
MEMORIAL HOSPITAL OF SWEETWATER COUNTY 
REGULAR MEETING OF THE BOARD OF TRUSTEES 

April 5, 2023 
2:00 p.m. 

Zoom Meeting ID: 863 6593 5123 & Passcode: 585926 
 

    

AGENDA 
 

I. Call to Order Taylor Jones 

 A.  Roll Call  

B. Pledge of Allegiance   

C. Mission and Vision Marty Kelsey 

D. Mission Moment Irene Richardson, Chief Executive Officer 

II. Agenda (For Action)  Taylor Jones 

III. Minutes (For Action) Taylor Jones 

IV. Community Communication  Taylor Jones 

V. Old Business Taylor Jones 

A. Employee Policies (Remains under review/development, no request for action)  

1. Workplace Violence Prevention Policy  

2. Workplace Violence Prevention Program 

B. Board Meeting Guidelines & Agenda Notation (Remains under review; no request for action)  

C. Quality Committee Charter (For Action) Taylor Jones 

  

VI. New Business (Review and Questions/Comments) Taylor Jones 

A. Resolution for Reissuance (For Action)       Irene Richardson 

B. Employee Policies – Drug And Alcohol Free Workplace Suzan Campbell, In House Counsel 

And Testing Policy With Substance Abuse Checklist (For Review) 

C. Sentinel Event Policy (For Review)         Kara Jackson, Director of Quality 

    Accreditation, Patient Safety & Risk 

D. Credentials Committee Privilege Form (For Action) Kerry Downs,  
Director of Medical Staff Services 

1. Hospitalist 

2. Pediatrics 

E. Siemens Executive Agreement (For Ratification)      Irene Richardson 

F. June Board Meeting Date Change (For Action)      Barbara Sowada 

G. Board Recruitment          Barbara Sowada 

VII. Chief Executive Officer Report  Irene Richardson 

VIII.  Committee Reports 

A. Quality Committee Taylor Jones 

B. Human Resources Committee  Kandi Pendleton 

C. Finance & Audit Committee Ed Tardoni  

1. Capital Expenditure Request (For Action) 

2. Bad Debt (For Action) 

3. I.S. Report 

4. Finance & Audit Committee Meeting Information 
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MEMORIAL HOSPITAL OF SWEETWATER COUNTY 
REGULAR MEETING OF THE BOARD OF TRUSTEES 

April 5, 2023 
2:00 p.m. 

Zoom Meeting ID: 863 6593 5123 & Passcode: 585926 
 

    

AGENDA 
 

D. Building & Grounds Committee Marty Kelsey 

1. Annual Plan (For Your Information)  

E. Foundation Board Taylor Jones 

F. Compliance Committee  Kandi Pendleton 

G. Governance Committee Barbara Sowada 

H. Executive Oversight and Compensation Committee Barbara Sowada 

I. Joint Conference Committee Barbara Sowada 

IX. Contract Review Suzan Campbell 

A. Contracts Approved by CEO since Last Board Meeting (For Your Information) 

1. Fresenius 

X. Board Education (Cancelled for April) 

XI. Medical Staff Report Dr. Brianne Crofts, Medical Staff President  

XII. Good of the Order                 Taylor Jones 

XIII. Executive Session (W.S. §16-4-405(a)(ix)) Taylor Jones 

XIV. Action Following Executive Session Taylor Jones 

XV. Adjourn Taylor Jones 
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OUR MISSIONOUR MISSION  

Compassionate care for 

every life we touch. 

OUR VISIONOUR VISION  

To be our community’s trusted 

healthcare leader. 

OUR VALUESOUR VALUES  

Be Kind 

Be Respectful 

Be Accountable 

Work Collaboratively 

Embrace Excellence 

 

OUR STRATEGIESOUR STRATEGIES  

Patient Experience 

Quality & Safety 

Workplace Experience 

Growth, Opportunity & Community 

Financial Stewardship 
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MINUTES FROM THE REGULAR MEETING 

MEMORIAL HOSPITAL OF SWEETWATER COUNTY 

BOARD OF TRUSTEES 

 

March 1, 2023 
 

 

The Board of Trustees of Memorial Hospital of Sweetwater County met in regular session via 

Zoom on March 1, 2023, at 2:00 p.m. with Dr. Barbara Sowada, President, presiding. 

 

CALL TO ORDER 

 

Dr. Sowada welcomed everyone and called the meeting to order.  

 

Dr. Sowada requested a roll call and announced there was a quorum. The following Trustees were 

present: Mr. Taylor Jones, Mr. Marty Kelsey, Ms. Kandi Pendleton, Dr. Barbara Sowada, and Mr. 

Ed Tardoni.  

 

Officially present during the meeting: Ms. Irene Richardson, Chief Executive Officer; Dr. Brianne 

Crofts, Medical Staff President; Mr. Geoff Phillips, Legal Counsel; and Mr. Robb Slaughter, 

County Commissioner Liaison.  

 

Pledge of Allegiance 

 

Dr. Sowada led the attendees in the Pledge of Allegiance. 

 

Our Mission and Vision 

 

Ms. Pendleton read aloud the mission and vision statements.  

 

Mission Moment 

 

Dr. Sowada said Mr. Fred Von Ahrens saw her in town and was very complimentary of the recent 

Red Tie Gala and Hospital. He asked her to say hello to everyone and thank everyone for all they 

are doing. Mr. Tardoni said he recently used the Walk In Clinic and had an excellent experience. 

Ms. Pendleton shared several positive experience stories involving someone she works with and 

the Walk In Clinic, a family member and Same Day Surgery, and a visit to the Emergency Room.    

 

AGENDA 

 

The motion to approve the agenda as amended to add an update on the emergency spending 

authority for the CEO by Mr. Phillips under “Old Business” was made by Mr. Jones; second by 

Ms. Pendleton. Motion carried.  

 

APPROVAL OF MINUTES 

 

The motion to approve the minutes of the February 1, 2023, regular meeting as presented was 

made by Mr. Jones; second by Mr. Tardoni. Motion carried.  The motion to approve the minutes 
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of the February 9, 2023, special meeting as presented was made by Mr. Jones; second by Mr. 

Tardoni. Ms. Pendleton abstained, and the motion carried.  

 

COMMUNITY COMMUNICATION 

 

There were no comments.  

 

OLD BUSINESS 
 

Employee Policies 

 

Placeholder during continued review. 

 

Patient Safety Plan 

 

The motion to approve the Patient Safety Plan as presented was made by Ms. Pendleton; second 

by Mr. Jones. Motion carried.  

 

Emergency Spending Authority 

 

Dr. Sowada asked Mr. Phillips if he had a chance to look into authorization for the CEO in 

emergency situations. Ms. Richardson said at the beginning of Covid, the Board gave her 

emergency spending authority and she never used it. It would require the ratification of the Board 

at the meeting following use. It is separate from the spending authority matrix. The Board agreed 

to keep current plans in place. 

 

NEW BUSINESS 

 

Board Meeting Guidelines and Annotation Checklist 

 

Mr. Kelsey said the proposed guidelines were designed to improve communication and enhance 

structure to our meetings. He said it is intended to document and reenforce some of the practices 

currently in place. Mr. Kelsey said the biggest addition would be to improve communication. He 

said the checklist memo is short, concise, easy to read, and not a burden on staff to prepare. It is a 

tool to improve how we do business. Ms. Richardson said if approved in April, we would 

implement for the May meeting. The Board discussed the proposal including any concerns. Ms. 

Richardson said she appreciates the interaction of the Board. Dr. Sowada said the memo helps her 

with timesaving access to information.  

 

Quality Committee Charter 

 

Dr. Sowada noted the highlighted changes. 

 

Resolution 

 

Ms. Richardson reviewed the Critical Access Hospital (CAH) designation and background of how 

we arrived at the current discussion. She said our auditors recommend we move to CAH status. 
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We have reviewed with Leadership and the Medical Staff. Ms. Richardson said we think this will 

help our hospital move into the future. She said the proposed resolution will allow us to start 

pursuing the status change. The motion to approve Resolution 2023-1  as presented was made by 

Mr. Jones; second by Mr. Tardoni. Motion carried.  

 

Credentials Committee Privilege Form 

 

Ms. Kerry Downs, Director of Medical Staff Services, said we are revising privilege forms. The 

form presented has been approved by the specialties, department chairs, and Credentials 

Committee, and Medical Executive Committee. The motion to approve the form as presented was 

made by Ms. Pendleton; second by Mr. Jones. Motion carried.  

 

CHIEF EXECUTIVE OFFICER REPORT 

 

Ms. Richardson said she wanted to take a few minutes to reflect on the past three years. She feels 

the Hospital got our community through Covid with the help of others in our community. She gave 

a huge shout out to our hospital She said our community couldn’t ask for better staff to take care 

of them. Ms. Richardson provided an update on the strategic plan areas of patient experience, 

quality and safety, community and growth, workplace experience, and financial stewardship. She 

thanked the Board for their approval to pursue CAH status. Ms. Richardson thanked the amazing 

staff for all they do every day. Dr. Sowada congratulated Ms. Richardson and thanked her for 

showcasing MHSC so well by presenting at the recent American Hospital Association Rural 

Healthcare Conference in San Antonio.  

 

COMMITTEE REPORTS 

Quality Committee 

 

Mr. Tardoni said the information is in the meeting packet.   

 

Human Resources Committee 

 

Ms. Pendleton said the information is in the meeting packet. 

 

Finance and Audit Committee 

 

Mr. Tardoni said the meeting was moved to a different time. He presented three capital expenditure 

requests. The motion to approve FY23-28 for $653,167 for oncology suite renovations was made 

by Mr. Tardoni; second by Mr. Jones. The request is budgeted, and Mr. Tardoni said the CFO 

advised the expenses are County Maintenance Fund eligible. Motion carried. The motion to 

approve FY23-29 for $2,539,455.80 for a five-year lease of the DaVinci robot was made by Mr. 

Tardoni; second by Mr. Jones. Mr. Tardoni said the lease requires $185,000 per year for a service 

contract. Motion carried. The motion to approve FY23-30 for $84,872.48 for a non-budgeted sonic 

irrigator was made by Mr. Tardoni; second by Mr. Kelsey. Motion carried.  

 

Bad Debt: The motion to approve the net potential bad debt of $1,029,135.57 as presented was 

made by Mr. Tardoni; second by Mr. Kelsey. Motion carried. 
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Building and Grounds 

 

Mr. Kelsey said the information is in the meeting packet.  

 

Foundation 

 

Ms. Tiffany Marshall, Foundation Executive Director, said the February Board of Directors 

meeting was canceled. She said the goal for the Red Tie Gala was $175,000 and we raised over 

$200,000. She said we were excited to see the support from our community. Ms. Marshall 

expressed appreciation of the love and support our community showed to us. She said the Board 

of Directors continues working on rolling out their strategic plan.  

 

Governance Committee 

 

Dr. Sowada said the information is in the meeting packet.  

 

Executive Oversight and Compensation Committee & Joint Conference Committee 

 

Dr. Sowada said there is nothing to report.  

 

EDUCATION 

 

Dr. Sowada led the discussion on review of the iProtean Social Determinants of Health video. She 

said Covid brought to light the area of social determinants of health, and it has become a subject 

of concern. Mr. Jones said we can always improve but it seems like most of the videos we watch 

share examples for many things we already do like housing partners, transportation services, and 

it makes him feel good about our hospital. Dr. Sowada said she was amazed at the technology 

available to review and pull data. Ms. Pendleton said she was watching for things we can improve 

and mentioned telehealth. She said it would be nice if we could expand the Walk In Clinic hours. 

