MINUTES OF THE GROSSMONT HEALTHCARE DISTRICT
BOARD OF DIRECTORS
Special Meeting
August 15, 2017

The Board of Directors of Grossmont Healthcare District (District) held a special
joint meeting with the Board of Directors of Grossmont Hospital Corporation (GHC)
on Tuesday, August 15, 2017, at 12:00 p.m. in the Main Auditorium of Sharp
Grossmont Hospital, 5555 Grossmont Center Drive, LLa Mesa, California.

District Directors Present: Robert Ayres, Gloria Chadwick, Michael Emerson,

Virginia Hall, Randy Lenac

District Directors Absent: None

District Staff Present: Barry Jantz, Chief Executive Officer

Tom Saiz, Chief Financial Officer

Jeff Scott, General Counsel (arrived 1:00 p.m.)
Erica Salcuni, Communications Specialist
Rick Griffin, Public Relations Consultant

CALL TO ORDER

President Emerson welcomed the respective board members and staff
members of both the District and GHC and called the meeting to order at
12:13 p.m.

PLEDGE of ALLEGIANCE:
President Emerson led in the pledge of allegiance.

APPROVAL OF AGENDA:

It was moved by Director Chadwick, seconded by Director Ayres, and
unanimously carried (5-0) to adopt the agenda.

PUBLIC COMMENT

There was no public comment.
GROSSMONT HEALTHCARE DISTRICT PRESENTATIONS

Presentations from Community Partners — President Michael Emerson
introduced the following individuals from the County of San Diego to make
presentations and answer questions from the board members.
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e Report on Public Health Services — Leslie Ray, Senior Epidemiologist —
County of San Diego Public Health Services

e Seniors In Crisis Pilot Program — Chuck Matthews, Interim Director,
Aging and Independence Services, County of San Diego Health and

Human Services Agency

The detailed presentations provided are included as links from the August 15,
2017, agenda on the District’s website.

ANNUAL REPORT FROM SHARP GROSSMONT HOSPITAL

Sharp Grossmont Hospital CEO Scott Evans introduced his staff members to
make the following presentations and answer questions from the board
members.

e Strategic Plan — Jason Broad, Vice President

e State of the Facilities/Master Plan Update — Anthony D’Amico, Chief
Operating Officer

* Nursing Report/Patient Initiatives — Louise White, Chief Nursing
Officer

e Year-To-Date Financial Report — Daniel Kindron, Chief Financial
Officer

e Annual Quality and Safety Report — Nancy Greengold, Chief Medical
Officer

The detailed presentations provided are included as links from the August 15,
2017, agenda on the District’s website.

OPEN DISCUSSION

Aside from the general questions and discussion taking place during the
presentations listed above, there was no additional open discussion.

President Emerson and CEO Evans thanked the presenters and staff members
for the hard work and preparation that went into today’s reports.



H.  ADJOURNMENT:

There being no further business, on a motion duly made, seconded, and
unanimously carried, the Board adjourned at 2:25 p.m.

Respectfully submitted,

Vosona S0

Virginia Hall, RN, Selcretary

ATTEST:

Michael Emerson, RDO, President
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Presenter
Presentation Notes
Thank you, Dan.  What an excellent overview of health care trends.  I am going to now bring it closer to home, focusing on our East County and Sharp Grossmont Hospital market assessment.


Call to Order
GHD President Michael Emmerson




Approval of Agenda




Public Comment

Opportunity for citizens to speak on items of
Interest within subject matter jurisdiction of the District.
For the record, please state your name. “Request to
speak”: cards should be filled out in advance and
presented to the Board President or the recording
secretary. The Board has a policy limiting any speaker
to no more than five minutes.



Grossmont Healthcare District Report




EXPLORING EAST REGION
TRENDS AND STATISTICS

Presented by Leslie Upledger Ray, Senior Epidemiologist
Presented to Grossmont Healthcare District

County of San Diego, Health & Human Services Agency, Public Health
Services, Community Health Statistics Unit

August 15%, 2017
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Presenter
Presentation Notes
how foundation tobacco is to the 3-4-50 and Live Well San Diego 
how tobacco use can and should be addressed in all areas – Healthy, Safe, and Thriving


COLLECTIVE IMPACT

HEALTH

SOCIAL

COMMUNITY STANDARD OF LIVING


Presenter
Presentation Notes
Now that you know more about Live Well San Diego, think of what you are currently doing in your professional and personal lives.  Because Live Well is based on the collective impact concept, what you are doing now can help advance the vision of a region that is Building Better Health, Living Safely and Thriving.  Any questions?


BUILDING BETTER HEALTH

Did you know...

50

Result in

3

Behaviors Diseases Percent

. o Cancer
No Physical Activit .
y : y Heart Disease & Stroke Of deaths
Poor Diet . :
Type 2 Diabetes In San Diego
Tobacco Use .
Lung Disease

Change your life by...

= Walking for 30 minutes every day -
= Eating healthy, at least 5 fruits and veggies daily  conncrsnoree 1
¥HHS

= Not smoking! LIVE WELL
HEALTH AND HUMAN SERVICES AGENCY SAN DIEGO

LIVEWELLSD.ORG




3 BEHAVIORS, 2013-2015

_ Over 1 out of 8 teens and 1 out of every 9 teens and
SmMoKkiNng  adults were current smokers.  adults were current smokers.

Lack of 20.7%* of children engaged in  23.2% of children engaged in
Physical physical activity for at least physical activity for at least one

S one hour dalily. hour dalily.
Activity 4 4
Over 1 out of 4 residents ate 1 out of 5 residents ate fast
Diet fast food three or more times  food three or more times in the

in the past week. past week.

*Indicates a statistically unstable estimate. Proceed with caution. Estimate is included for trending purposes.
Source: UCLA Center for Health Policy Research, California Health Interview Survey (CHIS), 2013-2015.


