
 

A copy of the agenda for the Regular Committee 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 Meeting  

of the El Camino Hospital Board 
   Wednesday, June 1

st
, 2016, 5:30 p.m. 

El Camino Hospital, Conference Room A & B 

2500 Grant Road, Mountain View, California 
 

Purpose: The purpose of the Quality, Patient Care, and Patient Experience Committee (“Quality Committee”) is 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   

1. CALL TO ORDER David Reeder, Chair 

Quality Committee 

 5:30 – 5:31 p.m. 

    

2. ROLL CALL David Reeder, Chair 

Quality Committee 

 5:31 – 5:32 

    

3. POTENTIAL CONFLICT OF    

   INTEREST DISCLOSURES 

David Reeder, Chair 

Quality Committee 

 5:32 – 5:33 

    

4. CONSENT CALENDAR  ITEMS: 

Any Committee Member may pull an item 

for discussion before a motion is made. 

David Reeder, Chair 

Quality Committee 

public 

comment 
Motion Required 

5:33 – 5:38 

             Approval: 

a. Minutes of Quality Committee Meeting 

- May 2, 2016  

Information: 

b. Pacing Plan 

c. Patient Story 

d. Research Article 

   

 

    

5. REPORT ON BOARD ACTIONS David Reeder, Chair 

Quality Committee 

 Discussion 

5:38 – 5:43 

    

6. BOARD DISCUSSION 

ATTACHMENT 6 

David Reeder, Chair 

Quality Committee 

Public 

Comment 
Possible Motion 

5:43 – 5:53 

    

7. FY16 EXCEPTION REPORT  

ATTACHMENT 7 

Daniel Shin, MD, 

Medical Director 

Quality Assurance and 

Patient Safety 

 Discussion 

5:53 – 6:03 

    

8. FY17 EXCEPTION REPORT – 

METRICS & TRACKING  

DISCUSSION 

ATTACHMENT 8 

Daniel Shin, MD, 

Medical Director 

Quality Assurance and 

Patient Safety 

 Discussion 

6:03 – 6:18 
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 AGENDA ITEM PRESENTED BY   

9. FY17 QUALITY ORGANIZATIONAL 

GOAL – METRICS DISCUSSION 

ATTACHMENT 9 

                 

Daniel Shin, MD, 

Medical Director 

Quality Assurance and 

Patient Safety 

 Discussion 

6:18 – 6:28 

    

10. PATIENT AND FAMILY ADVISORY 

COUNCIL UPDATE 

ATTACHMENT 10                                 

Cheryl Reinking, 

Chief Nursing Officer 

 Discussion 

6:28 – 6:48 

    

11. PUBLIC COMMUNICATION David Reeder, Chair 

Quality Committee 

 Information                      
6:48 – 6:51 

    

12. ADJOURN TO CLOSED SESSION 

 

  6:51 – 6:52 

    

13. POTENTIAL CONFLICT OF    

             INTEREST DISCLOSURES 

David Reeder, Chair 

Quality Committee 

 6:52 – 6:53 

    

14. CONSENT CALENDAR 

Any Committee Member may pull an item 

for discussion before a motion is made. 

David Reeder, Chair 

Quality Committee 

 

 
Motion Required 

6:53 – 6:56 

Approval: 

Meeting Minutes of the Closed Session 

Gov’t Code Section 54957.2. 

- May 2, 2016 

Information: 

Report related to the Medical Staff quality  

assurance matters, Health and Safety Code 

Section 32155. 

- Meeting Minutes of Quality Council 

April 6, 2016  

    

 

 

 

 

    

15. Report related to the Medical Staff quality  

assurance matters, Health and Safety Code 

Section 32155. 

             Red Alert and Orange Alert Update 

Daniel Shin, MD, 

Medical Director 

Quality Assurance and 

Patient Safety  

 Discussion 

6:56 – 7:11 

    

16. RECONVENE OPEN      

       SESSION/REPORT OUT 

David Reeder, Chair 

Quality Committee 

 7:11 – 7:14 

To report any required disclosures regarding       

permissible actions taken during Closed 

Session. 

   

    

17. ADJOURNMENT David Reeder, Chair 

Quality Committee 

 7:15p.m. 

 

Upcoming FY 17 Quality Committee Meetings  

 August 1, 2016 

 August 29, 2016 

 October 3, 2016 

 November 2, 2016 

 December 5, 2016 
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Minutes of the Open Session of the  

Quality, Patient Care and Patient Experience Committee Meeting of the  

El Camino Hospital Board 

Monday, May 2
nd

, 2016 

El Camino Hospital, Conference Rooms A&B 

2500 Grant Road, Mountain View, California 

  

Members Present Members Absent Members Excused 

Dave Reeder; Peter Fung, MD;      

Diana Russell, RN; Jeffrey Davis, MD;  

Nancy Carragee, Mikele Bunce, 

Melora Simon, and Wendy Ron.  

Katie Anderson, Lisa Freeman and 

Alex Tsao. 

Robert Pinsker, MD 

   

A quorum was present at the El Camino Hospital Quality, Patient Care, and Patient Experience Committee on 

the 2
nd

 day, May, 2016 meeting.  

Agenda Item Comments/Discussion Approvals/Action 

1. CALL TO ORDER  
 

The meeting of the Quality, Patient Care, and Patient 

Experience Committee of El Camino Hospital (the 

“Committee”) was called to order by Committee Chair 

Dave Reeder at 5:35 p.m. 

 

None 

2. ROLL CALL Chair Reeder asked Stephanie Iljin to take a silent roll 

call. 

 

None 

3. POTENTIAL 

CONFLICT OF 

INTEREST 

DISCLOSURES 

Chair Reeder asked if any Committee member or 

anyone in the audience believes that a Committee 

member may have a conflict of interest on any of the 

items on the agenda.  No conflict of interest was 

reported. 

 

None 

4. CONSENT 

CALENDAR ITEMS 

Chair Reeder asked if any Committee member wished to 

remove any items from the consent calendar for 

discussion.  None were noted.   

Motion:  To approve the consent calendar (Open 

Minutes of the February 29, 2016, April 4, 2016 

Meeting, FY17 Quality Meeting Calendar, and 

Environmental Policies were approved). 

Movant: Fung  

Second: Russell 

Ayes: Davis, Fung, Russell, Bunce, Reeder, Carragee, 

Simon, and Ron. 

Noes: None 

Abstentions: None 

Absent: Anderson, Tsao, and Freeman. 

 

The Open Minutes of 

the February 29
th

and 

April 4
th 

meeting, FY17 

Quality Meeting 

Calendar, and 

Environmental Policies 

were approved. 

5. REPORT ON 

BOARD ACTIONS 

Chair Reeder reported that the Board is currently 

focused on the end of FY16 Budget, and asked the 

Committee members for confirmation of their service on 

None 
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Agenda Item Comments/Discussion Approvals/Action 

the Committee for FY17. 

Chair Reeder asked for the following items to be 

agendized for further discussion at the next Quality 

Committee Meeting:  

 How much time to be spent on Quality at the Board 

Meetings?   

 FY17 Exception Report – Discussion of the 

dashboard and metrics.  What to include or delete? 

 

6. PROPOSED FY17 

COMMITTEE 

GOALS 

Chair Reeder reviewed the Proposed FY17 Committee 

Goals to include #5 as requested by the Committee:  

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 the Quality, 

Patient Care, and Patient Experience Committee. 

2. Biannually review peer review process and medical 

staff credentialing process. 

3. Develop a plan to review exceptions for goals that 

are being monitored by the management team and 

report those exceptions to the El Camino board of 

directors. 

4. Review and oversee a plan to ensure the safety of 

the medication delivery process.  The plan should 

include a global assessment of adverse events and it 

should include optimizations to the medication 

safety process using the new iCare tool. 

