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Board of Directors
Beatriz Vasquez, PhD, President
Abe Hathaway, Vice President
Laura Beyer, Secretary
Allen Albaugh, Treasurer
Jeanne Utterback, Director

Chief Executive Officer
Louis Ward, MHA

'r“\] .

Mayers Memorial Hospital District

Quality Committee

Meeting Agenda
May 13,2020  12:00 pm

Due to COVID-19 shelter in place orders and under the authority of the Governor’s Executive Order N-29-20, this meeting
will be conducted entirely by teleconference. No physical location will be available. Members of the public can attend
and provide public comment via teleconference at the following link and number:

Zoom Meeting Link
Call In Number: 1-669-900-9128
Meeting ID: 934 0413 4345

Attendees
Louis Ward, CEO
Jack Hathaway, Director of Quality

Laura Beyer, Board Secretary
Jeanne Utterback, Director

1 CALL MEETING TO ORDER Chair Laura Beyer

2 | CALL FOR REQUEST FROM THE AUDIENCE - PUBLIC COMMENTS OR TO SPEAK TO AGENDA ITEMS Approx.

3 | APPROVAL OF MINUTES A;II:)TtZd
3.1 Regular Meeting — April 8, 2020 Attachment A Action ltem | 2 min.

Department Reports have been submitted in written format and attached in packet. No verbal reports are required.

4 REPORTS: QUALITY FACILITIES
4.1 Marketing Val Lakey Attachment B Report 5 min.

5 | REPORTS: QUALITY STAFF
5.1 Employee Health Dawn Jacobson Attachment C Report 5 min.
5.2 Work Comp Quarterly Libby Mee Attachment D Report 5 min.
5.3 Safety Quarterly Val Lakey Attachment E Report 5 min.
5.4 Staff Development Brigid Doyle Attachment F Report 5 min.

6 REPORTS: QUALITY PATIENT SERVICES
6.1 Volunteer Services Barbara Spaulding Attachment G Report 5 min.
6.2 Social Services gfz\trgzvl\igy & Attachment H Report 5 min.
6.3 Activities Sondra Camacho Attachment | Report
6.3 SNF Events/Survey Candy Vculek Report 5 min.




https://zoom.us/j/93404134345



6.4 Infection Control Dawn Jacobson Report 5 min.
6.5 Blood Transfusion Quarterly Theresa Overton Attachment J Report 5 min.
7 | QUALITY PROGRAM REPORTING AND INITIATIVES
7.1 Quiality/Performance Improvement Jack Hathaway Report 5 min.
7.2 Prime Jack Hathaway Report 5 min.
7.3 Compliance Quarterly Report Jack Hathaway Attachment K Report 5 min.
7.4 CMS Core Measures Quarterly Report Jack Hathaway Attachment K Report 5 min.
7.5 5 Star Rating Monitoring Quarterly Report Jack Hathaway Report
8 | ADMINISTRATIVE REPORT Louis Ward Report 10 min.
9 OTHER INFORMATION/ANNOUNCEMENTS Information | 5 min.

10 | ADJOURNMENT: Next Regular Meeting —June 10, 2020 (Fall River Mills)

Public records which relate to any of the matters on this agenda (except Closed Session items), and which have been distributed to the members of the Board,
are available for public inspection at the office of the Clerk to the Board of Directors, 43563 Highway 299 East, Fall River Mills CA 96028. This document and
other Board of Directors documents are available online at www.mayersmemorial.com.




http://www.mayersmemorial.com/




Board of Directors
Beatriz Vasquez, PhD, President

Chief Executive Officer ? V Abe Hathaway, Vice President
Louis Ward, MHA m Laura Beyer, Secretary
Allen Albaugh, Treasurer

Jeanne Utterback, Director

Mayers Memorial Hospital District

Board of Directors
Quality Committee
Minutes
Full Remote Teleconference
April 8, 2020 @ 12:00 pm
Call In: 530-336-7526, passcode: 48136#

These minutes are not intended to be a verbatim transcription of the proceedings and discussions associated with the business of the board’s
agenda; rather, what follows is a summary of the order of business and general nature of testimony, deliberations and action taken.

1  CALL MEETING TO ORDER: Board Chair Laura Beyer called the meeting to order at 12:00 pm on the above date.

BOARD MEMBERS PRESENT: STAFF PRESENT:
Laura Beyer, Secretary Louis Ward, CEO
Jeanne Utterback, Director Candy Vculek, CNO

Keith Earnest, CCO
Ryan Harris, COO
ABSENT: Jack Hathaway, DOQ
Dawn Jacobson
Jessica DeCoito, Board Clerk

2 CALL FOR REQUEST FROM THE AUDIENCE - PUBLIC COMMENTS OR TO SPEAK TO AGENDA ITEMS
None

3 APPROVAL OF MINUTES
3.1 A motion/second carried; committee members accepted the minutes of February 12, Utterback, Ward Beyer-Y
2020 Utterback -Y

Quality Facilities Reports: No Department Reports

5  Quality Staff Reports
5.1 Med Staff: submitted written report. No further questions or comments.

6  Quality Patient Services
6.1 Med-Surgery/Swing: submitted written report. Hot water heater has had some issues for all the departments in that area of the
hospital. COO will follow up with Maintenance — talk about under sink water heater for temporary use until new hospital wing is
open.
6.2  Surgery/Anesthesia: submitted written report. No additional questions.

6.3 Outpatient Services: submitted written report. No additional questions.

6.4  Cardiac Rehab: submitted written report. No additional questions.

6.5 Hospice: submitted written report. Hospice Quality Committee consists of Jack Hathaway, Keith Earnest, Mary Ranquist and Gail
Leonard - reviewing all quality framework, policies and updating. Creating quality indicators and benchmarks with Jack Hathaway
that has all the necessary information for the department. Pepper Report: CMS report that indicates potential issues based on
billing data. We are following the guidelines for patient care with regards to COVID-19.

6.6 Pharmacy: submitted written report. The hood recertification has been postponed with COVID-19 concerns.

P.O. Box 459 — 43563 Highway 299 East, Fall River Mills, CA 96028 Tel. (530) 336-5511 Fax (530) 336-6199 http://www.mayersmemorial.com




http://www.mayersmemorial.com/



6.7 Physical Therapy: submitted written report. Patient’s appointments are based on acuity and sometimes insurance has a play
into what that timeframe looks like. Depends on doctors we are working with and what that surgery was like, etc. Workers Comp
claims take a much longer time to get the appointments scheduled, not because of MMHD but because of insurance processing.

