be rescued using the retention requirements. 

 

b. Prioritize which records should be removed first in order to keep the hospital functioning. 

 

c. Records are to be removed within 48 hours of damage to prevent mold, mildew and 

bacteria growth. 

 

d. Depending on the degree of damage, the records can be restored by: 

 

• Air drying the records by placing absorbent material between each document and 

then using fans for increased air circulation. 

 

• Freezing the records and keeping them in cold storage.  This process stops the 

deterioration of handwritten data on paper records. 

 

• Freeze-drying is the quickest and most expensive method.  It is only for optimal 

preservation of original records that are totally irreplaceable. 

 

• Remember that time is a critical factor.  Move as quickly as possible to recover 

damaged information. 

 

REFERENCE: 

• California Code of Regulations, Title 22, § 70751 
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PURPOSE: 

 

To establish an ergonomics policy and program that guides Sierra View Medical Center (SVMC) in 

prevention measures for work-related musculoskeletal disorder (WMSD) injuries. When WMSD injuries 

result from a repeated task, process, or operation/actions performed over time by an employee, they are 

referred to as a Repetitive Motion Injury (RMI).  

 

RMI occurs in healthcare settings from repeated tasks that cause wear and tear over time on the soft 

tissues of the body. Use of ergonomic principles can help to identify risk factors for injury and design 

safer work tasks, tools, technology and environments which can eliminate or minimize RMI. 

 

This policy is based on current evidence-based practice and requirements of the California Ergonomics 

Standard, California Code Regulations (CCR) Title 8, § 55110 – Repetitive Motion Injuries (RMI). 

 

POLICY: 

 

Sierra View Medical Center places a high value on the safety of its employees and patients.  SVMC is 

committed to supporting employee health, safety, and wellness by providing ergonomic education 

and worksite and job evaluations. Likewise, employees are expected to commit to their own 

responsibility for health and safety of self, co-workers and patients, by adhering to the outlined policy 

and procedures and complying with any ergonomic recommendations given during evaluation and 

education.  

 

WMSD are major cause of injury for many healthcare workers. All professions in the healthcare industry 

have potential to be exposed to WMSDs. Force, duration, repetition, posture, and vibration are all risk 

factors that can contribute to WMSDs.  All work-related injuries are to be reported by employees and 

documented by Employee Health. In addition, injury trends and risk factors will be identified and 

controlled, as is reasonably practicable, and employees trained and monitored for effective prevention 

measures 

 

AFFECTED PERSONNEL/AREAS: ALL SIERRA VIEW MEDICAL CENTER (SVMC) EMPLOYEES  

 

DEFINITIONS: 

 

Ergonomics - The scientific discipline concerned with the understanding of interactions among humans 

and other elements of a system (people, tools, technology, tasks, and environment), and the profession 

that applies theory, principles, data, and other methods designed to optimize human well-being and 

overall system performance. 

 

Injury trends – Injuries occurring to more than one employee, by the same cause, while performing a job 

process, or operation of identical or similar work activity. 

 

Repetitive Motion Injuries (RMI):  Musculoskeletal injuries that occur over time and cause wear and 

tear on the muscles, tendons, ligaments, and nerves and are objectively identified and diagnosed by a 
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licensed physician or medical provider licensed to diagnose musculoskeletal disorders. Other names for 

RMI include repetitive strain injuries, repetitive stress injuries, cumulative trauma disorders, and overuse 

disorder / injury. 

Work-related Musculoskeletal Disorders (WMSD): Injuries sustained while performing work that 

affect the muscles, tendons, ligaments, nerves, joints, blood vessels, spinal discs and other soft tissues of 

the body. WMSDs can be repetitive or from a single event. 

Responsibilities: 

1. Senior Leadership / Directors: 

i. Ensures that processes and funding are in place to 1) Perform ergonomic 

assessments and 2) Manage the risk factors associated with WMSDs, 3) Fund the 

adaptation or redesign of the worksite/work task, and 4) Provide ergonomic 

education to all employees. 

ii. Oversees responsibility for assigning a person(s) responsible for ergonomics 

program oversight. 

iii. Communicates in a format understandable by all employees about safety and 

health topics related to WMSDs and ergonomic interventions. 

 

2. Ergonomics Program Administrator /  Employee Health Supervisor 

i. Develops, manages and evaluates, at least annually, the ergonomics program. 

ii. Performs or arranges for performance of preventive and workers compensation 

ergonomic assessments of employees and gives a written report to the supervisor/ 

manager and employee to follow. 

iii. Ensures all new employees receive ergonomics education on risk factors specific 

to their job. 

iv. Provides employees continual access to ongoing education on ergonomics by 

several means: annual classes, intranet resources, local departmental and system 

resources (handouts, ergonomics champions) or in-servicing where WMSD 

injury trending is occurring. 

v. Establish a list of approved ergonomic equipment that can be purchased. 

vi.  Collaborate as needed to provide ergonomic input into any new construction or 

remodeling projects. 

vii. Analyze the injury data pertaining to WMSD injuries, review and / or participate 

in injury investigations. 

viii. Communicate and collaborate with leadership on implementation of risk factor 

remediation strategies. 
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3. Managers / Supervisors: 

i. Ensures that all new employees receive ergonomics education and resources for 

understanding how to set up their worksite correctly to prevent WMSDs. 

ii. Respond promptly to schedule an ergonomic assessment upon employee request 

within 3 days. []. 

iii. Provide time during the ergonomic assessment of an employee that they are free 

from work duties and can participate. 

iv. Coordinate purchase of ergonomic equipment and arranges for installation as 

recommended by the assessment process in a timely manner [Preferrably within 

2 weeks, supply chain accessibility may delay this timeframe]. 

v. Ensure that employees comply with ergonomic recommendations made during an 

assessment. 

 

4. Employees: 

i. Promptly report all known hazards / risk factors present in your job to your 

supervisor or managerand complete an electronic incident report. 

ii. Promptly report / document any work-related WMSDs / injuries and notify your 

supervisor or manager. 

iii. Attend new employee training for ergonomics. 

iv. Notify your supervisor or manager of the need for an ergonomic assessment. 

v. Comply with any ergonomic recommendations or equipment use advised during 

your ergonomic assessment. 

