
A copy of the agenda for the Regular Meeting will be posted and distributed at least seventy-two (72) hours prior to the meeting. 

In observance of the Americans with Disabilities Act, please notify us at (650) 988-7504 prior to the meeting so that we may 

provide the agenda in alternative formats or make disability-related modifications and accommodations. 

AGENDA 
QUALITY, PATIENT CARE AND PATIENT EXPERIENCE COMMITTEE 

OF THE EL CAMINO HOSPITAL BOARD OF DIRECTORS 

Monday, December 7, 2020 – 5:30pm 

El Camino Hospital | 2500 Grant Road, Mountain View, CA 94040 

PURSUANT TO STATE OF CALIFORNIA EXECUTIVE ORDER N-29-20 DATED MARCH 18, 2020, El 

CAMINO HEALTH WILL NOT BE PROVIDING A PHYSICAL LOCATION FOR THIS MEETING.  

INSTEAD, THE PUBLIC IS INVITED TO JOIN THE OPEN SESSION MEETING VIA TELECONFERENCE AT: 

1-669-900-9128, MEETING CODE: 760-083-0558#.  No participant code.  Just press #.

PURPOSE: To advise and assist the El Camino Hospital (ECH) Board of Directors (“Board”) in constantly enhancing and enabling a culture of 

quality and safety at ECH, and to ensure delivery of effective, evidence-based care for all patients.  The Quality Committee helps to assure that 

excellent patient care and exceptional patient experience are attained through monitoring organizational quality and safety measures, leadership 

development in quality and safety methods and assuring appropriate resource allocation to achieve this purpose. 

AGENDA ITEM PRESENTED BY 
ESTIMATED 

TIMES 

1. CALL TO ORDER/ROLL CALL Julie Kliger, Quality 

Committee Chair 
5:30 – 5:32pm 

2. POTENTIAL CONFLICT OF

INTEREST DISCLOSURES

Julie Kliger, Quality 

Committee Chair 
information 

5:32 – 5:33 

3. CONSENT CALENDAR ITEMS
Any Committee Member or member of the public may

pull an item for discussion before a motion is made.

Julie Kliger, Quality 

Committee Chair 

public 

comment 
motion required 

5:33 – 5:34 

Approval 
a. Minutes of the Open Session of the

Quality Committee Meeting (11/02/2020)

Information
b. Progress Against FY21 Committee Goals

c. FY21 Enterprise Quality Dashboard

d. Hospital Update

e. Report on Board Actions

f. Quality Committee Follow-Up Tracking

g. Article of Interest

4. CHAIR’S REPORT Julie Kliger, Quality 

Committee Chair 
information 

5:34 – 5:39 

5. PATIENT STORY

ATTACHMENT 5

Cheryl Reinking, RN, CNO discussion 

5:39 – 5:44 

6. READMISSION DASHBOARD

ATTACHMENT 6

Mark Adams, MD, CMO discussion 

5:44 – 6:04 

7. PSI REPORT

ATTACHMENT 7

Mark Adams, MD, CMO discussion 

6:04 – 6:19 

8. PROGRESS ON QUALITY AND

SAFETY PLAN

ATTACHMENT 8

Mark Adams, MD, CMO discussion 

6:19 – 6:39 

9. SYSTEMATIC APPROACH TO

TRIGGERS FOR ADDING BACK IN

METRICS FOR REVIEW

Mark Adams, MD, CMO discussion 

6:39 – 6:49 

10. PUBLIC COMMUNICATION Julie Kliger, Quality 

Committee Chair 
information            

6:49 – 6:52 
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AGENDA ITEM PRESENTED BY  
ESTIMATED 

TIMES 
    

11. ADJOURN TO CLOSED SESSION Julie Kliger, Quality 

Committee Chair 

public 

comment 
motion required 

6:52 – 6:53 
    

12. POTENTIAL CONFLICT OF    

INTEREST DISCLOSURES 

Julie Kliger, Quality 

Committee Chair 

 information 

6:53 – 6:54 
    

13. CONSENT CALENDAR 
Any Committee Member may pull an item for 

discussion before a motion is made. 

Julie Kliger, Quality 

Committee Chair 

 

 
motion required 

6:54 – 6:55 

Approval 
Gov’t Code Section 54957.2. 
a. Minutes of the Closed Session of the  

Quality Committee Meeting (11/02/2020) 

Information 
b. Quality Council Minutes 

 

 

 

 
 

    

14. Health and Safety Code Section 32155  

MEDICAL STAFF CREDENTIALING 

AND PRIVILEGES REPORT 

Mark Adams, MD, CMO 
 motion required 

6:55 – 7:05 

    

15. Health and Safety Code Section 32155 for a 

report of the Medical Staff; deliberations 

concerning reports on Medical Staff quality 

assurance matters:  

- Serious Safety Event/Red Alert Report 

Mark Adams, MD, CMO 
 discussion 

7:05 – 7:10 

    

16. ADJOURN TO OPEN SESSION Julie Kliger, Quality 

Committee Chair 

 motion required 

7:10 – 7:11 
    

17. RECONVENE OPEN SESSION/ 

REPORT OUT 

Julie Kliger, Quality 

Committee Chair 

 information 

7:11 – 7:12 
To report any required disclosures regarding 

permissible actions taken during Closed Session. 
   

    

18. CLOSING WRAP UP Julie Kliger, Quality 

Committee Chair 

 discussion 

7:12 – 7:17 
    

19. ADJOURNMENT Julie Kliger, Quality 

Committee Chair 

public 

comment 
motion required 

7:17 – 7:18 

 



 
Minutes of the Open Session of the  

Quality, Patient Care and Patient Experience Committee 

of the El Camino Hospital Board of Directors 

Monday, November 2, 2020 

El Camino Hospital | 2500 Grant Road, Mountain View, CA 94040 
 

Members Present Members Absent 

Julie Kliger, Chair** 

George O. Ting, MD, Vice Chair** 

Alyson Falwell** 

Melora Simon** 

Krutica Sharma, MD** 

Jack Po, MD** 

Terrigal Burn, MD** 

Michael Kan, MD 

Apurva Marfatia, MD 

 

 

 

 

 

 

 

 

**via teleconference 

Agenda Item Comments/Discussion 
Approvals/ 

Action 

1. CALL TO ORDER/ 

ROLL CALL  
 

The open session meeting of the Quality, Patient Care and Patient Experience 

Committee of El Camino Hospital (the “Committee”) was called to order at 

5:30pm by Chair Kliger. A verbal roll call was taken.  Michael Kan, MD and 

Apurva Marfatia, MD attended the meeting in person. Terrigal Burn, MD was 

absent during roll call. All other members were present and participated 

telephonically. A quorum was present pursuant to State of California 

Executive Orders N-25-20 dated March 12, 2020 and N-29-20 dated March 18, 

2020. 

 

2. POTENTIAL 

CONFLICT OF 

INTEREST 

DISCLOSURES 

Chair Kliger asked if any Committee members had a conflict of interest with 

any of the items on the agenda.  No conflicts were reported.   

 

3. CONSENT 

CALENDAR 

Chair Kliger asked if any member of the Committee or the public wished to 

remove an item from the consent calendar. None were noted. 

Krutica Sharma, MD commented on the Serious Safety Events (SSE). In the 

future, she suggested that if management has enough data points, there should 

be information in the materials to present any correlations for indicators to 

identify trends. In order for that to happen, Dr. Adams stated there should be at 

least 12 months of data. On the Enterprise Dashboard, since there is not 12 

months of data, what is presented is the number of SSE per month under Fiscal 

Year to Date. 

Dr. Sharma also inquired if the CDI Dashboard methodology has been 

previously discussed. Dr. Adams stated that there is a CDI Steering Committee 

that looks at this information. Dr. Sharma wanted more clarity around the 

targets in the goal setting and a presentation from the CDI Steering Committee 

would be helpful. 

Motion: To approve the consent calendar: (a) Minutes of the Open Session of 

the Quality Committee Meeting (10/05/2020); For information: (b) Progress 

Against FY21 Committee Goals, (c) FY21 Enterprise Quality Dashboard, (d) 

Hospital Update, (e) Report on Board Actions, (f) Quality Committee Follow-

Up Tracking, (g) CDI Dashboard, (h) Core Measures and (i) Article of Interest. 