6.8 Respiratory: submitted written report. No additional questions.

6.9 Retail Pharmacy: submitted written report. No additional questions.

6.10 Telemedicine: submitted written report. What would a Rheumatology program look like for our area — we’ve had some referrals
and look forward to bringing that service to our community. The Rheumatology program with Telemed2U is using a shared
calendar for all coordinators, which offers more flexibility for both MMHD and patients. Right now, we are only accepting Rheum
patients with Partnership, but when/if we open to all payers, we hope to see an increase in patients.

6.11  SNF Events/Survey: all about COVID-19. We are prepared as possible. All staff are in N95 masks to protect all patients and staff
members. No visitors are allowed in, with the exception of family members with a resident on comfort care. Activities have been
restricted and we are working on electronic opportunities for our residents, in addition to in room activities. CDPH was out last
week of March with the point of being consultation on what our current processes are. Testing for COVID-19: Tier 1 - if we get a
test to the county by 10:00 am that day, we will know the test results by 5:00 pm that same day. Tier 2 and Tier 3 testing is taking
a couple of days because of the private labs. All of our residents, patients and staff are Tier 1 testing. We are starting to see some
sadness around the residents with no visitation, limited movability and bad weather. Luckily we have some good weather and
we can work with families on visits outside the window.

6.12 Infection Control: focus is on hand hygiene and proper use of the mask. Distributed via email the proper mask procedures.

7  Quality Finances Reports: No Department Reports

8  Quality Program Reporting and Initiatives

8.1 Quality/Performance Improvement: all reporting has been put on delay. Implementing projects with the nursing staff for
potential surge in COVID-19. Data analysis has been kept up for reporting so we are ready when reports are.

8.2 PRIME: mid-year reporting came in March. Request for additional information and those requests are being completed. Our
denominator has been increased with the help of our Telemedicine program.

8.3 Education: all normal work is continuing. We are jumping in to help with nursing staff to prepare for a surge. Daily calls with the
state to stay up to date with COVID-19 and putting all processes into place. Zoom Meeting Room being used for ER doctors and
nurses with patients.

9  NEW BUSINESS: none

10 ADMINISTRATIVE REPORT: masking has been a huge priority for MMHD. 23 cases confirmed in Shasta Co. 67 individuals in quarantine
— 18 individuals in isolation (direct contact with a positive COVID-19). 2560 cases are projected in Shasta Co. by end of April —a report
being created for Shasta Co. — high level numbers. Of that 192 hospitalized cases, at this point we have beds to hold that in Redding, ICU
numbers might be challenging. Federal Medical Center is housed at the Redding Civic Auditorium — 125 beds set up. Louis and Val were
in attendance at a meeting last week discussing with all other Shasta Co. Medical Facilities that Federal Medical Center. This will be the
acute care patients — not COVID-19 patients. Val is Deputy Liaison Officer for the EOC - will give us direct access to real time data on that
facility. Public Health has asked MMHD to set up 25 beds — generally we have 16 beds that we staff for — Candy and team has set up a
plan. Outpatient Surgery has been converted to a COVID-19 unit — should house up to 6 patients. We are looking at Station 3 as our next
area to house patients to meet our 25 bed set up. Staffing has been adjusted for surge. If we get a critical patient with COVID-19, our
hope is that we can transfer them to Redding where there are more intensive resources. Training has been provided to staff for critical
care. PPE levels are currently good. Burn Rate Calculator allows us to see what our days on hand for supplies are. Concerns are there
with disinfectants but alternatives are ready to use. Biggest concern is surgical masks — one of the first things we will see run out. Luckily
we have a great stock of N95s — thanks to emergency preparedness for fires in our area. We’ve received a lot of cloth masks from the
community — these are not being used in direct patient care but serving non direct patient care staff protection. Zoom Room will allow
virtual examinations for medical staff and patients. Funding has been allocated for reimbursements on COVID-19 responses, and for
many virtual requirements. Recognition to all C Team and especially Louis for all the proactive measures put into place for COVID-19 —
and a thank you to Louis for all the stop in’s into office spaces and nurses stations to check in on staff. After the fire in the laundry facility,
we were able to pick up an agreement with Alsco to launder our own linens. And we are working with getting the laundry facility back
up and running.

Public records which relate to any of the matters on this agenda (except Closed Session items), and which have been distributed to the members of the Board,
are available for public inspection at the office of the Clerk to the Board of Directors, 43563 Highway 299 East, Fall River Mills CA 96028. This document and
other Board of Directors documents are available online at www.mayersmemorial.com.
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11 OTHER INFORMATION/ANNOUNCEMENTS: None

12 ADJOURNMENT: 1:03 pm - Next Regular Meeting — May 13, 2020 (Fall River Mills)

Public records which relate to any of the matters on this agenda (except Closed Session items), and which have been distributed to the members of the Board,
are available for public inspection at the office of the Clerk to the Board of Directors, 43563 Highway 299 East, Fall River Mills CA 96028. This document and
other Board of Directors documents are available online at www.mayersmemorial.com.
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Board Quality Report Template

Name: Valerie Lakey

Department: Marketing/Public Relations

Last Quality project reported:

Communication with staff and positive messaging. Keeping message
consistent and having all departments work through marketing.

Update on last Quality project reported:

We have not done a lot in the last few months. (Except messaging on COVID-19) From
November - February we were working with specific departments (PT, Retall
Pharmacy, Respiratory and Hospice) to develop marketing materials. Much of that has
been put on hold, as most of my time has been spent on various elements of COVID.

Current report date
to Board Quality:

May 13, 2020

Last report date to
Board Quality:

10/09/19

What successes have you seen based on the outcome of previous Quality projects?

Establishing communication channels has helped with our current incident. By developing a consistent pattern of communicating with the staff
and community, people know where to look for information. We have published a Chief Memo and Employee COVID Memo every day over the
last couple of months. Providing information to the staff is important in making sure we have a consistent message coming from the hospital. We
are trying to keep information up to date. We have employee COVID messaging on the INTRANET and have community messaging on our
website. As for community relations, we have been using direct messaging for the SNF families which has been helpful. We are also

maintaining a presence on social media.

What issues have come up in your department relating to Quality?
Just time!

PLAN: What plan was implemented to address those issues?

We will be working on a transition back into a more normal work flow and getting things

gradually on track.

03/27/2019





IV

DO: How did the implementation of that plan go?
In progress

STUDY: What kind of results did the implementation of the plan yield?
In progress

ACT: What changes were made based on the results of the plan implementation?
In progress

Is this a LEAN project? Yes No|m If YES, please attach the A3.

Upcoming Quality Items: Quality Related Goals for the Department:

Finish current marketing for departments Easy access to ALL information and promoting a
Finish Communication Plan positive image about our new and current services.