Ms. Kara Jackson, Director of Quality Accreditation, Patient Safety & Risk, said the discussion is 

great timing because our Health Equity Team is meeting. The Team reviewed CMS updates and 

discussed why social determinants of health are so important. Ms. Robin Jenkins, Director of Care 

Management, said we have an assessment tool in Cerner. She provided a review of our resources 

and said we will continue to increase our participation in the Sweetwater Care Coalition. Dr. 

Sowada thanked Ms. Jackson and Ms. Jenkins for the information they provided.  

 

MEDICAL STAFF REPORT 

 

Dr. Crofts said it is amazing how many people stop at this hospital along their travels. She said we 

take care of other communities as well as our own. Dr. Crofts said the General Medical Staff and 

Medical Executive Committee met. She said she thinks the DaVinci will help us in physician 

recruitment.   

 

GOOD OF THE ORDER 

Dr. Sowada said prior to Covid, the Board had a Quality Committee Workshop at least once a year 

and a Finance and Audit Committee Workshop at least once a year. Mr. Jones said his concern is 
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how much time is devoted/involved in a workshop for the Board and wonders if that is the best 

use of time. Mr. Tardoni said he thinks committees, if used properly, allow at least two Trustees 

to specialize in an area. Because of rotating duties, Trustees learn about all of the committees. Ms. 

Pendleton said we can always schedule workshops as needed. The Trustees agreed a workshop to 

have a workshop is not desirable and agreed an annual budget workshop is of key importance. 

They agreed iPro videos for education will continue.  

 

Commissioner Slaughter thanked the Board. He said he attended the Finance and Audit Committee 

meeting, has spoken with Ms. Richardson, received information from Ms. Tami Love, Chief 

Financial Officer, and taken several notes at this meeting. He asked if there is anything the Board 

wants him to take to the full Board of County Commissioners. Dr. Sowada thanked Commissioner 

Slaughter for attending our meetings and for his support.  

 

EXECUTIVE SESSION 

 

The motion to go into executive session was made by Ms. Pendleton; second by Mr. Jones. Motion 

carried.   

 

RECONVENE INTO REGULAR SESSION 
 

At 5:31 p.m., the motion to leave executive session and return to regular session was made by Ms. 

Pendleton; second by Mr. Jones. Motion carried.  

 

ACTION FOLLOWING EXECUTIVE SESSION 

 

Approval of Privileges 
 

The motion to approve the list of clinical privileges and granting appointments to the Medical Staff 

as reviewed in executive session was made by Ms. Pendleton; second by Mr. Jones. Motion 

carried. 

Credentials Committee Recommendations to the Board of Trustees for Granting Clinical 

Privileges and Granting Appointment to the Medical Staff from February 7, 2023 

1. Initial Appointment to Associate Staff (1 year) 

 Dr. Susan Feeney, Radiation Oncology 

2. Reappointment to Active Staff (2 years) 

 Dr. David Duckwitz, Podiatric Surgery 

 Dr. Wagner Veronese, OB/GYN 

3. Reappointment to Consulting Staff (2 years) 

 Dr. Gregg Sydow, Tele Radiology (Vrad) 

 Dr. Ronald Sonken, Tele Radiology (Vrad) 

 Dr. David Tague, Tele Radiology (Vrad) 

4. Reappointment to Non-Physician Provider Staff (2 years) 

 Emily James, Nurse Practitioner 
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The motion to approve the provider contracts presented by the CEO and authorize the CEO to sign 

the contracts as discussed in executive session was made by Ms. Pendleton; second by Mr. Jones. 

Motion carried. 

 

ADJOURNMENT 

There being no further business to discuss, the meeting adjourned at 5:32 p.m.   

      

         

  ______________________________________  

  Dr. Barbara Sowada, President 

Attest: 

 

 

_____________________________________ 

Ms. Kandi Pendleton, Secretary 
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DRAFT

Status Draft PolicyStat ID 12449187 

Approved N/A 

Review Due N/A 

Document 
Area 

General - 
Housewide 

Board Quality Committee Charter 

STATEMENT OF PURPOSE: 

TEXT 
I. Definition of Quality: Quality at Memorial Hospital of Sweetwater County (Hospital) is a 

patient-centered commitment to excellence, consistently using best practices for process 
improvement to achieve the best outcomes for our patients. 

A. The Institute of Medicine (IOM) defines health care quality as “the degree to which 
health care services for individuals and populations increase the likelihood of 
desired health outcomes and are consistent with current professional knowledge.” 
 
The IOM defines the six (6) dimensions of quality as: 

1. SAFE, does not harm 

2. TIMELY, delivered without unnecessary delays 

3. EFFECTIVE, based on the best scientific knowledge currently available  

4. EFFICIENT, does not waste resources   

5. EQUITABLE, based health needs not personal characteristics 

6. PATIENT-CENTERED, respectful and customized according to patients 
needs and values 

II. Authority: 

A. The committee has no expressed or implied power or authority. 

III. Responsibilities: 

The purpose of the Quality Committee (Committee) is to assist the Board of Trustees (Board) in its 
fiduciary and oversight duties regarding the delivery of safe, quality, patient-centered care with the 
expectation of continuous improvement as set forth below. 

Board Quality Committee Charter. Retrieved 02/2023. Official copy at http://sweetwatermemorial.policystat.com/policy/
12449187/. Copyright © 2023 Memorial Hospital of Sweetwater County
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A. In fulfilling its charge, the Committee is responsible for the following activities and 
functions. 

1. Monitors the monthly quality, safety, and patient experience reports of the 
Hospital against national benchmarks and other standards. 

2. Monitors priority-focus data as identified by the Performance 
Improvement and Patient Safety (PIPS) Committee. 

3. Monitors the summary quality, safety, and patient experience reports 
provided pursuant to provisions of clinical service contracts. 

4. Monitors the summary quality, safety, patient experience reports of the 
Hospital’s medical directors and department chairs. 

5. Reviews all Serious Safety Events, as defined by the Hospital, the National 
Quality Forum, Wyoming Department of Health, and The Joint 
Commission, and subsequent improvement plans made in connection 
therewith.  

6. Monitors the effectiveness of project and committee leaders’ 
improvement plans with regard to negative variances and serious errors.  

7. Reviews the Hospital’s annual PIPS Plan, Patient Safety Plan, and 
Environment of Care Plans, and recommends the Plans to the Board for its 
approval. 

8. Advocates that quality and cost are appropriately inter-related and that the 
Hospital’s culture and resources are sufficient to support efforts to 
improve quality, safety, and patient-centered care. 

9. Recommends organizational strategy regarding the delivery of safe, 
patient-centered, quality care as aligned with the Hospital’s strategic plan. 

10. Works with Senior Leadership to help assure that major new programs, 
service additions, or enhancements have met specific quality-related 
performance criteria, including, but not limited to, volume, staffing and 
accreditation requirements. 

11. Recommends Board level policies regarding the delivery of safe, patient-
centered, quality care, as needed. 

12. Recommends education programs to the Board. 

IV. Composition: 

A. The composition of the Committee shall be as follows: two (2) Board members, one 
of whom to serve as Chair, Chief Executive Officer, Chief Medical Officer, Chief 
Financial Officer, Chief Nursing Officer, Chief Clinical Officer, Clinic Director, Quality 
Director, and not more than two physicians as appointed by the Board President. 
Each of these members shall have voting privileges. 

1. The Chair may invite any director, officer, staff member, expert or other 
advisor who is not a member of the Committee to attend, but these 
individuals have no voting privileges. 

2. Meetings should be attended by the staff of the Quality Department and 

Board Quality Committee Charter. Retrieved 02/2023. Official copy at http://sweetwatermemorial.policystat.com/policy/
12449187/. Copyright © 2023 Memorial Hospital of Sweetwater County
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the Infection Prevention, Risk and Compliance Director. These individuals 
shall not have voting privileges. 

V. Meeting Schedule: 

A. The committee shall meet monthly and as needed. 

VI. Reports: 

A. The Committee will regularly receive and review the following reports. 

1. The monthly quality, safety, and patient experience reports of the Hospital 

2. Centers for Medicare and Medicaid quarterly and annual reports    

3. Serious Safety Events, as they occur 

4. Root Cause Analysis (RCA) and Failure Mode and Effects Analysis (FMEA) 
reports 

5. Environment of Care Plan Evaluation, semi annually 

6. Progress on performance improvements and/or safety goals as aligned 
with identified priority areas in the PIPS Plan and/or other priorities 
identified by the PIPS Committee in action plan format 

7. The annual PIPS Plan 

8. The results of the biennial Culture of Safety survey 

9. Accreditation reports when received 

10. Infection Prevention Program Annual Evaluation 

11. Performance Improvement and Patient Safety (PIPS) Plan Annual 
Evaluation and Performance Improvement (PI)and Patient Safety Report 

12. Summary of clinical contract reviews annually 

13. Audits of credentialing process at least every two (2) years 

14. Audits of peer review, ongoing professional practice evaluations (OPPE), 
focused professional practice evaluations (FPPE) monitoring, annually 

VII. Confidentiality: 

A. WY Stat 35-2-910. Quality management functions for health care facilities; 
confidentiality; immunity; whistle blowing; peer review. Subsection A. 

B. WY Stat 35-2-910 (d) 

C. All quality and patient safety data shall be considered the property of the Hospital. 

D. Confidentiality shall be maintained, based on full respect of the patient’s right to 
privacy and in keeping with Hospital Policy and State and Federal Regulations 
governing the confidentiality of quality and patient safety work. 

E. Only aggregated data will be reported to the Committee, with two exceptions. These 
exceptions are Serious Safety Events and events that triggered Root Cause Analysis 
and/or Failure Mode Effects Analysis. De-identification of protected health 
information will be used for these reports. 

Board Quality Committee Charter. Retrieved 02/2023. Official copy at http://sweetwatermemorial.policystat.com/policy/
12449187/. Copyright © 2023 Memorial Hospital of Sweetwater County
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Status Draft PolicyStat ID 12449187 

Approved N/A 

Review Due N/A 

Document 
Area 

General - 
Housewide 

Board Quality Committee Charter 

STATEMENT OF PURPOSE: 

TEXT 
I. Definition of Quality: Quality at Memorial Hospital of Sweetwater County (Hospital) is a 

patient-centered commitment to excellence, consistently using best practices for process 
improvement to achieve the best outcomes for our patients. 

A. The Institute of Medicine (IOM) defines health care quality as “the degree to which 
health care services for individuals and populations increase the likelihood of 
desired health outcomes and are consistent with current professional knowledge.” 

The IOM defines the six (6) dimensions of quality as: 

1. SAFE, does not harm 

2. TIMELY, delivered without unnecessary delays 

3. EFFECTIVE, based on the best scientific knowledge currently available 

4. EFFICIENT, does not waste resources 

5. EQUITABLE, based health needs not personal characteristics 

6. PATIENT-CENTERED, respectful and customized according to patients 
needs and values 

II. Authority: 

A. The committee has no expressed or implied power or authority. 

III. Responsibilities: 

The purpose of the Quality Committee (Committee) is to assist the Board of Trustees (Board) in its 
fiduciary and oversight duties regarding the delivery of safe, quality, patient-centered care with the 
expectation of continuous improvement as set forth below. 