 

2. PROCEDURE: 

1. Ergonomic Assessments: 

 

i. Preventive Ergonomic Assessments will be provided for any employee 

requesting a worksite or job evaluation due to discomfort, pain or adaptation 

needed to perform their job safely. The employee must notify their supervisor or 

manager of the request.  The supervisor / manager is responsible for promptly (3 

days) arranging / requesting an ergonomic assessment, providing time free of 

work duties for the employee to attend the assessment and facilitate purchase and 

installation of the recommended equipment. A written report with 

recommendations should be given to both the manager and the employee and 

kept on file as long as the employee works for the organization. 

For computer workstations, employees should first go through a self-assessment 

process using provided resources (handouts, checklists, online education) to learn 

how to adjust their equipment or notify the supervisor / manager of equipment 
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needs. If further intervention is required, or employee is still experiencing 

discomfort, an ergonomic assessment should be ordered. 

 

ii. Workers Compensation Ergonomic Assessments as needed should be 

performed by a competent assessor outside the organization to prevent conflict of 

interest. The supervisor / manager is responsible for promptly (3 days) arranging 

/ requesting the assessment, providing time free of work duties for the employee 

to attend the assessment, and facilitating purchase and installation of the 

recommended equipment. A written report with recommendations should be 

given to both the manager and the employee and kept on file for as long as the 

employee works for the organization. 

 

2. Hazard / Risk Factor identification: 

i.  Use of a safety hierarchy of controls should be used to remediate risk factors 

found during a worksite assessment or job assessment. 

1. Eliminate – physically remove the hazard. 

2. Substitution – replace the hazard with a different product or 

procedure. 

3. Engineering Controls – isolate people from the hazard. 

4. Administrative Controls – change the way people work; providing 

and enforcing breaks, job rotation, and job enlargement. 

5. Personal Protective Equipment (PPE) – protect the worker from 

the hazard by use of a PPE. 

 

3. Training: 

i. New Employee Training: All new employees will receive ergonomics education 

specific to their work tasks, tools, technology and environments. Education 

should contain at a minimum: 

a. Information about Sierra View’s program on ergonomics. 

b. Information on how to find ergonomic resources including how 

to request an ergonomic assessment of their worksite or work 

tasks. 

c. How to identify WMSD / RMI risk factors, known exposures 

that may occur with their job and current means of prevention 

that are utilized.  

d. Symptoms associated with WMSDs / RMI and consequences of 

injuries. 

e. Importance of reporting symptoms and injuries promptly to their 

manager / supervisor. 
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f. Training can be accomplished by 1) Oral presentations, 2) 

Videos 3) Distribution of written material 4) Online learning 

modules 5) Hands-on training, or any combination of above. 

 

ii. Refresher training: Resources will be made available for ongoing employee 

self-help and annual refresher training. Training can be accomplished by 1) Oral 

presentations, 2) Videos 3) Distribution of written material 4) Online learning 

modules 5) Hands-on training or any combination of above. It must cover, at a 

minimum, the initial information.  

 

4. Record Keeping: 

i. Documentation of new and refresher retraining should be recorded and kept for a 

period of two years. 

ii. Ergonomic assessments should be kept on file for as long as the employee is 

employed by SVMC. 

 

5. Program Review: 

i. A written review of the Ergonomics Program will be done annually by the 

program administrator / manager. The annual assessment will be shared with 

Senior Leadership and frontline employees.  Minimal assessment inclusion 

should be the number of ergonomic assessments performed by type, percentage 

of employees trained (both new and refresher), and WMSD / RSI injury and first 

aid analysis.  Different locations within the organization should be summarized 

individually and system trends should be evaluated.  

  

REFERENCES: 

 

• California Ergonomics Standard, California Code Regulations (CCR) Title 8 (2000), §5110 – 

Repetitive Motion Injuries (RMI). October 2024 

 

• CDC (2022). 2016 Survey of Occupational Injury and Illnesses Charts Package. 

https://www.bls.gov/iif/osch0060.pdf. October 2024 

• What is Ergonomics? (2018). Definitions and Domains of Ergonomics. International Ergonomics 

Association Website. https://iea.cc/about/what-is-ergonomics October 2024  
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PURPOSE: 

 

To define the Medical Record Storage policy for Sierra View Medical Center (SVMC) and all affiliated 

facilities including, but not limited to, the Ambulatory Surgery Department (AHD), Cancer Treatment 

Center (CTC), Wound Healing Department (WHD) and Rehabilitation Services to specify what measures 

will be taken to ensure the safekeeping of the medical records. 

 

POLICY: 

 

1. It is the facility’s policy to file the patient medical record in an easily accessible manner within its 

facilities or in an approved medical storage facility off the hospital premises. 

 

2. All primary health records shall be housed in physically secure areas under the immediate control 

of the Director of Health Information Management (HIM). 

 

3. All original health records will be scanned into the electronic health record. 

 

4. All original medical records once incorporated into the electronic health record will be destroyed 

after 90 days from date of discharge. 

 

5. It shall be the responsibility of the hospital, through its Director of HIM, to safeguard the 

information in the record against loss, defacement, tampering, used by unauthorized persons and 

damage by fire or water.  The following measure will be taken to ensure this: 

 

a. Access to hospital areas that house health information records shall be limited to the HIM 

Department personnel and other authorized individuals. 

 

b. Medical Records shall be kept in secure areas at all times. 

 

c. Smoking will not be allowed in any area housing health records. 

 

d. Medical record storage areas will be equipped with a sprinkler system in case of fire. 

 

e. In the event of internal disaster, medical records will be stored until they can be safely 

transferred back to Sierra View Medical Center. 

 

6. All individuals engaged in the collection, handling or dissemination of patient health information 

should be specifically informed of their responsibility to protect patient confidentiality. 

 

7. Secondary records, indices or other maintained health information, which can be individually 

identifiable, shall be subject to the institutional policies for the maintenance or confidentiality of 

patient health information. 

 

8. Access to storage facilities off Sierra View Medical Center’s premises shall be limited to HIM 

personnel authorized in writing for such access.  A copy of each authorization shall remain on file 
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in the HIM Department and a copy of the authorization shall be furnished to the off-site storage 

facility. 