Movant: Kan 

Second: Burn 

Ayes: Burn, Falwell, Kan, Kliger, Po, Sharma, Simon, Ting 

Noes: None 

Consent 

Calendar 

approved 
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Abstentions: None 

Absent: Marfatia   

Recused: None 

4. CHAIR’S REPORT Chair Kliger gave the Chair’s Report. She went over what occurred at the last 

board meeting. She noted that the hospital’s COVID recovery plan continued 

to yield results that exceed the volume forecast. 

 

5. PATIENT STORY Cheryl Reinking, RN, CNO, presented a Patient Story. She stated that it’s a 

comment from the Press Ganey survey. This patient received care at Los Gatos 

and also had surgery there. The patient’s comments overall were that the staff 

were all friendly but felt rushed due to patient rescheduling. She commented 

that Dr. Miller was the best. However, she had confusion for the preparation of 

her surgery and the nurse had problems placing the IV. Ms. Reinking stated 

that the hospital recently purchased technology to assist with location of veins 

for insertion of IVs. It arrived last week and will be distributed to the nursing 

units soon. The nurses will be able to view veins more readily and start the 

IV’s with ease. Ms. Reinking stated she tested the technology on herself and 

was impressed how clearly visible her veins were. In regards to the issues on 

the change in the patient’s scheduled time, it could be that the patient did 

perceive it to change her schedule perhaps. The nurses reiterate the time of 

surgery and requests a read back from the patients to ensure the patients 

comprehend. Nonetheless, with WeCare, the hospital ensures that they express 

empathy and apologize if something goes wrong and make changes based on 

process that have been identified to need improvement.   

 

6. QUARTERLY 

BOARD 

DASHBOARD 

REVIEW 

Mark Adams, MD, CMO, presented the Quarterly Board Dashboard Review. 

Dr. Adams stated Q1 FY21 is the first time management has received real 

numbers to populate this Dashboard. In the Likelihood To Recommend (LTR), 

there are new targets for all of the measures presented in the packet. Even 

though the quarter shows red, they are all better than the baseline but not as 

good as where management would like to be. Nonetheless, Dr. Adams stated 

that the hospital is off to a good start looking at the entire year overall. The 

elective delivery has one case reported in the first three months and the C 

Section rate is up compared to the baseline. Dr. Adams noted that there are a 

number of providers that have come over from other hospitals and believe a 

spike in reports might be due to practice patterns.  

In response to committee members’ questions, Ms. Reinking stated that visitor 

restrictions have had an effect on patient experience at ECH. The state came 

out with an All Facilities letter last week that only allowed one visitor per day. 

ECH has been allowing one visitor for inpatient and only for 2 hours. The only 

exception to that rule is for patients who have cognitive impairment or those 

who are delivering a baby. Ms. Reinking stated that last week the hospital did 

not allow visitors to the Emergency Room, but with the All Facilities letter, 

they are now allowing that. Management is hopeful that those changes will 

help. In addition, management has allowed exceptions for “end of life” to have 

their families be allowed to stay overnight.  

Ms. Kilger wanted to see what has impacted these data and also suggested to 

management that there are targets that are created so that the organization can 

develop a culture of self-management for how we’re defining equitable to 

where we compare for standards. 

Melora Simon left the meeting. 

 

7. EL CAMINO Mark Adams, MD, CMO presented the El Camino Health Medical Network  



Open Minutes: Quality Committee    DRAFT 

November 2, 2020 | Page 3 

HEALTH MEDICAL 

NETWORK 

REPORT 

Report. He stated that the hospital entered into a PSA with San Jose Medical 

Group (SJMG) and wanted to emphasize that physicians that were not top 

performers have left the practice since that time. There are only 60% of 

physicians that were in the original group and 40% of them are new recruits 

into that group. With regards to the metrics, management picked those that 

cross from HEDIS to MIPS. MIPS is a payment system for CMS. There are 

basically four areas that MIPS focus on. What’s important is that CMS is using 

those data to compare on their website to compare physicians. This will 

become more and more important whether it’s for employers, physicians, or 

patients. Dr. Adams stated that management is paying a lot of attention to the 

MIPS program and wants to improve overtime.  

In response to committee members’ questions, Dr. Adams stated that the data 

being extracted is in the right place and field. He also wanted to make sure that 

each physician is aware that they were being measured with each physician 

having received a report card in comparison to their groups and to the target. 

Bruce. Harrison, President, SVMD, also stated that one of the most important 

things was to get on a common system. The real push to getting everyone on 

EPIC is critical to reduce variations. He stated that the physician group does 

meet monthly, and the frontline groups meet regularly. In addition, Mr. 

Harrison stated that there are many different agencies that are looking for 

different things (measures, standards, etc.).  

Chair Kliger commented that she does recognize that they are new to ECH; 

however, they are not new physicians. She stated that these performance 

metrics were quite dissatisfying and quite low and is concerned with hospital’s 

reputation not being good with it being associated with this medical group in 

performance. Mr. Harrison stated that with the next quarter, it will improve. 

Current numbers are with EPIC not being in place and only with the 

information that is in the computer systems. None of the historic information 

from SJMG was in their system. The work that ECHMN is doing is going to 

progressively improve upon these numbers.  

8. SAFETY REPORT 

FOR THE 

ENVIRONMENT OF 

CARE 

Ken King, CASO, presented the Safety Report for the Environment of Care. 

He stated that the hospital had an excellent year. Highlights of the year had to 

do with great efforts by the team to see a significant decline of non-reportable 

injuries. Two new buildings in Mountain View were occupied and running. In 

terms of challenges, there was an increase of Code Gray (security incidents) 

calls, but sees that has a benefit to come up with processes in place. Workplace 

violence mainly was due to alcohol related issues with patients.   

In response to committee members’ questions, Mr. King stated there is a bit of 

disparity between the Mountain View and Los Gatos campus in environment 

of care. Mr. King stated that Los Gatos is COVID free from an inpatient 

standpoint.  

 

9. PUBLIC 

COMMUNICATION 

There was no public communication.   

10. ADJOURN TO 

CLOSED SESSION 

Motion: To adjourn to closed session at 6:50pm. 

Movant: Burn 

Second: Ting 

Ayes: Burn, Falwell, Kan, Kliger, Po, Sharma, Ting 

Noes: None 

Abstentions: None 

Absent: Marfatia, Simon  

Adjourned to 

closed session 

at 6:50pm 
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Recused: None 

11. AGENDA ITEM 17: 

RECONVENE OPEN 

SESSION/ 

REPORT OUT 

Open session was reconvened at 7:11pm.  Agenda items 11-16 were covered in 

closed session.  During the closed session the Committee approved the consent 

calendar: Minutes of the Closed Session of the Quality Committee 

(10/05/2020), Quality Council Minutes, and Medical Staff Credentialing and 

Privileges Report. 

 

12. AGENDA ITEM 18: 

CLOSING WRAP UP 

There were no closing comments.  

13. AGENDA ITEM 19: 

ADJOURNMENT 

Motion: To adjourn at 7:12pm. 

Movant: Kan 

Second: Burn 

Ayes: Burn, Falwell, Kan, Kliger, Marfatia, Po, Sharma, Simon, Ting 

Noes: None 

Abstentions: None 

Absent: Marfatia, Simon  

Recused: None 

Meeting 

adjourned at 

7:12pm 

Attest as to the approval of the foregoing minutes by the Quality, Patient Care and Patient Experience Committee 

of El Camino Hospital: 
 

 

__________________________________                      

Julie Kliger, MPA, BSN      

Chair, Quality Committee 

 

Prepared by: Yurike Arifin 



 

FY21 COMMITTEE GOALS 
Quality, Patient Care and Patient Experience Committee 

PURPOSE 

The purpose of the Quality, Patient Care and Patient Experience Committee (the “Committee”) is to advise and assist the El Camino Hospital (ECH) Hospital Board of Directors 
(“Board”) in constantly enhancing and enabling a culture of quality and safety at ECH, to ensure delivery of effective, evidence-based care for all patients, and to oversee quality 
outcomes of all services of ECH.  The Committee helps to assure that exceptional patient care and patient experiences are attained through monitoring organizational quality and 
safety measures, leadership development in quality and safety methods, and assuring appropriate resource allocation to achieve this purpose.   