Presenter
Presentation Notes
Compared to San Diego County, East Region has:
Higher percentage of teen and adult smokers (East Region 13.2%, County 11.5%)
Slightly lower percentage of children who exercise at least an hour daily*
Higher percentage of residents eating fast food 3 or more times in the past week (East Region 26.9%, County 20.3%)



4 DISEASES, 2013-2015

Cancer Cancer was the leading cause = Cancer was the leading cause
of death. of death.

Heart Disease 8.6% adults had ever been 6.8% of adults had ever been
& Stroke diagnosed with heart disease.  diagnosed with heart disease.

Diabetes Over 1 out of 11 adults had 1 out of 12 adults had ever

ever been diagnosed with been diagnosed with diabetes.

diabetes.
Over 1 out of 6 residents had 1 out of 7 residents had ever
Lung _ _ . .
: ever been diagnosed with been diagnosed with
Disease asthma. asthma.

*Indicates a statistically unstable estimate. Proceed with caution. Estimate is included for trending purposes.
Source: UCLA Center for Health Policy Research, California Health Interview Survey (CHIS), 2013-2015.


Presenter
Presentation Notes
East Region residents had a higher burden of chronic disease, particularly the 4 diseases leading to over 50% of deaths in San Diego County.

Diabetes East Region 9.6%, County, 8.4%
Asthma East 17.3%, County 14.7%



Risk of 3-4-50T Outcomes Compared

to San Diego County by Region, 2015
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Note: 2014 and 2015 Preliminary Data

* Risk was not calculated for fewer than 5 events.

13-4-50 deaths include stroke, coronary heart disease (CHD), diabetes, COPD, asthma, and cancer.

*3-4-50 deaths as a percentage of all cause deaths. Rates per 100,000 population.

Source: California Department of Public Health, 2000-2013 Death Statistical Master Files, 2014-2015 California Vital Records Business Intelligence System (VRBIS), SANDAG, Current Population Estimates, Received 03/2017.
Prepared by: County of San Diego, Health & Human Services Agency, Public Health Services, Community Health Statistics Unit, 2017.



Percentages* of 3-4-50 Deaths in

San Diego County by Region, 2015

n Asthma u Cancer CHD 2 COPD # Diabetes u Stroke
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Note: 2014 and 2015 Preliminary Data

* Risk was not calculated for fewer than 5 events.

13-4-50 deaths include stroke, coronary heart disease (CHD), diabetes, COPD, asthma, and cancer.

*3-4-50 deaths as a percentage of all cause deaths. Rates per 100,000 population.

Source: California Department of Public Health, 2000-2013 Death Statistical Master Files, 2014-2015 California Vital Records Business Intelligence System (VRBIS), SANDAG, Current Population Estimates, Received 03/2017.
Prepared by: County of San Diego, Health & Human Services Agency, Public Health Services, Community Health Statistics Unit, 2017.



3-4-50 CHRONIC DISEASE DEATH

RATES, TREND 2000-2015

3-4-50 Deatht Rates*

Among San Diego County Residents,
2000-2015
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Note: 2014 and 2015 Preliminary Data
13-4-50 deaths include stroke, coronary heart disease (CHD), diabetes, COPD, asthma, and cancer.
*3-4-50 deaths as a percentage of all cause deaths. Rates per 100,000 population.

Source: California Department of Public Health, 2000-2013 Death Statistical Master Files, 2014-2015 California Vital Records Business Intelligence System (VRBIS), SANDAG, Current Population Estimates, Received 03/2017.
Prepared by: County of San Diego, Health & Human Services Agency, Public Health Services, Community Health Statistics Unit, 2017.


Presenter
Presentation Notes
The rate of 3-4-50 chronic disease death was highest in the East Region for each year from 2000 to 2015. 



® i\ﬁﬁs A JH 2015 Deaths and Estimates of Smoking-Attributable Mortality (SAM) for
- East Region Adults 35 Years of Age and Older

FEALTH AND HUMAN SERVICES AGENCY LIVE WELL

2015 Smoking-Attributable Mortality (SAM) for East Region Adults 35 Years of Age and Older, Total and by Gender

Total Population 35+ Males 35+ Females 35+
Total Population 35 and Over 253,662 121,469 132,193
Total Number of Deaths 3,700 1,796 1,904
Total Deaths Attributed to Smoking 711 410 301
Percent Deaths Attributed to Smoking 19.2% 22.8% 15.8%

2015 Deaths Due to Smoking, Total Population 35+

Deaths due to Smoking
in Males:
22.8%
M Total Deaths Attributed
to Smoking
M Deaths due to All Other Deaths due to Smoking
Causes
in Females:

15.8%



Presenter
Presentation Notes
Percent Death attributed to Smoking in
Total Pop 35+: East 19.2%, County 19.4%
Males 35+: 22.8% for both East and County
Females 35+: East 15.8%, County 16.0%


SHARP GROSSMONT HOSPITAL

Grossmont Sharp Grossmont Hospital by Payer Source,
: : : 2016
Hospital clients are residents of Other Government, Other |
County Indigent 1.3% Self Pay, 1.2%
East Region in 2015. Programs, 0.1% Other Indigent,
Workers' 0.0% Unknown, 0.0%
Compensation,
0.3% \

Rank Principal Diagnosis Group, 2016  # %

1 Circulatory System 4,057 13.1%
2 Pregnancies 3,966 12.8%
3 Births 3,734 12.1%
4 Digestive System 2,892 9.3%
5 Respiratory Sysytem 2,309 7.5%
6 Infections 2,097 6.8%
7 Injuries/Poisonings 1,927 6.2%
8 Mental Disorders 1,907 6.2%
9 Musculoskeletal System 1,643 5.3%
10 Genitourinary System 1,356 4.4%

Source: Office of Statewide Health Planning and Development (OSHPD), 2016 Hospital Discharge Summary Report.


