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€)) El Camino Health

AGENDA
REGULAR MEETING OF THE
EL CAMINO HOSPITAL BOARD OF DIRECTORS

Wednesday, September 17, 2025 - 5:30 pm
El Camino Hospital | 2500 Grant Road Mountain View, CA 94040 | Sobrato Boardroom 1

THE PUBLIC IS INVITED TO JOIN THE OPEN SESSION PORTION OF THE MEETING LIVE AT THE ADDRESS ABOVE OR
VIA TELECONFERENCE AT: 1-669-444-9171, MEETING CODE: 927 9654 4054# No participant code. Just press #.
To watch the meeting, please visit: ECH Board Meeting Link

Please note that the livestream is for meeting viewing only and there is a slight delay; to provide public comment, please use the
phone number listed above.

NOTE: If there are technical problems or disruptions that prevent remote public participation, the Chair has the discretion to continue
the meeting without remote public participation options, provided that no Board member is participating in the meeting via
teleconference.

A copy of the agenda for the Regular Board 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) 988-3218 prior to the meeting so that we
may provide the agenda in alternative formats or make disability-related modifications and accommodations.

AGENDA ITEM PRESENTED BY ACTION ESEMQ;ED
1 CALL TO ORDER AND ROLL CALL Bob Rebitzer, Board Information 5:30 pm
Chair
2 CONSIDER APPROVAL FOR AB 2449 Bob Rebitzer, Board Possible 5:30 pm
REQUESTS Chair Motion
3 POTENTIAL CONFLICT OF INTEREST Bob Rebitzer, Board Information 5:30 pm
DISCLOSURES Chair
4 PUBLIC COMMUNICATION Bob Rebitzer, Board Information 5:30 pm
a. Oral Comments Chair
This opportunity is provided for people to address
the Board on any matter within the subject matter
jurisdiction of the Board that is not on this
agenda. Speakers are limited to three (3)
minutes each.
b. Written Public Comments
Comments may be submitted by mail to the El
Camino Hospital Board of Directors at 2500
Grant Avenue, Mountain View, CA 94040.
Written comments will be distributed to the Board
as quickly as possible. Please note it may take
up to 24 hours for documents to be posted on the
agenda.
5 MEDICAL STAFF VERBAL REPORT Steven Xanthopoulos, Information 5:30-5:35
MD, Chief of Staff,
Mountain View
Shahram Gholami, MD,
Chief of Staff, Los Gatos
6 RECEIVE QUALITY COMMITTEE Carol Somersille, MD, Information 5:35-5:55
REPORT Quality Committee Chair
- Quality Deep Dive Shreyas Mallur, MD,
- EY25 Q4 STEEEP Dashboard CQO
7 RECESS TO CLOSED SESSION Bob Rebitzer, Board Motion 5:55

Chair Required
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El Camino Health Board Meeting Materials Packet PUBLIC September 17, 2025 2 of 154

Agenda: ECH Board | Regular Meeting
September 17, 2025 | Page 2

10

11

12

13

14

15

16

17

AGENDA ITEM

EL CAMINO HEALTH MEDICAL
NETWORK SEMI-ANNUAL REPORT

Health and Safety Code Section 32106(b) for a report
and discussion involving healthcare facility trade
secrets regarding new services or programs.

LOS GATOS REDEVELOPMENT
UPDATE

Health and Safety Code Section 32106(b) for a report
and discussion involving healthcare facility trade
secrets regarding new services or programs.

PRE-AUDIT FY2025 FINANCIAL,
OPERATIONAL AND STRATEGIC
OVERVIEW AND REHAB HOSPITAL
CONSTRUCTION PROJECT UPDATE

Health and Safety Code Section 32106(b) for a report
and discussion involving healthcare facility trade
secrets regarding new services or programs.

APPROVE CREDENTIALING AND
PRIVILEGING REPORT

Health & Safety Code Section 32155 and Gov't Code
Section 54957 Report regarding personnel
performance for a report of the Medical Staff;
deliberations concerning reports on Medical Staff
quality assurance matters.

APPROVE MINUTES OF THE CLOSED
SESSION OF THE EL CAMINO
HOSPITAL BOARD OF DIRECTORS

- Minutes of the Closed Session of the
ECHB Meeting (08/13/25)

Report involving Gov'’t Code Section 54957.2 for
closed session minutes.

EXECUTIVE SESSION

-Expansion Strategy Update

Health and Safety Code Section 32106(b) for a report
and discussion involving healthcare facility trade
secrets regarding new services or programs.

EXECUTIVE SESSION

Gov't Code Section 54957(b) for discussion and
report on personnel performance matters — Senior
Management.