5. Further investigate Patient and Family Centered 

Care and develop an implementation plan. 

Chair Reeder asked the Committee for any questions or 

feedback, and discussion ensued.  The Committee 

briefly discussed the implementation of Patient and 

Family Centered Care (PFCC) using Planetree’s 

baseline assessment during Q1 of FY 2017, building a 

roadmap by Q2 FY 2017, and aligning current efforts to 

increase patient-centrism.   

Motion:  To approve the Proposed FY17 Committee 

Goals. 

Movant: Russell  

Second: Ron  

Ayes: Davis, Fung, Russell, Bunce, Reeder, Carragee, 

Simon, and Ron. 

Noes: None 

Abstentions: None 

Absent: Anderson, Tsao, and Freeman. 

 
 

The Proposed FY17 

Committee Goals were 

approved. 
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Agenda Item Comments/Discussion Approvals/Action 

7. DRAFT FY17 

ORGANIZATIONAL 

GOALS 

Mick Zdeblick, Chief Operating Officer presented the 

Draft FY17 Organizational Goals to the Committee 

further detailed in the packet.  He reiterated the 

Committee’s agreement from the April 4
th

 meeting with 

the addition of Option 2, Pain Management Indicator, to 

the Patient Safety & iCare section of the FY17 

Organizational Goals.  This would be in conjunction 

with the Length of Stay Reduction and Maintaining 

Current Readmissions Rates.  Chair Reeder asked the 

Committee for feedback and discussion ensued.  The 

Committee discussed pain reassessment as a process 

measure, and patient satisfaction scores of pain 

management as an outcome measure for a quality 

component of Patient Safety and iCare FY 17 

Organizational Goals.  The Committee generally agreed 

with the recommendation of Option 2, Pain 

Management Indicator, as an addition to the quality 

component of the FY 17 Organizational Goals.   

Motion:  To approve for recommendation to the Board 

Option #2 - Pain Management Indicator as a Quality 

Component to the FY17 Organizational Goals. 

Movant: Simon 

Second: Fung  

Ayes: Davis, Fung, Russell, Bunce, Reeder, Carragee, 

Simon, and Ron. 

Noes: None 

Abstentions: None 

Absent: Anderson, Tsao, and Freeman. 

 

The Proposed Quality 

Goal # 2 was approved 

for recommendation to 

the Board. 

8. FY 16 EXCEPTION 

REPORT 

 

Dr. Shin, Medical Director of Quality Assurance and 

Patient Safety, reviewed the exception report and noted 

that most metrics have remained stable or improved.  He 

reported that Specimen labeling errors decreased to 

“zero” in February due to new hand-held technology and 

remain at a good level for the month of March.  He 

noted that Surgical site infections also remained stable 

for the month of March, yet there was a spike in Patient 

Falls.  There was no trend noticed among the Patient 

Falls.  As a result, the departments have implemented 

increased staff and patient education, and awareness.  

Dr. Shin asked the Committee for feedback and 

discussion ensued. 

 

None 

9. PUBLIC 

COMMUNICATION 

Chair Reeder asked for follow up information on a 

previous Public Communication in reference to a public 

guest who presented material to the Committee 

regarding an incident during her mother’s ER visit 
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Agenda Item Comments/Discussion Approvals/Action 

which led to urgent surgery.  RJ Salus, Director of 

Patient Experience report that both he and Joy Pao, MD, 

Senior Director of Quality, Patient Safety, and Clinical 

Effectiveness, had reopened the case for further 

investigation.  After further discovery, it was found that 

while it was an unfortunate case there was no indication 

of wrongdoing on the part of staff or hospital personnel.   

  

10. AGENDA ITEM 15  

RECONVENE OPEN 

SESSION/ 

REPORT OUT 

Agenda Items 10 – 14 were reported in closed session. 

Chair Reeder reported that Closed minutes of the 

February 29, 2016 and April 4, 2016 Quality Committee 

Meeting were approved.  Chair Reeder also noted the 

upcoming Quality Committee Meeting dates 

  

None 

 

11. AGENDA ITEM 16  

ADJOURNMENT 

There being no further business to come before the 

Committee, the meeting was adjourned at 7:35p.m. 

 

None 

 

 

Attest as to the approval of the Foregoing minutes by the Quality Committee and by the Board of 

Directors of El Camino Hospital: 

 

 

 

  ____________________________                     

  Dave Reeder          

  Patient Experience Committee 
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QUALITY, PATIENT CARE AND PATIENT EXPERIENCE COMMITTEE 

PROPOSED FY2017 PACING PLAN  

 

1 
 

 

 

 

 

FY2017: Q1 

JULY - No Meeting AUGUST 1, 2016 AUGUST 29, 2016 (In place of Sept Meeting) 
 
Routine Consent Calendar Items: 

 Approval of Minutes 
 FY 2017 Committee Goal Completion 

Status 
 Pacing Plan 
 Quality Council Minutes 
 Patient Story 
 Research Article 

 
 Review and discuss quality summary 

with attention to risks and overall 
performance 

 Corporate scorecard trending 
 
 
 
 

Standing Agenda Items:  
 Consent Calendar 
 Exception Report 
 Patient Centered Care Plan 
 Drilldown on Quality Program 
 Red and Orange Alert as Needed 

 
Info: Research Article & Patient Story 

 
 APPROVE FY 2017 Organizational Goals 

(Metrics)  
 Approve FY 16 Organizational Goal 

Achievements 
 Update on PaCT Plan 
 Year-end review of RCA  

 
 

Standing Agenda Items: 
 Consent Calendar 
 Exception Report 
 Patient Centered Care Plan 
 Drilldown on Quality Program 
 Red and Orange Alert as Needed 

 
Info: Research Article & Patient Story  

FY2017: Q2 

OCTOBER 3, 2016 NOVEMBER 2, 2016 DECEMBER 5, 2016 
 

 Safety Report for the Environment of 
Care (consent calendar) 

 
 
 
 
Standing Agenda Items: 

 Consent Calendar 
 Exception Report 
 Patient Centered Care Plan 
 Drilldown on Quality Program 
 Red and Orange Alert as Needed 

Info: Research Article & Patient Story 

 
 Committee Goals for FY17 Update 
 ICare Update 

 
 
 
 
Standing Agenda Items: 

 Consent Calendar 
 Exception Report 
 Patient Centered Care Plan 
 Drilldown on Quality Program 
 Red and Orange Alert as Needed 

Info: Research Article & Patient Story 

 
 iCare Update 

 
 
 
 
 
Standing Agenda Items: 

 Consent Calendar 
 Exception Report 
 Patient Centered Care Plan 
 Drilldown on Quality Program 
 Red and Orange Alert as Needed 

Info: Research Article & Patient Story 



QUALITY, PATIENT CARE AND PATIENT EXPERIENCE COMMITTEE 

PROPOSED FY2017 PACING PLAN  
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FY2017: Q3 

JANUARY 30, 2017 FEBRUARY 27, 2017 MARCH – No Meeting 
 Patient and Family Centered Care 
 Service Line Update 
 Top Risk Case Review 

 
 
 
 
*Committee Members to complete on-line self- 
assessment tool. 
Standing Agenda Items: 

 Consent Calendar 
 Exception Report 
 Patient Centered Care Plan 
 Drilldown on Quality Program 
 Red and Orange Alert as Needed 

Info: Research Article & Patient Story 

 Begin Development of  FY 2018 
Committee Goals (3-4 goals) 

 Peer Review/Care Review Process 
 Top Risk Case Review 

 
 
 
 
 
Standing Agenda Items: 

 Consent Calendar 
 Exception Report 
 Patient Centered Care Plan 
 Drilldown on Quality Program 
 Red and Orange Alert as Needed 

Info: Research Article & Patient Story 

 