Media campaign for new facility

What Strategic Plan Objective does your project BEST align with? Choose only one.

B Outstanding Facilities: By 2025, we will open two rural health clinics, update the skilled

B Outstanding Staff: By 2025, we will be seen as an employer of choice in the area by
providing and maintaining staff growth opportunities, flexible and safe working
arrangements, and reducing the use of registry staff.

[li| Outstanding Patient Services: By 2025, we will be a four-star long term care facility and

2025, we will be operating two rural health clinics.

Outstanding Finances: By 2025, we will have in place and utilize financial tools to actively
develop and forecast long term expenditures.

Data/Graphics supporting project outcomes:

2 03/27/2019

nursing facility living space at the Fall River campus and have a resolution for aging facilities.

meet all Hospital Consumer Assessment of Healthcare Providers (HCAHP) requirements. By





		Current report date to Board Quality Last report date to Board Quality: May 13, 2020

		What successes have you seen based on the outcome of previous Quality projects: Establishing communication channels has helped with our current incident. By developing a consistent pattern of communicating with the staff and community, people know where to look for information. We have published a Chief Memo and Employee COVID Memo every day over the last couple of months. Providing information to the staff is important in making sure we have a consistent message coming from the hospital. We are trying to keep information up to date.  We have employee COVID messaging on the INTRANET and have community messaging on our website.  As for community relations, we have been using direct messaging for the SNF families which has been helpful.  We are also maintaining a presence on social media. 

		What issues have come up in your department relating to Quality: Just time!

		PLAN What plan was implemented to address those issues: We will be working on a transition back into a more normal work flow and getting things gradually on track.

		DO How did the implementation of that plan go: In progress

		STUDY What kind of results did the implementation of the plan yield: In progress

		ACT What changes were made based on the results of the plan implementation: In progress

		Upcoming Quality Items: Finish current marketing for departments
Finish Communication Plan

		Quality Related Goals for the Department: Easy access to ALL information and promoting a positive image about our new and current services.
Media campaign for new facility

		Outstanding Facilities By 2025 we will open two rural health clinics update the skilled: On

		Outstanding Staff By 2025 we will be seen as an employer of choice in the area by: On

		Outstanding Patient Services By 2025 we will be a fourstar long term care facility and: On

		Outstanding Finances By 2025 we will have in place and utilize financial tools to actively: Off

		Name Department Last Quality project reported Update on last Quality project reported: Valerie Lakey

		Department: Marketing/Public Relations

		Last Report Data to Board Quality: 10/09/19

		Last Quality Project Reported: Communication with staff and positive messaging. Keeping message consistent and having all departments work through marketing. 

		Update on last Quality project reported: We have not done a lot in the last few months. (Except messaging on COVID-19) From November - February we were working with specific departments (PT, Retail Pharmacy, Respiratory and Hospice) to develop marketing materials.  Much of that has been put on hold, as most of my time has been spent on various elements of COVID.

		Yes: Off

		No: On
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Board Quality Report Template

Current report date

Name: Dawn Jacobson, RN to Board Quality:

Department: Employee Health

Last report date to
Board Quality:

Last Quality project reported:

NONE. | have not reported for this department in the past. Current quality
projects would be preparing staff for Covid-19. Employee screening is still
being done prior to start of shift. Masks are worn in patient care areas and
SNF staff are wearing N-95 and re-using per manufacturer instruction.

Update on last Quality project reported:

NONE

What successes have you seen based on the outcome of previous Quality projects?

Screening is effective, one staff member has been turned away due to high fever and malaise,
was seen in the ED and observed until Covid-19 test came back negative.

What issues have come up in your department relating to Quality?

Covid-19! | was talking with the county prior to this pandemic regarding decreasing tuberculosis
testing to upon hire and then possibly every 2-4 years as opposed to annually as annual testing
is unnecessary and can cause false positives. No changes as of now.

PLAN: What plan was implemented to address those issues?

1 03/27/2019






IV

DO: How did the implementation of that plan go?

STUDY: What kind of results did the implementation of the plan yield?

ACT: What changes were made based on the results of the plan implementation?

Is this a LEAN project? Yes No|m If YES, please attach the A3.

Upcoming Quality Items: Quality Related Goals for the Department:

Looking into software to track infection prevention in
LTC and Acute that will also track employee illness.

What Strategic Plan Objective does your project BEST align with? Choose only one.

Outstanding Facilities: By 2025, we will open two rural health clinics, update the skilled

B Outstanding Staff: By 2025, we will be seen as an employer of choice in the area by

providing and maintaining staff growth opportunities, flexible and safe working
arrangements, and reducing the use of registry staff.

Outstanding Patient Services: By 2025, we will be a four-star long term care facility and

2025, we will be operating two rural health clinics.

Outstanding Finances: By 2025, we will have in place and utilize financial tools to actively
develop and forecast long term expenditures.

Data/Graphics supporting project outcomes:

2 03/27/2019

nursing facility living space at the Fall River campus and have a resolution for aging facilities.

meet all Hospital Consumer Assessment of Healthcare Providers (HCAHP) requirements. By





		Current report date to Board Quality Last report date to Board Quality: 

		What successes have you seen based on the outcome of previous Quality projects: Screening is effective, one staff member has been turned away due to high fever and malaise, was seen in the ED and observed until Covid-19 test came back negative.

		What issues have come up in your department relating to Quality: Covid-19! I was talking with the county prior to this pandemic regarding decreasing tuberculosis testing to upon hire and then possibly every 2-4 years as opposed to annually as annual testing is unnecessary and can cause false positives. No changes as of now.

		PLAN What plan was implemented to address those issues: 

		DO How did the implementation of that plan go: 

		STUDY What kind of results did the implementation of the plan yield: 

		ACT What changes were made based on the results of the plan implementation: 

		Upcoming Quality Items: Looking into software to track infection prevention in LTC and Acute that will also track employee illness.

		Quality Related Goals for the Department: 

		Outstanding Facilities By 2025 we will open two rural health clinics update the skilled: Off

		Outstanding Staff By 2025 we will be seen as an employer of choice in the area by: On

		Outstanding Patient Services By 2025 we will be a fourstar long term care facility and: Off

		Outstanding Finances By 2025 we will have in place and utilize financial tools to actively: Off

		Name Department Last Quality project reported Update on last Quality project reported: Dawn Jacobson, RN

		Department: Employee Health

		Last Report Data to Board Quality: 

		Last Quality Project Reported: NONE. I have not reported for this department in the past. Current quality projects would be preparing staff for Covid-19. Employee screening is still being done prior to start of shift. Masks are worn in patient care areas and SNF staff are wearing N-95 and re-using per manufacturer instruction. 