Board Quality Committee Charter. Retrieved 02/2023. Official copy at http://sweetwatermemorial.policystat.com/policy/
12449187/. Copyright © 2023 Memorial Hospital of Sweetwater County
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A. In fulfilling its charge, the Committee is responsible for the following activities and 
functions. 

1. Monitors the monthly quality, safety, and patient experience reports of the 
Hospital against national benchmarks and other standards. 

2. Monitors priority-focus data as identified by the Performance 
Improvement and Patient Safety (PIPS) Committee. 

3. Monitors the summary quality, safety, and patient experience reports 
provided pursuant to provisions of clinical service contracts. 

4. Monitors the summary quality, safety, patient experience reports of the 
Hospital’s medical directors and department chairs. 

5. Reviews all Serious Safety Events, as defined by the Hospital, the National 
Quality Forum, Wyoming Department of Health, and The Joint 
Commission, and subsequent improvement plans made in connection 
therewith. 

6. Monitors the effectiveness of project and committee leaders’ 
improvement plans with regard to negative variances and serious errors. 

7. Reviews the Hospital’s annual PIPS Plan (, Patient Safety Plan), and 
Environment of Care Plans, and recommends the PlanPlans to the Board 
for its approval. 

8. Advocates that quality and cost are appropriately inter-related and that the 
Hospital’s culture and resources are sufficient to support efforts to 
improve quality, safety, and patient-centered care. 

9. Recommends organizational strategy regarding the delivery of safe, 
patient-centered, quality care as aligned with the Hospital’s strategic plan. 

10. Works with Senior Leadership to help assure that major new programs, 
service additions, or enhancements have met specific quality-related 
performance criteria, including, but not limited to, volume, staffing and 
accreditation requirements. 

11. Recommends Board level policies regarding the delivery of safe, patient-
centered, quality care, as needed. 

12. Recommends education programs to the Board. 

IV. Composition: 

A. The composition of the Committee shall be as follows: two (2) Board members, one 
of whom to serve as Chair, Chief Executive Officer, Chief Medical Officer, Chief 
Financial Officer, Chief Nursing Officer, Chief Clinical Officer, Clinic Director, Quality 
Director, and not more than two physicians as appointed by the Board President. 
Each of these members shall have voting privileges. 
The Chair may invite any director, officer, staff member, expert or other advisor who 
is not a member of the Committee to attend, but these individuals have no voting 
privileges. 
Meetings should be attended by the staff of the Quality Department and the 
Infection Prevention, Risk and Compliance Director. These individuals shall not have 

Board Quality Committee Charter. Retrieved 02/2023. Official copy at http://sweetwatermemorial.policystat.com/policy/
12449187/. Copyright © 2023 Memorial Hospital of Sweetwater County

Page 2 of 5

15/138



DRAFT

voting privileges. 

1. The Chair may invite any director, officer, staff member, expert or other 
advisor who is not a member of the Committee to attend, but these 
individuals have no voting privileges. 

2. Meetings should be attended by the staff of the Quality Department and 
the Infection Prevention, Risk and Compliance Director. These individuals 
shall not have voting privileges. 

V. Meeting Schedule: 

A. The committee shall meet monthly and as needed. 

VI. Reports: 

A. The Committee will regularly receive and review the following reports. 

1. The monthly quality, safety, and patient experience reports of the Hospital 

2. Centers for Medicare and Medicaid quarterly and annual reports 

3. Serious Safety Events, as they occur 

4. Root Cause Analysis (RCA) and Failure Mode and Effects Analysis (FMEA) 
reports 

5. Environment of Care reportsPlan Evaluation, biannually andsemi annually 

6. Progress on performance improvements and/or safety goals as aligned 
with identified priority areas in the PIPS Plan and/or other priorities 
identified by the PIPS Committee in action plan format 

7. The annual PIPS Plan 

8. The results of the biennial Culture of Safety survey 

9. Accreditation reports when received 

10. Infection Prevention Program Annual Evaluation 

11. Performance Improvement and Patient Safety (PIPS) Plan Annual 
Evaluation and Performance Improvement (PI)and Patient Safety Report 

12. Summary of clinical contract reviews annually 

13. Audits of credentialing process at least every two (2) years 

14. Audits of peer review, ongoing professional practice evaluations (OPPE), 
focused professional practice evaluations (FPPE) monitoring, annually 

Audits of clinical contract quality and safety review, annually 

Audits of medical directors’ quality review initiatives annually 

VII. Confidentiality: 

WY Stat 35-2-910. Quality management functions for health care facilities; 
confidentiality; immunity; whistle blowing; peer review. Subsection A. “Each licensee 
(hospital, healthcare facility and health services) shall implement a quality 
management function to evaluate and improve patient and resident care and 
services in accordance with the rules and regulations promulgated by the division. 

Board Quality Committee Charter. Retrieved 02/2023. Official copy at http://sweetwatermemorial.policystat.com/policy/
12449187/. Copyright © 2023 Memorial Hospital of Sweetwater County
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Quality management information relating to the evaluation or improvement of the 
quality of health care services is confidential. Any person who in good faith and 
within the scope of the functions of a quality management program participates in 
the reporting, collection, evaluation, or use of quality management information or 
performs other functions as part of a quality management program with regards to a 
specific circumstance shall be immune from suit in any civil action based on such 
functions brought by a health care provider or person to whom the quality 
information pertains. In no event shall this immunity apply to any negligent or 
intentional act or omission in the provision of care.” 
Confidentiality shall be maintained, based on full respect of the patient’s right to 
privacy and in keeping with Hospital Policy and State and Federal Regulations 
governing the confidentiality of quality and patient safety work. All quality and 
patient safety data shall be considered the property of the Hospital. 
Only aggregated data will be reported to the Committee, with two exceptions. These 
exceptions are Serious Safety Events and events that triggered Root Cause Analysis 
and/or Failure Mode Effects Analysis. De-identification of protected health 
information will be used for these reports. 

A. WY Stat 35-2-910. Quality management functions for health care facilities; 
confidentiality; immunity; whistle blowing; peer review. Subsection A. 

B. WY Stat 35-2-910 (d) 

C. All quality and patient safety data shall be considered the property of the Hospital. 

D. Confidentiality shall be maintained, based on full respect of the patient’s right to 
privacy and in keeping with Hospital Policy and State and Federal Regulations 
governing the confidentiality of quality and patient safety work. 

E. Only aggregated data will be reported to the Committee, with two exceptions. These 
exceptions are Serious Safety Events and events that triggered Root Cause Analysis 
and/or Failure Mode Effects Analysis. De-identification of protected health 
information will be used for these reports. 

WY Stat 35-2-910 (d) 

Approved: The Board ComplianceQuality Committee 4/1/20202/
15/2023 

Board Charter: The ComplianceQuality Committee 

Category: Board Committees & Committee Charters 

Title: ComplianceQuality Committee 

Original Adoption: 7/4/2018 

Revision: 7/25/2018; 1/29/2020; 4/1/2020 
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12449187/. Copyright © 2023 Memorial Hospital of Sweetwater County
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Board Quality Committee Charter. Retrieved 02/2023. Official copy at http://sweetwatermemorial.policystat.com/policy/
12449187/. Copyright © 2023 Memorial Hospital of Sweetwater County
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RESOLUTION 

OF 

THE BOARD OF TRUSTEES OF MEMORIAL HOSPITAL 

OF SWEETWATER COUNTY, WYOMING 

 

Authorizing the Reissuance of Its 

Taxable Hospital Revenue Bonds (Convertible to Tax-Exempt), Series 2021, Dated as of 

December 17, 2021, in the Original Principal Amount of $26,835,000 
 

 

 

 

 

 

 

 

Resolution Adopted by the Hospital Board on April 5, 2023,  

for the Reissuance to be Effective as of June 5, 2023 
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STATE OF WYOMING  ) 

     ) ss: 

COUNTY OF SWEETWATER ) 

      

   

 

The Board of Trustees of Memorial Hospital of Sweetwater County, Wyoming met at a 

regularly scheduled meeting, pursuant to due notice and call, at the Memorial Hospital of Sweetwater 

County in Rock Springs, Wyoming on Wednesday, the 5th day of April, 2023 at the hour of 2:00 p.m. 

The following trustees of said Board constituting a quorum were present: 

 

  President:   Barbara Sowada  

  Vice President:  Taylor Jones 

  Secretary:   Kandi Pendleton 

  Treasurer:   Edward Tardoni 

  Trustee:   Marty Kelsey 

   

   

Absent: 

 

Also present:    Irene Richardson, Chief Executive Officer 

      Tami Love, Chief Financial Officer 

     

 

 

The following Resolution was introduced and read by title, copies thereof having 

previously been made available to the members of the Board of Trustees of Memorial Hospital of 

Sweetwater County: 
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RESOLUTION 

 

A RESOLUTION AUTHORIZING THE REISSUANCE OF THE 

OUTSTANDING SWEETWATER COUNTY, WYOMING TAXABLE 

HOSPITAL REVENUE REFUNDING BONDS, SERIES 2021 TO 

CONVERT THE BONDS TO TAX-EXEMPT; APPROVING THE 

EXECUTION OF DOCUMENTS RELATED THERETO; AND OTHER 

DETAILS RELATED THERETO. 

 

 

WHEREAS, a county is authorized pursuant to Wyo. Stat. §§ 18-8-201 and 35-2-432 and 

under the procedures set forth in Wyo. Stat. §§ 35-2-424 through 35-2-436 (collectively the “Act”) , 

to issue revenue bonds for the purpose of acquiring, erecting, constructing, reconstructing, 

improving, remodeling, furnishing or equipping hospitals or related facilities or refunding any 

securities issued pursuant to any act and payable from any pledged revenues of a county memorial 

hospital when requested by the board of trustees of a county memorial hospital; and  

 

 WHEREAS, Sweetwater County, Wyoming (the “County”) owns and the Board of Trustees 

of Memorial Hospital of Sweetwater County (the “Hospital Board”) operates as a public municipal 

hospital, commonly known as the “Sweetwater County Memorial Hospital” (the “Hospital”) to serve 

the public health needs of the County; and  

 

 WHEREAS, at the request of the Hospital Board, the County issued its Sweetwater County, 

Wyoming Taxable Hospital Revenue Refunding Bonds (Convertible to Tax-Exempt), Series 2021 

(Memorial Hospital Project) in the original principal amount of $26,835,000 (herein the “Series 2021 

Bonds”) pursuant to an Indenture of Trust dated as of June 1, 2013 (the “Master Indenture”), as 

supplemented by that certain First Supplement to Indenture of Trust dated as of June 20, 2013 (the 

“First Supplement”), and as further supplemented by a Second Supplement to Indenture of Trust 

dated as of December 17, 2021 (the “Second Supplement”, and collectively with the Master 

Indenture and First Supplement, (the “2021 Indenture”) for the purpose of refunding the County’s 

then outstanding Series 2013A Bonds; and 

 

WHEREAS, all of the Series 2021 Bonds were sold and delivered to Key Government 

Finance, Inc. (the “Bondholder”); and 

 

WHEREAS, the Hospital Board has determined and hereby determines that it is necessary 

and desirable for the County to reissue the Series 2021 Bonds for federal tax law purposes due to a 

modification of the Series 2021 Bonds to convert the Series 2021 from taxable bonds to tax-exempt 

bonds and to change the interest rate from the Taxable Rate to the Tax-Exempt Rate as defined in the 

Second Supplement, in accordance with the terms of the Second Supplement; and 

 

 WHEREAS, the Hospital Board desires to authorize the reissuance of the Series 2021 Bonds 

by the County, to be effective as of June 5, 2023, and to request and approve the participation by the 

County in such other transactions as are contemplated thereby, all in accordance with provisions of 

this resolution (the “Resolution”); and 
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WHEREAS, in order to provide for the reissuance, authentication and delivery of the reissued 

outstanding Series 2021 Bonds to the Bondholder, to establish and declare the terms and conditions 

upon which the reissued Series 2021 Bonds are to be executed and delivered, to establish the terms 

and conditions of satisfying the Hospital Board’s obligations under the reissued Series 2021 Bonds 

and to secure the payment of the principal thereof and interest thereon, the Hospital Board has 

authorized the execution and delivery of this Authorizing Resolution. 