RECONVENE TO OPEN SESSION

CLOSED SESSION REPORT OUT

To report any required disclosures regarding
permissible actions taken during Closed Session.
CONSENT CALENDAR ITEMS:

a. Approve Hospital Board Open Session
Minutes (08/13/25)

b. Approve Policies, Plans, and Scope of
Services as Reviewed and Recommended
for Approval by the Medical Executive
Committee

PRESENTED BY

Mark Adams, CMO
Peter Goll, ECHMN
CAO

Tracey Lewis-Taylor,
COO

Carlos Bohorquez, CFO

Mark Adams, MD, CMO

Bob Rebitzer, Board
Chair

Bob Rebitzer, Board
Chair

Bob Rebitzer, Board
Chair

Bob Rebitzer, Board
Chair

Gabe Fernandez,
Governance Services
Coordinator

Bob Rebitzer, Board
Chair

ACTION

Discussion

Discussion

Discussion

Motion
Required

Motion
Required

Discussion

Discussion

Motion
Required
Information

Motion
Required

ESTIMATED
TIMES
5:55 -6:30
6:30 — 6:45
6:45 - 6:55
6:55 -7:00
7:00 - 7:05
7:05-7:25
7:25-7:35
7:35
7:35-=7:40
7:40 - 7:45
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AGENDA ITEM PRESENTED BY ACTION ES-_IIZIIRAA'E‘;ED
c. Receive FY26 ECHB Pacing Plan
d. Receive Period 1 Financials
18 CEO REPORT Dan Woods, CEO Information 7:45-=7:55
19 BOARD ANNOUNCEMENTS Bob Rebitzer, Board Information 7:55-8:00
Chair
20 ADJOURNMENT Bob Rebitzer, Board Motion 8:00
Chair Required

POLICIES APPENDIX

NEXT MEETINGS: October 8, 2025; November 12, 2025; December 10, 2025; February 11, 2026; March 18,
2026; May 13, 2026; June 17, 2026
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€) El Camino Health

EL CAMINO HOSPITAL BOARD OF DIRECTORS
BOARD MEETING MEMO

To: El Camino Hospital Board of Directors
From: Shreyas Mallur, M.D, MBA, Chief Quality Officer
Date: September 17, 2025

Subject: Quiality Deep Dive Topic — Driving Better Surgical Outcomes by Decreasing
Surgical Site Infections

Purpose:

To provide the Board with an overview and context of EI Camino Health’s Surgical Site
infection rates, which are consistently low (favorable) relative to National published
benchmarks. The presentation also provides identified opportunities for improvement as well
as prevention initiatives and highlighted interventions.

Summary:

e Surgical Site Infections (SSIs) remain a leading cause of post-operative
complications, increased length of stay, and cost escalation.

e El Camino Health continues to outperform national benchmarks and is
implementing evidence-based practices to drive further reductions in SSI rates.

e Preventing SSI's gives measurable wins in Quality, Safety and Cost avoidance

e SSis have a profound impact on patient outcomes and hospital reputation.

e Comprehensive, evidence-based strategies and bundles—implemented
consistently—dramatically reduce SSI rates.

e Leadership commitment, ongoing staff education, and robust surveillance are
essential for sustained success.

List of Attachments:

1. Quality Deep Dive Board presentation.
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Driving Better Surgical Outcomes by
Decreasing Surgical Site Infections

El Camino Hospital Board of Directors
Shreyas Mallur, M.D., MBA
September 17, 2025
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Introduction

Surgical site infections (SSIs) are a significant cause of morbidity, prolonged hospital stays, and increased\.\
healthcare costs. Despite advances in surgical techniques, sterilization procedures, and infection control

protocols, SSIs remain a leading complication following surgery.

ﬁ 0.5-3% of patients undergoing surgery experience infections(CDC
data)

U U
E:I Length of stay increased by 7-11 days
$ Cost per infection up to $90,000 (CDC)

$3.5-$10 billion in healthcare costs (CDC)

Board Relevance: Strategic Priority for Quality, Safety and Top Decile performance
(CMS Star rating, Leapfrog, Vizient)

€) El Camino Health
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A Brief History of Antisepsis in Surgery

1860s 1970s-1990s
' Joseph Lister introduced Infection surveillance &
§ carbolic acid spray — standardized prevention bundles
dramatic reduction in post- emerge.

op infections.

_1

2_3_4~

Early 20th century

2000s-Today
Adoption of sterile technique

B
(gloves, gowns, masks, drapes) Evidence-based Surgical C . %
- y o Site Infection Prevention - |
Mid 20th centur 14 : -~
y . g LARE bundles: CHG bathing, =N
Antibiotics introduced | . antibiotic stewardship, N N>
(penicillin, 1940s) — major | @ normothermia. s -i-l -~

drop in surgical mortality

\

€)) El Camino Health



El Camino Health Board Meeting Materials Packet PUBLIC September 17, 2025 8 of 154

Risk Factors for SSI \

\

/ Patient Related Factors \ \\\
Modifiable e

/Procedure Related Factors\ _ / External Factors \
Diabetes

Surgery type (wound class) _ Sterilization of instruments,
Obesity equipment, & personnel
Duration of surgery »
Malnutrition Operating room ventilation
Open vs robotic
Tobacco use Operating room traffic

Presence of drains _ _
\\ Preoperative Infections /

Presence of implants

Antibiotic prophylaxis /Patient Related Factors Non}
Modifiable

(& / & /

Prior infections

€)) El Camino Health \ “edationtherapy 4
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Where do SSI’s come from?