FY2017: Q4 

APRIL 3, 2017 MAY 1, 2017 JUNE 5, 2017 

 Finalize FY 2018 Committee Goals 
 Proposed Committee meeting dates for 

FY2017 
 Review DRAFT FY2018 Organizational 

Goals 
 Annual Review of Committee Charter 
 Top Risk Case Review 

Standing Agenda Items: 
 Consent Calendar 
 Exception Report 
 Patient Centered Care Plan 
 Drilldown on Quality Program 
 Red and Orange Alert as Needed 

Info: Research Article & Patient Story 

 Review DRAFT FY18 Organizational Goals 
(as needed) 

 Set proposed committee meeting 
calendar for FY 2018 

 Review Committee Assessment Results 
 Top Risk Case Review 

 
Standing Agenda Items: 

 Consent Calendar 
 Exception Report 
 Patient Centered Care Plan 
 Drilldown on Quality Program 
 Red and Orange Alert as Needed 

Info: Research Article & Patient Story 

 PFAC Update (6 months since Jan) 
 Review and Discuss Self-Assessment 

Results 
 Develop Pacing Calendar for FY18 
 Top Risk Case Review 

 
 

Standing Agenda Items: 
 Consent Calendar 
 Exception Report 
 Patient Centered Care Plan 
 Drilldown on Quality Program 
 Red and Orange Alert as Needed 

Info: Research Article & Patient Story 
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2500	Grant	Road	
Mountain	View,	CA	94040‐4378	

Phone:	650‐940‐7000	
www.elcaminohospital.org	

 
Patient Story 

This patient story had an unusual start as it begins outside the walls of El Camino 

Hospital… Our Interim Manager of CPWC and Hospital Supervisor, were out at a local 

restaurant – Los Altos Grill – for a casual dinner when a call for help came with “someone is 

down outside”.  They went outside to find a man in full cardiopulmonary arrest with 

bystander CPR in progress.  As a seasoned CCU and ED nurse, the Manager assessed the 

situation and determined that the quality of the CPR was ineffective.  She quickly intervened 

and began to implement CPR herself.  The EMS unit responded and arrived quickly; they 

continued the resuscitative efforts and transported the gentleman to the nearest hospital – 

El Camino.   

In the ED, the patient was first evaluated by Dr. Aaron Gladman with an immediate 

consult to Dr. Chad Rammohan for treatment of a STEMI.  The patient became alert in the 

ED after restoration of spontaneous circulation and quickly proceeded to the Cath Lab for 

PCI.  His cardiology team performed an immediate PCI which included aspiration 

thrombectomy and implantation of a stent to the LAD.  The patient was sent to the CCU for 

continued management post procedure and then on to 3B Telemetry.   

Of note is that the patient is visiting from France and speaks very little English.  He 

has had his medical care and treatment plan interpreted via a close friend and via use of the 

ATT Language Line.  His plan was to return to France post discharge and the Care 

Coordination Team is working diligently to make that happen safely.  The patient is also 

being served by the Meds to Beds Program in order to ensure that all his discharge 

medications are available to him immediately at the time of discharge.   

The patient is anxious to return to France to continue his recovery with his family.  As 

I close this story, the patient has been on a smooth path of recovering and is being prepared 

for discharge possibly today! 
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COMMITTEE MEETING AGENDA ITEM COVER SHEET 
 

1 
 

 Item: Quality Committee - Board Discussion 

 Responsibility party: Dave Reeder, Quality Committee Chairman 

 Action requested: For Discussion 

 Background: 

Last year, the Board engaged Via Healthcare Consulting to make recommendations about 
certain of our processes.  Via recommended that the Board spend additional time and focus on 
quality related topics at each meeting.  Via further recommended that the Quality Committee 
consider and recommend how much time the Board should spend and what specific quality 
related topics the Board should focus on.  The Board adopted Via’s recommendations and we 
are now seeking the Committee’s input. 

 Committees that reviewed the issue and recommendation, if any: 

Quality, Patient Care and Patient Experience Committee on June 1, 2016 

 Summary and session objectives : 

Please see questions below in order to facilitate dialogue addressing the quantity and content 
of Quality items presented at the monthly Board meetings.  

 

 Suggested discussion questions: 

1. How much of the Board agenda should be devoted to Quality?  What percent of the 

Board meeting? 

2.  What should the Quality Committee be presenting to the Board?  What specific 

content? 

 Proposed committee motion, if any: 

The Quality Committee recommends that the Board should devote (XXX amount of time) to 
discussion related to the following quality topics at each meeting: 
(____________,___________,____________,) 

 LIST OF ATTACHMENTS: 

N/A 
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Baseline
FY16 

Goal
Trend

SAFETY EVENTS FY2015 FY2016

1

Patient Falls 
Med / Surg / CC Falls / 1,000 CALNOC Pt 

Days

Date Period: April  2016

7/4917 1.42 1.39 1.39

2

Medication Errors
Errors / 1000 Adj Total Patient Days

Date Period: March 2016

20/14473 1.38 1.21 1.21

3

Specimen Labeling Errors
# Specimen Labeling Errors / Month

Date Period: April 2016

6 0 23 15

COMPLICATIONS FY2015 FY2016

4

Surgical Site Infection (SSI)
SSI per 100 Surgical Procedures

Date Period: March 2016

1 0.18 0.19 0.18

SERVICE FY2015 FY2016

5

Communication with Nurses
(HCAHPS Score)

Date Period: March 2016

164/214 76.6% 78.5% 78.5%

6

Responsiveness of Hospital 

Staff
(HCAHPS Score)

Date Period: March 2016

124/196 63.4% 66.8% 66.8%

7

Communication About 

Medicines
(HCAHPS Score)

Date Period: March 2016

90/133 67.7% 68.3% 68.3%

EFFICIENCY
Jan-Jun 

2015 

Jan-Jun 

2016

8

Organizational Goal

Average Length of Stay 

(days)
(Medicare definition, MS-CC, ≥  65, 

inpatient)

Date Period: April 2016

FYTD

4000

01-06/16 

1682

FYTD

4.74

01-06/16

4.76
5.17

5.07 

(Min)

4.97 

(Target)

4.87 

(Max)

9

Organizational Goal

30-Day Readmission (Rate, 

LOS-Focused)
(ALOS-Linked, All-Cause, Unplanned) 

Date Period: March 2016

FYTD

369/3522

01-06/16

136/1233

FYTD

10.48

01-06/16

11.03
12.24

At or 

below 

12.24

Quality and Safety Dashboard (Monthly)

Date Reports Run: 4/18/2016

Performance

Performance

Performance

Performance

Avg=1.394 

2SL=2.585 

-2SL=0.204 

Target=1.39 

0.00
0.50
1.00
1.50
2.00
2.50
3.00

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Avg=0.154 

2SL=0.411 

-2SL=-0.103 

Target=0.18 

-0.20
-0.10
0.00
0.10
0.20
0.30
0.40
0.50

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

2SL=1.934 

-2SL=0.632 

Target=1.21 Avg=1.283 

0.60
0.80
1.00
1.20
1.40
1.60
1.80
2.00
2.20
2.40

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Avg=13.3 

2SL=20.6 

-2SL=6 

Target=15 

46
810
1214
1618
2022
2426
28

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Avg=77.431% 

2SL=84.000% 

-2SL=70.862% 

Target=78.510% 

66.000%
68.000%
70.000%
72.000%
74.000%
76.000%
78.000%
80.000%
82.000%
84.000%
86.000%

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Avg=65.851% 

2SL=71.398% 

-2SL=60.304% 

Target=66.840% 

60.000%
62.000%
64.000%
66.000%
68.000%
70.000%
72.000%

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Avg=64.751% 

2SL=73.570% 

-2SL=55.933% 

Target=68.310% 

54.000%
56.000%
58.000%
60.000%
62.000%
64.000%
66.000%
68.000%
70.000%
72.000%
74.000%