 

 NOW, THEREFORE, BE IT RESOLVED BY THE BOARD OF TRUSTEES OF THE 

MEMORIAL HOSPITAL OF SWEETWATER COUNTY, WYOMING AS FOLLOWS:   

 

Section 1. Approval of Prior Action.  All action heretofore taken (not inconsistent with 

the provisions of this Resolution) by the Hospital Board and the officers and members of the 

Hospital Board in connection with the reissuance of the Series 2021 Bonds and the accomplishment 

of the transactions herein authorized are hereby ratified, approved, and confirmed. 

 

Section 2. Reissuance of the Series 2021 Bonds.  The Hospital Board is hereby 

authorized to reissue the outstanding Series 2021 Bonds in an aggregate principal amount not to 

exceed $26,835,000, for the purposes described in the recitals above.  The reissuance of the Series 

2021 Bonds shall be effective as of June 5, 2023, or as soon thereafter as possible.  The appropriate 

officials of the Hospital Board are authorized to execute such documents as may be necessary to 

complete the reissuance of the Series 2021 Bonds.  The Hospital Board has requested and hereby 

does request that the County authorize and participate in the transaction contemplated by this 

Resolution. 
 

 Section 3. Amendments to Documents by the Hospital Board.  The appropriate 

officials of the Hospital Board are authorized to make any alterations, changes or additions to the 

documents related to the reissuance of the Series 2021 Bonds from any forms presented to the 

Hospital Board herein which may be necessary to correct errors or omissions therein, to remove 

ambiguities therefrom, to conform the same to other provisions of said instruments, to the provisions 

of this resolution, any resolution adopted by the Hospital Board, or the provisions of the laws of the 

State of Wyoming or the United States of America. 

 

 Section 4. Other Actions by the Hospital Board.  The officers of the Hospital Board 

shall take all action in conformity with the statutes of the State of Wyoming necessary or reasonably 

required to effectuate the reissuance of the Series 2021 Bonds and shall take all action necessary or 

desirable to carry out, give effect to, and consummate the transactions contemplated by this 

Resolution, including without limitation, the execution and delivery of any closing documents or 

certificates to be delivered in connection with the reissuance and delivery of the Series 2021 Bonds, 

including but not limited to a Tax Certificate and an IRS Form 8038-G.  The President or Vice 

President of the Hospital Board is hereby authorized and directed to execute and deliver all 

documents necessary for the closing of the reissuance of the Series 2021 Bonds and the Secretary of 

the Board is hereby authorized and directed to attest all documents necessary for the closing of the 

reissuance of the Series 2021 Bonds.   
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 Section 5. Series 2021 Bonds are Incontestable after Delivery.  It is also certified, 

recited and warranted that each of the Series 2021 Bonds were issued under the authority of the Act, 

and pursuant to Wyoming Statute § 35-2-425, this recital shall conclusively impart full compliance 

with all of the provisions of the Act, and that all of the Series 2021 Bonds reissued hereunder are 

incontestable for any cause whatsoever after their delivery for value. 

 

 Section 6. No Repealer.  After the Series 2021 Bonds are reissued, this Authorizing 

Resolution shall be and remain irrepealable until the Series 2021 Bonds and the interest thereon shall 

have been fully paid, canceled and discharged. 

 

 Section 7. Severability.  If any part or provision of this Authorizing Resolution should 

ever be judicially determined to be invalid or unenforceable, such determination shall not affect the 

remaining parts and provisions hereof, the intention being that each part or provision of this 

Authorizing Resolution is severable. 

  

 Section 8. Conflicts of Authority.  All acts, resolutions and ordinances, or parts thereof, 

inconsistent herewith and with the documents hereby approved, are hereby repealed to the extent 

only of such inconsistency.  This repealer shall not be construed as reviving any act, resolution or 

ordinance, or part thereof. 

 

 Section 9. Immediate Effect.  This Authorizing Resolution shall take effect immediately 

upon its passage. 

 

 Section 10. Recording.  This Authorizing Resolution, after its passage and approval, shall 

be recorded by the Secretary of the Board in a book kept for that purpose. 

 

 

   ADOPTED AND APPROVED this 5th day of April, 2023. 

 

 

BOARD OF TRUSTEES OF THE 

MEMORIAL HOSPITAL OF 

SWEETWATER COUNTY, WYOMING 

 

 

       By:         

               Barbara Sowada, President 

 

(S E A L) 
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Attested: 

By: ___________________________ 

       Kandi Pendleton, Secretary 

 

The motion to adopt the foregoing resolution was made by Trustee _____________ and 

seconded by Trustee ____________, put to a vote, and carried, the members of said members of 

the Board of Trustees of Memorial Hospital of Sweetwater County, Wyoming voting as follows: 

  

Those voting Aye: 

 

 

 

 

 

 

 

 

 Those voting Nay: 

 

 

 

 

 Those Absent: 

 

 Thereupon President Sowada declared the motion carried and the resolution adopted, and 

the Secretary was directed to enter the foregoing proceedings and resolution upon the minutes of 

the Board. 

 After consideration of other unrelated matters, the meeting was adjourned. 

 

 

        

 

 

 

(S E A L)            

       ____________________________________ 

       Barbara Sowada, President 

 

 

_______________________________ 

Kandi Pendleton, Secretary 
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STATE OF WYOMING  ) 

     ) ss: 

COUNTY OF SWEETWATER ) 

 

  

 I, Kandi Pendleton, the duly chosen, qualified, and acting Secretary of the Board of Trustees 

of the Memorial Hospital of Sweetwater County, Wyoming (the "Hospital"), do hereby certify: 

 1. The foregoing pages numbered 1 through 5, inclusive, are true, perfect and complete 

copies of the record of the proceedings of the Board of Trustees of the Hospital (the "Board"), had 

and taken at a regular meeting thereof held at the regular meeting place of the Board at the Hospital, 

in Rock Springs, Wyoming, in Sweetwater County, on Wednesday, the 5th day of April, 2023 at the 

hour of 2:00 p.m., as recorded in the records of the Board kept in my office. 

 2. The proceedings of the Board were duly had and taken as therein shown, the meeting 

therein shown was duly held, due notice and call was given each member, and the persons therein 

named as present at the meeting were present as shown by the minutes. 

 3. Notice of the meeting has been given as required by statutes of the State of Wyoming 

relating to meetings of governmental agencies (Sections 16-4-401 through 16-4-407).   

 

WITNESS my name and the seal of the Hospital, this 5th day of April, 2023. 

 

 

 

           

 

(S E A L) 

  ________________________________________ 

  Kandi Pendleton, Secretary 
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Status Draft PolicyStat ID 12989080 

Approved N/A 

Review Due N/A 

Document 
Area 

Employee 
Policies 

EMPLOYEE POLICIES - DRUG AND ALCOHOL FREE 
WORKPLACE AND TESTING POLICY with Substance Abuse 

Checklist 

STATEMENT OF PURPOSE 

POLICY 

MHSC is a drug and alcohol free workplace. As such, MHSC prohibits the use of non-prescribed drugs or 
alcohol during work hours. If an employee comes to work under the influence of drugs or alcohol or uses 
drugs or alcohol during work time, the employee will be subject to drug or alcohol testing as outlined in 
this policy. Memorial Hospital of Sweetwater County (MHSC or Hospital) is an alcohol and substance 
free workplace. As such, MHSC prohibits being under the influence of illegal or non-prescribed 
controlled substances and/or alcohol during work hours. 

This policy applies to all employees including employed physicians, part-time employees and traveling 
and/or contract employees. The policy is applicable in all MHSC facilities and wherever MHSC 
employees are performing duties for the Hospital. It is also applicable while operating any hospital 
vehicle or equipment at any time, or any personal, rental or other vehicle while on Hospital business. This 
policy will be under the purview of the Human Resources Department.This policy applies to all 
employees including employed providers, part-time employees and traveling and/or contract 
employees. The policy is applicable in all MHSC facilities and wherever MHSC employees are 
performing duties for the Hospital. It is also applicable while operating any Hospital vehicle or 
equipment at any time, or any personal, rental or other vehicle while on Hospital business. 

ADA Compliance 

Consistent with MHSC's general policy against discrimination, the Hospital recognizes that disabled 
individuals should be protected from discriminatory treatment. Under the Americans with Disabilities 
Act, a disabled person is someone who has a medical or psychological condition that materially impairs 
a major life activity. However, also in accordance with the Americans with Disabilities Act, disability does 

EMPLOYEE POLICIES - DRUG AND ALCOHOL FREE WORKPLACE AND TESTING POLICY with Substance Abuse
Checklist. Retrieved 03/2023. Official copy at http://sweetwatermemorial.policystat.com/policy/12989080/. Copyright © 2023
Memorial Hospital of Sweetwater County
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• A safe and productive workplace free of inappropriate alcohol or drug use is achieved through 
cooperation and shared responsibility. 

• It is the responsibility of each employee to: 

I. Adhere to this policy. 

II. Notify his or her supervisor at the Hospital of any arrest or conviction involving drugs 
or alcohol prior to his or her next scheduled shift. 

III. Cooperate fully with any investigation related to alleged violations of this policy. 

IV. Investigate, report, and/or intervene in the event of reasonable suspicion of 
violations of this policy. 

V. Safeguard Controlled Substances from unauthorized access. 

• It is the responsibility of Hospital to: 

I. Inform employees of this policy. 

II. Make the policy easily accessible to employees. 

III. Periodically conduct substance abuse awareness training for supervisors. 

IV. Promote employee awareness of the Hospital's assistance programs, including the 
Employee Assistance and Rehabilitation Assistance Programs. 

V. Investigate reports of reasonable suspicion of violations of this policy. 

VI. Take action with respect to violations of this policy. Such action could include 
counseling with respect to professional help, referral to the Employee Assistance 
Program, disciplinary action or termination. 

VII. If required by accreditation, certification, licensure, or legal requirements or if 
management believes it to be appropriate, timely notify the appropriate authorities of 
any such action. 

VIII. Maintain all documents pertaining to reports and investigations filed or conducted 
pursuant to this policy. 

• The following activities are strictly prohibited and may lead to discipline, up to and including 
immediate discharge: 

I. The sale, manufacture, distribution, purchase, use or possession of alcohol, 
alcoholic beverages, illegal substances, non-prescribed controlled substances, or 
drug paraphernalia by an employee or student on Facility premises or during his or 
her working hours. 

II. Reporting to work, or being at work, while under the influence of or while impaired by 
alcohol, alcoholic beverages, illegal substances, prescribed or non-prescribed 

not include any condition resulting from alcohol or other drug abuse which prevents a person from 
performing essential functions of the job or which creates a direct threat to property or the safety of 
individuals. 