« 70-80% of SSI's are from patients
own organisms (endogenous:
skin/bowel)

Organisms Causing SSls

¢ 20-30% of SSI's are from external
organisms (exogenous:
environment, contamination)

* Most SSis are preventable by
controlling the patient’s own flora
before, during, and after surgery
with evidence-based bundles. P Endosenous rgalsm (paents oun rgans) - Eioienaus e (ernalorgar)

€) EL Camino Health
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Evidence Based Practices to Prevent SSls

Glycemic
control Wound
(normal blood dressings
sugar)

Antibiotic Normothermia

Decolonization Hair removal Prophylaxis (Normal
temperature)

€) El camino Health



Evidence Based Practices to Prevent SSls
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Risk stratification
Disease optimization
(Diabetes, anemia, IBD,
etc)

Nutrition

Education
Decolonization
(MRSA,EBSL, etc)

€) EL Camino Health

Fluid and temp
management
Antimicrobial
prophylaxis
Skin prep

Fluid and temp management

Antimicrobial prophylaxis
Skin prep

Operative time

OR Traffic

Sterile technique/equipment

Antiseptic irrigation
MRSA specific measures
Clean Closure trays

Fluid and temp
management
Post-op education
Early mobilization
Fluid and temp
management

Outpatient office
availability

Wound and pain
management

Disease management
Medication compliance
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ECH Infection Rate — Deep Incisional or Organ Space SSIs
Published National Data shows surgical site infection rates of 0.5%-3%

Infection Rate & Case Count

0.60% 45
0.52%
° 40
0.50%
35
0.40% 30
25
0.30%
20
0.20% 15
10
0.10%
5
0,
0.00% FY23 FY24 FY25 0
mmm SS| Count 30 39 38
—SS| Rate 0.42% 0.52% 0.48%
mmm SS| Count =—SS| Rate

Surgical Site Infection Rate
Number of infections + Number of procedures
Adjusts for increased volume of procedures

(:) El Camino Health
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Root Cause Deep Dive (Opportunities ldentified)

Opportunities

Improvement Measures

Expected Impact

patients

Temperature Reduce variation in practice Moderate
Management
Antibiotic EPIC enhancgments: Re-dose remlpders & Initial Moderate
dosing/type recommendations
Increase utilization compliance to reduce :
Clean Closure Trays SB/COLO SS| High
Case Review Process  Develop a process that engages the Surgeon High
. Identify/Signal di ' :
Glucose Management EPIC enhancements: Identify/Signal diabetic High

€) EL Camino Health




SSI Prevention Initiative Timeline

Previous Initiates -FY 2024

Current State - FY 2025
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Next Steps - FY 2026

SSI Count:39
Infection Rate: 0.52%

* OR Attire — staff and vendor
attire compliance with long
sleeves and hair coverage

* OR Traffic — reduce operating
room traffic in orthopedic cases

« Irrigation Practices —
Optimize irrigation technique in
orthopedic cases

€) El camino Health

SSI Count:38
Infection Rate: 0.48%

Normothermia - Standardize
temperature management practices
Antibiotic Prophylaxis — EPIC
enhancements to optimize re-dosing
timing

Clean Closure Tray — Increase
utilization

Case Review Process — Surgeon
engagement in every reported case

10% Reduction
Target SSI Count:34
Target Infection Rate: 0.43%

Glucose Management - EPIC
enhancements to increase
screening for diabetes risk factors
and glucose monitoring.

Whipple and Bowel Prep Best
Practices

Standardize Inpatient Prep

10
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Highlight of FY25 Interventions

Interventions

Standardize temperature
management practices

Results/ Impact

>40% increase in intra-op monitoring within 90 days.

Next Steps/Sustainment
Opportunity to study and
evaluate trends of patients that

are received in the PACU <35.5C

Increase antibiotic initial
administration, Re-dose, &
dosing/type compliance

January Sample 90% (155/172) with initial antibiotic type/dose.
89% (153/172) with initial dose timing. No SSI cases since Oct
2024 with antibiotic redosing concerns

Shared documentation of incision

time between nursing and
anesthesia

Proactively identify case needs
and have clean closure trays
available

Jan 2025 77% (7/9) Feb 2025100% (7/7)
March 2025 100% (11/11)

Enhance reporting to support
sustainment — EPIC Reporting
will need to be revisited once
procedure naming conventions
are standardized.

Case Review Process

Case Review sessions concluded with further practice
assessment needs: Whipple documentation and intra-op culture
collection, Diabetic patient identification & glucose management,

assessment of bowel prep standardization needs.