Presenter
Presentation Notes
75% of the clients served by Grossmont Hospital are residents of East Region.


DEMOGRAPHICS

EAST REGION DEMOGRAPHICS

= 13% of East Region residents had no health insurance in
2015.

= Residents ages 18-24 and 25-44 were least likely to Language Spoken at Home in East Region,
be insured. Population Ages 5+, 2015

Spanish Only,

= East Region had a slightly higher median household s

income than the county ($65,137 and $64,309,
respectively).

\Arabic Only,
1.9%

=  Primarily white (57%) and Hispanic (28%) residents.

= |n 2015, nearly 1.9% East Region residents 5+ years
spoke Arabic only at home.

= There were 8,400 Arabic only speakers in East Other, 3.4%

Region.

Source: U.S. Census Bureau, 2011-2015 American Community Survey 5-Year Estimates.


Presenter
Presentation Notes
From those who were bilingual, nearly 70% spoke Spanish, about 7% Arabic, and about 5% Tagalog.


HEALTH TRENDS

MAJOR EAST REGION HEALTH TRENDS

= Chronic disease is the leading cause of death among East Region residents.

= Cancer is the number one cause of death, followed by CHD. However, East Region residents are at the highest
risk of death due to COPD.

= Chlamydia and Pneumonia are the leading communicable diseases in East Region.
= Compared to the county, East Region had higher rates of flu hospitalization and pneumonia medical encounters.

= Unintentional injuries (all causes), including the burden of fall-related injuries and motor vehicle injuries are the leading
types of injuries in East Region.

=  With the population of those 65 years and older projected to have the largest increase by 2030, Alzheimer’s Disease and
Other Dementias (ADOD) is one of the leading health concerns in East Region.

= By 2030, there will be an estimated 21,500 East Region residents 55 years and older, living with ADOD;
accounting for nearly a quarter of the entire population in the county.

=  About 15% of live births were to East Region mothers.

= Infant mortality and emergency department discharges due to maternal complications are the major maternal
and child health concerns in East Region. Rates are higher than in the county overall.

Source: Community Health Statistics Unit, Community Health Profiles, 2013.


Presenter
Presentation Notes
54% of deaths in East Region in 2015 were due to the 3-4-50 diseases. Specs. On prior slides.
Chlamydia incidence (STD) clinic: East Region 395.8 per 100,000, County 508.5 per 100,000. Pneumonia ED and Hosp in East Region and the overall County had rates of 206.3 per 100,000 (193.7 per 100,000) and 213.1 per 100,000 (166.4 per 100,000), respectively.
Flu (hospitalization only): East 32.4 per 100,000, County 24.8 per 100,000.
Falls are the number one injury in East Region and rate is higher (2,533.7 per 100,000)than the county overall, 2013 at 2,155.3 per 100,000. MVC injuries are second with East Region rate of 716.5 per 100,000 (county 602.5 per 100,000).
In 2012, accidents are within the 4th leading causes of death in East Region and in 2013 it remained one of the top 10 leading causes of death, at 6th.
Within San Diego County Regions, East Region had the second highest rates of infant mortality and ED discharges due to maternal complications after Central Region (2013).  



FOR MORE INFORMATION

For more information, including data,

resources and reports,
from Public Health Services:

www.SDHealthStatistics.com

Leslie.Ray@sdcounty.ca.gov


http://www.sdhealthstatistics.com/
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SENIORS IN CRISIS

Chuck Matthews, PhD, MBA

Interim Director, Aging and Independence Services
County of San Diego Health and Human Services Agency

% LIVE WELL
/71 SAN DIEGO




HELPING SENIORS AND FAMILIES

OVERWHELMED BY ALZHEIMER'S

= Chairwoman Dianne Jacob’s 2017 State
of the County

= San Diegans 65+ are the fastest-
growing age group

= 64,000+ San Diegans have Alzheimer’s
disease or related dementia (ADRD)

= ADRD individuals too often end up in
the ER or jail when needed services
and programs may be the best option

= Behavioral symptoms, such as
agitation, aggression, medication
refusal, and wandering present
challenges to caregivers and the system

Diannedacob
COUNTY'SUPERVISOR



Presenter
Presentation Notes
Called for the creation of a new path to help assist seniors in crisis
READ THIS POINT - Vice-Chairwoman Kristin Gaspar has joined Chairwoman Jacob as a Champion of The Alzheimer’s Project and has signed on in support of this outgrowth effort of the Project we call Serving Seniors in Crisis.
65+ population will roughly double in less than 20 years 
ADRD is our county’s third leading cause of death
It is the fifth leading cause of death in CA and sixth leading cause of death across the nation. ADRD is the costly disease and there is known prevention or cure.	
ADRD behaviors often precede a caregiver’s call for help





SYSTEM IMPACT

San Diegans with ADRD:

* Are seen by local hospitals roughly 32,000
times a year

* Are admitted to the hospital twice as often
as people the same age without ADRD

« ADRD hospital readmission = $52,412

Non-ADRD hospital readmission = $13,000

Approximately 25% of hospitalized geriatric
patients have delirium and agitation

Geriatric ED patients are 400% more likely to
require social services

Need to identify/collect data in justice system



Presenter
Presentation Notes
A person with dementia in 2012 had, on average, 22.5 inpatient days — defined as days in a hospital or skilled nursing facility — compared with 4.6 days for the Medicare population as a whole. 