Shared Responsibility 

Prohibited Behavior 

EMPLOYEE POLICIES - DRUG AND ALCOHOL FREE WORKPLACE AND TESTING POLICY with Substance Abuse
Checklist. Retrieved 03/2023. Official copy at http://sweetwatermemorial.policystat.com/policy/12989080/. Copyright © 2023
Memorial Hospital of Sweetwater County
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controlled substances. 

III. Reporting to work, or being at work, with the smell of alcohol on one's breath or 
person, or a measurable quantity of non-prescribed Controlled Substances in one's 
blood or urine. 

IV. A conviction for sale or possession with intent to distribute any drugs, including 
prescription drugs. 

V. Theft or diversion of Hospital medications. 

VI. Refusal for any reason to submit or consent to a drug/alcohol screen requested by 
any management personnel at MHSC. 

VII. Participation in any act that would create or allow false documentation of security 
and/or safety practices. 

VIII. Tampering with or otherwise altering drug testing samples or security equipment or 
systems. 

• Prescription medications are not prohibited under this policy when taken as prescribed under 
the direction and monitoring of a physician. 

• An employee must notify his or her supervisor whenever he or she is taking a prescribed or 
over the counter drug that the employee has been advised will or based upon the drug profile is 
likely to, impair job performance (e.g. drowsiness or diminished ability to focus) 

• An employee must notify his or her supervisor if the employee has reasonable concerns that 
another employee has violated this policy. 

• To ensure the accuracy and fairness of our testing program, all collection and testing will be 
conducted pursuant to guidelines established Substance Abuse and Mental Health Services 
Administration (SAMHSA) guidelines which may include a confirmatory test; the opportunity 
for a split sample and; review by an Medical Records Officer (MRO), including the opportunity 
for employees or students who test positive to provide a legitimate medical explanation, such 
as a physician's prescription, for the positive result; and a documented chain of custody. 

• All drug-testing information will be maintained in separate confidential records. 

• Employees will be required to participate, at a minimum, in testing as follows: 

I. post offer, pre-employment; 

II. upon reasonable suspicion; 

III. after a reportable accident; and 

IV. after an on-the-job injury to any person (e.g., another employee, a patient, the person 
to be tested) when it is possible that the acts or omissions of the employee to be 

Duty to report 

As MHSC is a drug and alcohol free workplace, the Hospital may notify the appropriate law enforcement 
agency when it believes that an employee may have illegal drugs in his/her possession or is involved in 
other illegal conduct involving drugs at MHSC facilities. 

Drug and Alcohol Testing 

EMPLOYEE POLICIES - DRUG AND ALCOHOL FREE WORKPLACE AND TESTING POLICY with Substance Abuse
Checklist. Retrieved 03/2023. Official copy at http://sweetwatermemorial.policystat.com/policy/12989080/. Copyright © 2023
Memorial Hospital of Sweetwater County
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tested may have caused or been partially responsible for the injury. 

• Substances tested for at hire must at a minimum include amphetamines, barbiturates, 
benzodiazepines, opiates, marijuana, codeine, and cocaine. Reasonable suspicion and 
reportable accident testing should include amphetamines, barbiturates, benzodiazepines, 
carisoprodol, opiates, fentanyl analogues, methadone, meperidine, marijuana, and cocaine. 

• Testing for the presence of alcohol will be conducted by analysis of breath, saliva, blood or 
other accepted testing methodology. For the purpose of the Policy, an employee is presumed 
to be under the influence of alcohol if a blood test or other scientifically acceptable testing 
procedure shows a blood alcohol level of .01 or more. A test result which shows a blood 
alcohol limit of .01 or more will result in corrective action up to and including termination. 

• Testing for the presence of the metabolites of drugs will be conducted by the analysis of urine, 
blood, saliva, or other accepted testing methodology. A positive test result for non-prescribed 
or illegal drugs will result in corrective action up to and including termination. 

• The MRO will review all non-negative reports. Any non-negative drug test result due to a 
physician-approved medication will be reported as a negative result. If it appears that the 
person tested is impaired by the use of medications for which the employee or student has a 
valid prescription, the report should note that fact. Medications that could affect an applicant's 
ability to perform his or her job may result in restrictions or recommendation for 
accommodation with respect to those tasks. 

Violations of Policy 

An employee's refusal to be tested, refusal to cooperate with the investigation of violations of this policy 
or in some other manner violates this policy will result in disciplinary action up to and including 
termination. 

Pre-Employment Tests 

With respect to a person who has been offered employment, if the person refuses to take the pre-
employment drug tests described above, or tests positive for any non-prescribed Controlled Substances 
or Illegal Substances, the offer of employment will be withdrawn. 

Definitions 

Controlled Substances: any drug or chemical substance whose possession and use are regulated under 
the Controlled Substances Act. 

Illegal Substances: any drug the possession or sale of which violates federal law (in the U.S.) or the 
country, state or local law of the jurisdiction in which the Facility is located. 

Impairment: Practitioner impairment occurs when a substance-related disorder interferes with his or her 
ability to engage in professional activities competently and safely. 

Medical Review Officer (MRO): A licensed physician not employed by MHSC who oversees the medical 
aspects of this policy. The MRO could be affiliated with the reference lab contracted with by the Facility. 
The MRO should have appropriate medical training to interpret and evaluate an individual's positive test 
results, medical history and any other relevant medical information. 

EMPLOYEE POLICIES - DRUG AND ALCOHOL FREE WORKPLACE AND TESTING POLICY with Substance Abuse
Checklist. Retrieved 03/2023. Official copy at http://sweetwatermemorial.policystat.com/policy/12989080/. Copyright © 2023
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• If an employee suspects another employee of being under the influence of drugs or alcohol the 
suspecting employee should immediately contact his/her supervisor and/or Human Resources 
to report his/her suspicions. 

• If the HR Director is unavailable, the employee will contact the Administrator On Call (AOC) or a 
member of Senior Leadership. Please DO NOT contact the House Supervisor. If, after an initial 
investigation by the Supervisor or HR, there appears to be reasonable suspicion, the Hospital 
shall take whatever action necessary to protect patients, and employees, including, if the 
circumstances indicate that it is appropriate, immediately removing the employee from his or 
her work area and escorting him/her to a designated testing location, and may request 
Security to conduct a search of the work area if circumstances warrant. The employee will be 
asked to sign a consent form prior to testing. 

• Any employee whose blood alcohol content exceeds the maximum set forth in this policy, or 
tests positive for non-prescribed Controlled Substances or illegal substances, will be 
immediately placed on administrative leave/suspension. The Hospital shall then seek legal 
review by the Legal Department. 

• During a suspension for violation of this policy, the employee shall not be allowed access to 
the Hospital with the exception for medical treatment. 

• The Hospital will provide employees who test positive for substances and/or alcohol in their 
system with contact information for substance abuse resources including the Hospital's 
Employee Assistance Program (EAP). 

Reportable Accident: Any employee involved in an on-the-job accident which involves injury requiring 
medical treatment or evaluation to the employee, or another person, property damage, or lost time from 
the job will be required to be tested for drugs and alcohol. An exception may be made provided it is 
immediately apparent to management that the employee or student is not at fault. 

PROCEDURES 

Voluntary Self-Reporting 

EmployeesAn employee or student who wish to undertakevoluntarily self-reports substance abuse may 
make a request to the Human Resource's Director to participate in a rehabilitation for drug or alcohol 
abuse may make a request to the Human Resources Director to participate in a rehabilitation program 
(see MHSC's EAP). The Hospital may grant the employee an unpaid leave of absence for this purpose if. 
If the leave of absence is granted, the Hospital may require, as a condition of continued employment, 
that the employee seeks help before the drug or alcohol abuse adversely affects theabide by the terms 
set forth by the Hospital. An Introductory Period employee's work performance or before the employee 
tests positive under this or any other applicable testing policy. An "introductory period" employee is not 
eligible for unpaid leave to attend a rehabilitation program. 

ALCOHOL AND DRUG TESTING POLICY 

All current and prospective employees are subject to this drug testing policy. Prospective employee’s will 
be asked to submit to a test once a conditional offer of employment has been extended and accepted. 
An offer of employment by MHSC is conditioned on the prospective employee testing negative for illegal 
substances. MHSC's policy is intended to comply with all state and federal laws governing drug testing 

EMPLOYEE POLICIES - DRUG AND ALCOHOL FREE WORKPLACE AND TESTING POLICY with Substance Abuse
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I. In order to carry out the Hospital's commitment to be an alcohol and drug-free workplace, the 

Hospital reserves the right to conduct: 

A. Reasonable Cause Drug and Alcohol Testing Any employee who is reasonably 
suspected of using alcohol or illegal drugs or of abusing controlled substances in 
the workplace or of performing official duties while under the influence of alcohol, 
illegal drugs, or abused controlled substances will be required to undergo an alcohol 
and/or drug test. "Reasonable cause" exists when an employee exhibits patterns of 
behavior that suggest impairment from drug or alcohol use. (See Attachment A) 

B. Post-Accident Testing Whenever an employee is operating machinery at the 
Hospital or driving a Hospital vehicle and is involved in an accident he/she will be 
required to submit to a drug test. Test will be performed as soon as possible after 
the accident. 

and is designed to safeguard employee privacy rights to the fullest extent of the law. 

If there is reasonable cause to suspect that an employee is working while under the influence of drugs or 
alcohol, the employee will be suspended with pay until the results of a drug and alcohol test are made 
available to the HR Department by the testing laboratory. Whenever an employee is operating machinery 
at the Hospital or driving a Hospital vehicle and is involved in an accident the employee will be 
suspended with pay until the results of a drug and alcohol test are made available to the HR Department 
by the testing laboratory. Where drug or alcohol testing is part of a routine physical there will be no 
adverse employment action or suspension taken until the test results are returned and reviewed by the HR 
department. 

Before being asked to submit to a drug test, the employee will receive written notice of the request or 
requirements. The employee must also sign a testing authorization and acknowledgement form 
confirming that he or she is aware of this policy and the employee’s rights. Any drug testing required or 
requested by MHSC will be conducted by a laboratory licensed by the state. All expenses related to the 
test will be incurred by the hospital. 

If the employee receives notice that the employee's test results were confirmed positive, the employee 
will be given the opportunity to explain the positive result to HR. In addition, the employee may have the 
same sample retested at a laboratory of the employee's choice as a confirmatory test. 

The Hospital may discipline an employee up to and including termination of employment if the employee 
tests positive on the first test (if the positive test is not requested by the employee to be sent for a 
confirmatory test) or upon a positive confirmatory test. An employee who has a positive confirmatory 
test, but is not terminated, will be required to participate in and complete a drug or alcohol treatment 
program. Refer to the Employee Assistance Plan (EAP). 

All testing results will remain confidential and will be maintained in a separate employee file. Employee 
must sign a consent form prior to the release of results to a third party. Test results may be used in 
arbitration, administrative hearings and court cases arising as a result of the employee's drug testing. 
Results will be sent to federal agencies as required by federal law. If the employee is to be referred to a 
treatment facility for evaluation, the employee's test results will also be made available to the employee's 
counselor at the facility. 