Emphasis of case review
timeliness

€) El camino Health

11
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Highlight of FY26 Interventions

Interventions

Glucose Management
EPIC enhancements

Expected Results/ Impact

Increase screening for diabetes risk factors and glucose
monitoring.

Next Steps
EPIC Build Complete, currently
educating staff to new
procedures, Go Live Sept 2025

Whipple procedure & Bowel Prep
Best Practices

Reduction abdominal procedure related SSls

Surgeon champion and CQO wiill
lead efforts to share and
standardize best practices with
surgeons across the
organization.

€) EL Camino Health

12
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Conclusion

« El Camino Health has consistently performed better than National published
benchmarks for Surgical Site infection rates.

« El Camino Health is executing evidence-based practices that align with national best-
In-class standards to achieve zero preventable surgical site infections.

* Preventing SSI's gives measurable wins in Quality, Safety and Cost avoidance
« SSIs have a profound impact on patient outcomes and hospital reputation.

« Comprehensive, evidence-based strategies—implemented consistently—dramatically
reduce SSI rates.

« Leadership commitment, ongoing staff education, and robust surveillance are
essential for sustained success.

(, El Camino Health 13
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El Camino Hospital Board of Directors Memo

To: El Camino Hospital Board of Directors

From: Shreyas Mallur, M.D, MBA Chief Quality Officer and Lyn Garrett, MHA, MS, CPHQ

Date: September 17, 2025

Subject: Enterprise Quality, Safety and Experience and STEEEP Dashboards through July
2025

Purpose:

To provide the Hospital Board of Directors with an update on quality, safety, and patient experience
performance through July 2025 (unless otherwise noted). This memo summarizes results from both
the STEEEP and Enterprise Quality Dashboards and includes the final FY25 STEEEP (Safe, Timely,
Effective, Efficient, Equitable, Patient-Centered) data.

Situation: The FY 25 Enterprise Quality, Safety, and Experience Dashboard is updated monthly and
tracks eighteen quality measures. The STEEEP dashboard is updated each quarter and contains
seventeen measures. The STEEEP dashboard is intended to be a Governance Level report, which
is shared with the El Camino Hospital Board of Directors on behalf of the Quality Committee once a
guarter. Most measures are tracked on both the Enterprise monthly and STEEEP quarterly
dashboards.

Assessment:
A. Safe Care

1. C. Difficile Infection: There have been 2 (2 cases per month) (Goal: </= 26 infections FY
2026 or less than 2.17 cases/month) Hospital Acquired C=Diff infections YTD 2026. Areas of
focus to decrease C. Diff are four-fold. First, hospital wide education on C. Diff screening,
testing and prevention. Second, deployment of an enterprise-wide hand hygiene program
has been implemented. Third, a robust antibiotic stewardship program is in place. Fourth,
testing of C. Diff samples will follow CDC and IDSA guidelines.

Timeline for improvement: We have measures described above in place which we believe
will impact this rate. The benchmarked C Diff rate is per 10,000 patient days.

2. Catheter Associated Urinary Tract Infection (CAUTI): There have been 0 CAUTI cases
year-to-date in FY2026, against a target of <12 for the fiscal year. Our process improvement
efforts focus on:

Removing catheters promptly when clinically appropriate.

Ensuring best practices are followed for insertion and maintenance.

To reduce catheter duration, the infection prevention team reviews every patient
with a catheter in place for more than three days. They collaborate with the nurse
and physician to confirm clinical indications and emphasize the importance of timely
removal.

Timeline for improvement: While we are currently on track to meet the FY2026 goal,
we continue to implement additional measures aimed at sustaining and further
improving performance in the next fiscal year. Ongoing monitoring remains
essential.
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Enterprise Quality, Safety, and Experience and STEEEP Dashboards through July 2025
September 17, 2025

3.

Central Line Associated Blood Stream Infection (CLABSI). The rate of CLABSI for YTD
FY2026 (0) is favorable to target of 5 cases for FY 26 (0.42 cases per month).
Timeline for improvement: We are on track to meet target

Surgical Site Infection. The number of cases/month of surgical site infections for FY 26 (1)
is favorable to target of </= 34 cases (2.83 cases/month). Process improvement has included
implementing evidence based best practices shown to decrease SSls: maintain Perioperative
normothermia, timing and choice of preoperative antibiotics, clean closure tray utilization in
the OR and glucose control in diabetics.

Timeline for improvement: We are seeing a downward trend in the last few months and are
confident that this will continue.

Hand Hygiene Combined Compliance rate: Performance for YTD FY2026 is

to target of 84%.
Timeline for improvement: We are instituting real time coaching for failures in compliance, as
well as socializing this in our nursing and physician councils.

Hand Hygiene % of Departments Meeting Audit Compliance target: Performance for
FY26 YTD is favorable (100%) to target of 80% of units.

B. Timely

1.