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Avg=4.928 

2SL=5.558 

-2SL=4.297 

Target=4.87 

4.2
4.4
4.6
4.8
5

5.2
5.4
5.6

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Avg=11.237% 

2SL=14.296% 

-2SL=8.179% 

Target=12.240% 

8.0%
9.0%
10.0%
11.0%
12.0%
13.0%
14.0%
15.0%
16.0%

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

J Pao, Sr. Director, Clinical Quality and Patient Safety, Clinical Effectiveness

P Griesbach, Mgr, Cln Variation, Clinical Effectiveness

Quality Scorecard 20160418

5/18/201610:43 AM



Measure Name Definition Owner Work Group FY 2015 Definition FY 2016 Definition Source

Patient Falls
Joy Pao;

Cheryl Reinking
Falls Committee

QRR Reporting and 

Staff Validation

Medication Errors
Joy Pao;

Cheryl Reinking

Medication Safety 

Committee; P&T 

Committee

QRR Reporting and 

Staff Validation

Mislabeled Specimens
Edwina Sequeira;

Cheryl Reinking
QIPSC

Staff Manual Tracking 

(Thara Trieu, 

Laboratory)

Surgical Site Infection
Catherine Nalesnik;

Joy Pao;

Carol Kemper, MD

Infection Control 

Committee

IC Surveillance and 

NHSN Data Reporting

Communication with 

Nurses

RJ Salus; 

Meena Ramchandani;

Cheryl Reinking

Patient Experience 

Committee
Press Ganey Tool

Responsiveness of 

Hospital Staff

RJ Salus; 

Eric Pifer

Patient Experience 

Committee
Press Ganey Tool

Communication About 

Medicines

RJ Salus; 

Cheryl Reinking; 

Bob Blair

Patient Experience 

Committee
Press Ganey Tool

Average Length of 

Stay

Eric Pifer, MD;

Mick Zdeblick;

Joy Pao;

Petrina Griesbach

LOS Steering 

Committee

EDW Data Pull, 

Department of Clinical 

Effectiveness

30-Day Readmission 

(LOS-Focused)

Eric Pifer, MD;

Margaret Wilmer;

Joy Pao;

Petrina Griesbach

Readmission 

Committee

EDW Data Pull, 

Department of Clinical 

Effectiveness

Definitions and Additional Information

All Med/Surg/CC falls reported to CALNOC per 1,000 CALNOC (Med/Surg/CC) patient days 

CALNOC Fall Definition: The rate per 1,000 patient days at which patients experience an unplanned descent to the floor (or 

extension of the floor, e.g., trash can or other equipment, including bedside mat). All falls are reported and described by 

level of injury or no injury, and circumstances (observed, assisted, restrained at the time of the fall). Include Assisted Falls 

(when staff attempts to minimize the impact of the fall, it is still a fall).

Excludes Intentional Falls: When a patient (age 5 or older) falls on purpose or falsely claims to have fallen, it is considered an 

Intentional Fall and is NOT included. It is NOT considered a fall according to the CALNOC definition. 

5 Rights MEdication Errors:  

[# of Med Errors (includes: Duplicate Dose, Omitted Dose, Incorrect Patient, Incorrect Medication, and Incorrect Route.)

divided by Adjusted Total Patient Days (includes L&D & Nursery)]* 1,000

Excludes: Wrong Time, ADR, Contrast Reaction, Incorrect Dose, "Not Yet Rated" Med errors, No risk 

identified and near miss

Number of blood and nonblood Laboratory specimens collected by non-Lab staff that are unlabeled or contain incomplete 

or incorrect information for patient ID, specimen source/site, date/time, collector initials.

Soft ID GoLive in May 2015 for select units, MCH full GoLive date after iCare implementation in Nov 2015.

Average LOS of Medicare FFS, Paitents discharged from an Acute Care or Intensive Care unit.  Excludes expired patients.  

Includes final coded patients aged 65 an older at the time of the encounter.  The baseline period is from Jan-June 2015 and 

the performance period is from Jan-June 2016.

Percent of Medicare inpatient discharges return for an unplanned IP stay for any reason within 30 days, aged ≥65. Excludes 

patients who die, leave AMA or are transferred to another acute care facility; excludes admits to ECH Rehab and Psych 

admissions and for medical treatment of cancer.

Percent of inpatients responding "Always" to the following 2 questions [% Top Box]:

1. During hospital stay, after you pressed the call button, how often did you get help as soon as you 

wanted it?

2. How often did you get help in getting to the bathroom or in using a bedpan as soon as you wanted 

(for patients who needed a bedpan)? 

CMS Qualified values are pulled from the Avatar website.Note: A complete month's data is available 

on the first Monday following 45 days after the end of the month.

Percent of inpatients (who received meds) responding "Always" to the following 2 questions [% Top Box]:

1. Before giving you any new medicine, how often did hospital staff tell you what the medicine was for? 

2. Before giving you any new medicine, how often did hospital staff describe possible side effects in a way you could 

understand? 

CMS Qualified values are pulled from the Avatar website. Note: A complete month's data is available on the first Monday 

following 45 days after the end of the month.

Percent of inpatients responding "Always" to the following 3 questions [% Top Box]:

1. During hospital stay, how often did the nurses treat you with courtesy and respect?

2. During hospital stay, how often did nurses listen carefully to you?

3. During hospital stay, how often did nurses explain things in a way you can understand?

CMS Qualified values are pulled from the Avatar website.Note: A complete month's data is available 

on the first Monday following 45 days after the end of the month.

(Number of Deep Organ Space infections divided by the # of all sugery cases)*100 counted by the month procedure under 

which infection was attributed to and not by the month it was discovered.

All Surgery Cases in the 29 Surgical Procedural Categories required by the California Department of Public Health.

J Pao, Sr. Director, Clinical Quality and Patient Safety, Clinical Effectiveness

P Griesbach, Mgr, Cln Variation, Clinical Effectiveness

Quality Scorecard 20160418

5/18/201610:43 AM
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SAMPLE OF MAJOR QUALITY, SAFETY AND RISK MEASURES AT EL CAMINO HOSPITAL (INTERNAL AND EXTERNAL) 
General Clinical 

Area 
Name of Report 

Programs or Registries  Categories  Metrics  Owner 

General CMS 
Related  Inpatient 
and Outpatient 
Reporting 

CMS IQR, OQR, VBP, HAC, 
HACRP, HRRP Programs 

   AMI1 
 HF2 
 PN3 
 Imm 
 SCIP4 
 STK5 
 VTE6 
 ED7 
 Sepsis  
 PC8 
 EHDI9 
 SUB 
 TOB 
 HBIPS10 
 OP11 
 PSI 

Infection Related: 
 CLABSI 
 SSI 
 CAUTI  
 MRSA 
 CDI 
 HP Flu 
 
Readmission: 
 AMI 
 HF 
 PN 
 Hip/Knee 
 HWR12 
 COPD 
 STK 
 CABG 

Mortality: 
 AMI 
 HF 
 PN 
 COPD 
 STK 

Cost and Efficiency: 
 MSPB‐1 
 AMI 
 THA/TKA 
 Kidney/UTI 
 Spine F/RF 
 Cellulitis 
 GI Hemorrhage 
 Excess AMI 
 Excess HF 

Joy P 
Dept. of Clinical 
Effectiveness 

Infection Control  CDC NHSN Reporting/CMS 
SSI Surveillance on 29 ICD9/10 Procedural 
Categories  
Facility wide/IRF Surveillance 

SSI 
MDRO's: CDIF; MRSA; CRE;   VRE 
Device Associated Surveillance: CLABSI,  CAUTI, CLIP Compliance Bundle 