		Update on last Quality project reported: NONE

		Yes: Off

		No: On
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Board Quality Report Template

) ] Current report date
Name: Libby Mee - Director of Human Resources to Board Quality:

05/13/2020
Department: Work Comp
Last report date to
Board Quality:

Last Quality project reported: 01/08/2020
2019 Annual Work Comp data

Update on last Quality project reported:
1st Quarter 2020

(1) First Aide injury - O days away from work
(0) Reportable injuries

Still have (1) employee from last year off work

What successes have you seen based on the outcome of previous Quality projects?
Previous education, training and employee awareness have resulted in very low claim numbers.

What issues have come up in your department relating to Quality?

Have identified a need to work with all parties involved in the comp process to update and
streamline polices and procedures to ensure accurate and timely reporting.

PLAN: What plan was implemented to address those issues?

Will organize a meeting with a staff representative from Admitting, the Emergency Department,
Medical Staff, Billing, Medical Records and Employee Health. Will also involve BETA to be sure

all processes and forms are up to date.

1 03/27/2019





MMV,
DO: How did the implementation of that plan go?
In progress

STUDY: What kind of results did the implementation of the plan yield?
NA

ACT: What changes were made based on the results of the plan implementation?
NA

Is this a LEAN project? Yes No|m If YES, please attach the A3.

Upcoming Quality Items: Quality Related Goals for the Department:

Update Work Comp policy procedure and Continue manager and employee education and
process support to ensure a safe and healthy work

environment.

What Strategic Plan Objective does your project BEST align with? Choose only one.

Outstanding Facilities: By 2025, we will open two rural health clinics, update the skilled

B Outstanding Staff: By 2025, we will be seen as an employer of choice in the area by
providing and maintaining staff growth opportunities, flexible and safe working
arrangements, and reducing the use of registry staff.

Outstanding Patient Services: By 2025, we will be a four-star long term care facility and

2025, we will be operating two rural health clinics.

Outstanding Finances: By 2025, we will have in place and utilize financial tools to actively
develop and forecast long term expenditures.

Data/Graphics supporting project outcomes:

2 03/27/2019

nursing facility living space at the Fall River campus and have a resolution for aging facilities.

meet all Hospital Consumer Assessment of Healthcare Providers (HCAHP) requirements. By





		Current report date to Board Quality Last report date to Board Quality: 05/13/2020

		What successes have you seen based on the outcome of previous Quality projects: Previous education, training and employee awareness have resulted in very low claim numbers.

		What issues have come up in your department relating to Quality: Have identified a need to work with all parties involved in the comp process to update and streamline polices and procedures to ensure accurate and timely reporting.

		PLAN What plan was implemented to address those issues: Will organize a meeting with a staff representative from Admitting, the Emergency Department, Medical Staff, Billing, Medical Records and Employee Health.  Will also involve BETA to be sure all processes and forms are up to date.

		DO How did the implementation of that plan go: In progress

		STUDY What kind of results did the implementation of the plan yield: NA

		ACT What changes were made based on the results of the plan implementation: NA

		Upcoming Quality Items: Update Work Comp policy procedure and process

		Quality Related Goals for the Department: Continue manager and employee education and support to ensure a safe and healthy work environment.

		Outstanding Facilities By 2025 we will open two rural health clinics update the skilled: Off

		Outstanding Staff By 2025 we will be seen as an employer of choice in the area by: On

		Outstanding Patient Services By 2025 we will be a fourstar long term care facility and: Off

		Outstanding Finances By 2025 we will have in place and utilize financial tools to actively: Off

		Name Department Last Quality project reported Update on last Quality project reported: Libby Mee - Director of Human Resources

		Department: Work Comp

		Last Report Data to Board Quality: 01/08/2020

		Last Quality Project Reported: 2019 Annual Work Comp data

		Update on last Quality project reported: 1st Quarter 2020
(1) First Aide injury - 0 days away from work
(0) Reportable injuries

Still have (1) employee from last year off work

		Yes: Off

		No: On
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Board Quality Report Template

Name: Valerie Lakey

Department: Safety

Last Quality project reported:

Staff Training

Update on last Quality project reported:

Maintenance staff completed the intervention training by Phoenix Training group. Eight
of our staff completed the all day training. It was very well received and the staff
indicated they gained a lot that will be helpful to them since they often serve as our
security. This was $1600 and a $500 Burney Chamber grant was applied to the cost.

Current report date
to Board Quality:

May 13, 2020

Last report date to
Board Quality:

November 13,
2019

What successes have you seen based on the outcome of previous Quality projects?

With the COVID-19 incident, our employee EP and safety training over the last year has been
effective in allowing us to modify practices, maintain structure, give assignments and follow
resource request guidelines. It is important that staff is aware of emergency procedures. The

training has helped significantly.

What issues have come up in your department relating to Quality?

Lack of time to complete some of the necessary requirements such as the HVA. We have been unable to
complete this document due to the COVID-19. Overall we have had no real issues and | feel we are making good
progress in Safety and Emergency Preparedness. We are learning a lot form this event that we will be able to use
moving forward. We have found communication is KEY and have been working hard to keep staff informed.

PLAN: What plan was implemented to address those issues?

We are having our meeting by conference call and will be completing some of this work via
email. We are going to try to facilitate the completion of the HVA via a Zoom call.

03/27/2019






IV

DO: How did the implementation of that plan go?
In progress.

STUDY: What kind of results did the implementation of the plan yield?
In progress

ACT: What changes were made based on the results of the plan implementation?
In progress

Is this a LEAN project? Yes No|m If YES, please attach the A3.

Upcoming Quality Items: Quality Related Goals for the Department:

Review and update of EP documents Documents completed by end of year.
Another round of employee training

Pandemic Playbook completion

What Strategic Plan Objective does your project BEST align with? Choose only one.

Outstanding Facilities: By 2025, we will open two rural health clinics, update the skilled

B Outstanding Staff: By 2025, we will be seen as an employer of choice in the area by
providing and maintaining staff growth opportunities, flexible and safe working
arrangements, and reducing the use of registry staff.

[li| Outstanding Patient Services: By 2025, we will be a four-star long term care facility and

2025, we will be operating two rural health clinics.

Outstanding Finances: By 2025, we will have in place and utilize financial tools to actively
develop and forecast long term expenditures.

Data/Graphics supporting project outcomes:

2 03/27/2019

nursing facility living space at the Fall River campus and have a resolution for aging facilities.

meet all Hospital Consumer Assessment of Healthcare Providers (HCAHP) requirements. By





		Current report date to Board Quality Last report date to Board Quality: May 13, 2020

		What successes have you seen based on the outcome of previous Quality projects: With the COVID-19 incident, our employee EP and safety training over the last year has been effective in allowing us to modify practices, maintain structure, give assignments and follow resource request guidelines. It is important that staff is aware of emergency procedures.  The training has helped significantly.