EMPLOYEE POLICIES - DRUG AND ALCOHOL FREE WORKPLACE AND TESTING POLICY with Substance Abuse
Checklist. Retrieved 03/2023. Official copy at http://sweetwatermemorial.policystat.com/policy/12989080/. Copyright © 2023
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SUBSTANCE ABUSE POLICY - Attachment A.pdf 

Approval Signatures 

Step Description Approver Date 

APPROVED: MHSC Board of Trustees 3/6/2019 

• The policy will be reviewed in orientation sessions for all employees and students. 

• The policy will be reviewed annually by all employees. 

• Leadership/designee will discuss the policy and organizational procedure during orientation of 
staff managers. 

Refusal to Participate. An employee has the right to refuse testing. However, a refusal of testing will be 
treated as a failure to comply with the Hospital policy and will result in disciplinary action up to and 
including termination of employment. 

Confidentiality 

All information received by the Hospital through compliance with this policy is confidential. Access to 
this information is limited to those who have a legitimate need to know within the Hospital or in some 
situations, law enforcement agencies. 

Communication and Training 

Communicating this policy is critical to the Hospital's success. To ensure all employees are aware of 
their role in supporting this policy, the Hospital shall prepare a plan for ensuring: 

EMPLOYEE POLICIES - DRUG AND ALCOHOL FREE WORKPLACE AND TESTING POLICY with Substance Abuse
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Approved N/A 

Review Due N/A 

Document 
Area 

General - 
Housewide 

Reg. 
Standards 

TJC 
LD.03.09.01,
TJC 
MM.05.01.01,
TJC 
RI.01.02.01, 
EP 21 

Sentinel Event Policy 

STATEMENT OF PURPOSE 

Definitions 

I. Sentinel Event - A patient safety event (not primarily related to the natural course of a patient’s 
illness or underlying condition) that reaches a patient and results in death, severe harm 
(regardless of duration of harm), or permanent harm (regardless of severity of harm). Please 
refer to attached document, 2022 The Joint Commission (TJC) Sentinel Event Policy. 

II. Occurrence Report - An occurrence is broadly defined as any happening (occurrence) that is 
not consistent with routine operation of the facility.  Included in this definition are accidents 
(with or without injury) involving patients, visitors, and employees.  Also included are violations 
of established procedures, disturbances, or other unfavorable situations that may damage the 
facility's public reputation or image.  Occurrences include good catches. 

III. Root Cause Analysis (RCA) - A comprehensive systemic evaluation of an occurrence in an 
attempt to identify underlying causes or effects of a serious safety event. An RCA can also be 
described as an interdisciplinary team analysis to definitively determine the conditions that 
caused an event, with the understanding that if the undesirable condition were eliminated, 
changed, or controlled, the event could have been prevented. 

IV. Action plan - The product of a Root Cause Analysis that identifies the tactics and strategies 

Memorial Hospital of Sweetwater County's vision is to be the community's trusted health care provider. 
In line with our mission, vision and values we are committed to providing safe, high-quality care. To that 
end we must work to reduce the occurrence of serious safety events and Sentinel Events in our facility. 
When a Sentinel Event occurs, it is our responsibility to carry out an expeditious and thorough 
investigation to reduce or eradicate future harm to patients, staff, and facility. 
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that an organization plans to implement to reduce the risk of similar events occurring in the 
future. 

A. An appropriate action plan includes: 

1. Identification of changes that can be implemented to reduce risk, or 
formulates a rationale for not undertaking such changes. 

2. The plan should address responsibility for implementation, oversight, pilot 
testing if appropriate, time lines and methods for measuring and 
monitoring the effectiveness of the recommended actions. 

V. Never Event - According to the National Quality Forum (NQF), “never events” are "non 
reimbursable errors in medical care that are clearly identifiable, preventable, and serious in 
their consequences for patients, and that indicate a real problem in the safety and credibility of 
a health care facility." Please see list of Never Events from the National Quality Forum List of 
Serious Reportable Events for further information. 

Internal Reporting of Suspected Sentinel Events 

I. Identification of a Sentinel Event 

A. When a safety event, or occurrence takes place, the first course of action is to 
stabilize and/or monitor the patient or environment. 

B. Following the stabilization, an individual with direct knowledge of the occurrence will 
complete an Occurrence Report. Additionally, any potential Sentinel Event is to be 
reported immediately to the Quality/Risk Department and/or Administrator On Call 
(AOC). 

C. If necessary, immediate remediation to life threatening processes or risks will 
occur.  

D. Per the Disclosure of Adverse Medical Event policy, the Quality/Risk Department, in 
conjunction with the attending physician, and legal counsel will determine if 
disclosure of the event to patient and family is appropriate. 

E. Upon notification, Quality/Risk Department will direct an initial investigation into the 
occurrence.  Upon completion of initial investigation, Quality/Risk Department will 
present findings to determine if the occurrence is a Sentinel Event. If the event is 
determined not to be sentinel in nature, it will be addressed in accordance with the 
established Occurrence Report procedure. 

II. Notification/Communication of Sentinel Events 

A. Upon determination that a Sentinel Event has occurred, the Quality/Risk Department 
will notify key representatives of the Hospital's leadership team. 

B. The Chief Executive Officer (CEO) will be responsible for notifying the Board 
President of the Sentinel Event. 

III. External Reporting of Sentinel Events 

A. Our Hospital may report sentinel events to The Joint Commission for review. 

B. The CEO or their designee will be responsible for correspondence with outside 
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agencies inquiring about sentinel, or other serious safety events. The decision to 
report a potential Sentinel Event to The Joint Commission for review will be made 
with prior knowledge of the CEO. 

IV. Formation of a Sentinel Event Response Team 

A. An ad hoc team will be formed to respond to each Sentinel Event. However, each 
team will always include: 

1. Appropriate representatives of administration and quality/risk 

2. Those individuals directly involved in the event 

B. The purpose of the team will be to conduct a root cause analysis and determine 
corrective actions to undertake in response to finding and/or identified opportunities 
for improvement. 

V. Conducting a Root Cause Analysis 

A. The team is to undertake a thorough and credible Root Cause Analysis (RCA) of the 
Sentinel Event. 

B. Facilitation must be done by 3 or more trained staff members in the following 
positions: 

1. Main facilitator(s) 

2. Staff member(s) to maintain the visual media 

3. Note taker(s) 

C. The RCA will review the systems involved in the adverse event, not solely the staff or 
providers involved. 

D. All information discussed within the RCA is to be kept confidential within MHSC. 

E. Developing and Implementing an Action Plan 

1. Once the RCA has been completed, the team is to develop and implement 
a corrective action plan that will address both direct and root causes as 
well as – when appropriate -- special and common cause variation. Special 
cause is a factor that intermittently and unpredictably induces variation 
over and above what is inherent in the system. It often appears as an 
extreme point (such as a point beyond the control limits on a control chart) 
or some specific, identifiable pattern in data. Common cause is a factor 
that results from variation inherent in the process or system. The risk of a 
common cause can be reduced by redesigning the process or system. 

2. The action items are given due dates and responsible parties for 
completion. 

F. The notes/information from the RCA is documented in the attached Appendix A: 
"RCA and 2.0 Action Plan Worksheet" form. 

VI. Internal Reporting 

A. A summary, void of patient or practitioner identifiable information, of the Sentinel 
Event, the root cause(s) identified, and the corrective actions taken will be reported 
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to the Patient Safety Committee, Quality Committee of the Board, Medical Executive 
Committee and to the Board of Trustees. The corrective action plan will also be 
communicated to other appropriate parties within the organization. 

VII. Billing/Coding (as applicable to Never Events) 

A. Administration will work with the Director of Health Information Management to 
determine accurate and appropriate coding. Administration will work with the 
Director of Patient Financial Services to determine appropriate waiving of cost on a 
case by case scenario with the thresholds being incremental costs associated with 
the Event to the entire bill for that episode of care 

Confidential and Protected 

I. Protection from Discovery 

A. All activities undertaken by the team should be done under the auspices of the 
quality management functions and medical staff quality assurance / peer review 
process. Other legal protections are to be implemented as determined by legal 
counsel. 

II. Record Keeping 

A. A record of the investigation into the Sentinel Event, the subsequent RCA, and any 
performance improvement activities undertaken is to be maintained and should be 
constructed in such a way as to be afforded statutory protection from discovery. 

III. WY Stat 35-2-910. Quality management function for health care facilities; confidentiality; 
immunity; whistle blowing; peer review. 

IV. All quality and patient safety data, materials, and information are private and confidential, shall 
be considered the property of Memorial Hospital of Sweetwater County, and as such is 
protected by state and federal health care quality statutes. 

V. Confidentiality shall be maintained based on full respect of the patient's right to privacy and in 
keeping with hospital policy and state and federal regulations governing the confidentiality of 
quality and patient safety work. 

VI. Information, data results, reports and minutes generated by all quality management activities 
will be handled in a manner ensuring strict confidentiality 

VII. Confidential information may include but is not limited to: Medical Staff committee minutes, 
organizational quality improvement committee minutes, electronic data gathering and 
reporting, and incident/occurrence reporting W.S 35-17-105 

VIII. Quality improvement activities will occur in ways that preserve confidentiality of information 
consistent with policy and established law 

IX. The Joint Commission is an independent contractor. Any event reported to The Joint 
Commission is performed under the auspice of the Quality Committee. 

Replaces: Sentinel Events, SPP 121 
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2022 TJC Sentinel Event Policy.pdf 

Appendix A: RCA 2.0 and Action Plan Worksheet (non-fillable) 
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Sentinel Event Policy 

STATEMENT OF PURPOSE 

TEXT 
Definitions 

I. Sentinel Event - An unexpected occurrence involving death or serious physical or 
psychological injury, or risk thereof. Such events are called "sentinel" because they signal the 
need for immediate investigation and response. 

A. Furthermore, a Sentinel Event can also be described as a patient safety event (not 
primarily related to the natural course of the patient’s illness or underlying condition) 
that reaches a patient and results in any of the following: 

1. Death 

2. Permanent Harm 

3. Severe Temporary Harm 

a. Critical, potentially life-threatening harm lasting for a limited 
time with no permanent residual, but requires transfer to a 

ItMemorial Hospital of Sweetwater County's vision is the goal of the Memorial Hospital of Sweetwater 
County to provide theto be the community's trusted health care provider. In line with our mission, vision 
and values we are committed to providing safe, high-quality care. To that end we must work to reduce 
the occurrence of serious safety events and Sentinel Events in our community deserves and expects 
from our institution. We must constantly work to reduce the occurrence of serious safety events and 
Sentinel Events in our facility. When a Sentinel Event occurs, it is our responsibility to carry out an 
expeditious and thorough investigation to reduce or eradicate future harm to patients, staff, and facility. 
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higher level of care/monitoring for a prolonged period of time, 
transfer to a higher level of care for a life-threatening condition, 
or additional major surgery, procedure, or treatment to resolve 
the condition. 