Joy P/Catherine N 
Dept. of Clinical 
Effectiveness  (IC) 

Surgical Quality 
Reporting 

National Surgical Quality 
Improvement Program 
(NSQIP) 

General, Vascular and Sub‐Specialty   Mortality 
 Morbidity 
 Cardiac 
 Pneumonia 
 Unplanned Intubation 
 Ventilator > 48 Hours 

 Renal Failure 
 UTI 
 SSI 
 Sepsis 
 ROR 
 Readmission 

Sherri W/Joy P 
Dept. of Clinical 
Effectiveness 

                                                            
1   AMI‐1 Aspirin at arrival [Voluntary]  AMI‐2 Aspirin prescribed at discharge [Removed]  AMI‐3 ACEI/ARB for left ventricular systolic dysfunction [Voluntary] 
  AMI‐5 Beta‐blocker prescribed at discharge [Voluntary]  AMI‐7a Fibrinolytic (thrombolytic) agent received within 30 min of hospital arrival 
  AMI‐8a Timing of receipt of Primary Percutaneous Coronary Intervention (PCI)  AMI‐10 Statin Prescribed at Discharge [Removed] 
2   HF‐1 Discharge instructions [Removed]  HF‐2 Evaluation of left ventricular systolic function  HF‐3 ACE‐I or ARB for left ventricular systolic dysfunction 
3   PN ‐3a Blood cultures performed within 24 hours prior to or 24 hours after hospital arrival for patients who were transferred or admitted to ICU within 24 hours of hospital arrival  
  PN‐3b Blood culture performed in the emergency department prior to first antibiotic received in hospital [Removed] 
  PN‐6 Initial antibiotic selection for community‐acquired pneumonia (CAP) in immuno‐competent patient 
4   SCIP INF‐1 Prophylactic antibiotic received within one hour prior to surgical incision  SCIP INF‐2 Prophylactic antibiotic selection for surgical patients  SCIP INF‐3 Prophylactic antibiotics discontinued within 24 hours after surgery end time (48 hours for cardiac surgery) 
  SCIP INF‐4 Cardiac surgery patients with controlled postoperative blood glucose  SCIP INF‐6 Appropriate Hair Removal [Suspended]  SCIP INF‐9 Postoperative urinary catheter removal on postoperative day one or two with day of surgery being day zero 
  SCIP INF‐10 Surgery patients with perioperative temperature management [Removed]  SCIP Card‐2 Surgery patients on a beta blocker prior to arrival who received a Beta Blocker during the perioperative period 
  SCIP INF VTE‐2 Surgery patients who received appropriate VTE prophylaxis within 24 hours pre/post surgery 
5   STK‐1 Venous thromboembolism (VTE) prophylaxis  STK‐2 Discharged on antithrombotic Therapy    STK‐3 Anticoagulation therapy for Atrial Fibrillation/Flutter  STK‐4 Thrombolytic therapy   
  STK‐5 Antithrombotic therapy by the end of hospital day two        STK‐6 Discharged on statin medication  STK‐8 Stroke education    STK‐10 Assessed for Rehab 
6   VTE‐1 Venous thromboembolism prophylaxis  VTE‐2 Intensive Care Unit VTE prophylaxis  VTE‐3 VTE patients with anticoagulation overlap therapy  VTE‐5 VTE Warfarin therapy discharge instructions 
  VTE‐4 VTE patients receiving un‐fractionated heparin with dosages/platelet count monitoring by protocol or nomogram  VTE‐6 Hospital acquired incidence of potentially preventable VTE 
7   ED‐1 Median time from emergency department arrival to time of departure from the emergency room for patients admitted to the hospital 
  ED‐2 Median time from admit decision to time of departure from the emergency department for emergency department patients admitted to the inpatient status 
8   PCM‐01 Elective Delivery Prior to 39 completed weeks gestation: Percentage of babies electively delivered prior to 39 weeks gestation [Elective Delivery (patients w/ elective deliveries or C/S @ >37 weeks & <39 weeks gestation completed) 
  PCM‐02 Cesarean Section (Nulliparous women w/ term (37 weeks completed or > than this) with a term, singleton baby in vertex presentation delivered by C/S) 
9   Early Hearing Detection and intervention (EHDI). Goal is to ensure that all newborns are screened and assessed for hearing loss & receive appropriate intervention 
10  HBIPS required for free standing psychiatric hospitals; available for selection for general hospitalswith psychiatric units. 

11   OP‐1: Median Time to Fibrinolysis  OP‐2: Fibrinolytic Therapy Received Within 30 Minutes  OP‐3: Median Time to Transfer to Another Facility for Acute Coronary Intervention 

  OP‐4: Aspirin at Arrival  OP‐5: Median Time to ECG  OP‐6: Timing of Antibiotic Prophylaxis   OP‐7: Prophylactic Antibiotic Selection for Surgical Patients  

  Beginning with January 1, 2015 encounters, OP‐6 and OP‐7 have been removed from the Hospital OQR Program. The data will still be collected until May 1, 2015 and publicly reported until October 2015. 
  OP‐8: MRI Lumbar Spine for Low Back Pain  OP‐9: Mammography Follow‐up Rates  OP‐10: Abdomen CT – Use of Contrast Material  OP‐11: Thorax CT – Use of Contrast Material 
  OP‐13: Cardiac Imaging for Preoperative Risk Assessment for Non Cardiac Low Risk Surgery  OP‐14: Simultaneous Use of Brain Computed Tomography (CT) and Sinus CT  OP‐15: Use of Brain CT in the Emergency Department (ED) for Atraumatic Headache† 
  OP‐18: Median Time from ED Arrival to ED Departure for Discharged ED Patients    OP‐20: Door to Diagnostic Evaluation by a Qualified Medical Professional  OP‐22: ED‐ Patient Left Without Being Seen 
  OP‐17: Tracking Clinical Results between Visits  OP‐27: Influenza Vaccination Coverage among Healthcare Personnel  OP‐29: Endoscopy/Polyp Surveillance: Appropriate Follow‐up Interval for Normal Colonoscopy in Average Risk Patients 
  OP‐30: Endoscopy/Polyp Surveillance: Colonoscopy Interval for Patients with a History of Adenomatous Polyps‐Avoidance of Inappropriate Use  OP‐31: Cataracts – Improvements in Patient’s Visual Function within 90 Days Following Cataract Surgery†† OP‐21 Hospital Outpatient Pain Management Population. Pain Management 
  OP‐32: Facility 7‐Day Risk‐Standardized Hospital Visit Rate after Outpatient Colonoscopy (Outcome Claims‐Based) ‐ Hospitals may voluntarily submit data for CY 2015 but will not be subject to a payment reduction with respect to this measure during the voluntary reporting period. 
12   Hospital‐Wide All Cause Unplanned Readmission 
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SAMPLE OF MAJOR QUALITY, SAFETY AND RISK MEASURES AT EL CAMINO HOSPITAL (INTERNAL AND EXTERNAL) 
General Clinical 

Area 
Name of Report 

Programs or Registries  Categories  Metrics  Owner 

  VTE 

Metabolic Bariatric 
Accreditation Quality 
Improvement Program 
(MBSAQIP) 

Bariatric Surgery  200+ Data Points:  
 Risk Standardized 30‐Day Postoperative Complication Rate  
 Risk Standardized 30‐Day Readmission Rate  
 Risk Standardized 30‐Day Reoperation Rate  
 Risk Standardized 30‐Day Anastomotic/Staple Line Leak Rate  
 Risk Standardized 30‐Day Perioperative Bleeding Rate  
 Risk Standardized 30‐Day Postoperative Surgical Site Infection Rate  
 Risk Standardized 30‐Day Postoperative Nausea, Vomiting or Fluid/Electrolyte/Nutritional Depletion Rate  
 Risk Standardized Extended Length of Stay (> 7 days)  
 30‐Day Postoperative Follow‐Up Rate  

Joy P/Denise R 
Dept. of Clinical 
Effectiveness 

The Joint 
Commission 

The Joint Commission ‐ 
Disease Specific 

Ortho: Hip, Knee & Joint      Ortho: Hip, Knee & Joint  
 LOS, Readmission, Process  

Debbie S/Pamela C 
Ortho Institute 

Neurosciences  Get with the Guidelines 
and TJC Disease  Specific  

Stroke   8 Stroke Core Measures (STK 1 – 10) 
8 Quality Measures 

Sherrill H 
Neurology Service Line 

Resuscitation  Get with the Guidelines 
Resuscitation 

Resuscitation   4 CPA (Cardiopulmonary Arrest) Measures:                                                                                                                                                      
Rapid Responses, Code Blues, Cardiac Alerts, Sepsis Alerts, Stroke Alerts, etc.          