STAFF:  Mark Adams, MD, Chief Medical Officer (Executive Sponsor) 

The CMO shall serve as the primary staff to support the Committee and is responsible for drafting the Committee meeting agenda for the Committee Chair’s consideration.  Additional clinical 
representatives and members of the Executive Team may participate in the meetings upon the recommendation of the Executive Sponsor and at the discretion of the Committee Chair.  These may 
include: the Chiefs/Vice Chiefs of the Medical Staff, physicians, nurses, and members from the community advisory councils, or the community at-large.   

GOALS TIMELINE METRICS 

1. Review the Hospital’s organizational goals and 
scorecard and ensure that those metrics and goals are 
consistent with the strategic plan and set at an 
appropriate level as they apply to quality 

- FY20 Achievement and Metrics for FY21 (Q1 
FY21)  

- FY22 Goals (Q3 – Q4)  

Review management proposals; provide feedback and make 
recommendations to the Board  

2. Alternatively (every other year) review peer review 
process and medical staff credentialing process; 

monitor and follow through on the recommendations 
Q2 

- Receive update on implementation of peer review process 
changes (FY22)  

- Review Medical Staff credentialing process (FY21) 

3. Review Quality, Patient Care and Patient Experience 
reports and dashboards 

- FY21 Quality Dashboard (Q1-Q2 proposal; 
monthly for review and discussion, if needed) 

- CDI Core Measures, PSI-90, Readmissions, 
Patient Experience (HCAHPS), ED Patient 
Satisfaction (x2 per year) 

- Leapfrog survey results and VBP calculation 
reports (annually) 

Review reports per Pacing Plan timeline –  

4. Review Effectiveness of Board Dashboard using STEEEP 
Methodology and propose changes if appropriate 

Semi – Annually Q2 and Q4 Review Dashboard and  Recommend Changes 

5. All committee members regularly attend and are 
engaged in committee meeting preparation and 
discussions 

Using closing wrap up time, review quarterly at the 
end of the meeting  

Attend 2/3 of all meetings in person  

Actively participate in discussions at each meeting 

SUBMITTED BY: Chair: Julie Kliger, MPA, BSN 

Executive Sponsor: Mark Adams, MD, CMO 

Approved by the El Camino Hospital Board of Directors 6/10/2020 



 

EL CAMINO HOSPITAL 

COMMITTEE MEETING COVER MEMO 

To:   Quality Committee of the Board 

From:   Mark Adams, MD, Chief Medical Officer  

Date:   December 7, 2020 

Subject:  FY21 Enterprise Quality, Safety, and Experience Dashboard 

Summary: 

1. Situation:  The Enterprise Quality, Safety, and Experience dashboard is used throughout the 

organization to illustrate, track, and communicate a key set of metrics to align the quality, safety, 

and experience improvement work.  These key metrics are selected based on a careful review of 

the organizational incentive goals, strategic goals, and areas of concern based on standardized 

benchmarks.  These are not the only metrics that are tracked but represent the highest priority for 

the organization. 

 

2. Authority: The Quality Committee of the Board is responsible for the quality and safety of care 

provided to ECH patients.  This dashboard provides oversight on key quality metrics.  

 

3. Background:  At the beginning of each fiscal year, an assessment is completed to identify specific 

areas for quality/performance improvement.  A subset of these areas are then prioritized and 

designated as leading indicators to be tracked universally throughout the organization so that all 

clinicians—physicians included—and support staff are aligned in the improvement activities.   

Measures that demonstrate sustained improvement are removed (but still tracked) and others 

added.  These twelve (12) metrics were selected for monthly review by this Committee as they 

reflect the Hospital’s FY 2021 Quality, Safety and Service Goals. 

 

4. Assessment:    

A. Readmission Index dropped in September, below target 

B. SSEs have increase each month of FY21, to 7 in September 

C. Mortality Index increased slightly to above target 

D. HCAHPS Likelihood to Recommend below target for hospital & ED, improved and 

above target for ECHMN 

E. Zero C.Diff HAI for the second month 

F. Sepsis mortality Index spiked in October, all cases reviewed for SSEs 

G. PC-01 at Zero for September 

H. PC-02, Cesarean Birth dropped significantly from August 

5. Other Reviews:  N/A 

6. Outcomes:  N/A 

Suggested Committee Discussion Questions:  None 

List of Attachments: FYTD 2021 Enterprise Quality, Safety, and Experience Dashboard, October data 

unless otherwise specified - final results 



December, 2020

Baseline

FY20 Actual

FY 21

Target
Trend

(showing at least the last 24 months of available data)
Rolling 12 Month Average

Latest month FYTD

1

*Organizational Goal 

Readmission Index (All 

Patient All Cause Readmit)

Observed/Expected
Premier Standard Risk Calculation 

Mode       

**Latest data month: September 

2020

0.83  

(6.62%/8.01%)

0.87   

(6.97%/8.00%)
0.96 0.93

2

*Organizational Goal 

Serious Safety Event Rate 

(SSER)

# of events

**Latest data month: September 

2020

7
3.98  

(51/127985)
4.28 4.0

3

* Strategic Goal 

Mortality Index 
Observed/Expected
Premier Standard Risk Calculation 

Mode       

Latest data month: October 2020

0.89  

(1.55%/1.74%)

0.78  

(1.44%/1.85%)
0.74 0.76

4

*Organizational Goal

IP Enterprise - HCAHPS 

Likelihood to Recommend   
Top Box Rating of 'Always' % ,   

Unadjusted      

Latest data month: October 2020

79 80.2 83.1 83.6

Enterprise Quality, Safety, and Experience Dashboard

October 2020 (unless otherwise specified)

 FY21 Performance

Month to Board Quality Committee: 
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Baseline

FY20 Actual

FY 21

Target
Trend

(showing at least the last 24 months of available data)
Rolling 12 Month Average

Latest month FYTD

Enterprise Quality, Safety, and Experience Dashboard

October 2020 (unless otherwise specified)

 FY21 Performance

Month to Board Quality Committee: 

5

* Organizational Goal                  

ED Likelihood to 

Recommend                                                                                                  
Top Box Rating of 'Always' %, 

Unadjusted

 
Latest data month: October 2020

76.8 74.6 75.7 78.2

6

* Organizational Goal

ECHMN (El Camino Health 

Medical Network): Likelihood 

to Recommend                                                                                                                         
Top Box Rating of 'Always' %, 

Unadjusted                                       
Latest data month: October 2020

77.2 76.4 73.2 75.7

7

Hospital Acquired 

Infections

Clostridium Difficile 

Infection (CDI) 
per 10,000 patient days

Latest data month: October 2020                                                                             

0.00        

(0/9989)

1.14        

(4/34945)
1.46

<= 1.46
(MV: 10/ LG: 

3)

8

Organizational Goal    

Surgical Site Infections 

(SSI)- Enterprise
SSI Rate = Number of SSI /  Total 

surgical procedures x 100 

Latest data month: October 2020

0.20        (1/506)
0.48        

(11/2285)
0.36

SIR Goal: 

<=1.0 
CDC NHSN 

Risk Adjusted 

Ratio (not an 

infection 

rate)

UCL: 4.77

LCL: 0.00

Target:1.46
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December, 2020

Baseline

FY20 Actual

FY 21

Target
Trend

(showing at least the last 24 months of available data)
Rolling 12 Month Average

Latest month FYTD

Enterprise Quality, Safety, and Experience Dashboard

October 2020 (unless otherwise specified)

 FY21 Performance

Month to Board Quality Committee: 

9

Sepsis Mortality Index, 

based on ICD-10 codes     

(Observed over Expected)  

                                                  
Latest data month: October 2020

1.62     

(14.53%/8.99%)

0.95     

(9.98%/10.52%)
0.98 0.90

10

PC-01:  Elective Delivery 

Prior to 39 weeks gestation

(lower is better)