B. An event is also considered sentinel if it is one of the following: 

1. Suicide of any patient receiving care, treatment, or services in a staffed 
around-the-clock care setting or within 72 hours of discharge, including 
from the organization’s emergency department (ED) 

2. Unanticipated death of a full-term infant 

3. Discharge of an infant to the wrong family 

4. Abduction of any patient receiving care, treatment, or services 

5. Any elopement (that is, unauthorized departure) of a patient from a staffed 
around-the- clock care setting (including the ED) leading to the death, 
permanent harm, or severe temporary harm of the patient 

6. Administration of blood or blood products having unintended ABO and 
non-ABO (Rh, Duffy, Kell, Lewis, and other clinically important blood 
groups) incompatibilities, hemolytic transfusion reactions, or transfusions 
resulting in severe temporary harm, permanent harm, or death 

7. Sexual abuse/assault 

a. of any patient while receiving care, treatment, and services while 
on site at the organization/facility or while under the 
supervision/care of the organization.* 

b. of a staff member, licensed independent practitioner, visitor, or 
vendor while on site at the organization/facility or while 
providing care/supervision to patients.* 

c. *Sexual abuse/assault (including rape) as a sentinel event is 
defined as nonconsensual sexual contact, including oral, vaginal, 
or anal penetration or fondling of the individual’s sex organ(s) by 
another individual. 

d. One or more of the following must be present to determine that 
it is a sentinel event: 

i. Any staff-witnessed sexual contact as described 
above. 

ii. Admission by the perpetrator that sexual contact, as 
described above, occurred on the premises. 

iii. Sufficient clinical evidence obtained by the health care 
organization to support allegations of nonconsentual 
sexual contact. 

8. Physical assault of any patient (leading to death, permanent harm, or 
severe temporary harm) while receiving care, treatment, and services while 
on site at the organization/facility or while under the supervision/care of 
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the organization. 

9. Physical assault (leading to death, permanent harm, or severe temporary 
harm) of a staff member, licensed independent practitioner, visitor, or 
vendor while on site at the organization/facility or while providing care/
supervision to patients. 

10. Homicide of any patient while receiving care, treatment, and services while 
on site at the organization/facility or while under the supervision/care of 
the organization. 

11. Homicide of any patient while receiving care, treatment, and services while 
on site at the organization/facility or while under the supervision/care of 
the organization. 

12. Surgery or other invasive procedure performed at the wrong site, on the 
wrong patient, or that is the wrong (unintended) procedure for a patient 

13. Unintended retention of a foreign object in a patient after an invasive 
procedure, including surgery 

14. Fall event 

a. Fall resulting in any of the following: any fracture; surgery, 
casting, or traction; required consult/management or comfort 
care for a neurological (for example, skull fracture, subdural or 
intracranial hemorrhage) or internal (for example, rib fracture, 
small liver laceration) injury; or a patient with coagulopathy who 
receives blood products as a result of the fall; death or 
permanent harm as a result of injuries sustained from the fall 
(not from physiologic events causing the fall). 

15. Severe neonatal hyperbilirubinemia (bilirubin >30 milligrams/deciliter) 

16. Prolonged fluoroscopy with cumulative dose >1,500 rads to a single field 
or any delivery of radiotherapy to the wrong body region or >25% above the 
planned radiotherapy dose 

17. Fire, flame, or unanticipated smoke, heat, or flashes occurring during direct 
patient care caused by equipment operated and used by the hospital. To 
be considered a sentinel event, equipment must be in use at the time of 
the event; staff do not need to be present 

18. Any intrapartum (related to the birth process) maternal death 

19. For further in depth definitions, please review attached document "The 
Joint Commission Sentinel Event Policy". 

II. Invasive Procedure-procedure in which skin or mucous membranes and/or connective tissue 
are incised or punctured, an instrument is introduced through a natural body orifice, or 
insertion of foreign material into the body for diagnostic or treatment-related purposes. 
Examples of invasive procedures include central line and chest tube insertions, biopsies and 
excisions, and all percutaneous procedures (e.g., cardiac, electrophysiology, interventional 
radiology). 
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III. Occurrence Report - The on-line form submitted by staff to the Risk/Compliance Department 
as described in the Occurrence Reporting procedure 

IV. Root Cause Analysis (RCA) - A comprehensive systemic evaluation of an occurrence in an 
attempt to identify underlying causes or effects of a serious safety event. An RCA can also be 
described as an interdisciplinary team analysis to definitively determine the conditions that 
caused an event, with the understanding that if the undesirable condition were eliminated, 
changed, or controlled, the event could have been prevented. 

V. Action plan - The product of a Root Cause Analysis that identifies the strategies that an 
organization plans to implement to reduce the risk of similar events occurring in the future. 

A. An appropriate action plan includes: 

1. Identification of changes that can be implemented to reduce risk, or 
formulates a rationale for not undertaking such changes. 

2. The plan should address responsibility for implementation, oversight, pilot 
testing if appropriate, time lines and methods for measuring the 
effectiveness of the recommended actions. 

3. Action plans will include the adequacy of staffing, including nursing 
staffing, in its analysis of possible causes 

Internal Reporting of Suspected Sentinel Events 

Definitions 

I. Sentinel Event - A patient safety event (not primarily related to the natural course of a patient’s 
illness or underlying condition) that reaches a patient and results in death, severe harm 
(regardless of duration of harm), or permanent harm (regardless of severity of harm). Please 
refer to attached document, 2022 The Joint Commission (TJC) Sentinel Event Policy. 

II. Occurrence Report - An occurrence is broadly defined as any happening (occurrence) that is 
not consistent with routine operation of the facility. Included in this definition are accidents 
(with or without injury) involving patients, visitors, and employees. Also included are violations 
of established procedures, disturbances, or other unfavorable situations that may damage the 
facility's public reputation or image. Occurrences include good catches. 

III. Root Cause Analysis (RCA) - A comprehensive systemic evaluation of an occurrence in an 
attempt to identify underlying causes or effects of a serious safety event. An RCA can also be 
described as an interdisciplinary team analysis to definitively determine the conditions that 
caused an event, with the understanding that if the undesirable condition were eliminated, 
changed, or controlled, the event could have been prevented. 

IV. Action plan - The product of a Root Cause Analysis that identifies the tactics and strategies 
that an organization plans to implement to reduce the risk of similar events occurring in the 
future. 

A. An appropriate action plan includes: 

1. Identification of changes that can be implemented to reduce risk, or 
formulates a rationale for not undertaking such changes. 

2. The plan should address responsibility for implementation, oversight, pilot 
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testing if appropriate, time lines and methods for measuring and 
monitoring the effectiveness of the recommended actions. 

V. Never Event - According to the National Quality Forum (NQF), “never events” are "non 
reimbursable errors in medical care that are clearly identifiable, preventable, and serious in 
their consequences for patients, and that indicate a real problem in the safety and credibility of 
a health care facility." Please see list of Never Events from the National Quality Forum List of 
Serious Reportable Events for further information. 

Internal Reporting of Suspected Sentinel Events 

I. Identification of a Sentinel Event 

A. When a safety event, or occurrence takes place, the first course of action is to 
stabilize and/or monitor the patient or environment. 

B. Following the stabilization, an individual with direct knowledge of the occurrence will 
complete an Occurrence Report. Additionally, any potential Sentinel Event is to be 
reported immediately to the Quality/Risk Department and/Compliance Department 
and/or Administrator On Call (AOC). An individual must also be designated to 
complete an Occurrence Report. 

C. If necessary, immediate remediation to life threatening processes or risks will occur. 

D. Per the Disclosure of Adverse Medical Event policy, the Quality/Risk Department, in 
conjunction with the attending physician, and legal counsel will determine if 
disclosure of the event to patient and family is appropriate. 

E. Upon notification, this individualQuality/Risk Department will undertake or direct an 
initial investigation into the occurrence. Upon completion of initial investigation, 
Quality/Risk Department will present findings to determine if the occurrence is 
indeed a Sentinel Event as defined by this policy. If the event is determined not to be 
sentinel in nature, it will be addressed in accordance with the established 
Occurrence Report procedure. 

If the event is determined to be sentinel in nature, then the Hospital shall respond as 
noted in this policy. 

II. Notification/Communication of Sentinel Events 

A. Upon determination that a Sentinel Event has occurred, the Quality/Risk/Compliance 
Department and/or available Administrator On Call will notify key representatives of 
the Hospital's leadership team. 

B. The Risk/Compliance Department or the AOC will also be responsible for notifying 
the Chief Executive Officer (CEO) andwill be responsible for notifying the Board 
President of the sentinel eventSentinel Event. 

Per the Event Disclosure policy, the Risk/Compliance Department, in conjunction 
with the attending physician, and legal counsel will determine the proper time and 
method disclosure of the event to the patient and the family. 

III. External Reporting of Sentinel Events 

A. Our Hospital may report sentinel events to The Joint Commission for review. 
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B. The CEO or their designee will be responsible for correspondence with outside 
agencies inquiring about sentinel, or other serious safety events. The decision to 
report a potential Sentinel Event to The Joint Commission for review will be made 
with prior knowledge of the CEO. 

IV. Formation of a Sentinel Event Response Team 

A. AAn ad hoc team is towill be formed to respond to aeach Sentinel Event. 
TheHowever, each team shouldwill always include, but not necessarily be limited to, 
the following: 

1. Appropriate representatives of administration, medical staff, legal, and 
quality/risk, quality, and public relations. 

2. Those individuals directly involved in the event 

B. The purpose of the team will be to coordinate an investigation into the incident,
conduct a root cause analysis, and determine corrective actions to undertake in 
response to finding and/or identified opportunities for improvement. 

Protection from Discovery 

A. All activities undertaken by the team should be done under the auspices of the 
quality management functions and medical staff quality assurance / peer review 
process. Other legal protections are to be implemented as determined by legal 
counsel. 

Immediate Remediation 

A. The team will undertake those actions necessary to remediate any immediate threat 
or likelihood of the Sentinel Event recurring. 

V. Investigation of Event/Conducting a Root Cause Analysis 

A. The team is to undertake a thorough and credible Root Cause Analysis (RCA) of the 
Sentinel Event. The RCA should be completed within 45 days of the organization 
becoming aware of the event. 

1. A Root Cause Analysis may also be organized at the request of a leader in 
any department as a method to delineate cause in an occurrence of lesser 
significance. 

B. Facilitation must be done by 3 or more trained staff members in the following 
positions: 

1. Main facilitator(s) 

2. Staff member(s) to maintain the visual media 

3. Note taker(s) 

C. The RCA must followwill review the systems involved in the adverse event, not solely 
the staff or providers involved. 

D. All information discussed within the RCA is to be kept confidential within MHSC. 

E. Developing and Implementing an Action Plan 
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1. Once the RCA has been completed, the team is to develop and implement 
a corrective action plan that will address both direct and root causes as 
well as – when appropriate -- special and common cause variation. Special 
cause is a factor that intermittently and unpredictably induces variation 
over and above what is inherent in the system. It often appears as an 
extreme point (such as a point beyond the control limits on a control chart) 
or some specific, identifiable pattern in data. Common cause is a factor 
that results from variation inherent in the process or system. The risk of a 
common cause can be reduced by redesigning the process or system. 

2. The action items are given due dates and responsible parties for 
completion. 

F. The notes/information from the RCA is documented in the the attached Appendix A: 
"RCA and 2.0 Action Plan Worksheet" form. 

VI. Internal Reporting 

A. A summary, void of patient or practitioner identifiable information, of the Sentinel 
Event, the root cause(s) identified, and the corrective actions taken will be reported 
to the Patient Safety Committee, Quality Committee of the Board, Medical Executive 
Committee and to the Board of Trustees. The corrective action plan will also be 
communicated to other appropriate parties within the organization. 