		What issues have come up in your department relating to Quality: Lack of time to complete some of the necessary requirements such as the HVA.  We have been unable to complete this document due to the COVID-19. Overall we have had no real issues and I feel we are making good progress in Safety and Emergency Preparedness.  We are learning a lot form this event that we will be able to use moving forward.  We have found communication is KEY and have been working hard to keep staff informed. 

		PLAN What plan was implemented to address those issues: We are having our meeting by conference call and will be completing some of this work via email.  We are going to try to facilitate the completion of the HVA via a Zoom call. 

		DO How did the implementation of that plan go: In progress. 

		STUDY What kind of results did the implementation of the plan yield: In progress

		ACT What changes were made based on the results of the plan implementation: In progress

		Upcoming Quality Items: Review and update of EP documents

		Quality Related Goals for the Department: Documents completed by end of year. 
Another round of employee training
Pandemic Playbook completion

		Outstanding Facilities By 2025 we will open two rural health clinics update the skilled: Off

		Outstanding Staff By 2025 we will be seen as an employer of choice in the area by: On

		Outstanding Patient Services By 2025 we will be a fourstar long term care facility and: On

		Outstanding Finances By 2025 we will have in place and utilize financial tools to actively: Off

		Name Department Last Quality project reported Update on last Quality project reported: Valerie Lakey

		Department: Safety

		Last Report Data to Board Quality: November 13, 2019

		Last Quality Project Reported: Staff Training

		Update on last Quality project reported: Maintenance staff completed the intervention training by Phoenix Training group.  Eight of our staff completed the all day training. It was very well received and the staff indicated they gained a lot that will be helpful to them since they often serve as our security. This was $1600 and a $500 Burney Chamber grant was applied to the cost. 

		Yes: Off

		No: On






Board Quality Report Template

Current report date

Name: to Board Quality:
Brigid Doyle, MSN, RN Clinical Nurse Educator, Director of Staff

Development (DSD) 5/6/2020
Department:

Nursing Administration Last report date to

Board Quality:

Last Quality project reported: 06/12/2019
Develop and implement a competency based Nursing New Employment Orientation as an addition to
HR NEO

Assess Registry Competency at the level of MMH staff and build orientations based on results.

Assess MMHD Staff competencies and build orientations based on results

Update on last Quality project reported:

100% of new Nursing staff complete competency based assessments pre-hire. Competency-based
training plans are built and individualized based on assessment results.

100% of new nursing staff complete competency assessments pre-hire and a training plan is
developed for each staff based on results.

100% of registry completed competency assessments in 2019 that were currently working at MMHD
100% of new registry complete competency assessments before working at MMHD and orientation is

What successes have you seen based on the outcome of previous Quality projects?

New nursing staff have stated that they appreciate and are engaged in the individualized orientation based on their competency
assessments completed pre-hire. They have given positive feedback regarding the 1:1 time taken with the Nursing Leadership

and Nurse Educator to address their learning needs based on the competency assessment results which are discussed in detail
during orientation and individualized in training plans in the RLMS.

Registry staff have been instrumental in working with HR staff and the Nurse Educator to achieve 100% compliance, which has

What issues have come up in your department relating to Quality?

Annual 2019 SNF/LTC survey had just 2 deficiency in clinical area; Hand Hygiene (< 20 seconds per policy); Abuse Reporting
(failure to understand reporting criteria)

Opportunities for quality improvement were identified in the CODE BLUE mechanics.

In February 2020, the presence of a novel corona virus was reported in Hubei Provence, China with concern that it would
spread globally.

PLAN: What plan was implemented to address those issues?

For each of the POC's developed in relation to the Annual SNF/LTC survey in-services were conducted, staff meetings and the
RMLS platform was used to provide training modules, read and sign P&P's regarding hand hygiene and abuse reporting.

A team consisting of CNO, Director of ED and RN and nurse educator was developed, a code blue mechanics in-service at RN
staff meetings, monitor/defibrillator use, and Mock Code Blue's were initiated with staff practicing in vivo code blue mechanics.

In-services regarding the corona novel virus were initiated on 2/12 with updates as they occurred, each in-service included
instruction in PPE use with video, practice and competency skills checklist completed. The sessions continued until the
Governors stay at home and social distancing order occurred on 3/18 at which time trainings were assigned in the RMLS.
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DO: How did the implementation of that plan go?

100% of Hand Hygiene modules were completed by staff who are active and not on LOA . Hand Hygiene is also assigned in the
annual reorientation.

100% of Abuse Reporting were completed by staff who are active and not on LOA.

Nurse Educator's role in the code blue events as observer/participant in debriefing. Staff reported increased levels of
confidence in the mechanics, team building and role understanding increased.

STUDY: What kind of results did the implementation of the plan yield?

Staff participated in the POC at high level with 100% completion of training.

Staff participated in the Coronavirus/Covid19 trainings to a high degree and were highly engaged in the skills demonstration in
which they were required to Don and Doff PPE equipment with a high level of proficiency demonstrated.

ACT: What changes were made based on the results of the plan implementation?

Hand Hygiene competency and compliance is followed by a app on nursing leaderships phone to track. (Infection Control)
Abuse Reporting training is included in HR orientation and reorientation, Nursing Orientation. IDT and CNO are included in all
suspected incidences.

Mock Code Blue trainings are regularly scheduled.

Upcoming Quality Items: Quality Related Goals for the Department:

Assess MMHD nursing staff competency in Relias beginning Develop CNA training to bridge to LVN/RN role.

7/2020 Develop a skills checklist for Mock Code Blue

CNA training program (in-house) in partnership with College of| Develop a evaluation/engagement data collection tool for New
the Siskivous Nursina Orientation & in-service traininas (classroom. virtual

Data/Graphics supporting project outcomes:
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Upcoming Quality Items: Quality Related Goals for the Department:

Data/Graphics supporting project outcomes:
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		Last Quality project reported: Develop and implement a  competency based Nursing New Employment Orientation as an addition to HR NEO
Assess Registry Competency at the level of MMH staff and build orientations based on results. 