**Latest data month: September 

2020

MV: 0.00%

(0/10)

LG: 0.0%

(0/4)

ENT: 0.00%

(0/14)

MV: 0.00%

(0/49)

LG: 4.55%

(1/22)

ENT: 1.41%

(1/71)

MV: 1.47%

(5/341)

LG: 0.00%

(0/48)

ENT: 1.29%

(5/389)

1.3%

11

PC-02:  Cesarean Birth 

(lower is better)

**Latest data month: September 

2020

MV: 25.2%

(35/139)

LG: 18.2%

(4/22)

ENT: 24.2%

(39/161)

MV: 29.13%

(125/429)

LG: 20.00%

(17/85)

ENT: 27.63%

(142/514)

MV: 24.74%

(412/1665)

LG: 18.97%

(48/253)

ENT: 23.98%

(460/1918)

23.5%

12

*Strategic Goal

Patient Throughput-

Median Time from Arrival 

to ED Departure
(excludes  psychiatric patients, 

patients expired in the ED and 

Newborns)

Latest data month: October 2020

MV: 270 min                            

LG: 240 min

Ent: 255 min

MV: 276 min                            

LG: 235 min

Ent: 256 min

MV: 304 min  

LG: 263 min

Ent: 284 min

MV: 263 

min

LG: 227 min

Ent: 245 

min

** data available up to September

Report updated: 11/20/20
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Hospital Update 
December 7, 2020 

Mark Adams, MD, CMO 
 
Quality and Safety 
 
I am pleased to report that Healthgrades named El Camino Hospital Mountain View as a 
recipient of three 2021 Specialty Clinical Quality Awards.  
 

 America’s 100 Best Hospitals for Cardiac Care Award: Recognizes superior clinical 
outcomes for heart bypass surgery, coronary interventional procedures, heart 
attack treatment, heart failure treatment and heart valve surgery. 

 America’s 100 Best Hospitals for Gastrointestinal Care Award: Recognizes 
superior clinical outcomes in colorectal surgeries, gallbladder removal, 
esophageal/stomach surgeries, small intestine surgeries, and treating bowel 
obstruction, gastrointestinal bleeds, and pancreatitis. 

 General Surgery Excellence Award: Recognizes superior clinical outcomes in 
bowel obstruction treatment, colorectal surgeries, gallbladder removal, 
esophageal/stomach surgeries, and small intestine surgeries. 

   
Operations 
 
ECH Los Gatos acquired a new image-guided, navigated, robotic bone cutting-guide on 
a computer-controlled arm for total knee arthroplasty surgery. The acquisition of this 
equipment, which integrates with x-ray-based software to model artificial joint fit in 
advance, allows more surgeons to utilize robotic technology for their patient’s joint 
replacements.  
  
In October, ECH has acquired two new computer vision software modules recently 
approved by the FDA for use with potential stroke patients.  These new automated CT 
scan reads provide quick information as to the potential benefits and risks of 
thrombectomy (clot removal) based on the current damage to the brain, allowing for 
quicker decision-making to activate the catheterization lab teams. Evidence shows that 
millions of brain cells die each minute, and the ability to heal is correlated to more 
timely intervention.  
 
A verbal update will be provided to the Board on the status of the virtual site visit for 
our 4th Magnet designation, which will take place November 10th – 12th. 
 
Workforce 
 
In October, we established a Diversity and Inclusion Committee, comprised of 
physicians, managers, and staff members.  The work of the Committee is to 
acknowledge the perspectives, life experiences, and social/cultural identities that our 



care providers and other staff members bring to the Hospital, as these bring great value 
to the healthcare environment and increase our ability to provide compassionate, 
innovative, and culturally competent care.  Embracing diversity and equity in our 
workforce creates an inclusive work and care environment for employees and the 
community we serve. 

The pandemic has potential impact on wellness throughout the organization.  In 
response, we are regularly reminding our employees that counseling services are 
available through CONCERN: EAP.  As well, we are offering those services to ECHMN 
and hospital-based physicians free of charge. 

The El Camino Health Human Resources division is working with the City of Mountain 
View to develop an outdoor fitness court at Cuesta Park.  The City’s consultant designed 
a proposed fitness zone with 9 stations that could serve up to 37 people at a time. 
Discussions are focused on a potential partnership where the entities would split 
construction costs in order to provide this benefit to the entire community. City staff is 
tentatively planning to take the proposed outdoor fitness court to the City Council for 
project approval on December 8, 2020.  If the City Council approves the project, ECH 
will target the approval of our financial support for the project in January 2021. 

Facilities 

Management engaged an architectural firm to provide a feasibility assessment for a 
Patient/Family Residence for consideration on the Healthcare District property located 
at 530 South Drive.  We anticipate bringing a recommendation to you in the coming 
months regarding this concept that has already garnered significant interest from ECH 
Foundation donors since the initial concept was presented.   

Information Services  

MyChart adoption is currently at 51% and continues to climb.  76,700 of our patients 
have a MyChart account.  We made significant progress over the past year (doubling 
the percentage) to move from 21% of patients seen 3+ times having a MyChart 
Account to the current status of 51% of patients having a MyChart account.  We are in 
the middle 50%/median range of Epic customers with the goal of top 25% and 
ultimately the top 10%.   We expect to make dramatic improvement in the next 3-6 
months as the Epic data is the last 12 month average and due to the significant 
increases recently we will move into the higher ranges as the older less positive months 
drop off. 

Community COVID-19 Testing 

ECH continues to provide testing through the El Camino Healthcare District Community 
COVID-19 Testing Program.  Over 9,000 tests have been administered at sites 



throughout the District including our Mountain View campus, public school sites and 
downtown retail locations.  Students, in addition to school employees, are now offered 
testing at public school sites where requested.  Capacity at the Mountain View campus 
is 100 tests per day and 200 tests per day at the pop-up sites.  We continue to bill 
insurance, but use District funds where insurance is not available. 

In addition to supporting the District Program, ECH began administering a no-cost 
testing program at sites in the Los Gatos area on November 5th. 

Corporate and Community Health Services 

CONCERN: EAP will be providing EAP services to 25 new customers, covering 30,000 
employees by January 2021. 

Community Benefit staff requested an informational report from all grant partners 
requesting an update on the impact of the pandemic on their operations and use of 
grant funds, an added assessment step for the pandemic. 

The South Asian Heart Center hosted three talks on “A Lifetime on Meds or a Lifestyle 
of MEDS” with 26 attendees, started a new monthly Diabetes Prevention Program and 
hosted an evening huddle regarding “Secrets of Self-Healing from Ayurveda” with 79 
attendees.  The Chinese Health Initiative translated Safe Care videos with Chinese 
voiceover and disseminated them through an enewsletter and social media channels, 
revised the bilingual “Health Resource Guide for Chinese Seniors in Santa Clara County” 
and continues its “Ask-a-Doctor” and “Emotional Well-Being” webinars.  CHI also held 
an annual appreciation for Chinese-speaking physician’s event with 22 physicians 
attending.  Dr. Adams gave a presentation to the attendees on the “Journey to High 
Reliability.” 

Marketing and Communications 

The recovery brand advertising campaign, Return to Health, continues to perform well. 
Since its launch in April, we have had over 73,000 page views with the Trade Desk ads 
as the main driver of website traffic, followed by Facebook, and then paid search.  
In collaboration with the COVID-19 workgroup, we launched online appointment 
scheduling for Los Gatos and an interactive map with our testing facilities on our 
website.  We also added (1) new pharmacy content supporting the mobile app and 
medication use instruction and (2) online class support for Lifestyle Medicine by 
expanding online class offerings and to SAHC’s AIM as well as New Beginnings mother-
baby classes. 