 

9. When in use within the hospital, health records shall be always kept in secure areas.  Health 

records shall not be kept unattended in areas accessible to unauthorized individuals. 

 

AFFECTED AREAS/PERSONNEL: ALL HIM DEPARTMENT PERSONNEL 

 

REFERENCE: 

 

• The Joint Commission (2024).  Hospital accreditation standards. IM.02.01.03. Joint Commission 

Resources. Oak Brook, IL. 

 

CROSS-REFERENCES:  

 

• Rehabilitation Department P&P – “PHYSICAL AND SPEECH THERAPY MEDICAL RECORDS 

STORAGE AND SAFE KEEPING ” 

 

• Laboratory P&P – “LABORATORY RECORDS – STORAGE & RETENTION ” 
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PURPOSE: 

 

To establish processes to clarify documentation regarding diagnosis, conditions and/or procedures that are 

representative of the patient’s severity of illness, risk of mortality, and resource consumption during an 

inpatient hospitalization.    

 

To define when a query will be initiated and outlines the appropriate query processes to be utilized.  

Appropriate querying will improve the accuracy, integrity and quality of patient data; minimize variation 

in the query process; and improve the quality of the physician documentation within the body of the 

medical record.    

 

DEFINITIONS:  

 

1. Query: an established mechanism of communication between CDI Specialists/Coders and 

physicians to clarify ambiguous, incomplete or conflicting documentation in the medical record. 

 

2. Concurrent Query:  a query that is initiated during the patient’s hospital admission/episode of care 

prior to discharge. 

 

3. Retrospective Query: a query that is initiated after the patient has been discharged from the 

facility, but before the claim has been billed. 

 

4. Post Initial Billing Query:  a query that is executed within 12 months of the discharge date as a 

result of additional documentation (e.g., discharge summary) being added to the record or 

findings during a retrospective coding review (internal or external) that occurs after the claim has 

been billed.  

 

POLICY: 

 

A. Sierra View Medical Center workgroup members, consisting of Clinical Documentation 

Improvement Specialists (CDIS), Coders and providers of care will follow appropriate process to 

generate a query either concurrently or retrospectively consistently.  

 

B. CDIS/Coders will initiate queries as appropriate when documentation within the medical record 

fails to meet one of the following criteria: legibility, completeness, clarity, consistency, and/or 

precision. 

 

C. Ensure control processes are implemented to minimize potential compliance risks. 

 

D. Improve the quality of the physician documentation within the body of the medical record. 

 

E. Accurately reflect the patient’s clinical picture for severity of illness and risk of mortality. 

 

F. Promote accurate ICD-9-CM/ICD-10-CM/PCS code assignment and/or Present on Admission 

(POA) Indicator; 
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G. Ensure appropriate reimbursement based upon the acceptable medical record documentation. 

 

AFFECTED PERSONNEL/AREAS: HIM CDI, HIM CODERS, MEDICAL STAFF, NURSING STAFF  

PROCEDURE: 

 

1. Review Process 

 

a. The CDI Specialist (CDIS) will identify patients for review using the Daily Review 

Worklist from 360 Encompass. CDIS will prioritize reviews based on incomplete 

documentation of the following: 

 

i. New admissions 

• Medicare 

• Medi-Cal 

• Commercial 

 

ii. Surgical Major Complications or Comorbidities (MCC)/ Complications 

Comorbidities (CC) Opportunity Cases 

 

iii. Medical MCC/CC Opportunity Cases 

 

iv. Signs & Symptoms Diagnostic Related Groupings (DRGs) 

 

v. Unanswered Queries 

 

b. Records will be reviewed within 48 hours of admission, excluding weekends and 

holidays. Admissions from the weekend will be reviewed on the next business day.    

 

c. The CDIS will document pertinent clinical findings: 

 

i. Concurrent Reviewer 

 

ii. Type of Review – Initial or Continued Stay 

 

iii. Review Date 

 

iv. Signs/symptoms, assessments, consults, vital signs 

 

d. The CDIS will identify the working DRG assignments using 3M Coding and 

reimbursement systems with 360 Encompass by assigning codes for documented 

conditions and procedures which will compute/group to provide: 

 

i. Working Principal diagnosis 
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ii. Working Secondary diagnosis 

 

iii. Working Principal procedure 

 

iv. Working Secondary procedure 

 

e. Continued stay reviews are conducted to identify additional opportunities for accurate 

reflection of SOI/ROM and daily if a symptom DRG is assigned, w/out MCC or CC or if 

query left on previous visit. Continued stay reviews will be conducted with a frequency 

as determined by the existent documentation and clinical status. Generally, each case will 

be reviewed at least every three (3) days with variation from daily to weekly.    

 

f. The CDIS should seek input/assistance from another CDIS or the HIM Manager for 

reviews that are very complex and/or need additional time due to the complexity of the 

review.  

 

g. When there is a difference of opinion about post-discharge coding between the CDIS and 

Coding Professional, the following process will be followed: 

 

i. The CDIS and Coder discuss and attempt to resolve 

 

ii. If unable to resolve the difference of opinion, the conversation is referred to the 

HIM Manager or HIM Director for review and summary of the opinions will be 

provided 

 

iii. The final decision regarding coding practice rests solely with the HIM Manager 

and/or HIM Director 

 

2. Post Discharge Outstanding Query Reconciliation  

 

a. The CDIS will run the Discharged Open Queries work list each day. The reviewer will 

check to see if a discharge summary has been dictated or the query answered and if so, 

will access 360 and update the response field.      

 

b. If there’s no discharge summary, or if there’s a discharge summary but the query is still 

unanswered, the query will be processed by the Document Imaging Specialists and 

forwarded to the physician’s incomplete area for completion. The physician may answer 

the query which will become a permanent part of the medical record.    

 

c. Alternatively, the physician may tell the CDIS they prefer to dictate an addendum to their 

summary to include the query response. The CDIS will check Meditech for this dictated 

response and when verified that it is on the account, will 

 

i. Email the coding group to inform them of this action, and 
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ii. Inform the Transcription Coordinator to pull the query and clear the Incomplete 

Record.    

 

3. Coding 

 

a. After reviewing the record, the coder may identify a new query opportunity. In these 

cases they may create the query and follow the query reconciliation process stated above.    