Imaging Turnaround Time: ED including X Ray (target + % completed <= 45 minutes).
Performance YTD FY 2025 (73.9%) is unfavorable to target (84%). The root cause of the
delays relates to multiple factors, primary being radiology staffing issues experienced by the
contracted vendor. In addition, there have been issues with the transfer of images and
interface with our system which are being worked on.

Timeline for improvement: Realistically, we anticipate improvement in the Turnaround times
by Q3 2026.

C. Effective

1.

30 Day Readmission Observed Rate: Performance through FY26 is

to target (</=9.8%). EI Camino Health remains committed to ensuring timely follow-up care
for patients under primary care providers, after they are discharged from the hospital. We are
also partnering with our colleagues at the County as well as Palo Alto Medical Foundation to
get timely appointments for patients who are discharged from the hospital. In addition, our
Post-Acute Network Integrated Care team has also implemented a process to identify high-
risk patients and coordinate their care with our Preferred Aligned Network (PAN) providers,
including home health care services and skilled nursing facilities. The goal is to ensure timely
follow-up appointments with patients' primary care providers after they are discharged from
a PAN provider, thereby reducing the risk of readmissions back to the hospital.

Timeline for improvement: This is only one month of data, however we are confident we will
continue to maintain our FY 25 trend.

Risk Adjusted Mortality Index. Performance YTD FY25 (1.10) is unfavorable to target
(1.00). Mortality index tracks, and for this time frame, is driven by sepsis mortality. We will be
closely monitoring this since the system changes introduced in documentation integrity,
reduction in clinical variation and institution of earlier hospice and GIP are just in the initial
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phases of implementation. In addition, we are optimizing O/E measure to accurately reflect
the acuity of iliness of our patients.

Timeline for improvement: Q1-Q2 FY 2026. The trendline over the last few months has been
positive for this index.

Sepsis Mortality Index. Performance through FY2025 (1.11) is unfavorable to target (1.00).
Patients often arrive in the ED in Septic Shock. We are working to increase Social Work
and/or Palliative Care support in the ED for goals of care discussions. Pursue hospice when
appropriate for patients in the ED to go home, or if admitted then to a robust GIP program. A
recent process change internally was that the sepsis coordinators provide concurrent sepsis
bundle compliance to ED physicians and staff in the real time. We are doing an excellent job
of caring for patients with sepsis. We have an opportunity to improve the support we provide
to patients and their families at the end of life through a robust GIP program.

Timeline for improvement: The GIP program is planned for go-live in first week of September
2025. With a robust program, there will be a trickle-down impact on driving earlier referral for
Palliative Care consultation. This alone, “Palliative care consult” increases the expected risk
of mortality 6-fold.

PC-02 Nulliparous Term Singleton Vertex C-Section (NTSV). FY25 performance through
May of 2025 (26.4%) is unfavorable to target of 23.9%. The introduction of a NTSV check list
had a positive impact on decreasing c/s rate initially after roll out in Q2 of FY2024. What has
been most impactful is the bi-weekly review by a multidisciplinary team of nurses, midwives,
and physicians to review the indication for every single NTSV. When an opportunity for
improvement is identified, MCH leaders reach out to the provider with feedback.

Timeline for improvement: This metric has been challenging for the organization as well as
like hospitals in California. We will continue with our efforts to reduce this metric.

D. Efficient

1.

Length of Stay O/E (LOS O/E). Length of stay is a measure of operational efficiency. The
guality of care a patient receives is reliant on the navigation, and efficiency achieved through
operational excellence. Having timely, coordinated, and appropriate care has a profound
impact on the overall quality of care our patients receive. Performance FY25 is (1.02) is at
target of (1.02). A formidable challenge to decreasing length of stay for patients whose
discharge disposition is a skilled nursing facility (SNF) are the barriers payors have in place
to authorize timely discharge to a SNF. Our teams are optimizing care coordination within
our system to decrease length of stay. Here are specific interventions in place:

e Within Epic a centralized care plan was created that pulls together important
information about the patients care plan. This tool increased efficiency and allows the
care team to obtain pertinent information in a timely way. Additionally, interdisciplinary
team members can track internal and external delays which will offer insight into the
primary reasons for delays in patient throughput.

e Since the initiation of Multidisciplinary rounds (MDR) in December 2023, there have
been significant improvements in LOS within the pilot program for patients who stay
in nursing unit 2C. The data indicates a noteworthy decrease of -1.1 days in LOS.
The MDR process has been rolled out to multiple units in the hospital and is showing
sustained benefits.

o We now have 3 skilled nursing facility transfer agreements in place (Cedar Crest,
Grant Cuesta and Mountain View Health Care). These agreements help us expedite
discharge to SNF for the self-pay and MediCal patients. We transfer about 3-4



El Camino Health Board Meeting Materials Packet PUBLIC September 17,2025 21 of 154

Enterprise Quality, Safety, and Experience and STEEEP Dashboards through July 2025
September 17, 2025

patients per month utilizing the transfer agreements and are working to increase
utilization of the transfer agreements.