Media Coverage for October 2020 included the following: 

 October 1, 2020 Patch (Campbell) Coronavirus Live Blog: Santa Clara County

Says Private Hospitals Have To Do More Testing

 October 2, 2020 Los Altos Town Crier School districts, ECH offer on-campus

COVID testing for teachers

 October 3, 2020 Patch (Campbell) Coronavirus Live Blog Binational Health

Week Goes Online

 October 4, 2020 Patch (Campbell) Coronavirus Live Blog: County to Allow

Indoor Dining if it Moves to Lower-Risk Reopening Tier

 October 13, 2020 Patch (Campbell) Coronavirus Live Blog: Gardner Health

Center and County Increase Testing at Mexican Heritage Plaza

 October 27, 2020 The McMurrow Reports Facility Management & Design

Insights: VirtualCast Healthcare releases seven episodes of 1 Hour (Ken King)

Government Relations 

On October 26, the U.S. Department of Health and Human Services released its first 
report on hospital reporting compliance in regards to submitting COVID-19 data.  In the 
first report, El Camino Health is shown as reporting at 100% for all seven days. This 
compared favorably to other regional hospitals which were shown at a lower level of 
compliance ranging from 63.4% - 99.3%. 

To maintain stability in the EMS system, the Santa Clara County Board of Supervisors 
extended the contract with its current vendor to provide ambulance services through 
June 30, 2024.  The County had previously been working toward a competitive bidding 
process for the ambulance contract, but given the COVID-19 pandemic and other 
challenges in 2020, this was put on hold.  For Santa Clara County residents and 
hospitals, this will provide important stability for EMS services. 

El Camino Health was a community sponsor of the Silicon Valley Council of Nonprofits 
“Be Our Guest” event.  The organization helps nonprofits grow their capacity to build 
thriving and equitable communities.  This event has heavy participation from important 
city, county, and state elected officials. 

El Camino Health was the presenting sponsor of the Los Gatos Chamber of Commerce 
and the Saratoga Area Senior Coordinating Council’s first-ever Drive-Thru Senior 
Resource Fair.  Our Chief Nursing Officer and Director of Infection Prevention also 
provided COVID-19 safety guidance to the event organizers.  As the presenting 
sponsor, El Camino Health was recognized in a radio ad as well as an advertisement, 
which ran in the Los Gatos Weekly.  ECH staff handed out information on our services 
and programs to approximately 150 seniors during the event on October 28. 

https://patch.com/california/campbell/coronavirus-live-blog-santa-clara-county-says-private-hospitals-have-do-more
https://patch.com/california/campbell/coronavirus-live-blog-santa-clara-county-says-private-hospitals-have-do-more
https://www.losaltosonline.com/schools/school-districts-ech-offer-on-campus-covid-testing-for-teachers/article_dc1aeeba-4d13-5991-871c-437143d44f96.html
https://www.losaltosonline.com/schools/school-districts-ech-offer-on-campus-covid-testing-for-teachers/article_dc1aeeba-4d13-5991-871c-437143d44f96.html
https://patch.com/california/campbell/coronavirus-live-blog-binational-health-week-goes-online
https://patch.com/california/campbell/coronavirus-live-blog-binational-health-week-goes-online
https://patch.com/california/campbell/coronavirus-live-blog-county-allow-indoor-dining-if-it-moves-lower-risk
https://patch.com/california/campbell/coronavirus-live-blog-county-allow-indoor-dining-if-it-moves-lower-risk
https://patch.com/california/campbell/coronavirus-live-blog-gardner-health-center-county-increase-testing-mexican
https://patch.com/california/campbell/coronavirus-live-blog-gardner-health-center-county-increase-testing-mexican
https://www.mcmorrowreports.com/virtualcast-healthcare-releases-seven-episodes-of-1-hour/
https://www.mcmorrowreports.com/virtualcast-healthcare-releases-seven-episodes-of-1-hour/


 

 
Philanthropy 
 
Edward and Pamela Taft gifted $300,000 to the nursing division for nursing research. 
We will use the funds for evidenced based projects and will disseminate the results of 
our work globally. 
 
El Camino Health Foundation secured $28,514 in Period 3 of fiscal year 2021, for a total 
of $870,960 YTD, which is 11% percent of goal for the year.  A detailed report is 
attached. 
 
Auxiliary 
 
The Auxiliary has contributed 4,892 volunteer hours in FY21, 1450 of those in the 
month of October. 



 

EL CAMINO HOSPITAL BOARD OF DIRECTORS 

COMMITTEE MEETING MEMO 

To:   Quality, Patient Care and Patient Experience Committee 

From:   Cindy Murphy, Director of Governance Services 

Date:   December 7, 2020 

Subject:  Report on Board Actions 

Purpose:  To keep the Committee informed with regards to actions taken by the El Camino Hospital and 

El Camino Healthcare District Boards. 

Summary: 

1. Situation:  It is important to keep the Committees informed about Board activity to provide 

context for Committee work.  The list below is not meant to be exhaustive, but includes agenda 

items the Board voted on that are most likely to be of interest to or pertinent to the work of El 

Camino Hospital’s Board Advisory Committees.  

2. Authority:  This is being brought to the Committees at the request of the Board and the 

Committees.   

3. Background:  Since the last time we provided this report to the Quality Committee, the Hospital 

Board has met once and the District Board has not met.  In addition, since the Board has 

delegated certain authority to the Executive Compensation Committee, the Compliance and Audit 

Committee and the Finance Committee, those approvals are also noted in this report. 

Board/Committee Meeting Date Actions (Approvals unless otherwise noted) 

 November 11, 2020 

- Resolution 2020-10 Recognizing Brian Richards’ Service to 

the Organization 

- Medical Staff Report  

- Quality Council Minutes 

- Medical Staff Credentials and Privileges Report 

- Election of Carlo Bohorquez, CFO and Deb Muro, CIO to 

the Pathways Home Health and Hospice Board of Directors 

- Pathways FY21 Budget 

- FY21 Board Action Plan (Attached) 

- Revised Policy and Procedures for Nomination and 

Appointment of Community Members to the Board’s 

Advisory Committees (Attached) 

- FY21 Board Retreat Agenda 

- Annual Safety Report for the Environment of Care 

- FY21 CEO Base Salary 

- FY20 CEO Incentive Compensation Payout (Partial) 

 November 5, 2020 
- FY21 CFO Individual Performance Goals 

- Renewal of Executive Compensation Consultant Contract 

Compliance and 

Audit Committee 
N/A  

Finance  

Committee 
N/A  
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FY21 El Camino Hospital Board Action Plan (Approved November 11, 2020) 

 

 What Who By When 
Current 
Status 

 

Strategic Oversight 

1.  
Define the role and establish process for Board oversight and engagement of the 
upcoming strategic planning process. 

Board Chair, CEO 
12/9/20 Board 

 

Clarify Governance Processes and Structures 

2.  
Review pacing plan and past agendas to identify items that could be placed on the 
consent agenda or delegated to create more time for strategic discussion.  

Chair, CEO, Dir. Gov. 
Services 

12/30/20 
 

3.  
Continue to provide executive summaries and framing questions for each agenda item to 
focus attention and stimulate discussion. 

CEO, Executives,  
Dir. Gov. Services 

12/30/20 
 

4.  
Conduct a review of the current committee structure to determine if it is still in alignment 
with current governance responsibilities. 

Governance 
Committee 

2/2/21 GC 
2/10/21 Board 

 

5.  
Work with committee leadership and executive sponsors to develop a more effective 
mechanism for communication between the board and committees. 

Chairs, Vice Chairs, 
Executives, Dir. Gov. 

Services 
1/15/21 

 

Increase the Board’s Diversity  

6.  
Request the Governance Committee develop a set of recommendations to increase the 
representation of diversity on our governing bodies as reflected from the communities 
we serve.  

Governance 
Committee 

3/23/20 GC 
4/7/21 Board 
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EL CAMINO HOSPITAL 

HOSPITAL BOARD ADVISORY COMMITTEE COMMUNITY MEMBER  

NOMINATION AND SELECTION PROCEDURES 

Adopted February 12, 2014 

Revised (Approved) April 8, 2015; November 11, 2020 

 

  

01.07 HOSPITAL BOARD ADVISORY COMMITTEE COMMUNITY MEMBER 

NOMINATION AND SELECTION PROCEDURES 

 

A. Coverage: El Camino Hospital Board Advisory Committees 

 

B. Adopted: 2/12/2014 

 

C. Procedure Summary:  

 

The nomination and selection of each Hospital Board Advisory Committee (Advisory Committee) 

member (Member) shall follow the procedures below.   