 

b. The coders will review, code, and abstract the chart, follow up on unanswered queries if 

applicable, and validate the DRG assignment in 360 Encompass and populate the reason. 

 

4.   Query Documentation 

 

a. Sierra View Medical Center has developed and requires utilization of the approved 

standardized query forms. The approved query forms include all of the required data 

elements for an appropriate query.   If there is a unique payer requirement that impacts 

the standard query form, the facility must contact the HIM Director immediately for 

resolution of query format discrepancies. 

 

5.   Query Format 

 

a. The query process can be conducted and documented on a concurrent (pre-discharge), 

retrospective (post-discharge) or post initial billing (after billing) basis. 

 

b. The query may be posed verbally, in writing, or electronically utilizing one of the 

approved and required standardized query forms; and must be maintained as part of the 

medical record. 

 

c. Verbal queries must be documented in writing using approved standardized query forms.   

The physician must provide the response to the query and authentication within the body 

of the medical record. A query must not be posed to elicit only one response for a 

condition, diagnosis, procedure and/or POA indicator. It should never be the intent of a 

query to lead the physician to a particular outcome. 

 

d. The query must include clinical indicators, provide reasonable options, and must include 

the ability to respond if no additional documentation or clarification can be provided.   

Clinical indicators supporting the query may include elements from the entire medical 

record. 

 

e. The yes/no query format may only be utilized on approved standardized query forms that 

have the printed yes/no query responses. These query forms are to be used in the 

following circumstances: 

 

i. Substantiating or further specifying a diagnosis already present in the health 

record 
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ii. Establishing a cause and effect relationship between documented conditions 

 

iii. Resolving conflicting documentation from multiple practitioners 

 

f. It is appropriate to ask the physician multiple questions if there are multiple conditions, 

diagnoses, procedures and/or POA indicators that require clarification, however, each 

question must be on a separate query form unless they are related. It is inappropriate for a 

CDIS or coder to ask multiple questions on one physician query form that are not 

interrelated as to the reason for the query. 

 

g. The selection of the approved query form will be determined based upon the specific type 

of query that is being initiated. 

 

6. Query Response 

 

a. The query response from the physician that will be used to support CDI, a code and/or a 

POA indicator assignment must be documented by the physician in the body of the 

traditional medical record and/or, at a minimum, on the query form kept as a permanent 

part of the medical record. The traditional medical record is defined as the customary 

forms (e.g., discharge summary, H&P, consultation), based on the patient type, which are 

contained in the medical record to furnish documentary evidence of the course of the 

patient’s illness and treatment during each hospital admission. The physician must have 

the ability to access the patient medical record prior to responding to a query. This 

medical record may be in paper or an approved electronic form. 

 

b. For concurrent, retrospective and post-billing queries: 

 

i. The response to a query (including the physician’s documentation of the sign, 

symptom, condition, diagnosis, procedure, or POA indicator) must be 

documented by the physician and be signed, timed and dated with the date/time 

that the information is added to the medical record. 

 

ii. It is not acceptable for a clinician to document a verbal response from the 

physician as a result of a query anywhere within the medical record. 

 

iii. When the physician’s response dictates a rebill, the rebill process must be 

initiated promptly. 

 

c. Post initial billing query – the physician’s response to a post initial billing query must be 

obtained within 2 weeks (14 calendar days) of the query initiation and must also be 

within 12 months of the patient’s discharge date. If the physician’s response to the post 

initial billing query generated is not obtained within 2 weeks, the query is neither 

considered nor acceptable for supporting the code/MS-DRG assignment. 
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d. When no additional documentation can/will be provided by the physician in response to a 

concurrent query, the query should be updated by the physician and/or person performing 

the documentation review that no additional documentation is warranted or will be 

provided. 

 

7. Incomplete/Delinquent Record Count for a Record with a Query  

 

a. At the time of coding, Coders will assess any unanswered concurrent queries to 

determine if a response will continue to be pursued. A determination to continue to wait 

for a response will be deferred to the HIM Director or HIM Manager.  

 

b. Any chart awaiting a response to a query must be held according to the facility’s 

delinquency timeframe. (see Delinquent Medical Records policy)           

 

c. In no event should the timeframe awaiting a physician response be greater than timely 

payer filing requirements.  

 

d. Records that are final abstracted (final billed) without a physician’s response must be 

documented, tracked, monitored, trended and reported to the Utilization Review 

Committee on a quarterly basis. 

 

8. Query Form Approval Process 

 

a. The facility must submit the standardized query forms for approval following the process 

outlined in the Forms policy for adding forms to the medical record.     

 

b. Should a new query need to be created or a current query need to be revised or updated, 

notification must be sent to the HIM Informatics Coordinator for completion. 

 

c. All new and/or revised physician query forms must be submitted for HIM Director 

review. 

 

9. Query Education and Tracking 

 

a. The HIM CDIS and HIM Manager will educate the physicians on the importance of 

concurrent documentation within the body of the medical record to support complete, 

accurate, and consistent clinical documentation and coding. 

 

b. Education will be provided to the medical staff that Coders or CDI specialist will query 

physicians when there are questions regarding documentation. 

 

c. The concurrent query form and/or worksheet will be available to the coder to ensure 

knowledge of interaction and outcome. 
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d. Query tracking and trending must be performed for Coder and CDI generated queries.   

The trends will be assessed on a quarterly basis, but at a minimum, the analysis must be 

performed annually.   The tracking must include the following outcomes for Coder and 

CDI Queries: 

 

i. Sufficient documentation was provided in the medical record and no query was 

required. 

 

ii. The clinical picture supported a diagnosis/procedure not documented by the 

physician and a query was required in order to obtain the appropriate 

documentation. 

 

iii. The physician responded to the query form with either of the following: 

 

1. The physician responded with additional documentation in the medical 

record/query form. 

 

2. The physician responded “no”. 

 

3. The physician responded “unable to determine” 

 

4. The physician did not respond to the query or answer the query within 

documentation of the medical record. 

 

iv. The response was appropriately documented and authenticated. 

 

e. Queries generated from the CDI program should be tracked and trended separately from 

Coder generated queries. 

