
 

SVHCD QUALITY COMMITTEE 
AGENDA 

WEDNESDAY, February 22, 2017 
5:00 p.m. Regular Session 

(Closed Session will be held upon adjournment 
of the Regular Session) 

 Location:  Schantz Conference Room 
Sonoma Valley Hospital – 347 Andrieux Street, Sonoma CA  95476 

AGENDA ITEM RECOMMENDATION 

In compliance with the Americans with Disabilities Act, if you require special 
accommodations to attend a District meeting, please contact the Interim District Clerk, 
Vivian Woodall, at vwoodall@svh.com or 707.935.5005  at least 48 hours prior to the 
meeting. 

  

MISSION STATEMENT 
The mission of the SVHCD is to maintain, improve, and restore the health of everyone 
in our community. 

  

1. CALL TO ORDER/ANNOUNCEMENTS 
 

Hirsch  

2. PUBLIC COMMENT SECTION 
 At this time, members of the public may comment on any item not appearing on the 

agenda.  It is recommended that you keep your comments to three minutes or less,  
Under State Law, matters presented under this item cannot be discussed or acted upon 
by the Committee at this time  For items appearing on the agenda, the public will be 
invited to make comments at the time the item comes up for Committee consideration. 

Hirsch  

3. CONSENT CALENDAR 
• Minutes 01.25.17 

Hirsch Action 

4. POLICY & PROCEDURES Lovejoy Action 

5. QUALITY REPORT FEBRUARY 2017 Lovejoy Inform/Action 

6. PATIENT CARE SERVICES DASHBOARD Lovejoy Inform/ 
Discussion 

7. QUALITY & RESOURCE MANAGEMENT DEPARTMENT 
ANNUAL REPORT 

Lovejoy Inform 

8. UPON ADJOURNMENT OF REGULAR OPEN SESSION Hirsch  

9.  CLOSED SESSION: 
• Calif. Health & Safety Code § 32155

Sebastian/Hirsch 
  Medical Staff Credentialing & 

Peer Review Report 

Action 
 

10. REPORT OF CLOSED SESSION Hirsch Inform/Action 

11.  ADJOURN Hirsch  

 

mailto:vwoodall@svh.com�


 

3. 
 

CONSENT 
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SONOMA VALLEY HEALTH CARE DISTRICT 

QUALITY COMMITTEE 
January 25, 2017, 5PM 

MINUTES 
Schantz Conference Room 

 

 
Members Present Members Present cont. Excused Public/Staff 
Joshua Rymer 
Susan Idell 
Ingrid Sheets 
Howard Eisenstark, MD 

Cathy Webber 
Carol Synder 
 
 

Jane Hirsch 
Michael Mainardi 
Kelsey Woodward 
Brian Sebastian, MD 
 

Leslie Lovejoy 
Mark Kobe 
Peter Hohorst 

 
AGENDA ITEM DISCUSSION ACTION 
1. CALL TO ORDER/ANNOUNCEMENTS Rymer  

 Meeting called to order at 4:58 p.m.  
2. PUBLIC COMMENT Rymer  
 No public comment.  
3. CONSENT CALENDAR Rymer Action 

• QC Minutes, 12.14.16  MOTION by Idell to approve and 2nd 
by Eisenstark. All in favor 

4. POLICY & PROCEDURES Lovejoy Action 

 Ms. Lovejoy explained a new approval process for 
policies, where patient care policies will go in full 
to the Medical Staff, with a summary signoff sheet 
to this Committee. All new policies will still come 
to the Committee in full. Tonight’s policies are all 
renewals, except for one patient care policy which 
has already been approved by the Medical Staff. 

MOTION by Idell to approve and 2nd 
by Eisenstark. All in favor. 

5. REVIEW OF 2017 DRAFT QUALITY 
COMMITTEE WORK PLAN 

Lovejoy Inform/Action 

 Ms. Lovejoy announced some scheduling changes. MOTION by Howard to approve as 
amended, 2nd by Idell. All in favor. 