 

D. Procedure for Nominating and Appointing an Advisory Committee Community Member: 

 

1. Eligibility and Qualifications 

 

Each Advisory Committee shall determine minimum qualifications and competencies for its 

Members.  In addition, the Governance Committee will periodically conduct a strategic 

assessment of the respective Advisory Committee’s membership needs and ensure that it evolves 

with the Hospital’s strategy. 

 

2. Nomination and Declaration 

 

a. Nominations for Advisory Committee Community Membership may be received 

from any source.  

b. The Director, Governance Services will notify the Board, the Advisory Committee 

members, the Executive Leadership Team and the public of all vacancies for 

which new Advisory Committee Community Members are being recruited. 

c. A candidate shall submit an application to the Director, Governance Services that 

includes reason(s) the candidate wishes to serve, the candidate’s relevant 

experience and qualifications, potential conflicts of interest including any personal 

or professional connections to ECH, a release to permit ECH Human Resources to 

conduct a background check, and specifies which Advisory Committees that the 

candidate wishes to be considered for. 

d. If the interested candidate is currently serving on another Advisory Committee at 

ECH, the candidate shall notify the Chair(s) of the Advisory Committee with a 

vacancy and the Advisory Committee on which they are serving.  The interested 

candidate shall also notify the Director, Governance Services, provide all 

application materials, and be subject to all other requirements of this procedure. 



Administration Policies & Procedures 

Hospital Board Advisory Committee Nomination and Selection Procedures 

Page 2 of 2 

Rev20130425v4 

e. All candidates will be considered in the candidate due diligence process. 

f. In the event that no qualified candidates can be found through the routine 

recruitment procedures of the Hospital, the Committee may, in its discretion, 

obtain the services of a recruiting firm to identify qualified candidates. 

 

3. Review of Candidates and Selection of New Members. 

 

a. Any committee recruiting new members shall appoint an Ad Hoc Committee 

comprised of two members to recruit new members. The Committee Chair shall 

be given first right of refusal to serve as a member of the Ad hoc Committee, 

b. The Director, Governance Services will forward the names and resumes of all 

applicants to the Executive Sponsor and the members of the Ad hoc Committee 

for review.  

c. The Ad hoc Committee, in consultation with the Executive Sponsor, shall (1) 

select and interview first round candidates and (2) select finalists for interview by 

the full Committee. 

d. The Committee will interview finalists and recommend appointments to the Board 

for approval 

e. The Board shall appoint the Advisory Committee Members in accordance with the 

Hospital Bylaws. 

 

4. Obtaining Approval to Increase the number of Community Members of an 

Advisory Committee  

 

a. If an Advisory Committee Chair proposes to increase the number of Community 

Members of such Chair’s Advisory Committee, then the Advisory Committee 

Chair must submit a brief description of the need (e.g., gap in skill-set) for an 

increase in membership to the Governance Committee.   

b. Upon review of the request, the Governance Committee shall make a 

recommendation to the Board whether the Community membership of such 

Advisory Committee should be increased. 



 

 

 

 

 

EL CAMINO HOSPITAL 

HOSPITAL BOARD ADVISORY COMMITTEE MEMBER NOMINATION AND 

SELECTION POLICY 

 

 

 

XX.XX HOSPITAL BOARD ADVISORY COMMITTEE COMMUNITY MEMBER 

NOMINATION AND SELECTION POLICY 

 

A. Coverage: 

 

El Camino Hospital Board Advisory Committees 

 

B. Adopted: 

  

 June 12, 2013;  

 

C. Policy:   

 

It is the policy of ECH that appointment of Hospital Board Advisory Committee Community 

Members to vacant or newly created positions follow the procedure set forth in the attached 

Document entitled: 

 

Hospital Board Advisory Committee Community Member Nomination and Selection 

Procedure 

 

1. Length of Service and Term Limits for Committee Members  

 

As provided in the Committee Charters, Committee Community Members will serve a term of 

one (1) year, renewable annually. 

 

D.  Reviewed: 

 

Governance Committee March 31, 2015; October 13, 2020 

ECH Board Approved April 8, 2015, November 11, 2020 

 

 



Quality Committee Follow up Item Tracking Sheet (07/23/2020)

# Follow Up Item

Date 

Identified Owner(s) Status

Date 

Complete

1 Bring "negative" (not only positive) patient stories for discussion 
11/4/2019 CR

Noted in Pacing Plan 12/2/19 

going forward
Ongoing

2 Add control limits to Annual PI Reports
11/4/2019 CC/MA

Will be added to future reports
Ongoing

3 Look deeper into the the sytem for non-nursing related issues for the patient stories
12/2/2019 CR

Open
Ongoing

4

Cover Memos  - Make sure to state what the staff wants from the committee/how the 

committee can be helpful and provide discussion questions

12/2/2019
Executive 

Team
Open

Ongoing

5 Provide more trending information on readmissions data 12/2/2019 CC/MA Open Ongoing

6 Make the charts and graphs easier to read 12/2/2019 CC/MA Open Ongoing

7 Add Review of Lean Projects to Pacing Plan for FY21 3/2/2020 JG Added to March 2021 Meeting

















 

EL CAMINO HOSPITAL BOARD OF DIRECTORS 

COMMITTEE MEETING MEMO 

To:   Quality Committee of the Board of Directors, El Camino Health 

From:   Cheryl Reinking, DNP(c), RN, NEA-BC 

Date:   December 7, 2020 

Subject:  Patient Experience Comments 

Purpose:  To provide the Committee with written patient feedback that is received via the Press Ganey 

HCAHPS Survey tool.  

Summary:  

1. Situation:  These comments are regarding a patient with experience in the at the Los Gatos campus 

which included interactions with a physician and a radiology staff member.  Complaint received 

through iSafe reporting system.  

 

2.        Authority:  To provide insight into one patient’s experience at Los Gatos imaging and physician. 

 

3. Background:  While the patient found most the staff to be friendly and courteous, there was a lack of 

compassion expressed by the surgeon and the radiology technician.    

 

4. Assessment:  The patient’s experience was mixed due to the unfortunate communication from the 

technician and the physician related to her condition and the GI bowel series liquid requirements.  

 

5. Other Reviews:   None 

 

6. Outcomes:  We have communicated with the staff involved and provided service recovery from the 

manager of the med/surg department.  The staff were provided corrective actions on “We Care” 

behavioral standards—particularly “Compassionate Communication”    

List of Attachments:  Patient Letter 

Suggested Committee Discussion Questions:   

1. How are you incorporating WeCare Standards into staff training and expectations? 

 

2. What are the service recovery standards at ECH? 





 

EL CAMINO HOSPITAL 

COMMITTEE MEETING COVER MEMO 

To:   Quality Committee of the Board 

From:   Catherine Carson, Sr. Director Quality  

  Mark Adams CMO 

Date:   December 7, 2020 

Subject:  YTD FY2021, 30 day All Cause, Unplanned Readmission Dashboard 

Purpose:  

To provide data on Readmissions based on the organization readmission dashboard. This includes the all 

payor/all cause readmissions through Q1 FY21 (July – September 2021). This dashboard is based on the 

CMS designated readmission categories that affect the readmission penalty program. 

Summary: 

1. Situation: Readmission index reduction is an enterprise performance goal.  All Prospective 

Payment System (PPS) hospitals are subject to a penalty of up to 3% of DRG payments for 

Readmission rates that are above CMS calculated expected rates for 7 diagnoses and procedures.  

The most recent penalty for El Camino affecting FFY21 reimbursement is 0.3%.  Readmission 

Teams are focusing on readmissions in each category.   A penalty is assigned to the hospital if 

any of the 7 categories are above the Expected rate.  

2. Authority: Quality Committee of the Board is responsible for oversight of quality & safety. 

3. Background:  Readmission rates are provided on the dashboard for the 7 diagnosis groups for 

FY2017, FY 2018, FY2019, FY2020 and Q1 FY2021. 