Mary C 

Pediatric   

   Newborn Volume (Live Births) 
 NICU Discharges 
 NICU Average Length of Stay 
 Neonatal Deaths 

 Newborn Tranfers Out 
 Readmission for Hyperbilirubinemia 
 Late Preterm Volume 
 Late Pre‐Term Infants Readmit Rate to NICU 

 

Acute Rehab  General Reporting 

   CMI (acuity) 
 Average Age 
 Patients Transferred 
 Interrupted Stay 
 Community DC 
 SNF DC 

 Avg Onset Days 
 LOS 
 FIM Change 
 FIM Change/Day 
 Rehab Unassisted Falls/1000 Patient Days 
 Rehab Falls Resulting in >Moderate Injury 

Justin L (MD) 

Pathology  General Reporting 

ANATOMIC PATHOLOGY QUATLITY 
DASHBOARD 

 FS‐Final Dx Discrepancies  Running %    (<3%) 
 Interdep. Consultation Discrepancies Running % (<3%) 
 Autopsy PAD ,<48h  Running % (100%)     Action level  90%      
 Autopsy FAD ,<60 d  Running % (100%) 
 HER2 + Breast Cancer Running %(12‐20%) 
 ER + Breast Cancer  Running % (73‐89%)  
 PR + Breast Cancer  Running % (70‐90%) 

 SP report TAT (1d/2d)                  (70/80%; 24h/48h) 
 Amended reports   (<0.23%) 
 Non GYN cytology  TAT  70%/90% <48h  
 ASCUS:SIL ratio      
 FS TAT <20 min                  (>90%) 
 Staging on SP reports      (>90%) 
 Synoptic reporting  (>90%) 

Charles L (MD) 

Clinical Laboratory Dashboard   Mislabeled/Unlabeled Specimens                        
 Outpatient Ordering Errors 
 ED – "Chest pain" Troponin TAT                                                      
(Order to collect in 10 minutes) 

 ED – "Chest pain" Troponin TAT                                                      
(Collect to Receive in 10 minutes) 

 ED – "Chest pain" Troponin TAT                                                      
(Receive to Verify in 30 minutes) 

 Stroke Alert Protimes TAT  (Order to Verify in 45min) 
 Stroke Alert ProtimesTAT  (Result to Call in 3 min) 
 Redraw Rate for Specimens (Phlebs.) 
 Redraw Rate for Specimens (Nurses) 
 Corrected Reports –General Lab  
 Critical Value Reporting                                  (% called 
within 10min) 

 Blood Usage (CT ratio) 
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SAMPLE OF MAJOR QUALITY, SAFETY AND RISK MEASURES AT EL CAMINO HOSPITAL (INTERNAL AND EXTERNAL) 
General Clinical 

Area 
Name of Report 

Programs or Registries  Categories  Metrics  Owner 

 ED – "Chest pain" Troponin TAT                                                      
(Order to Verify in 50 minutes) 

 Test Orders Resulted by 0800 (received by 0600) 

 Total Blood Component Wastage 
 Blood Culture Contamination 

Blood Use Report   Platelets 
 Cryoprecipitate 
 FFP 
 RBC’s 

Women’s Health 

California Perinatal 
Quality Care Collaborative 
(CPQCC)‐ and Vermont 
Oxford Network (VON) 

   PN‐010‐07 Cesarean Rate for Low‐Risk First Birth Women 
 PN022‐07 Infants Under 1500g Delivered at Appropriate 
Site  

 PN‐021‐07 Exclusive Breastfeeding at Hospital Discharge  
 Hospital Births and NICU Admissions by Birth Weight 
 NICU Deaths for Infants born in 2015 by birth weight 
 NICU Transports Out by Birth Weight 
 Hospital Births and NICU Admissions by Gestational Age 
 Inborn Admission % 
 Data Quality Assessment 
 NICU Activity Overview 
 CPQCC‐CCS Linked HRIF Referral Summary for Infants 
Discharged Home 

 Growth Trajectories for Infants 2‐29 wks admitted to 
NICU 

 % of infants 401  to 1500 grams or 22 to 29 wks with 
Interventions Associated with Improved or Compromised 
Outcomes 

 % of infants 401  to 1500 grams or 22 to 29 Wks 
Gestation with Selected Morbidities 

 Observed to Expected Ratios for Major Morbidities of 
infants 401 to 1500 grams or 22 to 29 weeks Gestation 

 Central line‐Associated Bloodstream Infections 
(CLABSI), 2013 Rates by Birth Weight and NICU Best 
Practices 

 Inventory of Active Perinatal Quality Improvement 
Projects 

 NICU Comments 
 NICU Attestation and Confirmation 
 Volume Metrics (total deliveries, total c sections, 
operative vaginal deliveries, Episiotomies, operative 
vaginal deliveries to total deliveries…etc.) 

 Complications: 3rd/4th degree lacerations rates 

Jody C 

Nursing Care  Cal NOC/Magnet 

   Fall 
 Fall with injury 
 HAPU stage 2 and above 
 CAUTI 
 CLABSI 
 Restraint Prevalence 

Chris T 

Emergency 
Department 

General Policy 

Process Reporting   Radiology Discrepancies – wet reads and discrepancy f/u 
 Positive Culture Follow‐Up 
 Unassigned patient referrals – adult and peds 
 Telepsychology: LG transfers to MV for psych 
 ED volume adjustments 

 C2C to Admit Order  
 Lead time (minutes) ‐ ED Arrival to Provider or Door to 
Diagnostic Eval by Qualified Med Professional 

 Waiting for Care'  Section Avatar 

Laura C (MD), Michael 
W (MD), Karen P (MD) 

CMS PQRS   EKG for Non‐Traumatic Chest Pain 
 Prevention of Catheter‐Related Bloodstream Infections (CRBSI): Venous Catheter (CVC) Insertion Protocol 
 Acute Otitis Externa (AOE): Topical Therapy 
 Acute Otitis Externa (AOE): Systemic Antimicrobial Therapy– Avoidance of Inappropriate Use 
 Stroke & Stroke Rehabilitation: Thrombolytic Therapy for Ischemic CVA 
 Ultrasound Determination of Pregnancy Location for Pregnancy Patients with Abdominal Pain 
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SAMPLE OF MAJOR QUALITY, SAFETY AND RISK MEASURES AT EL CAMINO HOSPITAL (INTERNAL AND EXTERNAL) 
General Clinical 

Area 
Name of Report 

Programs or Registries  Categories  Metrics  Owner 

 Adult Sinusitis: Appropriate Choice of Antibiotic: Amoxicillin Prescribed for Patients with Acute Bacterial Sinusitis 

Sleep Medicine  General Reporting 

   Sleep studies scored with 48 hour turnaround time. First quarter 100% compliant and Second Quarter 84% compliant 
due to holidays. 