Timeline for improvement. We anticipate improvement due to the changes
implemented by Q1 of FY26.

2. Median Time from ED Arrival to ED Departure (Enterprise). Performance through FY25
(152.4 minutes) is favorable to the target of < 160 minutes (lower is better). This performance
is years in the making with an overhaul of the patient triage process, creation of additional
chairs for less acute patients, and, most recently the creation of an ED express area on the
Mountain View Campus. The ED express has capacity for 6 patients of lower acuity and will
allow our teams to provide more efficient care for patients of lower acuity (treat to street).

E. Equitable

1. Social Drivers of Health Screening rate: FY 25 performance YTD is (41.3%) is unfavorable
to target of 50%. This is a hew measure and steps taken to improve our screening rate
includes creating a new tool for staff to document required elements of the metric. Our team
including care coordinators, nurses and informatics teams are working to implement this tool
in the next few months.

This metric continues to improve and we should be on track to meet this target by Q2 FY26.

2. Voyce Interpretation Minutes Used: FY 2025 performance (515,606 minutes). We are in
the process of establishing a target for this metric. This is the first year that we are using this
metric, hence there is no benchmark either locally or nationally. We believe that this metric
is an important proxy for communication with patients who do not have English as their
primary language.

3. Homeless Planning Discharge Compliance Rate: New measure for FY26. This measure
was chosen because of new CMS regulations on monitoring our efforts on homeless
discharge compliance rates.

F. Patient Centered:

1. FY25 Performance Highlights

Inpatient (HCAHPS)
Medical Network
(ECHMN)

FY25 closed with mixed performance across El Camino Health (ECH) and EI Camino Health
Medical Network (ECHMN). ECH inpatient performance remained nationally competitive, while
ECHMN continues to improve, and is aiming to be at the 50" percentile by the end of FY27. FY26
targets have been established using statistically valid methodologies, with a focus on achievable
improvement. New initiatives—including the Patient Experience Action Team, updated Playbook,
and reestablishment of Patient and Family Advisory Groups—aim to strengthen system-wide
accountability and culture around patient experience.
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2. Patient Comments and Feedback Process

Identify feedback type (positive, negative, safety, staff-specific)

Escalate service concerns immediately and initiate service recovery using WeCare
standards

Distinguish isolated versus recurring issues; systemic concerns prompt corrective
action plans

Close the loop by communicating back to patients and sharing themes with staff

3. Fiscal Year 2026 Patient Experience Focus Areas

Attachments:

Patient Experience Action Team — multi-disciplinary oversight body

PX Playbook — standardized guide for leaders and staff

Patient and Family Advisory Groups — reestablished to amplify patient voice
Refresher Training — WeCare service recovery training for all employees

PX Reporting — creation of comprehensive, system-level reports

Physician Partnership Program — engagement of providers in PX improvement

1. Enterprise Quality Dashboard through July 2025
2. STEEEP Dashboard through June of 2025 and the updated STEEEP Dashboard FY26
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Show Filter

Measures

Safe Care

C-Diff

Clostridioides Difficile Infection

CAUTI

(Catheter-Associated Urinary Tract Infection)

CLABSI

(Central Line-Associated Bloodstream Infection)

SSi

(Surgical Site Infection)

Hand Hygiene Audit Compliance
(Leapfrog measure)
Timely

Imaging TAT in ED
Including Xray (target = % completed < 45
min)

Effective

30-Day Readmission Rate
(Based on Vizient Risk Model)

Hospital Mortality O/E Index

(Vizient Risk-Adjusted Mortality Model)

Sepsis Mortality O/E Index

(Vizient Risk-Adjusted Mortality Model)

NTSV Cesarean Section
(CMS PC-02 Measure)

Efficient
Length of Stay (LOS) O/E Index

(Inpatient Discharges, Exclude Mental Health, Acute
Rehab, and OB Service)

ED Arrival to Departure Time
(For patients discharged from ED to home, Median
time in minutes)