4. Assessment: This report provides the detail behind the Readmission Index Organizational goal 

and shows improvement in the overall 7 diagnoses to 0.67 in Q1 FY21 from 1.0 in FY20. 

The O/E ratio is greater than 1.0 for Diagnosis/procedure for only 1 procedure:  CABG to 1.80.  

The other 6 diagnosis are below 1, with the lowest value for COPD patients at 0.37 which is quite 

remarkable.   

 

5. Outcomes:  We will continue to track overall readmission index which currently is 0.87, below 

target of 0.93. 

List of Attachments:   

1. Q1 FY2021 30 day All Cause, Unplanned Readmission Dashboard 

2. Historical summary of FFY readmission penalties 

 

Suggested Committee Discussion Questions:   

1. Are there particular areas of interest or suggestions for addressing the various diagnoses in the 

cohort impacting the readmission penalty program? 



FY 2017 FY 2018 FY 2019 FY 2020 
FY 2021 

End of Q1

Observed 

Rate

Expected 

Rate

O/E

 Ratio

Observed 

Rate

Expected 

Rate

O/E

 Ratio

Observed 

Rate

Expected 

Rate

O/E

 Ratio

Observed 

Rate

Expected 

Rate

O/E 

Ratio

Observed 

Rate

Expected 

Rate

O/E 

Ratio

Overall 7 Dx group 9.08% 9.08% 1.00 10.02% 9.11% 1.10 8.95% 9.92% 0.90 10.64% 10.60% 1.00 7.85% 11.72% 0.67

Acute Myocardial Infarction (AMI) 7.69% 7.51% 1.02 7.72% 7.30% 1.06 8.75% 7.53% 1.16 3.92% 7.36% 0.53 6.67% 8.84% 0.75

Chronic Obstructive Pulmonary Disease (COPD) 14.14% 16.48% 0.86 26.97% 16.41% 1.64 14.88% 15.40% 0.97 14.97% 16.75% 0.89 7.14% 19.24% 0.37

Coronary Artery Bypass Graft (CABG) 11.24% 6.34% 1.77 4.63% 6.76% 0.69 5.38% 6.81% 0.79 5.33% 7.15% 0.75 13.64% 7.56% 1.80

Heart Failure 17.79% 15.89% 1.12 16.17% 15.52% 1.04 13.39% 16.67% 0.80 16.44% 17.03% 0.97 13.51% 18.35% 0.74

Pneumonia 10.31% 11.92% 0.87 12.82% 12.30% 1.04 12.50% 12.84% 0.97 14.41% 12.51% 1.15 5.88% 10.74% 0.55

Stroke 7.17% 6.58% 1.09 8.20% 6.77% 1.21 4.56% 7.41% 0.62 8.15% 7.29% 1.12 4.69% 7.80% 0.60

Total Hip Arthroplasty and/or Total Knee 

Arthroplasty
2.06% 2.08% 1.00 1.63% 1.99% 0.77 2.54% 2.27% 1.12 2.83% 2.42% 1.17 0.00% 2.46% 0.00

Report updated: 11/20/20

Data Source: Premier Quality Advisor

FY 2021 Q1 30 Day All-Cause Readmission Dashboard - ACA Dx.
Premier Risk Adjusted, All Payer, All Cause, Unplanned Readmits

Patient Type: Inpatient and Psych

* Source: Premier Quality Advisor-Standard CareScience Risk Calculation, All-Cause Hospital-Wide 30-Day Readmission Methodology with Planned Readmission Algorithm v4.0
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CONFIDENTIAL 

EL CAMINO HOSPITAL 

COMMITTEE MEETING COVER MEMO 

To:   Quality Committee of the Board 

From:   Catherine Carson, Sr. Director Quality 

  Mark Adams CMO 

Date:   December 7, 2020 

Subject:  Patient Safety Indicator (PSI) Scores FY20 compared to Q1 FY21 

Purpose:  

To provide an update on the AHRQ Patient Safety Indicators for Q1 FY21. 

Summary: 

1. Situation: The Patient Safety Indicators (PSIs) are a set of indicators providing information on 

potential in hospital complications and adverse events for all patients following surgeries, 

procedures, and childbirth. These events are amenable to changes in the health care system or 

provider.  The PSIs were developed after a comprehensive literature review, analysis of ICD-10-

CM codes, review by a clinician panel, implementation of risk adjustment, and empirical 

analyses.   

2. Authority: Quality Committee of the Board is responsible for oversight of quality & safety. 

3. Background:  The PSIs can be used to help hospitals identify potential adverse events that might 

need further study; provide the opportunity to assess the incidence of adverse events and in- 

hospital complications using administrative data found in the typical discharge record. This 

includes indicators for complications occurring in hospital that may represent patient safety 

events.  These indicators also have area level analogs designed to detect patient safety events on a 

regional level. 

4. Assessment: Each of the PSI’s are first reviewed and validated by the CDI manager and Coding 

manager, and are then sent through the Medical Staff’s Peer review process for trending by 

physician.  In this report PSI rates that are better than the Premier Mean are highlighted in green.   

A. PSI-03 Pressure Ulcer – 1 in first quarter, each has a root cause analysis 

B. PSI-04 Death in Surgical Pts – while above the Premier Mean, this rate is 4x less than 

FY20 

C. PSI-96 Iatrogenic Pneumothorax – 2 occurrences 

D. PSI-18 and PSI-19 OB Vaginal trauma with & without instrument – both being addressed 

by Maternal Child Health Medical Leadership with case review and education on 

documentation of injury and interventions to mitigate these injuries. 

 

5. Outcomes:  N/A 

List of Attachments:   Patient Safety Indicator (PSI) Scores FY20 compared to Q1 FY21.  

Suggested Committee Discussion Questions:  

1. How is this information used to improve quality of care? 

2. Are there particular indicators that are of interest to the committee for further analysis? 



Rate 

Measures

Patient 

Safety 

Indicator

Numerator 

(FY21 Q1)

Denominator 

(FY21 Q1)

Rate/1000 

(FY21 Q1)

Premier 

Mean* (FY21 

Q1)

Numerator 

(FY20, Q1-4)

Denominator 

(FY20, Q1-4)

Rate/1000 

(FY20, Q1-4)

Premier Mean* 

(FY20, Q1-4)

PSI-02 Death in Low Mortality DRGs 0 161 0.00 0.54 0 674 0.00 0.54

PSI-03 Pressure Ulcer 1 1,703 0.59 0.46 5 6,924 0.72 0.46

PSI-04 Death in Surgical Pts w Treatable Complications 1 25 40.00 120.99 17 104 163.46 120.99

PSI-06 Iatrogenic Pneumothorax 2 2,691 0.74 0.14 2 11,594 0.17 0.14

PSI-07 Central Venous Catheter-Related Blood Stream Infection 0 2,416 0.00 0.10 0 10,136 0.00 0.10

PSI-08 In Hospital Fall with Hip Fracture 0 2,263 0.00 0.10 2 9,781 0.20 0.10

PSI-09 Perioperative Hemorrhage or Hematoma 1 939 1.06 1.84 3 3,911 0.77 1.84

PSI-10 Postoperative Acute Kidney Injury Requiring Dialysis 0 538 0.00 0.75 1 2,317 0.43 0.75

PSI-11 Postop Respiratory Failure 0 418 0.00 4.18 2 1,894 1.06 4.18

PSI-12 Perioperative PE or DVT 0 999 0.00 2.61 7 4,091 1.71 2.61

PSI-13 Postop Sepsis 0 538 0.00 3.46 4 2,289 1.75 3.46

PSI-14 Postop Wound Dehiscence 0 334 0.00 0.65 0 1,252 0.00 0.65

PSI-15 Unrecognized Abdominopelvic Accidental Puncture or Laceration 0 816 0.00 0.82 6 3,177 1.89 0.82

PSI-17 Birth Trauma Injury to Neonate 4 1,131 3.54 4.02 17 4,332 3.92 4.02

PSI-18 OB Trauma Vaginal Delivery with Instrument 14 61 229.51 107.66 45 237 189.87 107.66

PSI-19 OB Trauma Vaginal Delivery without Instrument 19 725 26.21 15.45 83 2,822 29.41 15.45

Count 

Measures
Patient 

Safety 

Indicator

Cases (FY21 Q1) Premier Mean 

Cases*

Cases (FY220, 

Q1-4)

Premier 

Mean Cases*

PSI-05 Retained Surgical Item or Unretrieved Device Fragment 0 0.16 0 0.16 Green = better than Premier compartive mean

Patient Safety Indicator Report (AHRQ) all patients      FY20 compared to Qtr 1 FY21                        



 

EL CAMINO HOSPITAL 

COMMITTEE MEETING COVER MEMO 

To:   Quality Committee of the Board 

From:   Mark Adams, MD, Chief Medical Officer  

Date:   December 7, 2020 

Subject:  Progress on Quality and Safety Plan 

Purpose:  The QC and Board previously approved a Quality/Performance Improvement and Patient 

Safety Plan (QAPI).  This report will serve as an update on progress under that plan and provide the QC 

members an opportunity to provide feedback. 