Geriatric ED patients represent 43% of admissions, including 48% admitted to the intensive care unit





THE VISION

= Develop a dementia crisis response model
= Expand and enhance senior response teams

= Recommendations to support law
enforcement and criminal justice system
response



http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwj2m6v0ptDVAhWGj5QKHSd3D6YQjRwIBw&url=http://www.intentionalcaregiver.com/is-a-caregiver-support-group-right-for-you/&psig=AFQjCNFhQfM0B_wJBLT7RMR-dMEJwaUw5A&ust=1502579460743542

THE PILOT

= East County
= Within Grossmont Healthcare District

= Stakeholders

G Grossmont o ’
SHARP G prosemon AIzhs?\ imer’s
District

LIVE WELL
SAN DIEGO

LIVEWELLSD.ORG



Presenter
Presentation Notes
Chairwoman Jacob and Vice-Chairwoman Gaspar had identified key stakeholders – 

Alzheimer’s San Diego
County of San Diego 
   District Attorney
   Sherriff 
   Health and Human Services Agency
     Aging & Independence Services
     Behavioral Health
     Emergency Medical Services
Grossmont Healthcare District
Sharp Grossmont Hospital
Ambulance/EMTs
Criminal Justice System
    Law Enforcement

Examples of Proposed Recommendations:
Train dispatchers and first responders to ask about dementia
Emergency Department personnel have geriatric focus
Police to flag cases involving dementia
If going to Jail, Work with the first responders, detention personnel, and DA’s office to ensure that dementia cases are assessed by the DA as soon as possible





STAKEHOLDER CONSENSUS

Emergency
Department

Wrap
Around
Services

1st
Responders

ADRD PATIENT
& FAMILY

Primary
Care
Providers

District
Attorney

Criminal
Justice
System



Presenter
Presentation Notes
HHSA-AIS met with critical stakeholders from Grossmont Healthcare District, Sharp Grossmont Hospital, SD Sheriff’s, Alzheimer’s San Diego, County Behavioral Health and EMS

The consensus of the meetings were that we need to implement dementia capable/friendly policies and procedures across all sectors that interact with the ADRD patient and their family.


THE MODEL

Step 1
1st Contact

Step 2
Assess Need

Step 3
Meet Client

-
Step 4 Step 5
Stabilization Prevention
of future
events



Presenter
Presentation Notes
Here is what those policies and procedures may look like in practice.

Step 1 – 1st Contact: Call a community agency, go to the ED or call 9-1-1

Step 2 – Connect with the Rapid Response Team to assess the need and determine which RRT members should be included

Step 3 – Meet client in the field wherever they may be

Scenario 1: 
A man thinks he has locked himself out of his home. He is alone and cannot remember how to use his key. A concerned neighbor calls 9-1-1 and 1st responders arrive on scene. 1st responders end up taking him to the ER where he stays for a couple days as hospital staff run tests and locate loved ones. Turns out he lives alone and hence cannot be safely discharged until supports are in place.  The RRT could have responded at the scene, let him into his home and immediately installed home care, meals, primary care visit etc., and avoid the ER altogether. 

Scenario 2:
A caregiver suffers a heart attack while at home taking care of her husband who has ADRD.  Both are taken to the ER as he cannot be left at the home alone. He remains in the ER for days due to no safe discharge.  The RRT would respond at the home and secure emergency in-home care, meals, loop in primary care physician and work to connect with other family members. These measures would result in as little disruption to his daily life as possible versus the trauma of being in the ER.





THE MODEL

Step 4 ; Ste? 5 f
Stabilization revention o

future events



Presenter
Presentation Notes
RRT supports ED staff or First Responders to address immediate needs.

TRT provides case management for  1-6 months: comprehensive assessment, referrals to services, and coaching to prevent future crises.



D)
O
>
\'d
Z
<
I
—




Annual Report from Sharp Grossmont Hospital

Quality Safety Service People Finance Growth Community

IR W



Scott Evans

Chief Executive Officer

SHARP



Market Assessment

Jason Broad
Vice President, Facilities & Support Services

SHARP



Market Share Growth

Sharp HealthCare is the only San Diego health care system to have
16 consecutive years of market share growth

San Diego County East County
2015 Inpatient Market Share 2015 Inpatient Market Share

m Sharp (excl. SGH) m Sharp Grossmont
Scripps Palomar
UCSD m Kaiser m Sharp (excl. SGH) m Sharp Grossmont
, o Scripps Palomar
. Rédy s Tri-City UCsD m Kaiser
Prime Other  Rady's Tri-City

Prime Other




East County Region Population Growth: 2016-2021
East County’s total 2016 population is estimated at 513,224

East County’s population is projected to grow 4.1% to 534,047

Il 00% 1o 3.0%
0 31%t04.0%
[ 41%te5.0%
B 5110 9.0%
M = 1% and higher

Scale Legand
Mile{s)

MEXICO

Data Sources: SpeedTrack, Inc; US Census Bureau




Sharp Grossmont Hospital Service Area Map
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Hospital Service Area Distribution of Growth: 2016-2021

The hospital service area is projected to grow 4.3% to 853,290
= 45-6413.1%

0-17 1 3.1%

Data Sources: SpeedTrack, Inc; US Census Bureau




Sharp Grossmont Hospital Service Area Demographic
Profile: 2016-2021

Race/ 2016 Perigifage 2021 Percigf;ge o | 2016-2021 | 2016-2021
Ethnicity Population of Total Population Total Change % Change

White 356,154 43.6% 359,294 42.1% 3,140 0.9%
Hispanic 287,566 35.2% 310,426 36.4% 22,860 7.9%

Asian/Pacific  gq g54 8.4% 73,229 8.6% 4,366 6.3%

Islander

Black 71,056 8.7% 73,245 8.6% 2,189 2.6%
Multiracial 27,469 3.4% 31,289 3.7% 3,820 13.9%
Ar':';tr'l‘(’: Zn 4,090 0.5% 4,300 0.5% 210 5.1%

Other 1,507 0.2% 1,507 0.2% 0 0% 0%

Total 816,705 853,290

Data Sources: SpeedTrack, Inc; US Census Bureau




Emergency Department Utilization: 2015

Sharp Grossmont Hospital has one of the busiest emergency
departments in San Diego County