Equitable

Social Driver of Health (SDOH)
Screening Rate

Voyce Interpretation Minutes
Used

Patient-Centered

Inpatient Hospital: Likelihood to
Recommend

Press Ganey

ED: Likelihood to Recommend
Press Ganey

MCH - INPATIENT

Press Ganey

FY25Q1

15

85.3%

74.0%

9.2%

0.87

1.06

24.2%

1.01

151

4.0%

57,925

80.7

78.9

82.8

Last 4 Fiscal Quarters

FY 25Q2

10

12

81.5%

69.4%

9.8%

1.06

1.10

27.5%

1.03

152

21.0%

53,919

81.5

78.3

80.5

FY 25Q3

80.9%

77.7%

9.1%

1.04

1.17

25.4%

1.03

154

82.6%

60,025

82.0

75.1

83.0

El Camino Health Quality Board: FYTD25 STEEEP

FY 25Q4

86.6%

76.9%

10.4%

0.92

0.96

29.1%

0.98

153

87.8%

57,337

89.0

80.7

76.3

Baseline

FY24

28

11

38

84.1%

77.7%

9.8%

1.16

1.35

24.7%

1.03

155.8

2.1%

617,023

86

75.5

82.0

FYTD Result

FYTD25

28

14

38

83.2%

74.6%

9.6%

0.98

1.07

26.4%

1.01

152.4

41.3%

687,616

84

78.2

80.8

Target Indicator

© @6 & ¢ e o o o o

<=27
cases

<=10
cases

<=5
cases

<=30
cases

>=85%

>=84.0%

<=9.8%

<=1.0

<=23.9%

1.02

<=160

50%

TBD

77.2

€) el camino Health

7/1/2024 06/30/2025

Date:

Last 12 Months Trend

Trend Chart Period: 7/1/2024 to 06/30/2025
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Show Filter

Measures

Safe Care

C-Diff

Clostridioides Difficile Infection

CAUTI

(Catheter-Associated Urinary Tract Infection)

HAPI

(Stage 3, 4 & Unstageable)

CLABSI

(Central Line-Associated Bloodstream Infection)

SSi

(Surgical Site Infection)

Hand Hygiene Audit Compliance

(Leapfrog measure)

Timely
Imaging TAT in ED
Including Xray (target = % completed < 45
min)

Effective

30-Day Readmission Rate
(Based on Vizient Risk Model)

Hospital Mortality O/E Index

(Vizient Risk-Adjusted Mortality Model)

Sepsis Mortality O/E Index

(Vizient Risk-Adjusted Mortality Model)

NTSV Cesarean Section
(CMS PC-02 Measure)

Efficient
Length of Stay (LOS) O/E Index

(Inpatient Discharges, Exclude Mental Health, Acute
Rehab, and OB Service)

ED Arrival to Departure Time
(For patients discharged from ED to home, Median
time in minutes)

Equitable

Social Driver of Health (SDOH)
Screening Rate

Homeless Planning Discharge
Compliance Rate

Patient-Centered

LTR Composite Score

Press Ganey

FY 25Q2

10

12

81.5%

69.4%

9.8%

1.06

1.10

27.5%

1.03

152

21.0%

21.0%

81.5

Last 4 Fiscal Quarters

FY 25Q3

80.9%

77.7%

9.1%

1.04

1.17

25.4%

1.04

154

82.6%

82.6%

82.0

El Camino Health Quality Board: FYTD26 STEEEP

Baseline  FYTD Result
FY25Q4  FY26Q1 FY25 FYTD26
6 2 28 2
1 0 14 0
0 0 14 0
0 0 4 0
4 1 38 1
86.6% 83.7% 83.2% 83.7%
76.9% 73.9%
10.4% 9.6%
0.92 1.10 0.98 1.10
0.96 1.19 111
29.1% 26.4%
0.99 0.99 1.02
153 155 152.4 154.5
87.8% 41.3%
87.8% 41.3%
(Mock Data)
89.0 86 84

(Mock Data)

Target Indicator

<=26
cases

<=12
cases

<=12
cases

<=5
cases

<=34
cases

>=84%

>=84.0%

<=9.8%

<=0.97

<=1.00

<=23.9%

1.02

<=160

50%

TBD

819

€) el camino Health

10/1/2024 09/30/2025

Date:

Last 12 Months Trend

Trend Chart Period: 10/1/2024 to 09/30/2025
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. . . Month to Board Quality
@ ElcaminoHeattn T Y26 Enterprise Quality, Safety and Experience Dashboard Committe e *
July 2025 (unless other specified) Sept 2025 /
Latest Month FYTD

# of CDIFF Cases | Last 12 Months FY25TD Total Cumulative CDIFF Cases
*Organizational Goal

30 Target:<=26cases Target : <=26 cases
Clostridium Difficile 6
Infections 8 s 2 20
. (72} w
(C-Diff) cases 2 2.00 233 217 g S
cases cases/mo cases/mo cases/mo 2 © 3 k]
# # 10
Latest Month : N 1
0 m
July 2025
v 8 3 3 3 8 88 &8 8 J ¢ & 8 & 8 & 8 & 8 & 8 «
0) $ 3§82 85 ¢85 %8 3523 23§88 8858 858 8 3
o # of CAUTI Cases | Last 12 Months FY25TD Total Cumulative CAUTI Cases
*Qrganizational Goal
Catheter Associated 4 15 Target:<=12 cases Target: <=12 cases
Urinary Tract Infection 0
(CAUTI) cases 3 8
0 0.00 1.17 1.00 3 8 8
cases cases/mo cases/mo cases/mo E E 5
Latest Month: N 0 m
July 2025 § 3 3 3 /3 8 8 8 Q& 8 &4 ¢ & 8 & 8 & 8 & 8 & 8 «
*Organizational Goal # of HAPI Cases | Last 12 Months FY25TD Total Cumulative HAPI Cases
Hospital Acquired 15
Pressure Injury Target : <= 12 cases Target :<=12 cases
(HAPI) cases 3 g 10
g 2 2
0 0.00 1.17 1.00 S | 3
| - 2
cases cases/mo cases/mo cases/mo £ o o
# # 5
Latest Month : S e e e e e - — - — - N
- - - 0 -
uly 2025
S o o - o ™ M A
@ 2 6 288 ¢ 2 28 33 = 2 8 5 2 & 8 ¢ 2 2 & 3