Assess  MMHD Staff competencies and build orientations based on results 

		Last Quality project reported Update on last Quality project reported: 100% of  new  Nursing staff complete competency based assessments pre-hire.  Competency-based training plans are built and individualized based on assessment results.
100% of new nursing staff complete competency assessments pre-hire and a training plan is developed for each staff based on results. 
!00% of  registry completed competency assessments in 2019 that were currently working at MMHD
100% of new registry complete competency assessments before working at MMHD and orientation is individualized based on results
Assessment of MMHD clinical nursing staff was deferred as the Relias Competency program GNOSIS is to be merged into the Relias Learning platform.  Nursing leadership preferred to have staff use only one login and program, so opted to delay the assessments until that time.  Training is in July 2020, for roll out of the assessment program. 


		Date1_af_date: 5/6/2020

		Date2_af_date: 06/12/2019

		What issues have come up in your department relating to quality: Annual 2019 SNF/LTC survey had just 2 deficiency in clinical area; Hand Hygiene (< 20 seconds per policy); Abuse Reporting (failure to understand reporting criteria)
Opportunities for quality improvement were identified in the CODE BLUE mechanics. 
In February 2020,  the presence of a novel corona virus was reported in Hubei Provence, China with concern that it would spread globally. 


		Name: Brigid Doyle, MSN, RN Clinical Nurse Educator, Director of Staff Development (DSD)

		Department: Nursing Administration 

		What successes have you seen based on the outcome of previous Quality projects: New nursing staff have stated that they appreciate and are engaged in the individualized orientation based on their competency assessments completed pre-hire.  They have given positive feedback regarding the 1:1 time taken with the Nursing Leadership and Nurse Educator to address their learning needs based on the competency assessment results which are discussed in detail during orientation and individualized in training plans in the RLMS.  
Registry staff have been instrumental in working with HR staff and the Nurse Educator to achieve 100% compliance, which has resulted in a successful  process and better communication with registry vendors/staff. 


		What plan was implemented to address those issues: For each of the POC's developed in relation to the Annual SNF/LTC survey in-services were conducted, staff meetings  and the RMLS platform was used to provide training modules, read and sign P&P's regarding hand hygiene and abuse reporting.
A team consisting of  CNO, Director of ED and RN and nurse educator was developed, a code blue mechanics in-service at RN staff meetings, monitor/defibrillator use, and Mock Code Blue's were initiated with staff practicing in vivo code blue mechanics.  

In-services regarding the corona novel virus were initiated on 2/12 with updates as they occurred, each in-service included instruction in PPE use with video, practice and competency skills checklist completed.  The sessions continued until the Governors stay at home and social distancing order occurred on 3/18 at which time trainings were assigned in the RMLS.   


 
 
 
   

		How did the implementation of that plan go: 100% of Hand Hygiene modules were completed by staff who are active and not on LOA . Hand Hygiene is also  assigned in the annual reorientation. 
100% of Abuse Reporting were completed by staff who are active and not on LOA. 
Nurse Educator's role in the code blue  events as observer/participant in debriefing.   Staff reported increased levels of confidence in the mechanics, team building and role understanding increased.  
Good participation in the Coronovirus/Covid19 Trainings, Nurse Educator visited departments to work with staff.  Trainings regarding infection control precautions,  Covid19, PPE use were assigned in the RLMS after the Governor's Social Distancing Plan was initiated on 3/19.      


		What kind of results did the implementation of the plan yield: Staff participated in the POC at high level with 100% completion of training. 
Staff participated in the Coronavirus/Covid19 trainings to a high degree and were highly engaged in the skills demonstration in which they were required to Don and Doff PPE equipment with a high level of proficiency demonstrated. 



		What changes were made based on the results of the plan implementation?: Hand Hygiene competency and compliance is followed by a app on nursing leaderships phone to track. (Infection Control)
Abuse Reporting training is included in HR orientation and reorientation, Nursing Orientation.  IDT and CNO are included in all suspected incidences.
Mock Code Blue trainings are regularly scheduled.  






		Upcoming Quality Items: Assess MMHD nursing staff competency in Relias beginning 7/2020
CNA training program (in-house) in partnership with College of the Siskiyous

		Quality Related Goals for the department: Develop CNA training to bridge to LVN/RN role.
Develop a skills checklist for Mock Code Blue
Develop a evaluation/engagement data collection tool for New Nursing Orientation & in-service trainings (classroom, virtual classroom, RMLS modules) 








Board Quality Report Template

Current report date

Name: Barbara Spalding to Board Quality:

Department: Volunteer Services

Last report date to
Board Quality:

Last Quality project reported:

Vetting and processing volunteers specific to the Burney Annex.

Update on last Quality project reported:

| believe we have made progress on this front. | have communicated with
Sondra Camacho in Activities on a few occasions and we have addressed
this issue and worked toward a solution.

What successes have you seen based on the outcome of previous Quality projects?

We are now getting completed applications and are able to process volunteers. A sign-up sheet

is now being utilized to track who is in the facility, why they are there and the date and time. This
is also used for tracking volunteer hours.

What issues have come up in your department relating to Quality?
The under utilization of volunteers in clinical and others areas of the hospital.

PLAN: What plan was implemented to address those issues?

The plan is to meet with Louis and department managers to seek out ways to use volunteers in

their areas. To let them see how important it can be for patients and the quality of the patient
experience while at Mayers.
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DO: How did the implementation of that plan go?
This plan has not been implemented yet.

STUDY: What kind of results did the implementation of the plan yield?

| can only project/predict results that this plan will yield. The use of volunteers in the clinical
areas could help overworked staff, provide an extra touch and connection to patients and in the
process might help impact our patient surveys which could change quality of care.

ACT: What changes were made based on the results of the plan implementation?
N/A

Is this a LEAN project? Yes|:| No |E| If YES, please attach the A3.

Upcoming Quality Items: Quality Related Goals for the Department:

That is a bit hard at this time due to COVID19. |Our goals are always to review our processes and
projects with volunteers to see what improvements

we can make.

What Strategic Plan Objective does your project BEST align with? Choose only one.

Outstanding Facilities: By 2025, we will open two rural health clinics, update the skilled
nursing facility living space at the Fall River campus and have a resolution for aging facilities.

Outstanding Staff: By 2025, we will be seen as an employer of choice in the area by
providing and maintaining staff growth opportunities, flexible and safe working
arrangements, and reducing the use of registry staff.

Outstanding Patient Services: By 2025, we will be a four-star long term care facility and
meet all Hospital Consumer Assessment of Healthcare Providers (HCAHP) requirements. By
2025, we will be operating two rural health clinics.

:[ Outstanding Finances: By 2025, we will have in place and utilize financial tools to actively
develop and forecast long term expenditures.

Data/Graphics supporting project outcomes:
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Board Quality Report Template

Current report date
Name: to Board Quality:

Marinda May & Steve Bevier

Department:

Acute/SNF Social Services Last report date to
Board Quality:

Last Quality project reported: 12/11/19

Growing and re-working our social services department.