140,000
120,000 -
100,000
80,000
60,000
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Grossmont

Data Sources: OSHPD Inpatient Hospital Discharge Data




Hospital Payor Mix by Discharge (Fiscal 2016)
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rossmont Hospital sees more
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Data Sources: OSHPD Inpatient Hospital Discharge Data




Hospital Service Area Distribution of Normal Newborns

Birth volumes in the hospital service area decreased each of the
last three years, but Sharp Grossmont Hospital gained normal
newborn market share over the period

SGH Service Area
Overall Normal Newborn Market Share: 2013-2015
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Top 10 Strategic Challenges
As ranked by Sharp Grossmont’s Board and Executives (06/20/2017)

Primary care physician shortage in East County
Unfavorable shifts in payor mix

Health care reform *

Operational costs outpacing revenue growth *
Emergency room volume

Emergency room call and specialty coverage
Difficult subsets of East County patient populations
Capacity issues/patient access *

Unfunded legislative mandates

10. Succession planning for medical staff *

© 0N O A WDh R

* Top 10 strategic challenge for Sharp HealthCare system




Financial Report

Daniel Kindron
Chief Financial Officer

SHARP



Sharp Grossmont Hospital
Actual Net Patient Revenue as a % of Budget
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Sharp Grossmont Hospital
Actual Net Patient Revenue and EBITDA as a % of Budget
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Sharp Grossmont Hospital
Acute Care Beds (Inpatient + Observation Average Daily
Census)
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Average Daily Census

440.0 377.7 3619 391.0 409.0 418.8 402.3 411.2 408.7 413.0 393.6 400.8 397.6
420.0
400.0
380.0
360.0
340.0

320.0 -

300.0

@ Hospital Less SNF @ OPI ADC @ SNF ADC




Sharp Grossmont Hospital
Inpatient Discharges
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Sharp Grossmont Hospital
Inpatient Length of Stay
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Sharp Grossmont Hospital
Total Surgery Cases
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Sharp Grossmont Hospital

Total Newborn Deliveries per Month
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Financial Overview

Shifting Payor mix / Declining Reimbursement

Continued High Volume (Heads In Beds)
* Volume Trends (IP vs. Obs)
» Flat Surgical and Emergency Department Volume

Cost Control / Cost Structure

Creating Sufficient Operating MarginsTo Support our Capital Needs




Facilities Planning

Anthony D’Amico
Chief Operating Officer

SHARP
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Accomplishments for FY 17

Capital Projects > One Million Financial Summary

Project Budget % of Project
Complete
Substation Replacement $ 2,346,856 95 %
Nuc Med /US $ 3,294,637 100 %
Elevator Upgrade $ 1,538,870 100%
Cath Lab 1 $1,187,136 100%

GMP Elevators $ 1,360,000 98%




Central Energy Plant — Donor Recognition Sign

 The new Central Energy Plant received a

generous donation from the Brady Family

* Sign unveiled in mid-December to the Donor




GMP Elevator Modernizations

» Elevator Modernizations are complete with State Elevator
Inspections approved.

* New Elevators are faster, smoother, smarter; more
reliable.

* Scope includes replacement of elevator lobby flooring.

Before After




Current Facilities Projects

Capital Projects > One Million Financial Summary

Name Project Budget % of Project
Complete

Care Clinic $ 3,148,060 65%
ED Imaging Suite $ 2,530,875 27%
Sleep/ Pulmonary/OIC $ 2,398,452 RFP Pending

Remodel




Care Clinic Facility to GMA
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Project Schedule:

2016 2017
NOV DEC JAN FEB MAR APR MAY JUNE JULy AUG SEPT OoCT NOV DEC

BIDDING/ INTERVIEW/ CONTRACT
PREPARE CONSTRUCTION DOCUMENTS
CITY OF LA MESA PERMIT REVIEW
DEMOLITION & CONSTRUCTION
PUNCHLIST & SUBSTANTIAL COMPLETION
IT INSTALLATION, TEST & CHECKOUT
OPERATIONAL




Care Clinic Construction Progress —August, 2 2017

Main Corridor Nurse’s Station Typical Exam Room Typical restroom




ED Imaging Suite Remodel

» Construction Demolition Completed
. Utilities safe-off

- Existing Radiology Equipment
removed and stored

« Ceiling removed
. Walls removed

« Flooring removed

- Slab saw cut for new plumbing
- Temporary HVAC in place

- New wall framing in progress

Project Schedule:

2016 2017
JuL AUG SEPT ocT NOV

[PREPARE CONSTRUCTION DOCUMENTS

JOSHPD PLAN REVIEW and APPROVAL

ICONSTRUCTION/PUNCHLIST/CLOSEOUT




OIC Expansion at GMT

Current Status
» Proposals are due August 25, 2017

e 2013 California Building Code vs 2016 California
Building Code; transition.

» Confirmed addition of real estate to OIC / Pharmacy
suite lease (90 SF)

o Targeted Completion end of Q1 FY18

L ‘*‘i

aEEEsl (RONER 7 IBEF mml

AN TEEBR G AR

LU L ETY -




OIC Expansion at GMT

7 chair Outpatient
Infusion Center ~ —ownw___

Work Room

ISO 5/ 7 Negative pressure Prep Room

ISO 7 Positive Pressure
ante Room USP 800/ 797 regs

.............




GMP Remodel
Sleep/ Pulmonary Expansion and Hospital Clinics
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Clinic Program

4 exam, 1 Office
U 1 ADA Restroom
O 1 Storage Closet

Shared Areas:

O Waiting, Nurse’s station / Registration
O Vitals, Soiled & clean utility rooms

U Lounge, charting, Staff Restrooms




Future Facilities Planning

PROJECT PROPOSED

BUDGET CONTINGENCY

Women’s Center -2 Remodel $ 3,000,000 $ 200,000
Cancer Center — Remodel $1, 371,000 TBD
Ric-Will Design $ 1,500,000 TBD

Orthopedic Pods $ 2,800,000 TBD




Women’s Center Second Floor Flooring
Project

* Main corridor flooring will be
completed in 9 phases.