Summary: 

1. Situation:  Following a consulting engagement with Progressive Healthcare, a long term quality 

and safety plan was formulated and presented to the Board and Board QC in November of 2019.  

This was followed by a specific Quality/Performance Improvement and Patient Safety Plan 

(QAPI) which was presented to and approved by the QC in April of 2020.  The QC has requested 

a periodic update on the progress of the plan.   

2. Authority:  This is an area of concern for the governing board as this directly and indirectly 

impacts the quality and safety of the care delivered to El Camino patients.  Creation and adoption 

of a QAPI is a regulatory requirement for CMS Conditions of Participation and for accreditation 

by The Joint Commission. 

3. Background:  At the September QC meeting, we reviewed the background assessment used to 

create the current QAPI and the development of our common vision:  “To consistently deliver the 

highest quality care with zero preventable harm.” We have identified five key areas of focus for 

our QAPI work representing strategic opportunities: 

A. Governance, Leadership, and Management 

B. Quality Organization Integration 

C. Performance Improvement Metrics and Methods 

D. Journey to High Reliability 

E. Culture of Safety 

4. Assessment:  The measure of success of this QAPI plan lies in the quality and safety metrics that 

quantify the actual outcomes of the work.  Selected high level metrics are reviewed regularly by 

the QC in the form of the enterprise quality and safety dashboard, the Board STEEEP quarterly 

dashboard, and several other focused dashboards such as the readmissions and PSI dashboards 

being reviewed at this meeting.  The following are some select activities to illustrate some of the 

QAPI work underway:   

 

 

A. ICOUGH:  We recognized based on data review that hospital acquired pneumonia was a 

contributing factor in hospital mortality.  This prompted this initiative to reduce this risk 



factor.  The components include a multi-pronged approach to reduce the underlying risk 

factors: 

i. I:  Incentive spirometry to reduce atelectasis which predisposes to pneumonia 

ii. C:  Cough—encourage patient coughing  

iii. O:  Oral care—reduce oral bacteria which affects aspiration pneumonia 

iv. U:  Understanding—educate patients 

v. G:  Get up!  Ambulate patients to reduce atelectasis 

vi. H:  Head of bed—keeping the head of bed up 30 degrees reduces aspiration 

ICOUGH teams are implementing this program which will be tracked by the Hospital 

Acquired Pneumonia (HAP) incidence. 

 

B. ERAS:  Early Recovery After Surgery is a program that addresses the potential risk 

factors contributing to Surgical Site Infections (SSI).  The challenge in reducing SSI’s is 

that there is no one common cause that can be identified.  ERAS is a multi-faceted 

approach designed to address as many potential factors as possible.  This includes pre-

operative, peri-operative, and post-operative interventions.  The measures vary in 

sophistication from metabolic regulation of temperature and serum glucose 

intraoperatively to chewing gum after surgery.  Some of the measures are counter-

intuitive or at least contrary to many years of traditional medical practice so there is a 

significant re-education of our clinicians required to be successful.     

 

C. Our High Reliability Organization (HRO) work continues by addressing those areas 

identified where human error reduction is necessary.  We have linked the patient 

experience work branded as WeCare with a new brand to represent the HRO work 

signified by Safety First Mission Zero.   

 

D. Culture of Safety is the glue that holds all of the quality and safety work together.  This is 

measured by safety culture surveys which will continue regularly and include physicians.  

The demands of COVID-19 has heightened awareness of safety which hopefully can be 

harnessed to enhance this work. 

 

5. Outcomes:  The Quality Committee will better understand the nature of the Quality/Performance 

Improvement and Patient Safety Plan (QAPI) and the multi-tiered approach being utilized to 

actualize it.   

List of Attachments:   

1. Explanation/description of the ICOUGH and ERAS programs 

2. New HRO branding 

 

Suggested Committee Discussion Questions:   

How can we better link the QAPI work with the outcome metrics? 

Are there areas missing that may need to be addressed? 

So much of HRO depends on transforming habits—do any of the committee members have 

experience or suggestions in this regard? 

 



 

 

 



1

•Board Quality Committee

•December 7, 2020

Summary of ERAS and ICOUGH programs
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• Ann Aquino RN Co-Chair ERAS team

• Dr Lowe Co-Chair ERAS team

• Dr Xanthopoulos Co-Chair ERAS team

• Catherine Carson Executive Sponsor

Enhanced Recovery After Surgery
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What is ERAS?

Soffin, YaDeau, 2016 BJA DOI:https://doi.org/10.1093/bja/aew362 3

“The immediate challenge to 
improving the quality of 
surgical care is not 
discovering new knowledge, 
but rather how to integrate 
what we already know into 
practice.”  Urbach & Baxter 
2005

UNC School of Medicine

https://doi.org/10.1093/bja/aew362
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Enhanced Recovery After Surgery 
(ERAS) Program

GOALS

Goal 1: Reduce 
postoperative complications

Goal 2: Accelerates patients 
recovery and supports early 
discharges

Goal 3: Reduction in length 
of stays (LOS)

Goal 4: Reduction in 
readmissions offsetting 
increased cost of care

Key Elements

Include patient/family education

Patient optimization prior to 
admission

Minimal fasting that optimally 
includes a carbohydrate beverage 
and at a minimum clear fluids up 
until 2 hours before anesthesia

Multimodal Analgesia(MMA) with 
appropriate use of opioids when 
indicated

Return to normal diet and 
activities the day of surgery
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ERAS success at El Camino

GYN Oncology ERAS Outcomes

Annual equivalent of 3,500 
Oxycodone pills eliminated

6

• 58% decrease in opioid 

use

• 62% decrease in anti-

emetic use

• 13% reduction in length 

of stay

March-May 2018

MD Champion Dr Dwight Chen
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Deidre Shin RT Respiratory Care Services Manager HAP 

Team Leader

HAP – Hospital-acquired Pneumonia

The most prevalent and deadly Hospital-
acquired Infection
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HAP – Hospital-acquired Pneumonia
The most prevalent and deadly Hospital-acquired Infection

• HAP is the number one hospital 

acquired infection with NV-HAP 

representing 60% of cases

• LOS increase 13.1 days/per case*

• Mortality 15-30%

• 8.5 X more likely to die than equally ill 

patients who do not acquire PNA 

• Average cost $39,897

*Giuliano K, Baker D, Quinn B. The Epidemiology of Nonventilator Hospital-acquired 
Pneumonia in the United States. American Journal of Infection Control. 2017. 
doi:doi.org/10.1016/j.ajic.2017.09.005
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HAP at El Camino Healthcare Jan-
Dec 2019
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• Brush teeth 4X day 

while in the hospital, at 

meal time and bedtime

• Use antiseptic mouth 

rinse 2x/ day

• Out of bed for meals

• Ambulate

• Head of bed up at 30 

degrees or more

Keys to Prevention of nvHAP

*Giuliano K, Baker D, Quinn B. The Epidemiology of Nonventilator Hospital-acquired 
Pneumonia in the United States. American Journal of Infection Control. 2017. 
doi:doi.org/10.1016/j.ajic.2017.09.005
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Go Live June 9, 2020



Board Quality Committee

Mark Adams, CMO

December 7, 2020

HRO Branding
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