Update on last Quality project reported:

Hired Steve in February of 2020. We currently have 2 full time social workers (one in each facility)
Steve works in Burney & Marinda works in Fall River.

What successes have you seen based on the outcome of previous Quality projects?

We now have 5 day a week coverage without any extra costs. It has proven to be incredibly helpful to staff, families, and
residents. It has allowed us the opportunity to build solid relationships with the families of our residents and address any
issues that arise in a timely manner. Some of the tasks that BJ was responsible for have been assigned to other staff.

What issues have come up in your department relating to Quality?

We have identified that we needed to notify resident's when another resident passes. And we are currently working on this
process..

PLAN: What plan was implemented to address those issues?

We have created a process for notifying resident's when someone in LTC passes. We are also developing a space where we
can honor the resident who passes. We have also created a document for resident's and their families to sign.
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DO: How did the implementation of that plan go?
TBD

STUDY: What kind of results did the implementation of the plan yield?

TBD

ACT: What changes were made based on the results

We have added the form to our admissions paperwork.

of the plan implementation?

Upcoming Quality Items:

Advance Directives/POLST for every resident.
Relationship building with outside hospitals.

Quality Related Goals for the Department:

Steve and | plan to meet with our local hospitals and their
discharge planners once COVID-19 precautions are lifted.

Data/Graphics supporting project outcomes:
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		Last Quality project reported: Growing and re-working our social services department.

		Last Quality project reported Update on last Quality project reported: Hired Steve in February of 2020. We currently have 2 full time social workers (one in each facility) Steve works in Burney & Marinda works in Fall River. 

		Date1_af_date: 

		Date2_af_date: 12/11/2019

		What issues have come up in your department relating to quality: We have identified that we needed to notify resident's when another resident passes. And we are currently working on this process..

		Name: Marinda May & Steve Bevier

		Department: Acute/SNF Social Services

		What successes have you seen based on the outcome of previous Quality projects: We now have 5 day a week coverage without any extra costs. It has proven to be incredibly helpful to staff, families, and residents. It has allowed us the opportunity to build solid relationships with the families of our residents and address any issues that arise in a timely manner. Some of the tasks that BJ was responsible for have been assigned to other staff.

		What plan was implemented to address those issues: We have created a process for notifying resident's when someone in LTC passes. We are also developing a space where we can honor the resident who passes. We have also created a document for resident's and their families to sign.

		How did the implementation of that plan go: TBD

		What kind of results did the implementation of the plan yield: TBD

		What changes were made based on the results of the plan implementation?: We have added the form to our admissions paperwork. 

		Upcoming Quality Items: Advance Directives/POLST for every resident.
Relationship building with outside hospitals.

		Quality Related Goals for the department: Steve and I plan to meet with our local hospitals and their discharge planners once COVID-19 precautions are lifted.
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Board Quality Report Template

Current report date

Name: Sondra Camacho to Board Quality:

Department: Activities

Last report date to
Board Quality:

Last Quality project reported:
N/A

Update on last Quality project reported:

N/A

What successes have you seen based on the outcome of previous Quality projects?
I'm not sure what was on the last Quality project. This is my first year as Director/Management.

What issues have come up in your department relating to Quality?

The Residents were not getting quality care due to Activities being in the dining room for four
hours hours a day and at times driving the van for multiple hours a day and not having enough
time to preform activities.

PLAN: What plan was implemented to address those issues?

The CNA's are now in the dining room and assisting with meals and coffee. The activity aides
are no longer charting for meals i9n the PCC and more activity staff has been hired to
accommodate the activity department's work flow providing better patient centered care and
enhancing the quality of life.
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MMV,
DO: How did the implementation of that plan go?

All staff were affected by the change in some way or another and we are continuing to adjust.
With time we will see results.

STUDY: What kind of results did the implementation of the plan yield?
currently in progress.... More time for activities for the residents.

ACT: What changes were made based on the results of the plan implementation?

Activities no longer in the dining-room and no longer charting in the PCC. Activity aides no
longer preforming tasks that were not in their scope of practice.

Is this a LEAN project? Yes|g | No If YES, please attach the A3.

Upcoming Quality Items: Quality Related Goals for the Department:

Patient centered care
Less staff burnout

What Strategic Plan Objective does your project BEST align with? Choose only one.

Outstanding Facilities: By 2025, we will open two rural health clinics, update the skilled

nursing facility living space at the Fall River campus and have a resolution for aging facilities.

Outstanding Staff: By 2025, we will be seen as an employer of choice in the area by

providing and maintaining staff growth opportunities, flexible and safe working
arrangements, and reducing the use of registry staff.

[li| Outstanding Patient Services: By 2025, we will be a four-star long term care facility and

meet all Hospital Consumer Assessment of Healthcare Providers (HCAHP) requirements. By
2025, we will be operating two rural health clinics.

Outstanding Finances: By 2025, we will have in place and utilize financial tools to actively

develop and forecast long term expenditures.

Data/Graphics supporting project outcomes:
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		Current report date to Board Quality Last report date to Board Quality: 

		What successes have you seen based on the outcome of previous Quality projects: I'm not sure what was on the last Quality project. This is my first  year as Director/Management.

		What issues have come up in your department relating to Quality: The Residents were not getting quality care due to Activities being in the dining room for four hours hours a day and at times driving the van for multiple hours a day and not having enough time to preform activities.

		PLAN What plan was implemented to address those issues: The CNA's are now in the dining room and assisting with meals and coffee. The activity aides are no longer charting for meals i9n the PCC and more activity staff has been hired to accommodate the activity department's work flow providing  better patient centered care and enhancing the quality of life.

		DO How did the implementation of that plan go: All staff were affected by the change in some way or another and we are continuing to adjust. With time we will see results.

		STUDY What kind of results did the implementation of the plan yield: currently in progress.... More time for activities for the residents.

		ACT What changes were made based on the results of the plan implementation: Activities no longer in the dining-room and no longer charting in the PCC. Activity aides no longer preforming tasks that were not in their scope of practice.