6. QUALITY REPORT JANUARY 2017 Lovejoy Inform/Action 

 Ms. Lovejoy’s report included PRIME grant 
activities, the new health coach program, and the 

MOTION by Eisenstark to approve 
2nd by Idell. All in favor. 
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AGENDA ITEM DISCUSSION ACTION 
self management of care program for patients. She 
also plans to work with departments to make quality 
improvement plans more relevant. SVH is in the 
window for a survey in March or April. 
 
Rescheduling of the November Committee meeting 
after the holiday was discussed, and Ms. Idell 
suggested combining the November and December 
meetings. This will be proposed to Ms. Hirsch. 

7. UPON ADJOURNMENT OF REGULAR SESSION Rymer  

 Regular session adjourned at 5:19 p.m.  

8.  CLOSED SESSION 
• Calif. Health & Safety Code § 32155

Rymer 
  Medical Staff 

Credentialing & Peer Review Report 

Action 

9. REPORT OF CLOSED SESSION Rymer Inform/Action 

 The Medical Staff Credentialing was unanimously 
approved. 

 

10.  ADJORN Rymer  

 Meeting adjourned at 5:24 p.m.  

 



 

4. 
 

POLICY & PROCEDURES 





























 

5. 
 

QUALITY REPORT 

FEBRUARY 2017 



 
 
To: Sonoma Valley Healthcare District Board Quality Committee 
From: Leslie Lovejoy 
Date: 02/22/17 
Subject: Quality and Resource Management Report 
 
February Priorities: 
 

1. PRIME Grant Activities  
2. Board Quality Scorecard Format 
3. Medical Staff Office 

 
 
1. 

The new Transitions Record has been implemented to all patients going home from Med/Surg. 
We have begun to implement for discharges from the ICU and are in the process of finishing the 
record for the Birthplace. I will bring a copy to the meeting. We have also started to provide 
patients going home with the File of Life magnet. We will help the patient start to fill in the 
information and follow-up during the post discharge phone calls. This month we have started to fax 
the Transition Record plus the Discharge Summary to the next provider or to the primary care 
provider. The metric requires that this be done within 24 hours of discharge. 

Prime Grant Activities 

 
We have identified a few issues with discharge medication reconciliation documentation and I 

have asked Chris Kutza, Pharmacy director, and Dr. Streeter to lead a PI project with nursing and 
the hospitalists/surgeons to identify systems issues and implement improvement strategies over 
the course of this year. 

 
Our first Community Health Coach has been assigned a patient and is making home visits 

successfully. I have interviews with three more candidates over the course of the next two weeks. 
 
I will be completing our next grant report prior to our next meeting. This is the last 

“infrastructure building” metric report. Going forward in September, we are paid for reporting 
baseline metrics and then performance metrics through 2018. From 2019-2020, we are paid for 
performance on those metrics compared to baseline and achievement goals. 
 
2. 

Leslie will bring to the meeting for discussion regarding format and reporting. 
Board Quality Scorecard Format: 

 
3. 

I am currently managing the medical staff office functions as our Medical Staff Coordinator is off 
for a month for personal reasons. This has provided me with an opportunity to work more closely 
with our Credentialing Verification organization (Verge) and identify areas of opportunity in the 
systems and processes that we have developed for the functioning of the department. I am moving 

Medical Staff Office: 



to an all-electronic process that will decrease the clerical portions of the credentialing and 
privileging process. 
 
Topic: Quality & Resource Management Annual Report. Since Dr. DeMartini can’t join us again this 
month, I decided to use Joshua and Jane’s template and do an annual for my department as a test to 
see if the template works. 



 

6. 
 

PATIENT CARE 

SERVICES 

DASHBOARD 



Patient Care Services Dashboard 2016

Medication Scanning 

Rate
Nursing Turnover

Q1 Q2 Q3 Q4 Goal Q1 Q2 Q3 Q4 Goal

SNF 81.0% 80.4% 89.5% 85.7% 80% SNF  (n=15) 0 2 0 0 <1

Acute 87.0% 90.1% 90.2% 89.7% 90% Acute (n=84) 0 2 1 4 <3

   ED 91.0% 95.4% 93.1% 90.9% 90%    Healing at Home (n=11) 1 2 0 1 <1

   Total Nursing Turnover 1 6 1 5 <5

Q1 Q2 Q3 Q4 50th %tile Q1 Q2 Q3 Q4 Goal

SNF 1.0 1.8 8.4 1.2 RN Communication NRC Ave.