 

f. Performance metrics should be established to measure the outcome of the concurrent and 

retrospective queries. Consideration should be given to establishing baseline metrics as 

well as ongoing performance metrics. The following performance metrics could be 

considered, as applicable:  

 

i. Percentage of patient population concurrently reviewed 

 

ii. Percentage of physician queries with physician concurrence 

 

iii. Percentage of physician query responses  

 

iv. Total number of physicians queries issues and type of response received 

 

v. Total number of retrospective coding queries issued 
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vi. Case Mix (CMI for the same month the year prior to implementation of CDI 

compared to CMI with CDI program) 

 

vii. Severity of illness and risk of mortality scores 

 

g. Trending information will be shared with administration and physician(s) trend(s) be 

included within physician education. 

 

h. Results of query tracking must be available to Regulatory Compliance support upon 

request and include, at a minimum, the total number of queries for each query form 

generated concurrently for CDI and retrospective for coding including the four outcomes 

listed in item 7D within this policy. 

 

10.  Query Guidelines 

 

a. The personnel responsible for performing and supervising the CDI and coding practices 

must understand and NOT: 

 

i. Use the word “possible” in a query to a physician to clarify ambiguous, 

incomplete, or conflicting documentation unless referencing the term from 

specific physician documentation.  The words probable, questionable, suspected 

or likely are acceptable in queries to clarify incomplete or conflicting 

documentation 

 

ii. Generate queries to physicians that are not based on patient-specific clinical 

indicators 

 

iii. “Lead” the physician by directing or sounding presumptive, by asking the 

physician to make an assumption or providing a query that is not supported by 

the clinical elements in the health record and/or directs the provider to a specific 

diagnosis or procedure.  Indicate the financial impact or reimbursement of the 

response to the query on the query form 

 

iv. Be rewarded financially or otherwise based on indicators that may lead to 

inappropriate queries or patterns.  Examples of inappropriate indicators include: 

 

1. Case Mix 

 

2. Base case mix; 

 

3. Complication and comorbidity (CC) and/or major complication and 

comorbidity (MCC) percentage 

 

4. DRG Pair percentages or volumes 
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v. Make repeated attempts to clarify the physician’s response to a query with the 

intent only to receive a particular outcome. 

 

vi. Utilize a yes/no query format for a new diagnosis that may have clinical 

indicators present but are not yet documented in the health record. 

 

11.  CDIS and Coding Meetings 

 

a. Meetings between CDIS and Coders will be held monthly.   Meetings will include: 

 

i. DRG assignment/coding issues, concerns or discrepancies in the final DRG 

selection 

 

ii. Discussion of Alternate Principal Diagnoses offered by the CDIS and not 

selected by the Coder 

 

iii. Process/Worksheet issues 

 

iv. Physician issues/strategies 

 

v. Changes in coding guidelines or significant Coding Clinic articles 

 

vi. Opportunities to enhance clinical education 

 

vii. 360 Encompass reports and trends 

 

b. The HIM Manager will be responsible for chairing the meetings and recording the 

minutes. 

 

REFERENCES: 

 

• Coding Clinic for ICD-9-CM is the official publication of ICD-9-CM coding guidelines and advice as 

designated by four cooperating parties: American Hospital Association (AHA), American Health 

Information Management Association (AHIMA), Centers for Medicare and Medicaid Services 

(CMS), and the National Center for Health Statistics (NCHS). 

 

• Guidelines for Achieving a Compliant Query Practice, American Health Information Management 

Association (AHIMA), Chicago Illinois, February 2013. 

 

• Practice Brief on Continuous Clinical documentation improvement, American Health Information 

Management (AHIMA), Chicago Illinois, May 2010. 

 

• Practice Brief on Managing an Effective Query Process, American Health Information Management 

(AHIMA), Chicago Illinois, October 2008. 

 

                               18 



 Health Information Management Policy & Procedure Manual 

 

SUBJECT:  

REVIEW AND QUERY PROCESS FOR CLINICAL 

DOCUMENTATION IMPROVEMENT (CDI) 

PROGRAM 

SECTION:   

Page 10 of 10 

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

 

 

• Practice Brief on Developing a Query Process, American Health Information Management 

Association (AHIMA), Chicago, Illinois, October, 2001. 

 

• Practice Brief on Data Quality, American Health Information Management Association (AHIMA), 

Chicago, Illinois, February 1996. 

 

• AHIMA Standards of Ethical Coding, American Health Information Management Association 

(AHIMA), Chicago, Illinois, Revised December 1999. 

 

CROSS REFERENCES: 

 

• Clinical Documentation Improvement (CDI) Program 

 

• DELINQUENT MEDICAL RECORDS  – SVMC Policies and Procedures  
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SCOPE: 

 

This policy applies to all Sierra View Medical Center (SVMC) personnel responsible for performing, 

supervising or monitoring of inpatient and outpatient coding services. This policy applies to diagnosis and 

procedure code assignment by Health Information Management (HIM) Coders for all inpatient and 

outpatient services. 

PURPOSE: 
 

The purpose of this policy is to affirm SVMC’s commitment to ethical, complete, accurate and consistent 

HIM coding and documentation improvement. 

POLICY: 
 

This policy outlines the requirements for validating coding accuracy (e.g., ICD-10-CM, CPT, modifiers) 

and various types of inpatient reimbursement methodologies (e.g., MSDRG, APRDRG, etc.) for hospital 

inpatient and outpatient services. 

DEFINITIONS: 
 

A. “AHIMA” means the American Health Information Management Association. AHIMA is the 

national organization for HIM professionals. AHIMA is one of four parties that are responsible 

for establishing national ICD-10-CM coding guidelines. 

 

B. “HIM coding” means short-term, DPSNF, or other affiliated departments based on coding and 

abstracting services on behalf of SVMC for the purpose of claim submission. SVMC HIM coding 

function includes assignment of any ICD-10-CM diagnosis (including present on admission 

(POA) indicator) or procedure code, assignment of any CPT procedure code to represent the 

“technical component” between 10020 and 69990 (excluding 36415), designated HCPCS Level II 

codes, designated HCPCS modifiers, and designated CPT Category III Codes. 