		Upcoming Quality Items: 

		Quality Related Goals for the Department: Patient centered care
Less staff burnout


		Outstanding Facilities By 2025 we will open two rural health clinics update the skilled: Off

		Outstanding Staff By 2025 we will be seen as an employer of choice in the area by: Off

		Outstanding Patient Services By 2025 we will be a fourstar long term care facility and: On

		Outstanding Finances By 2025 we will have in place and utilize financial tools to actively: Off

		Name Department Last Quality project reported Update on last Quality project reported: Sondra Camacho

		Department: Activities

		Last Report Data to Board Quality: 

		Last Quality Project Reported: N/A

		Update on last Quality project reported: N/A

		Yes: On

		No: Off






BLOOD TRANSFUSION CHART

DATE: Nov 2019

TRANSFUSION | 0, | pp | NUMBER | 0ol UeNTED | CONSENT | BANK | DOCUMENTED | PRODUCT
Y N SIGNED ARMBAND Y N APPROP.
11/2/19 17147 Massett 2 Y Y Y Y Y
11/16/19 49580 | Watson 2 Y Y Y Y Y
11/26/19 75059 Dykes 3 Emergent Emergent Emergent N Y

TOTAL






BLOOD TRANSFUSION CHART DATE: Dec 2019

INDICATIONS | INFORMED BLOOD VITALS BLOOD
TRABSAEI_UESION MR# DR (l;lll:J'l\_J/ll\BjErZ DOCUMENTED | CONSENT BANK DOCUMENTED | PRODUCT
Y N SIGNED ARMBAND Y N APPROP.
12/28/19 73911 | Watson 2 Y Y Y Y Y
TOTAL 2
BLOOD TRANSFUSION REPORT
Quarterly Report/4t™ quarter 2019
MD CHARTS NUMBER OF
REVIEWED UNITS
Dykes 1 3
Massett 1 2
Watson 2 4
TOTAL 4 9







Quarterly Report Compliance — May 2020

Over the last few months compliance has been maintaining normally in the district. In the beginning of

the year we had a number of CDPH surveys checking on self-reported events of the 7 that took place in

the first quarter of 2020 6 came back without a deficiency, and the single deficiency that we did receive
was due to the fact that the surveyor felt that they “had to leave us with a tag”.

Recently, as you can imagine with enforcement actions suspended across the state for all of the areas
that we practice in compliance has been on the forefront of the departments mind. The department is
pleased to report that all of the additional surveys that came in checking on our response to this
pandemic situation ended with praise from the state.

There were some issues that we had to take to higher power, and Louis went to bat for us with the state
on 2 specific occasions when we felt the state was overreaching or misinterpreting the regulatory
guidance that they had issued. On both occasions, the district was successful and we were able to move
forward with the plans that we had in place for protecting our residents. We are fortunate to have a
CEO who will advocate against the state vocally to higher levels when the evidence points to the fact
that we are correct in our endeavors to protect and serve our resident and patient population.

It was obvious on all accounts with the state visits that they were taking notes and looking carefully at
the measures we have put in place in response to this pandemic, and on all accounts we received good
marks on our response.

Additionally, a new compliance plan for the district has been created along with a code of conduct —the
department is looking forward to getting that to the board for approval soon. A compliance plan for
Hospice was created as well and the code of conduct will be district wide so that will be the same for all
of our service lines.

CMS Core Measures

All reporting has been suspended until July at this point. We are currently looking at measures across
the board and seeing if there are any that could be altered or added to make our reporting more
meaningful —to that end, thus far we have found three additional measures for imagining and Allan and
| have been working to get those measures integrated into a report. HCAHPS continues to be at a low
for reporting and is therefore not useable for CMS — this continues to be why the hospital will have an
N/A on hospital compare.

The imaging measures we are looking at are:
OP-10 Abdomen CT - use of contrast material
OP-11 Thorax CT - use of contrast material

OP-14 Simultaneous use of brain computed tomography (CT) and sinus CT





5 Star Rating
Hospital Star Rating:

The hospital continues to have an N/A on hospital compare due to low return on the HCAHPS report.
We are continuing to work with Press Ganey to see if there is something more that we can do to
increase participation in our area.

Skilled Nursing Star Rating:

The Skilled Nursing facility ran into an issue with stars this quarter, one of our RNs was reported in the
PBJ as a CNA so the nursing hours was inaccurate in the PBJ that was reported in February. We had
reported that we had 7 days without an RN in the building because of the error — any quarter that has
more than 4 days without an RN in the building will automatically drop us to 1 star in staffing and 1 star
in RN staffing.

This error was corrected and the next PBJ will be reported on May 15 so in the August report we should
be seeing a return to normal. Had the error not happened we would be at 3 stars for the SNF right now,
instead we will have to wait until the August report to make that move to 3 start. Currently because of
the staffing rating we are a 1 star facility. Again, this was a human error and not a representation of out
actual staffing or the time that RNs were in the building. | spoke with the help desk and unfortunately
even though we had proof that the PBJ was in error we were not allowed to submit an argument as to
why our rating should be adjusted. August will be the next good preview as it will show the staffing data
that will be submitted on 05/15.





MAYERS MEMORIAL HOSPITAL DISTRICT COMPLIANCE REPORT

05/07/2020

TRAINING AND EDUCATION

FOR Q1 2020

Type Completion Target Actual
New Hire Compliance 100% 100%
POC Education 100% 100%
EXCLUDED PROVIDERS

Type Number

Employees 0

Physicians/Providers 0

Vendors 0

EXPIRED LICENSES

PAYROLL-BASED JOURNAL (PBJ) FOR MOST

RECENT AVAILABLE QUARTER

Total Nursing Staffing

MMHD 1hr 35min, down 7 min from last report.

RN Staffing MMHD 20min, up 2 min from last report.
LVN Staffing MMHD 1hr 15min, down 9 min from last report.
CNA Staffing MMHD 3hr 02min, down 2 min from last report.

Days No RN Coverage > 4

3 - However, CMS had 7 reported dropping our Stars
to 1 overall.

Staffing Domain Star Rating

1 star overall for staffing

INVESTIGATIONS BY INTAKE

Type Number

Hotline 0
Direct to Compliance 4
RL6 67






REPORTS AND INVESTIGATIONS BY TYPE

Issue New | Open Closed Unsubstantiated | Substantiated | Terminations
Abuse/Neglect 6 1 5 5 0 0
Code of Ethics/ 0 0 0 0 0 0
Policy
Documentation 0 0 0 0 0 0
Elder Justice 0 0 0 0 0 0
False Claims 0 0 0 0 0 0
Gifts 0 0 0 0 0 0
HIPAA 0 0 0 0 0 0
Licensure 0 0 0 0 0 0
OIG 0 0 0 0 0 0
Investigations
Other 2 2 0 0 2 0
Resident Rights 0 0 0 0 0 0
Resident 0 0 0 0 0 0
Charges
Non-Monetary 0 0 0 0 0 0
STARK 0 0 0 0 0 0
Total 6 1 5 0 0 0
COMPLIANCE CALLS AND INVESTIGATIONS BY ENTITY
Entity New | Open Closed Unsubstantiated | Substantiated | Terminations

Total
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