Acute 3.5 1.2 5.8 3.6 ED 81.4 78.4 78.8 n/a 77.9

TOTAL 2.3 2.9 7.5 * 2.4 2.32% Acute 80.5 79.7 86.8 n/a 79.3

Pain Management NRC Ave.

ED 52.4 57.5 61.3 n/a 53.9

Acute 64.1 77.0 81.4 n/a 72.7

Communications re: Medications NRC Ave.

Q1 Q2 Q3 Q4 National Acute 66.7 61.9 68.3 n/a 64.5

SNF 0.0 0.0 0.0 0.0 3.17

Acute 0.0 0.0 0.0 1.0 3.68 Q1 Q2 Q3 Q4 Goal

0 0 2 2 0

*Q3 falls r/t one pt. falling 3-4 x /day 

2016 2016 RNs/Quarter

*Adverse outcomes r/t RN staffing as reported via e-notification in Midas

Falls
(Per 1000  days)

2016

Hospital Acquired

Pressure Ulcer Incidents 

(Per 1000  admissions)

2016

Patient Experience (CAHPS)
2016

2016

 Nurse Staffing Effectiveness: 

Adverse outcomes r/t staffing *



 

7. 
 

QUALITY & RESOURCE 

MANAGEMENT DEPT. 

ANNUAL REPORT 
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QUALITY & RESOURCE MANAGEMENT DEPARTMENT ANNUAL REVIEW 

Introduction and Overview

Department Mission: 

: This department oversees the following clinical functions: Care 
Coordination (Case Management) for Inpatient, Skilled Nursing, Emergency Department, Surgical Pre-
Admission and Community Case Management; Infection Prevention; Quality Management & Quality 
Data Analytics; Utilization/Resource Management; Risk Management and Patient Safety including 
medical staff case review; Accreditation & Licensing including policy/procedure management; Clinical 
Informatics; and Medical Staff Services. 

 

To positively impact patient care by collaborating with the interdisciplinary care 
team to promote the right care, in the right setting, at the right time, for optimal patient outcomes. 

Department Tag Line: We support your growth. 
 
Leadership Team: Chief Quality Officer; Infection Preventionist; Medical Staff Coordinator 
 
Statistical Overview

Staff Category 

: 

Function Total FTEs 
Management  
   IP. CQO, MSC 

Oversees and does the hands on work 
of quality, risk, medical staff, and 
infection prevention. 

2.3       (.2 Prime Grant) 

Quality Data 
Analyst 

Supports Quality, Risk, Pt Safety. Builds 
data systems, does organizational 
reporting to external agencies, Sound & 
VEP data. 

1 

Quality 
Coordinator 

Support Surgical Pre-Admission chart 
development; Accreditation, QC 
monitoring for plans of correction; 
Supports IP, clerical tasks for CQO and 
Case Management, clinical contracts, 
policies and procedures. 

1 

Care 
Coordination 

Case management & utilization 
management for inpatients, skilled, 
emergency and community care 
transitions. Provides social work. 

.8 Social Worker 
1.0 RN Community Care Manager (Prime 
Grant) 
1.0 LVN Case Manager for Skilled Nursing 
3.5 RN Case Managers 

Clinical 
Informatics 

Educates & improves the electronic 
health record to increase the ease of 
use for the clinical team. Trains new 
hires & runs Clinical Informatics team. 
This interdisciplinary team decides on 
projects and their priorities. 