 95%  CPAP filters cleaned every 2 weeks and replaced every 6 months.  First Quarter 100% compliant for cleaning and 
one month late on replacement.  2nd Quarter 100% compliant. 

 80% inter‐scoring reliability using medical director as gold standard. First quarter averaged 87% and second quarter 
averaged 93%. 

Tony M (MD) 

Heart and 
Vascular  

HVI Registries 

 Cath PCI (Percutaneous Coronary 
Intervention) 

 ICD (Implantable Cardioverter 
Defibrillators and Leads) 

 STS (Society of Thoracic Surgeons – 
CABG/Valve) 

 CCORP ‐ California Cabbage Outcomes 
(CMS) CABG  

 Carotid Stent (CMS) 
 Santa Clara County – STEMI 
 TAVR (new!) – Transcatheter Aortic 
Valve Replacement 

 MitraClip (new!) – Transcatheter Mitral 
Valve Repair13 

 VQI (new!) – Vascular Quality 
Improvement 

o Carotid Endarterectomy 
o Carotid Stent 
o Peripheral Vascular 

Interventions 
o Abdominal Aortic Aneurism 

 LAAO (WATCHMAN ‐ LEFT ATRIAL 
APPENDAGE OCCLUSION) 

 Complications 
 Mortality 
 Length of Stay 
 Blood utilization 
 Process metrics 

Vincent G (MD) 
Amy M/Rich K 
HVI Service line 

Cancer Center 

American College of 
Surgeons                                     
Commission on Cancer 
(ASC CoC) 

Eligibility Requirements/Standards  Specification  Markettea B 
Cancer Service Line E1  Facility Accreditation  The facility is accredited by a recognized federal, state, or local authority (TJC). 

E2  Cancer Committee Authority  Bylaws, policy or procedure define the cancer committee's authority and responsibility for the program. 

E3  Cancer Conference Policy  Policy or procedure establishes the cancer conference activity and addresses the frequency, format, multidisciplinary attendance, 
attendance rate, number of total and prospective case presentations, discussion of stage and treatment planning, clinical trial options, 
and methods to address areas that fall below established levels. 

E4  Oncology Nurse Leadership  A nurse(s) provides leadership across the continuum of care  (including inpatient and outpatient areas). 

E5  Cancer Registry Policy and Procedure  The cancer registry policy and procedure manual addresses the use of CoC data elements and codes along with all other cancer registry 
activities.  

E6  Diagnostic Imaging  Diagnostic imaging services (following safe procedures) are available either on‐site or by referral. 

                                                            
13 TVT (TRANSCATHETER VALVE THERAPIES): MITRACLIP & COREVALVE; ACTION: AMI (ACUTE MYOCARDIAL INFARCTION 
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SAMPLE OF MAJOR QUALITY, SAFETY AND RISK MEASURES AT EL CAMINO HOSPITAL (INTERNAL AND EXTERNAL) 
General Clinical 

Area 
Name of Report 

Programs or Registries  Categories  Metrics  Owner 

E7  Radiation Oncology Services  Radiation treatment services that are available on‐site or at locations that are facility‐owned or by referral follow standard quality 
assurance practices.   Copies of certificates of accreditation, letters of attestation or other documentation are available. 

E8  Systemic Services  Policies or procedures are in place to guide the safe administration of systemic therapy provided either on‐site or at locations that are 
facility owned or at locations that contract with the facility or are supervised by members of facility's medical staff (physician offices). 

E9  Clinical Trial Information  A policy or procedure is used to provide cancer‐related clinical trial information to patients.  

E10  Psychosocial Services   A policy or procedure is in place to ensure patient access to psychosocial services either on‐site or by referral; a process is in place to 
make patients aware of services and to monitor use.  (Facility‐wide or cancer program policy or procedure can be used.) 

E11  Rehabilitation Services  A policy or procedure is used to access rehabilitation services either on‐site or by referral.  (Facility‐wide or cancer program policy or 
procedure can be used.) 

E12  Nutrition Services  A policy or procedure is used to access nutrition services either on‐site or by referral.  (Facility‐wide or cancer program policy or 
procedure can be used.) 

Standard 1.1  Physician Credentials  All physicians who provide cancer care are currently board certified or are in the process of becoming board certified.   

Standard 1.2  Cancer Committee 
Membership 

The cancer committee is multidisciplinary including required members specific to category.    

Standard 1.3  Cancer Committee 
Attendance 

Each required member or designated alternate attends at least 75% of meetings annually.   

Standard 1.4  Cancer Committee Meetings  The cancer committee meets at least once each calendar quarter. 

Standard 1.5  Goals  The cancer committee establishes, implements, and monitors at least 1 programmatic and 1 clinical goal each year.  Each goal is 
evaluated at least twice in the same calendar year. 

Standard 1.6  Cancer Registry Quality 
Control Plan 

The cancer committee establishes and implements a cancer registry quality control plan each year.  The plan addresses all required 
criteria. 

Standard 1.7  Monitoring Cancer 
Conference Activity 

The cancer conference coordinator monitors the cancer conference activities and reports findings to the cancer committee at least 
annually. 

Standard 1.8  Monitoring Community 
Outreach 

The community outreach coordinator monitors the effectiveness of the community outreach program annually, prepares the 
community outreach activity summary, and presents the summary to the cancer committee annually. 

Standard 1.9  Clinical Trials Accrual  2015 phase in 
The required percentage of patients is accrued to clinical trials each year.  The clinical trial  

Standard 1.10  Clinical Educational Activity  The cancer committee offers 1 cancer‐related educational activity to physicians, nurses, and other allied health professionals each year.  
The activity focuses on the use of stage, prognostic indicators, and evidence‐based treatment guidelines in treatment planning.  

Standard 1.11  Cancer Registrar Education  All registry staff participates in an annual educational activity. *Commendation: all CTRs attend a national or regional educational 
activity once during the 3‐year survey cycle. 

Standard 1.12  Public Reporting of 
Outcomes 

The cancer committee develops and disseminates a report of patient or program outcomes to the public annually.  *For Commendation 
only, not required. 

Standard 2.1  CAP Protocols  The required data elements from the CAP protocols are included in 90% of the eligible cancer pathology reports each year. 
*Commendation:  90% of the path reports include the required data elements AND 95% follow a synoptic format. 

Standard 2.2  Nursing Care  Care is provided by nurses with specialized knowledge and skills; competency is evaluated annually.  *Commendation:  25% of 
chemotherapy‐trained nurses hold a current oncology nursing certification. 

Standard 2.3  Risk Assessment and 
Genetic Testing 

Risk assessment and genetic counseling and testing services are provided either on‐site or by referral by a qualified genetics 
professional. 

Standard 2.4  Palliative Care Services  Palliative care services are available either on‐site or by referral. 

Standard 3.1  Patient Navigation  2015 phase in A patient navigation process is established to address health care disparities and barriers to care, driven by a community 
needs assessment.  The navigation process is evaluated, documented, and reported to the cancer committee annually and then 
modified and enhanced each year to address additional barriers identified. 

Standard 3.2  Psychosocial Distress  "2015 phase in 
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SAMPLE OF MAJOR QUALITY, SAFETY AND RISK MEASURES AT EL CAMINO HOSPITAL (INTERNAL AND EXTERNAL) 
General Clinical 

Area 
Name of Report 

Programs or Registries  Categories  Metrics  Owner 

Screening 
Standard 3.3  Survivorship Care Plan  2015 phase in The cancer committee develops and implements a process to provide a comprehensive care summary and follow‐up plan 

to cancer patients who are completing treatment; the process is monitored, evaluated, and presented to the cancer committee at least 
annually.  

Standard 4.1  Prevention Program  Each year, 1 prevention program is provided targeted to meet the needs of the community and to reduce the incidence of a specified 
cancer type (based on identified needs of the community).   