Quality Department | Note : updated as of August 20, 2025
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. . . Dashboard Managed by
©) E1 Camino Health FY26 Enterprise Quality, Safety and E);perlence Dashboard | | =0 o Jerrery sair ria96e *
July 2025 (unless other specified) jeffery_jair@elcaminohealth.org /

*Organizational Goal
Clostridium Difficile

Infections
C-Diff) cases i iteri
( ) C. Nalesnik g Easled .on N?—!:glg(dgf;ned criteria Numerator: Infection control Dept.
Xelusions - Denominator: EPIC Report
E.
*Organizational Goal
Catheter Associated
Urinary Tract Infection
(CAUTY) cases 1) Based on NHSN defined criteri
C. Nalesnik 23 chslisi?):]s “ED &gl:l)ne criteria Numerator: Infection control Dept.
' Denominator: EPIC Report
[=
*Qrganizational Goal
Hospital Acquired
Pressure Injury
(HAPI) cases
Ann Aduino 1) Based on NHSN defined criteria Epic Report (ECH Pressure Injuries - By
q 2) Exclusions : ED & OP Department (RWSQL) with manual chart reviews

=

Quality Department | Note : updated as of August 20, 2025
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. . . Month to Board Quality
. page
©) EL Camino Health FY26 Enterprise Quality, Safety and E);perlence Dashboard Committe « o »
July 2025 (unless other specified) Sept 2025
Latest Month FYTD
Central Line # of CLABSI Cases | Last 12 Months FY25TD Total Cumulative CLABSI Cases
Associated Blood 3 ;
Stream Infection Target: <=5 cases Target: <=5 cases
(CLABSI) cases w2 ®
R a w4
0 0.00 0.33 0.42 3 8 | 8
cases cases/mo cases/mo cases/mo i I N ;Cz
Latest Month : S S 2
July 2025 S P 0 -
I3 I I T8 8K 8 K &R &8 & 8 8 8 8 & & & &
o a > 8 < o 5 5 F E 5 =1 o a B > 8} = o 5 = > c
@ 2 &8 2 8 8 ¢ 2 & & 3 73 228 8 2 &8 8 ¢ £ & & 3
# of SSI Cases | Last 12 Months FY25TD Total Cumulative SSI Cases
Surgical Site
Infegctions 40 Target : <= 34 cases
(SSI) cases " » 30
4 2
1 1.00 3.17 2.83 5 g 8
Y= Y=
cases cases/mo cases/mo cases/mo =2 *cz
d4 L 10
Latest Month : !
0 m
July 2025 I 3 8 38 8 8 8 8 8 8 8y 88 8 8 8 88 8 8 8 8 8
o a > g < o 5 5 z < = = o a3 > I8} c o 5 = > c
® 88 228922 ¢33 238828582 %258 %3
5 Rolling 12 Month Average Rate
Serious Safety 4
Event Rate ” & 0.40
o
(SSER) g S
= Li o
0 0.40 0.61 n/a 3 S S
events (9/223616) (13/214277) B o 5 020
- - (V]
Latest Month : N E
_ 0.00
Junezozs < < < < < N wn n n n n %o} < < < < < < n wn wn %o} %o} %o}
e - I T
® 228828832 2 & 28 3 23882888258 Z%3

Quality Department | Note : updated as of August 20, 2025
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. . . Dashboard Managed by
FY26 Enterprise Quality, Safety and E);perlence Dashboard sl Dota Analyer - Joffery Jair « ;agge »
July 2025 (unless other specified) jeffery_jair@elcaminohealth.org /

€) El camino Health

Central Line
Associated Blood
Stream Infection
(CLABSI) cases

C. Nalesnik

=

Surgical Site
Infections
(SSI) cases

C. Nalesnik

=

Serious Safety
Event Rate
(SSER)

S.Shah

=

1) Based on NHSN defined criteria
2) Exclusions : ED & OP

1) Based on NHSN defined criteria

2) Inclusions: Surgical cases categorized with either a “clean wound class” or “clean-contaminated
wound class”

3) Exclusions: surgical cases with a wound class of ”contaminated” or "dirty” .

4) SSls that are classified: “deep -incisional” and “organ-space” are reportable.

5) Latency: SSIs may be identified up to 90 days following surgery, thus previously reported results may
change.

1) An event where there was a deviation from generally accepted performance standard that resulted in
moderate to severe harm or death to a patient.

2) Inclusions: events determined to be serious safety events