1 RN 

 
Staffing decisions are made based on volume daily and work load. We staff 2 RN case managers for a 
census over 12 routinely with a Social Worker that covers acute, skilled and ED. There is always a case 
manager in Skilled Nursing except for holidays and weekends. Lower volumes result in flexing for the 
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RNs and all other team members. Each year I consider the case mix index, flexing patterns, throughput, 
volume trends and extended lengths of stay for budgeting. We have needed to increase case 
management staffing due to the climb in both case mix index (see below) and social needs. This was 
compensated for by deciding to use LVN case managers in Skilled Nursing. Historically, we added 
weekend coverage in 2013 which helped even out the load, and then one case manager is scheduled for 
Monday holidays in 2015 to maintain continuity. We are seeing a trend in increased need to focus on 
Utilization Management and increased focus on insurance company interactions. This is taking the 
nurses away from their primary role. I am working with patient financial services to re-allocate most of 
UM to their arena for the next budget. 
 

 
 
This department impacts the financial bottom line through maintaining a low or on target length of stay 
and reducing extended stays. In 2012, the structural changes to the case management process resulted 
in reduced extended length of stays by $680,000 in one year and have continued to hold to an average 
length of stay of 3-4 days. This has improved our Medicare spending per beneficiary ratings with 
Medicare. Our quality initiatives have kept us for the most part maintaining VBP incentives and avoiding 
penalties.  
 

This department measures the following indicators to ensure we meet regulatory, reporting and internal 
quality control standards. Quality metrics are used to determine the need for coaching and education; 
for identifying issues for case study review in the Case Management team meetings; and for identifying 
opportunities for a performance improvement project. 

Quality Metrics 

 
For 2016: 

Case Management Indicator elements completed and accurate 

Lace Tool completed for all patients over age 50 

Assessment within 24 hours of admission 

Admission status correct for medical necessity 
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Medicare choices provided 

Updated note if plan of care changes 

HCAHPS Care Transitions 70% or above for 6 months out of 12 

Quality data reports to committees on time: UM; Med Staff QAPI; IC; BQC; Good Catch; Admin; 
Credentialing; Medical Necessity 

NHSN IC data completed and entered on time 

Grievance responses meet p/p timing requirements; 7 day response & 30 day final 

 
Attached please find the 4th

 
 Quarter 2016 results. 

For 2017: will add the following: 

* Documentation of Discharge Delays in Midas Care Management by CM 
* Care Transition Record provided to patient at discharge (Prime) 
* Care Transition Record sent to next provider within 24 hours (Prime) 
* Completeness of privileging/credentialing process within time frame (90/60) by Verge 
 

In 2016, this department working on the following projects: 

Past and Future Plans for Performance Improvement: 

 
* Physician On-boarding and Orientation process

 

: The purpose of the project was to improve the 
orientation process once new physicians are privileged. A process was identified and completed, 
followed by a key person leaving. Will pick it back up when she is replaced in the next few months. 
Team: IT, Admin, Medical Staff, CRO, CAO, and Quality. 

* Implementation of STATIT

 

, a statistical process control product within the Midas system that allows for 
the use of control charts and the ability to use data in meaningful ways. Complete the Transfusion 
Utilization Focused Study using the tool for the PI Fair and presented in medical staff committees. Team: 
IT, CNO, Manager HIM, CAO, Quality. 

* Implemented the Quality Management Module in Midas

 

 for improved tracking and trending of case 
reviews for medical staff. Automated reports and storage of peer review information in an electronic 
format. Team: Quality, Medical Staff. 

* Oversight of CALHEN projects

 

 to improve patient care based on best practices and evidence-based 
medicine. Two of three projects were completed and in monitoring stages. Third project stalled when 
Director/Project lead left. 

In 2017 most of the PI projects for this department will revolve around the PRIME Grant

 

. However, I 
anticipate that we will also be working on: 

* Implementation and expansion in the use of the Credentialing Verification Organization 
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* Electronic reporting of Core Measure Data 
* Departmental & organizational workflow changes related to the Paragon 14 upgrade  
 

The Quality & Resource Management Department is a lean, innovative, high functioning team with a 
clear mission and vision. Employee engagement is high and they like their work. We will be losing two 
team members to retirement over the next 1.5 years; one in December 2017, and one in June 2018. I am 
also working on a transition plan for my role for 2021. 

Conclusion: 
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