* Implementation plan finalized

* Pyxis(s) will be relocated prior to
start of phase.

* The nurse’s stations will be closed
for 4 days. The second one will be
back up for the one closed.

* Scope: New tile around bases of
columns, demo carpet and install

new wood look plank flooring.

PHASE 6

Supplies

work station

& RHASE 5

Ice machine

Supplies

Janitor Closet
Pyxis Meds
ASE 3

Work station
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Pyxis meds -
g e,
PHASE 8 £
Leads office - 3
PHASE 9 — =
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Base Scope for WC Remodel

Patient Room

e Luxury Vinyl Flooring with border and self cove base

» Refurbished / replaced headwalls

 Completely remodeled restrooms with new walk in showers
e Lighting, blinds, paint, furniture, artwork

* Replace sink and counter

 ADA code compliancy

Corridor

* Replace existing nurse’s stations with new millwork
* Replace 4 work stations’ millwork with new

* Wrap columns, Paint

» Artwork, furniture




Steam Repair Project (Ric-Will )

* Projectis in the final stages of design.

« Will be sent to OSHPD for a rapid

Old Ric-Will Concept

| . New Steam Line Route

review

Old Ric-wil that will be
abandoned in place

- This will not go out as a design build
project, but rather a traditional design
bid build.

« All steam lines will be run from the
H&V, over the roof, to physical rehab
and behavioral health.

- The RFP should be ready to go out
by August.




Level 1 Infill Progress Report




Budget

Infill Budget

Project Invoice to date % of Contingency Forecast Remaining
Budget Project Project Budget Pending COs  Contingency
Complete

$54,923,511  $ 14,697,994 35% $ 3,816,590 $ 2,680,814 $ 1,135,776




Level 1 Infill-Schedule
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¢ Currently ~ forty one (41) workdays behind.

e Correcting unforeseen issues places schedule on red.

« Phase 1 incurred a delta of 41 workdays due to prior loss of time in Pathology/Histology which is
critical path.

« Modify the completion of the Steam System timeline installation to match the Group 2 tility Tie-ins by
September 14, 2017 which are required to serve PACU 1 and 2.

* Critical Path




Level 1 Phasing Plan Overview
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Combined Project Schedules

Room Ready

GHD Prop G Surgery Build-Out Construction 15
Months

Award
NTP ﬂ1.-'#2

Wendor Install
1

Group 1 Tie-In
Group 2 Tie-In

Mobilize

Sharp HealthCare Infill - Construction Phases1, 2 & 3 @ 23 months

Phase 4 @ 6 mos ¢

2016

2017

2018 2019
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Level 1 Infill-Construction

« Pathology Department relocate
Into their new space on July 20,
2017 and opened the former
Lab/Pharmacy entry corridor on
July 21, 2017.

e Start Phase 2 construction
Infection Control barrier build.

 Complete install of anchors for
the data rack for the IT rooms on
Level 1; occupancy projected for
August 14, 2017.

« Continue with the mechanical
system install in the IT room.

Moving Pathology Dept. into New Space




Nursing Report and Patient Initiatives

Louise White
Vice President, Patient Care Services

SHARP



People Initiatives
Molding the Sharp Grossmont Culture
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MAGNET Designation

MAGNET

RECOGNIZED

—S>2.

AMERICAN NURSES
CREDENTIALING CENTER

2006-2010

MAGNET

RECOGNIZED

—SS>.

AMERICAN NURSES
CREDENTIALING CENTER

2011-2015

MAGNET

RECOGNIZED

S >

AMERICAN NURSES
CREDENTIALING CENTER

2017-2021

Magnet recognizes Sharp Grossmont nurses with three exemplars:

Transition of Care program

Behavioral Health Admission screening
Advanced lllness Management




Patient Satisfaction Overall Percentile Rank

100
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Behavioral Tower Department
Overall Percentile Rank 87 84 71 50 24 9
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B Overall Percentile Rank # of Respondents

Surveys Received Between : FY17Q1-FY17Q3




Emergency Department




Lower is Better

Emergency Department Bypass
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Emergency Department Outpatient Visit Wait Time
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B Average Time inED  ==California Average*

* Based on current Medicare.gov Hospital Compare Website




Emergency Department Initiatives

e ED new leadership team started April 2017

« Team Health consulting initiative also started
April 2017

e Patient experience improvements

 Planned 18-month project to re-engineer

throughput process

 Discharge phone calls



East Tower Challenge
Improving the Patient Experience

4-East Leadership

Nurses Aide experience training for

East Tower

Pain Management program
Medication administration program
No Pass Zone/ Call light expectations
Nose reduction Program

Care Partners




East Tower Challenge

Average HCAPS Percentile Rank: East Tower
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Data Source: Press Ganey




Annual Quality and Safety Report

Nancy Greengold, M.D.
Chief Medical Officer

SHARP



Annual Physician Partnership Survey
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*Not finalized until national data available (October 2017).




Physician Activities

* Quarterly “State of the hospital” conferences
« Strong MEC leadership

« Shared Governance meetings

 Monthly CEO and medical staff luncheons

« Administration at supervisory committees

e 1:1 meetings with CEO and CMO

« Steering committees in major service lines

« E.g., Heart & Vascular

o Cultivating physician leadership

S



Quality and Safety Focus

Mortality Readmission Patient Safety Indicators
Average Average Average
* Focus on sepsis * Variety of strategies e HRO training
recognition and * Readmission community e MEC: 100% trained
management collaborative e SGH Staff:
*  Mortality review * Top 10 SNFs, top Approximately 70%
initiative with Mayo 10 home health trained . Deadline to
* Enhancement of Rapid agencies, 5 Family complete training in
Response Team (RRT) Health Clinics December 2017.
* Focus on advanced illness
management
* New attention to
appropriateness criteria




Deeper Dive

Spotlight on safety 2017

A brief interview with...