 

C. “HIM Coder” or “Coder” means a SVMC, telework employee, contractor, subcontractor, agent 

or other person who performs SVMC HIM coding. It also includes those employees or 

contractors involved indirectly, such as in a supervising or monitoring role, with the HIM coding. 

 

D. “Clinical Documentation Improvement Specialist” or “CDIS” means a SVMC, telework 

employee, contractor, subcontractor, agent or other person who performs clinical documentation 

improvement duties. It also includes those employees or contractors involved indirectly, such as 

in a supervising, assisting or monitoring role, with clinical documentation improvement. 
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E. “Office Guidelines” means applicable portions of the following publications: 

 

1. International Classification of Diseases, 10th revision, Clinical Modification, including 

addenda, conventions and instructions, (ICD-10-CM) 

 

2. Current Procedural Terminology, including addenda, conventions and instructions, (CPT) 

 

3. ICD-10-CM Office Guidelines for Coding and Reporting 

 

4. Coding Clinic for ICD-10-CM 

 

5. Coding Clinic for HCPCS 

 

6. Online CMS manual system. 

 

Each of the above publications is a CMS-approved reference for hospital inpatient and outpatient 

coding and reporting. CPT Assistant, while not an official CMS reference, provides additional 

nationally recognized guidance regarding CPT codes and shall be included as an “official 

guideline” by HIM Coders in areas not addressed by CMS-approved references. 

F. “Outpatient Procedure” as used in this policy means any account with a HIM assigned CPT 

procedure code to represent the “technical component” between 10020 and 69990 (excluding 

36415, collection of venous blood by venipuncture), designated HCPCS Level II codes, 

designated HCPCS Modifiers, and designated CPT Category III codes. Note: Accounts in this 

group are not limited to those procedures performed in the operating room. 

 

POLICY: 
 

A. HIM coding is to be complete, consistent, accurate and compliant. SVMC must strive to code 

every patient’s claim correctly and take reasonable and necessary efforts to achieve this outcome. 

 

B. Any individual involved in HIM coding, and CDI must adhere to the AHIMA Standards of 

Ethical Coding, Official Coding Guidelines as well as applicable SVMC policies, and Coding 

Compliance procedures, processes and guidelines. 

 

C. Each patient’s account is to be released, or re-released, for billing only when all of the following 

are met: 

 

1. All ICD-10-CM diagnoses and outpatient procedures CPT/HCPCS codes (including 

select modifiers) that are submitted for billing purposes under a SVMC provider number 

must be assigned by a HIM coder. 

 

2. All ICD-10-CM diagnoses and outpatient procedure (CPT/HCPCS) codes reported on the 

patient’s claim are supported by legible, complete, clear, and consistent provider 

documentation. 
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3. A sufficient clinical documentation set exists in the patient record from which to assign a 

complete set of codes. 

 

4. Diagnosis and procedure codes are assigned and sequenced appropriately according to 

Office Coding Guidelines. 

 

5. Other claim elements, including the discharge disposition code, admission status 

(inpatient or outpatient) and admit/discharge dates as recorded in the patient accounting 

system, correlate with documentation in the patient’s medical record. 

 

Accounts with identified discrepancies in one or more of the above areas must not be released for 

billing until the discrepancy is resolved and the account can be billed with an accurate and 

complete code set. 

D. When a discrepancy is detected with the HIM coding on a previously submitted claim, SVMC 

must undertake reasonable efforts to correct the deficiency and prevent the defect from 

reoccurring on future claims. Overpayments must be corrected and resubmitted to the payer. 

 

Each HIM coding staff shall have and maintain coding accuracy rates of 95% or as measured by 

periodic coding compliance audits. Coding staff who do not achieve the accuracy rate are subject 

to appropriate corrective action. 

 

E. General Coding Compliance Policies 

 

1. SVMC adopts the AHIMA Standards of Ethical Coding as the foundation of its Coding 

Compliance Program. All employees directly or indirectly involved in coding, clinical 

documentation and/or revenue cycle processes are required to abide by the AHIMA 

Standards of Ethical Coding. In addition, all CDI initiatives are to be guided by the 

AHIMA Ethical Standards of Clinical Documentation Improvement Specialists and the 

ACDIS Code of Ethics. 
 

2. Physician Queries and Clinical Documentation Improvement Program. Refer to the 

REVIEW AND QUERY PROCESS FOR CLINICAL DOCUMENTATION 

IMPROVEMENT (CDI) PROGRAM Policy and Procedure. 
 

3. HIM Coder Education and Training 

 

a. HIM Coders (and other pertinent staff as indicated) are required to complete 

training activities as assigned. 

 

b. HIM coders are required to complete the required CEU’s to maintain their coding 

certification. SVMC may provide some educational resources such as audio 

conferences, which include CEUs. Coders are responsible for the maintenance of 

their credentials as required by their position. 
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4. Coding audits for coding accuracy will be conducted periodically. At the conclusion of 

the audit, investigation as to the causes of any coding discrepancies, remediation of 

potential claims made in error, education regarding trends identified, if any, and 

appropriate disciplinary action are to occur under the direction of the HIM Director. 

 
5. The HIM Lead in collaboration with the HIM Director must ensure all new HIM coders 

(including newly hired and new contract coders) are provided orientation and training. 

Additionally, pre-bill coding reviews must be conducted until acceptable coding quality 

can be demonstrated. 

 

6. SVMC permits final coding of inpatient accounts without a discharge summary. When 

the patient’s payer reimburses based on DRG methodology (including APR-DRG), an 

account originally coded without the discharge summary (where one is required by 

hospital/medical staff policy) must be returned to the coder to determine whether the 

summary supports a change to the final ICD-10-CM code set. 

 

7. Contract Coding Arrangements 

 

a. Approval by the SVMC Chief Financial Officer (CFO) is required before 

engaging a new consultant/vendor in coding. 

 

b. HIM is ultimately responsible for the accuracy of work produced by a contract 

coder. It is recommended that the contract have provisions to reduce payment or 

terminate the contract if any contract coder’s individual coding error rate is less 

than 5%. 

 

8. External Coding Consultants and External Clinical Documentation Consultants 

 

a. Engaging an external consultant/vendor to review patient accounts with the goal 

of assessing the quality/completeness of coding and/or clinical documentation, 

requires written approval of the Chief Financial Officer (CFO). 