Standard 4.2  Screening Program  Each year, 1 screening program is provided targeted to decreasing the number of patients with late‐stage disease (based on community 
needs).  A process is developed to follow up on all positive findings. 

Standard 4.3  Cancer Liaison Physician 
(CLP) Responsibilities 

The CLP evaluates, interprets, and reports the program's performance using NCDB data at least 4 times a year. 

Standard 4.4  Accountability Measures  Each year, performance levels defined by the CoC are met for each accountability measure.  (Breast ‐ BCS, MAC, HT and Colon ‐ ACT) 

Standard 4.5  Quality Improvement 
Measures 

Each year, performance levels defined by the CoC are met for each quality improvement measure.  (Colon ‐ 12RLN and Rectal ‐ AdjRT)   

Standard 4.6  Assessment of Evaluation 
and Treatment Planning 

Each year, a physician member of the cancer committee performs a study to assess whether patients are evaluated and treated 
according to evidence‐based national treatment guidelines.  Results are presented to the cancer committee and documented in the 
minutes.  

Standard 4.7  Studies of Quality  Each year, the quality improvement coordinator and cancer committee develop, analyze, and document 2 studies that measure quality 
of care and outcomes for patients with cancer. 

Standard 4.8  Quality Improvements  Each year, the quality improvement coordinator and cancer committee implement 2 patient care improvements.  One improvement is 
based on the results of a completed study. 

Standard 5.1  Cancer Registrar Credentials  Case abstracting is performed by a Certified Tumor Registrar (CTR). 

Standard 5.2  Rapid Quality Reporting 
System (RQRS) Participation 

*For Commendation only, not required.  Enrollment and participation  in RQRS. 

Standard 5.3  Follow‐up of All Patients  80% follow‐up rate is maintained for all eligible analytic cases from the registry reference date. 

Standard 5.4  Follow‐up of Recent 
Patients 

90% follow‐up rate is maintained for all eligible analytic cases diagnosed in the last 5 years or from the registry reference date, 
whichever is shorter. 

Standard 5.5  Data Submission  Each year, complete data for all requested analytic cases are submitted to the NCDB in accordance with the annual Call for Data. 

Standard 5.6  Accuracy of Data  Each year, the cases submitted to the NCDB meet the quality criteria and resubmission deadline specified in the Call for Data.  * 
Commendation:  Annually, the cases submitted meet the quality criteria for the annual Call for Data on initial submission. 

Standard 5.7  Commission on Cancer 
Special Studies 

The program participates in special studies as selected by the CoC. 
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Organizational Goals FY17: Draft Benchmark
2016 ECH 

Baseline
Minimum Target Maximum Weight

Evaluation 

Timeframe
Threshold Goals

Joint Commission Accreditation
Standard 

Threshhold

Full 

Accreditation
Threshold FY 17

Budgeted Operating Margin

90% threshold 

recommended by 

Exec Comp 

Consultant (FY16)

TBD Threshold FY 17

Patient Safety & iCare

Exploring one goal from the following: Pain 

Management, Med Rec at Admission, 

Medication Safety (Quality Committee will 

finalize in April)

34% FY17

Achieve Medicare Length of Stay Reduction 

while Maintaining Current Readmission Rates 

for Same Population

Internal 

Improvement
TBD

.05 Day Reduction 

from FY16 Target, 

Readmission at or 

below FY16 Target

.10 Day Reduction 

from FY16 Target, 

Readmission at or 

below FY16 Target

.20 Day Reduction 

from FY16 Target, 

Readmission at or 

below FY16 Target

33% FY17

Smart Growth

Targeted Growth, &/or Geographic Expansion 

(3/14-15 Strategic Retreat to address potential 

goals)

33% FY 17

TOTAL: 100%

Performance Measurement

Full Accreditation

90% of Budgeted
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DRAFT – For Board Quality Discussion 

Note the baselines may change, and or the targets 

 

 

Organizational Goals FY17: Draft Benchmark
2016 ECH 

Baseline
Minimum Target Maximum Weight

Evaluation 

Timeframe
Baseline Trend 

Patient Safety and iCare Goal Options

Option 1:  Medication Safety Indicator CY 2016

3.49 3.42 3.35

2% decrease 4% decrease 6% decrease

Option 2:  Pain Management Indicator Post Go-Live

80.2% 82.4% 84.0%

5% increase 8% increase 10% increase

FY 2016 Q1-2

71.7% 74.5% 75.9%

2% increase 6% increase 8% increase

Med Errors 
(Total Medication Error QRRs / 1,000 Adjusted Total 

Patient Days)

Internal 

Improvement
3.56 34% FY 17

Patient Satisfaction Pain Management 

Score
(% Scored Top Box for CMS CAHPS - Pain Management)

Internal 

Improvement
70.3% 34%

Jul 2016 - 

May 2017

Pain Reassessment
(% Pain Reassessment Documented within 60 min 

on RN Flowsheet)

Internal 

Improvement
76.3% 34% FY 17
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Patient and Family 
Advisory Council Update 
June 1, 2016 



PFAC Timeline at El Camino 

July 2013  

First Cohort 
started  

June 2015 

Began Beta / 
PFCC Partners 

Gateways 
Program 

 

July 2015 

First cohort 
graduated 

 

Sept 2015 

First meeting-
Second cohort 



Recruitment  
 

Referrals from: 

• Hospital Staff 

• Patient Complaints 

• ECH Foundation 

• Patient Satisfaction 

Surveys 



Vision and Charter 

The Patient and Family Advisory Council for El Camino 

Hospital provides insight and advice to the strategies and 

initiatives of the organization. Engaging and partnering 

with patients and families in meaningful ways to provide 

their firsthand perspectives and experience enables El 

Camino Hospital to reflect the voice of the diverse services 

and community we serve in continuous performance 

improvement.  The knowledge of what is important to both 

those receiving care and those who support the patient is 

incorporated into the structure, processes, and culture of 

care provided within the hospital and in community 

partnerships. Patient and Family Advisors inspire and co-

design an enhanced patient and family centered eco-

system 

 



Orientation Snapshot 

• Welcome Letter 

• Hospital overview - CNE 

• Getting to know you exercise 

• Charter 

• Confidentiality agreement 

• Literature 

- Patient and Family Engagement Roadmap (Moore 
Foundation) 

- Partnering with Patients and Families to Design a 
Patient a Patient and Family Centered Health Care 
System (Institute for Patient and Family Centered 
Care) 

 



Current PFAC snapshot 

• Four meetings held: September 2015, December 2015, Feb 

2016, and April 2016 

• 8 current members after 1 relocation 

- Cardiac, Oncology, General Medical , Emergency Care, 
Orthopedic care experiences represented 

- Only 1 member had an experience in Los Gatos 

• Our topics so far: 

• Orientation and EPIC EMR implementation  

• Patient portal - myCare  

• Health Information transparency 

• Discharge process 

• Emergency Care 

• Special projects to lend patient and family voice to 



Increasing Patient and Family 
Involvement 

Advisor Partner Steward 

• Patient and Family 
Advisory Council 

• Board Quality 
Committee 

 

• Committees / Workgroups 
• Patient Experience 
• PFCC Steering 
• Quality / Patient Safety 

• Performance Improvement 
Activities 

• Surveyor / Observer 
 

• Hiring panels 
• Patient Experience 

Rounds 
• Morning Huddles 
• Department Advisor 
• Auxiliary 
• Training / Simulation 

Time / Energy Commitment 



Increasing the Patient Voice 

• Added two patients to Board Quality Meeting 

• New survey vendor in July, 2015 

- Large increase in qualitative data  

• Planetree engagement  

• Potential partnership focused on family housing 

• Campus redevelopment – Women’s Hospital 

• Service line interest (NICU, Cancer) 

- NICU launched a Family Advisory in May, 2016 
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