» Tametha Stroh, RN, MSN, CPPS, CPHRM
= Director, Quality Improvement and Patient Safety

S



Safety Event Review Process

Peer Review Process

Yes

—
Event Occurs
Clinical Event is entered into .
effectivensss quality variance System Risk
2 e 3 i ey Management
teamr all < reporting sy > T
ham events at {RL)/Confidential h By =
the system level fax/in person eV
L
SGH QAteam
reviews 100%

A

Yes
Yes

1 RL Event Qosed )

Case Adjudiated

Review by three
chiefs

Sent to physician
reviewer

Sent to
supervisory
committee for
review

afety event
requires further

Investigation

completed by unit

Manager, Director
and QA team

A

Case reviewed at
Patient Safety Event

Event shared at SGH

Corporate Board
(via meeting minutes)

Event shared at SGH syl = ;‘m
Quality and Safety T SSORp fo
Committee BESHne ey
etc as appropriate
o ";;‘:’ Event shared at SHC
Datat Corporate Board
Action plan
approved at PSERT

Review Team
(PSERT) Huddle

Y

Case deemed to go
to PSERT for further
discussion

ent determined to

August 14, 2017

* Note: Near misses, precursor and serious safety events are subject to PSERT review and determination

Page 1




Safety Events Defined

Sentinel Event/ Reportable Event/ “Never 29 Events” :

*These require reporting to California Department of Public Health (CDPH) or Center for Medicare and Medicaid Services (CMS).
*An adverse event or series of adverse events that cause the death or serious disability of a patient, a
visitor, or personnel.

*“Serious disability” means a physical or mental impairment that substantially limits one or more of the
major life activities of an individual, or the loss of bodily function, if the impairment or loss lasts more than
seven days or is still present at the time of discharge from an inpatient health care facility, or the loss of a

body part.

Healthcare Performance Improvement (HPI) :
*Serious Safety Event (SSE): An event in which there was a deviation from generally accepted
performance standards (GAPS) that reaches a patient and causes in a substantial way: death, severe

permanent harm, moderate permanent harm, severe temporary harm, or moderate temporary harm
oAll Sentinel/ “Never 29” events fall into this category

*Precursor Safety Event (PSE): An event in which there was a deviation from GAPS that reaches the
patient and results in minimal harm or no detectable harm
*Near Miss Safety Event (NME): A deviation from GAPS that does not reach the patient.




Safety Event Classification

Was there a deviation from No Best Practice Tips in Safety Event Classification
generally accepted performance ) ) .
standards (GAPS}7 l v ldentify a consistent group of people to serve as a “Safety Event
- Review Panel” to provide expertise, consistency, and integrity in
Yes Not a Safety Event event classification. The group should be a mix of clinicians and
¥ methodology experts and senior enough to gain organizational
No trust.
Did the deviation reach the patient? v When classifying an event, use the SEC algorithm and always ask
ALL the questions — e.g. Was there a deviafion? Did the deviation
Yes - ¥ reach the patient? What was the level of harm?
- Near Miss Safety Event ¥ Charge one person with the responsibility for thinking/asking about
] o precedent.
Did the deviation cause moderate to | NO > ) ) )
h death? Keep a record of challenging event classification cases and
severe harm or - classification rationale. This record provides a useful reference

when assessing similar future cases and enables the group to look
at changes in their own perspectives in event classification.

¥ What happens in the discussions, stays in the discussions. The
group speaks with one voice outside the meetings.

Serious Safety Event

Figure 2. Safety Event Classification Algorithm

The Known Complications Test
A known complication is an adverse outcome supported in literature as a potential risk related to a procedure, treatment, or fest that is not present
before the patient care encounter and occurs as a resulf of pafient care.

If an event is perceived to be a known complication, the Known Complications Test can be used to confirm the event as a complication and to determine
if providers did everything possible to prevent the negative outcome. If the patient experienced a “known complication,” consider the following:

1.Was the procedure, treatment, or test appropriate and warranted based on nationally recognized standards of care?

2_Was the complication a known risk, was it anticipated before the procedure, and was the standard of care applied to mitigate the risk?
3.Was the complication identified in a timely manner (i.e. at the time of the occurrence)?

4 Was the complication treated according to the standard of care and in a timely manner?

If the answer to all 4 questions is yes, the event is consideraed a known complication and not a Safety Event. If the answer to any question is no,
the event is a Safety Event. Proceed in defining the classification based on the level of harm to the patient.

o
@ H I I HPI Cause Analysis Field Guide © 2010 Healthcars Performance Improvement, LLC. ALL RIGHTS RESERVED. (Revision 5, December 2013) Page 5
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2_Was the complication a known risk, was it anticipated before the procedure, and was the standard of care applied to mitigate the risk?
3.Was the complication identified in a timely manner (i.e. at the time of the occurrence)?