 

PROCEDURE: 
 

A. Responsible Person 

 
1. The hospital HIM Director is responsible for assuring that all individuals adhere to the 

requirements of this policy and that all applicable procedures and processes are 

implemented and followed. 

 
2. Auditing and monitoring 

 
a. All audits will adhere to this policy as part of its coding compliance audits. 
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3. Enforcement 

 
a. All employees whose responsibility is affected by this policy are expected to be 

familiar with the basic procedures and responsibilities created by this policy. 

Failure to comply with this policy will be subject to appropriate performance 

management pursuant to all applicable policies and procedures, up to and 

including termination. 

 

REFERENCES: 
 

• AHIMA. Standards of Ethical Coding, 2016. Retrieved from 

 https://bok.ahima.org/CodingStandards 

 

• AHIMA. Code of Ethics, 1957, 1977, 1988, 1998, 2004, 2011, and 2019. Retrieved from 

http://www.ahima.org/downloads/AHIMACodeofEthicsPrinciplesFINALApprovedApril292019. 

pdf. 
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SIERRA VIEW LOCAL HEALTH CARE DISTRICT 

BOARD OF DIRECTORS RESOLUTION NO: 10-22-2024/01 

APPOINTING TREASURER FOR THE BOARD OF 

SIERRA VIEW LOCAL HEALTH CARE DISTRICT 

 
 

WHEREAS, The Board’s Bylaws at 5.5 and 7.4 require the Board of Directors appoint a Treasurer for 

the Board and to do so by passing a resolution when appointing a new Treasurer to ensure there is a 

record of compliance with all Federal, State and Local laws and regulations.  

 

WHEREAS, Director Hans Kashyap was appointed Board Treasurer by Resolution passed on January 

23, 2024 and he now wishes to resign as Board Treasurer;  

 

IT IS THEREFORE RESOLVED, that the Board hereby accepts the resignation of Director Hans 

Kashyap and appoints in his place Chief Executive Officer, Craig McDonald as Treasurer for the Board 

of Directors of Sierra View Local Health Care District.  

 

IT IS RESOLVED FURTHER: that the Board delegates to the Chief Financial Officer (“CFO”) for 

Sierra View Local Health Care District all powers and authority necessary to ensure that the Treasurer, 

and thereby Sierra View Local Health Care District, is in compliance with all Local, State and Federal 

laws and regulations that apply to a Treasurer’s duty to manage public funds, including but not limited to 

all powers necessary to conduct those duties outlined in Cal. Health & Safety Code § 32127. It is 

understood that the day-to-day operations necessary to remain in compliance will be conducted solely by 

the CFO.  

 

PASSED AND ADOPTED, by the Board of Directors of Sierra View Local Health Care District of 

Tulare County, State of California at a regular meeting of the Board on October 22, 2024. 

 

The vote of the Board is as follows:       (Official Seal) 

 

 

Yes:  ___       

 



 

No:  ___ 

 

Absent: ___ 
 

 

By: ____________________________ Attest: ________________________________ 

   Bindusagar Reddy, M.D., Chairman     Areli Martinez, Secretary   
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MINUTES OF A REGULAR MEETING OF THE 

BOARD OF DIRECTORS OF 

SIERRA VIEW LOCAL HEALTH CARE DISTRICT 

 

The monthly meeting of the Board of Directors of Sierra View Local Health Care District was held 

September 24, 2024 at 5:00 P.M. in the Sierra View Medical Center Board Room, 465 West 

Putnam Avenue, Porterville, California  

 

Call to Order: Chairman REDDY called the meeting to order at 5:01 p.m. 

 

 Directors Present: REDDY, LOMELI, MARTINEZ 

 Directors Absent at Start of Meeting: PANDYA, KASHYAP 

 

 Others Present: Donna Hefner, President/Chief Executive Officer, Tracy Canales, VP of 

Human Resources, Melissa Mitchell, VP of  Quality and Regulatory Affairs, Craig 

McDonald, Chief Financial Officer, Ron Wheaton, VP of Professional Services/Physician 

Recruitment, Terry Villareal, Executive Assistant and Clerk to the Board, Malynda 

Parsons, Senior Marketing and Community Relations Specialist, Dan Blazar, Patient 

Experience Officer, Silvia Roberts, Manager of Care Integration , Barbra Riegel, Strategic 

Healthcare Advisor, Dr. Bhinder, Alex Reed-Krase, Legal Counsel, Harpreet Sandhu, 

Chief of Staff 

 

I. Approval of Agenda:   

 

Chairman REDDY motioned to approve the Agenda. The motion was moved by Director 

PANDYA, seconded by, Vice Chairman LOMELI and carried to approve the agenda.  The 

vote of the Board is as follows:  

 

REDDY Yes 

LOMELI Yes 

MARTINEZ Yes 

PANDYA Yes 

KASHYAP Yes 

 

II. Closed Session: Board adjourned Open Session and went into Closed Session at 5:02 p.m. 

to discuss the following items: 

 

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

Section 32106(b):  Chief of Staff Report 

 

B. Pursuant to Evidence Code Section 1156 and 1157.7:  

 

1. Evaluation – Quality of Care/Peer Review/Credentials 

 

2. Quality Division Update – Quality Report 
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C.  Pursuant to Gov. Code Section 54962; Health and Safety Code Section 32106(b):  

Discussion Regarding Trade Secrets Pertaining to Service and Strategic Planning 

(1 Item). 

 

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

Discussion Regarding Trade Secrets Pertaining to Service and Strategic Planning 

(First of 2 Items).  

 

Closed Session Items D (Second of 2 Items), E and F were deferred to the conclusion of Open 

Session as there was not enough time for discussion prior to Open Session’s scheduled start time.   

 

III. Open Session: Chairman REDDY adjourned Closed Session at 5:40 p.m., reconvening in 

Open Session at 5:40 p.m.  

 

Pursuant to Gov. Code Section 54957.1; Action(s) taken as a result of discussion(s) in 

Closed Session.  

    

A. Chief of Staff Report provided by Chief of Staff Sandhu. 

 Information only; no action taken. 