4 Was the complication treated according to the standard of care and in a timely manner?

If the answer to all 4 questions is yes, the event is consideraed a known complication and not a Safety Event. If the answer to any question is no,
the event is a Safety Event. Proceed in defining the classification based on the level of harm to the patient.
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Safety Event Classification Levels of Harm

Code

Level of
Harm

Description

SSE1

Death

A deviation in GAPS resulting in death

SSE2

Severe
Permanent
Harm

A deviation in GAPS resulting in critical, life-changing harm with no expected change in clinical status; includes events resulting in permanent loss of organ, limb,
or vital physiologic or neurologic function
Example
- Wrong site procedure resulting in removal of healthy limb
Missed diagnosis of stroke resulting in permanent impairment
- Uterine rupture resulting in loss of uterus
- Anoxic brain injury resulting in permanent brain damage
- Incorrect radiologic contrast dosing resulting in need for permanent dialysis

SSE3

Moderate
Permanent
Harm

A deviation in GAPS resulting in significant harm with no expected change in clinical condition yet not sufficiently severe to impact activities of daily living or
business functioning; includes events that result in permanent reduction in physiologic reserve, disfigurement, and impaired or aided sense or function
Examples

- Incorrect radiology contrast dosing resulting in reduced renal function

- Inadvertent injury to spleen during abdominal surgery requiring removal of the spleen

- Delay in treatment of limb ischemia requiring fasciotomy that results in minimal loss of function but disfiguring scars

- Inappropriate intra-arterial medication injection resulting in loss of a finger, other than the thumb or 2 finger which may qualify the event as SSE 2

SSE4

Severe
Temporary
Harm

A deviation in GAPS resulting in critical, potentially life-threatening harm yet lasting for a limited time with no permanent residual; requires prolonged transfer to a
higher level of care/monitoring, transfer to a higher level of care for a life-threatening condition, or an additional major surgery, procedure, or treatment to resolve
the condition

Examples

- Induced condition that requires resuscitation

- Unrecognized fluid overload that progresses to pulmonary edema requiring transfer to the ICU for treatment

- Failure to diagnose respiratory insufficiency resulting in temporary intubation where earlier recognition of the condition would have avoided the intubation
- Preventable fall with hip fracture that requires surgical repair

- Retained object that requires return to the operating room

SSES

Moderate
Temporary
Harm

A deviation in GAPS resulting in significant harm lasting for a limited time; requires a higher level of care/monitoring or an additional minor procedure or treatment

to resolve the condition

Examples

- Failure to treat a low potassium level that results in an arrhythmia requiring administration of intravenous anti-arrythmic drug, but with continued arrhythmia
requiring extended monitoring and a higher intensity of care

- Incorrect dose of dilaudid for pain resulting in over-sedation and requiring transfer to ICU for treatment and monitoring after narcan was ineffective in
treating

- Failure to routinely assess IV site resulting in an infection at IV site or (septic phlebitis) requiring extensive surgical incision and drainage to resolve

— Incision made on the right knee instead of the left knee during an schedule knee replacement surgery

=
@ H I I HPI Cause Analysis Field Guide © 2010 Healthcare Performance Improvement, LLC. ALL RIGHTS RESERVED. (Revision 5, December 2013)
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Near Miss Event

Safety Event Classification Levels of Harm

Level of .-
Code Harm Description
Minimal A deviation in GAPS resulting in minor harm with no expected change in clinical status; requires litle or no intervention
Examples
PSE1 Pe:-lmanent - Inadequate protection of ulnar nerve during an operafion resulting in numbness of 4 and 5 fingers
arm - Excess radiation therapy resulting in skin color change in non-critical cosmetic area
A deviation in GAPS resulting in minor harm lasting for a limited time only; requires litile or no intervention
Examples
Minimal |~ Failure to assess IV site resulting in bruising or swelling
- Retained sponge in vaginal cavity found and removed during office exam and resulting in no or minor infection
PSE 2 | Temporary L . . . ’ - . - . .
H Administration of low dose insulin to a non-diabetic patient requiring only a glucose check and drink of orange juice
arm - Incorrect dose of dilaudid for pain resulting in over-sedation and narcan resuscitation with immediate resclution
- An anesthetic nerve block was performed on the right knee instead of the left knee in a scheduled knee replacement surgery before it was realized the
wrong side had been anesthetized
A deviation in GAPS that reaches the patient yet without ability to determine the existence or fact of harm, yet harm may exist; includes events where the onset of
No harm may occur later in time
PSE 3 | Detectable | Example
Harm - Procedure performed with un-sterile instruments with no detectable post-procedure complications or infection
- Inappropriate technique resulting in losing coronary artery stent into systemic circulation with no evidence of limb or organ ischemia
A deviation in GAPS that reaches the patient yet results in no harm, with sufficient information available to determine that no harm occurred
Example
PSE4| NoHarm |™ Transfusion of blood intended for another patient yet of the correct blood type
- Administration of an adult dose of vitamin K to a full term newborn infant with no resulting damage
A deviation in GAPS that passes through all error detection barriers and does not reach the patient because it is caught by chance or a barrier not designed into
the system
Unplanned | Example
NME 1 Barrier - Family member who reminds of a known medication allergy immediately before the medication is to be administered to the patient
Catch - Environment Services Associate points out the need to perform a time out prior to a bedside procedure resulting in awareness that the procedure was about
to be performed on the incorrect limb
- Food Services Associate notices pills in waste basket, thrown away by the patient, and alerts the patient's nurse who ensures medication administration
Last Strong A deviation in GAPS that passes through early error detection barriers and is caught by a last strong error detection barrier designed into the system
NME2| Barrier |CXamele =~ o o
Catch - Medication error caught by nurse performing “5 Rights™ prior to administration
ate 'Wrong patient brought to the OR and identified during the team time out
A deviation in GAPS that is caught by an early error detection barrier designed into the system’s defense in depth
Early Example
NME 3 Barrier - Medication error identified when a contraindication alert fires in the pharmacy order entry system
Catch - During bedside shift change report, care team identifies that multiple IV lines in a complex ICU patient are not labeled and makes the correction to minimize
risk of confusion

L
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Open Discussion




Adjournment of Joint Meeting




Grossmont Hospital Corporation Board Action ltems

* Approval of Prior Month Minutes

» Approval of Capital Request — DaVinci Xi Robot

* Approval of MEC Recommendations
 Resolution 20_2017

* Approval of CRED Committee Recommendations
 Resolution 21_2017

Jerry Fazio
Anthony D’Amico
Ali Banaie, MD

Ali Banaie, MD




Adjournment of Joint Meeting
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