 

B. Pursuant to Evidence Code Section 1156 and 1157.7: 

 

1. Evaluation – Quality of Care/Peer Review/Credentials 

 

Following review and discussion, it was moved by Director PANDYA, 

seconded by Vice Chairman LOMELI, and carried to approve the 

Evaluation – Quality of Care/Peer Review/Credentials as presented.  The 

vote of the Board is as follows: 

 

  REDDY Yes 

LOMELI Yes 

MARTINEZ Yes  

PANDYA Yes   

KASHYAP Yes 

 

2. Quality Division Update – Quality Report 

 

Following review and discussion, it was moved by Vice Chairman 

LOMELI, seconded by Director KASHYAP, and carried to approve the 

Quality Division Update – Quality Report as presented.  The vote of the 

Board is as follows: 

 

  REDDY Yes 

LOMELI Yes 

MARTINEZ Yes  

PANDYA Yes   

KASHYAP Yes 
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C. Discussion Regarding Trade Secrets Pertaining to Service and Strategic Planning 

 

Following review and discussion, it was moved by Vice Chairman LOMELI, 

seconded by Director PANDYA, and carried to approve the position of Treasurer 

of the Board be delegated and restored to the Chief Financial Officer.  The vote of 

the Board is as follows: 

 

REDDY Yes 

LOMELI Yes 

MARTINEZ Yes  

PANDYA Yes   

KASHYAP Yes 

 

 

IV. Public Comments 

 

Ron Wheaton introduced Dr, Bhinder to the Board, she is the new Oncologist that will be 

overseeing patient treatment at the Cancer Treatment Center.  

 

V. Consent Agenda 

 

The Medical Staff Policies/Procedures/Protocols/Plans and Hospital 

Policies/Procedures/Protocols/Plans were presented for approval (Consent Agenda 

attached to the file copy of these Minutes).  It was moved by Director MARTINEZ, 

seconded by Vice Chairman LOMELI, and carried to approve the Consent Agenda as 

presented.  The vote of the Board is as follows: 

 

REDDY Yes 

LOMELI Yes 

MARTINEZ Yes 

PANDYA Yes 

KASHYAP Yes 

 

VI. Approval of Minutes:  

 

A. Following review and discussion, it was moved by Director MARTINEZ and seconded 

by Vice Chairman LOMELI to approve the August 27, 2024 Regular Board Meeting 

Minutes as presented. The motion carried and the vote of the Board is as follows:   

 

REDDY  Yes 

LOMELI  Yes  

MARTINEZ Yes 

PANDYA  Yes 

KASHYAP Yes 
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VII. Business Items 

 

A. August 2024 Financials 

 

Craig McDonald, CFO presented the Financials for August 2024. A copy of this 

presentation is attached to the file copy of these minutes.  

   

Following review and discussion, it was moved by Director PANDYA, seconded  

by Vice Chairman LOMELI and carried to approve the August 2024 Financials as 

presented.  The vote of the Board is as follows: 

 

REDDY Yes 

LOMELI Yes  

MARTINEZ Yes 

PANDYA Yes 

KASHYAP Yes 

 

B. Capital Budget Report 

 

Craig McDonald, CFO presented the Capital Budget Report for Quarter 4.  A copy 

of this presentation is attached to the file copy of these minutes.  

   

Following review and discussion, it was moved by Vice Chairman LOMELI, 

seconded by Director KASHYAP and carried to approve the Capital Budget Report 

for Quarter 4 as presented.  The vote of the Board is as follows: 

 

REDDY Yes 

LOMELI Yes  

MARTINEZ Yes 

PANDYA Yes 

KASHYAP Yes  

 

C. Conflict of Interest Code 

 

A copy of the Conflict of Interest Code is attached to the file copy of these minutes.  

   

Following review and discussion, it was moved by Vice Chairman LOMELI, 

seconded by Director PANDYA and carried to approve the Conflict of Interest 

Code as presented.  The vote of the Board is as follows: 

 

REDDY Yes 

LOMELI Yes  

MARTINEZ Yes 

PANDYA Yes 

KASHYAP Yes 
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VIII. CEO Report 

 

Donna Hefner, President/CEO provided a report of activities and happenings around Sierra 

View.  

 

IX. Announcements:  

 

A. Regular Board of Directors Meeting – October 22, 2024 at 5:00 p.m. 

 

X.  Closed Session: Board adjourned Open Session at 6:20 p.m., reconvening in Closed 

Session at 6:30 p.m. to discuss the following items.  

 

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

Discussion Regarding Trade Secrets Pertaining to Service and Strategic Planning 

(Second of 2 Items). Estimated date of Disclosure: September 1, 2026 

 

E. Pursuant to Gov. Code Section 54956.9(d)(2): Conference with Legal Counsel; 

Anticipated Litigation; Pursuant to Gov. Code Section 54957(b): Discussion 

Regarding Confidential Personnel Matter. (2 items).  

 

F.  Pursuant to Gov. Code Section 54956.9(d)(2), Conference with Legal Counsel 

about recent work product (b)(1) and (b)(3)(F):  significant exposure to litigation; 

privileged communication (1 Item). 

 

XI.  Open Session: Chairman REDDY adjourned Closed Session at 7:09 p.m., reconvening in 

Open Session at 7:09 p.m.  

 

Pursuant to Gov. Code Section 54957.1; Action(s) taken as a result of discussion(s) in 

Closed Session.  

 

D.  Discussion Regarding Trade Secrets Pertaining to Service and Strategic Planning  

   

Following review and discussion, it was moved by Director PANDYA, seconded 

by Vice Chairman LOMELI and carried to approve the Strategic Planning 

Presentation as presented.  The vote of the Board is as follows: 

 

REDDY Yes 

LOMELI Yes  

MARTINEZ Yes 

PANDYA Yes 

KASHYAP Yes 

 

E.  Conference with Legal Counsel Regarding Personnel Matter 

Information Only: No Action Taken 

 

F.  Conference with Legal Counsel 

Information Only: No Action Taken 
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XII. Adjournment 

 

The meeting was adjourned at 7:45 p.m. 

 

 

Respectfully submitted,  

 

 

 

Areli Martinez 

Secretary  

SVLHCD Board of Directors 

 

AM: tv 
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