VII. Billing/Coding (as applicable to Never Events) 

A. Administration will work with the Director of Health Information Management to 
determine accurate and appropriate coding. Administration will work with the 
Director of Patient Financial Services to determine appropriate waiving of cost on a 
case by case scenario with the thresholds being incremental costs associated with 
the Event to the entire bill for that episode of care 

External Reporting of Sentinel Events 

I. Our Hospital may report sentinel events to The Joint Commission for review. 

II. The CEO or their designee will be responsible for correspondence with outside agencies 
inquiring about sentinel, or other serious safety events. The decision to report a potential 
Sentinel Event to The Joint Commission for review will be made with prior knowledge of the 
CEO. 

III. A report that complies with The Joint Commission requirements will be compiled following the 
RCA that will be available for external reporting. This report must include: 

A. Comprehensive Systemic Analysis of the event 

B. Action plans and time-line for completion 

IV. Risk/Compliance will prepare report described above and will collaborate with Quality/
Accreditation regarding submission of report to The Joint Commission within 45 business 
days of becoming aware of event. 

A. Should The Joint Commission become aware of a Sentinel Event by reporting from a 
third party, the official report with follow-up information is required within 45 
business days of becoming aware of the event 
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Confidentiality 

Confidential and Protected 

I. Protection from Discovery 

A. All activities undertaken by the team should be done under the auspices of the 
quality management functions and medical staff quality assurance / peer review 
process. Other legal protections are to be implemented as determined by legal 
counsel. 

II. Record Keeping 

A. A record of the investigation into the Sentinel Event, the subsequent RCA, and any 
performance improvement activities undertaken is to be maintained and should be 
constructed in such a way as to be afforded statutory protection from discovery. 

III. WY Stat 35-2-910. Quality management function for health care facilities; confidentiality; 
immunity; whistle blowing; peer review. 

IV. All quality and patient safety data, materials, and information are private and confidential, shall 
be considered the property of Memorial Hospital of Sweetwater County, and as such is 
protected by state and federal health care quality statutes. 

V. Confidentiality shall be maintained based on full respect of the patient's right to privacy and in 
keeping with hospital policy and state and federal regulations governing the confidentiality of 
quality and patient safety work. 

VI. Information, data results, reports and minutes generated by all quality management activities 
will be handled in a manner ensuring strict confidentiality 

VII. Confidential information may include but is not limited to: Medical Staff committee minutes, 
organizational quality improvement committee minutes, electronic data gathering and 
reporting, and incident/occurrence reporting W.S 35-17-105 

VIII. Quality improvement activities will occur in ways that preserve confidentiality of information 
consistent with policy and established law 

IX. The Joint Commission is an independent contractor. Any event reported to The Joint 
Commission is performed under the auspice of the Quality Committee. 
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Delineation of Privileges 

HOSPITALIST MEDICINE PRIVILEGES 

 

 Initial appointment    Reappointment    Modification of Privileges 

Applicant 

Check the “Requested” box for each privilege requested. Applicants have the burden of producing information deemed adequate by 

the hospital for a proper evaluation of current competence, current clinical activity, and other qualifications and for resolving any 

doubts related to qualifications for requested privileges. 

To be eligible to request privileges in Hospitalist Medicine, a practitioner must meet the following minimum threshold criteria: 

 

LICENSURE / 

PROFESSIONAL 

LIABILITY 

INSURANCE 

MD or DO 

Licensed to practice medicine in the State of Wyoming 

Current Wyoming designated DEA Registration and current Wyoming Controlled Substance Registration 

Professional liability insurance in the amounts of at least: Per Claim: $1,000,000.00 Aggregate: 

$3,000,000.00 

EDUCATION / 

TRAINING 

Completion of an approved residency in Internal Medicine by the Accreditation Council for Graduate 

Medical Education (ACGME) or American Osteopathic Association (AOA).  

CERTIFICATION Certification by the applicable Internal Medicine board for any clinical privileges for which applicant has 

applied, or be eligible for certification by such board.  Once physician is board certified, Maintenance of 

Board Certification is required. 

CLINICAL 

EXPERIENCE 

(INITIAL) 

Applicants for initial appointment must be able to demonstrate provision of care to at least 30 inpatients, 

reflective of scope of privileges requested, in the last 12 months or demonstrate successful completion of 

an ACGME- or AOA-accredited residency, clinical fellowship, or research in a clinical setting within the 

past 12 months. 

Applicants for initial appointment may be requested to provide documentation of the number and types 

of hospital cases during the past 24 months.  Applicants have the burden of producing information 

deemed adequate by the Hospital for a proper evaluation of current competence, and other qualifications 

and for resolving any doubts. 

CLINICAL 

EXPERIENCE 

(REAPPOINTMENT) 

To be eligible to renew core privileges in Hospitalist Medicine, the applicant must meet the following 

maintenance of privilege criteria: Current demonstrated competence and an adequate volume of 

experience with acceptable results, reflective of the scope of privileges requested, for the past 24 months 

based on results of ongoing professional practice evaluation and outcomes. Evidence of current ability to 

perform privileges requested is required of all applicants for renewal of privileges. 

FPPE FPPE criteria will be assigned by the Department Chair during the approval process. 

OTHER 

REQUIREMENTS 
 Note that privileges granted may only be exercised at the site(s) and setting(s) that have the 

appropriate equipment, license, beds, staff, and other support required to provide the services 

defined in this document. Site-specific services may be defined in hospital or department policy. 

 This document is focused on defining qualifications related to competency to exercise clinical 

privileges. The applicant must also adhere to any additional organizational, regulatory, or 

accreditation requirements that the organization is obligated to meet.  
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Requested CHECK ALL PRIVILEGES/PROCEDURES YOU ARE REQUESTING Approved 

☐ Admit, evaluate, diagnose, treat, and provide consultation to patients 18 years of age and 

older with common and complex illnesses, diseases, and functional disorders of the 

circulatory, respiratory, endocrine, metabolic, musculoskeletal, hematopoietic, gastroenteric, 

and genitourinary systems. Provide care to patients in the intensive care setting in 

conformance with unit policies. Assess, stabilize, and determine disposition of patients with 

emergent conditions consistent with medical staff policy regarding emergency and 

consultative call services. 

☐ 

☐ Abdominal paracentesis ☐ 

☐ Allergy skin testing ☐ 

☐ Arterial cannula placement ☐ 

☐ Arterial puncture for blood gases ☐ 

☐ Bone marrow aspiration and/or biopsy ☐ 

☐ Breast cyst aspiration ☐ 

☐ Burns, superficial and partial thickness ☐ 

☐ Clinical pharmacology ☐ 

☐ Cryosurgical removal of skin lesions ☐ 

☐ Elective DC cardioversion  ☐ 

☐ Electrocardiogram interpretation  ☐ 

☐ Endotracheal tube placement ☐ 

☐ Environmental and occupational hazards ☐ 

☐ Hematology ☐ 

☐ Holter monitor interpretation ☐ 

☐ I & D abscess ☐ 

☐ Indirect laryngoscopy ☐ 

☐ Infectious diseases ☐ 

☐ Insertion and management of central venous catheters, and arterial lines ☐ 

☐ Interpretation of peripheral blood smear ☐ 

☐ Joint aspiration and injection ☐ 

☐ Laceration repair and closure ☐ 

☐ Local anesthetic techniques ☐ 

☐ Lumbar puncture  ☐ 

☐ Mechanical ventilator management  ☐ 

☐ Microscopic examination of urine ☐ 

☐ Neurologic disorders ☐ 

☐ Nutrition ☐ 

☐ Pelvic examination with Papanicolaou smear ☐ 

☐ Percutaneous liver biopsy ☐ 

☐ Perform simple skin biopsy or excision ☐ 

☐ Perform history and physical exam ☐ 

☐ Placement of anterior and posterior nasal hemostatic packing ☐ 

☐ Psychiatry ☐ 

☐ Removal of non-penetrating corneal foreign body, nasal foreign body ☐ 
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☐ Skin biopsy, punch ☐ 

☐ Soft tissue lesions of the head and neck ☐ 

☐ Spirometry interpretation ☐ 

☐ Suprapubic bladder aspiration ☐ 

☐ Thoracentesis ☐ 

☐ Twenty-four (24) hour blood pressure monitoring interpretation ☐ 

☐ Venous cutdown ☐ 

☐ Wet mount of vaginal discharge ☐ 

 Administration of Sedation and Analgesia 

Must be requested separately. Contact Medical Staff Services for privilege form. 
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SPECIAL NON-CORE PRIVILEGES  

If desired, noncore privileges are requested individually in addition to requesting the core. Each individual requesting 

noncore privileges must meet the specific threshold criteria governing the exercise of the privilege requested including 

training, required previous experience, and maintenance of clinical competence. To be eligible to apply for the special 

non-core privileges listed below, the applicant must demonstrate successful completion of an approved, recognized course 

when such exists, or acceptable supervised training in residency, fellowship or other acceptable experience, and provide 

documentation of competence in performing the requested procedure consistent with criteria set forth in medical staff 

policies governing the exercise of specific privileges. 

Requested CHECK ALL PRIVILEGES/PROCEDURES YOU ARE REQUESTING Approved 

☐ Exercise Testing - Treadmill 

Initial Privileges: Successful completion of an ACGME OR AOA accredited residency 

training program in internal medicine that included a minimum of four weeks or the 

equivalent of training in the supervision and interpretation of exercise testing and evidence 

that the training included participation in at least 50 exercise procedures.  

AND 

Required Current Experience: Applicants must be able to demonstrate current competence 

and evidence of the performance of at least 25 exercise tests in the past 12 months.    

Renewal of Privilege: Applicant must be able to demonstrate current competence and 

evidence of the performance of at least 50 exercise tests in the past 24 months based on 

results of ongoing professional practice evaluation and outcomes.  

☐ 

☐ Stress Test Interpretation 

Initial Privileges: Successful completion of an ACGME OR AOA accredited residency 

training program in internal medicine that included a minimum of four weeks or the 

equivalent of training in the interpretation of stress tests and evidence that the training 

included participation in at least 25 stress tests. OR Proof of post-graduate training including 

didactic courses, workshops, personal tutorials, or any training under the supervision of a 

qualified physician.  Documentation of the supervision and interpretation of at least 25 stress 

tests will be required. 

AND 

Required Current Experience: Applicants must be able to demonstrate current competence 

and evidence of the interpretation of at least 25 stress tests in the past 12 months.    

Renewal of Privilege: Applicant must be able to demonstrate current competence and 

evidence of the interpretation of at least 50 stress tests in the past 24 months based on results 

of ongoing professional practice evaluation and outcomes.  

☐ 
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ACKNOWLEDGEMENT OF APPLICANT 
I have requested only those privileges for which by education, training, current experience, and demonstrated performance I am 

qualified to perform and that I wish to exercise at Hospital, and I understand that: 

a. In exercising any clinical privileges granted, I am constrained by Hospital and Medical Staff policies and rules applicable 

generally and any applicable to the particular situation. 

b. Any restriction on the clinical privileges granted to me is waived in an emergency situation and in such situation my actions are 

governed by the applicable section of the Medical Staff Bylaws or related documents. 

 

Applicant’s Printed Name:      

 

Applicant’s Signature:       Date:      

 

 

DEPARTMENT CHAIR REVIEW 
I have reviewed the requested clinical privileges and supporting documentation and make the following recommendations: 

 

☐ Recommend all privileges as requested 

 

☐ Recommend privileges with conditions/modifications (describe): 

 

 

 

☐ Do not recommend the following requested privileges (rationale for recommendation): 

 

 

 

☐ I assign ________________________________________ to complete the initial FPPE evaluations on this Practitioner. 

 

 

Department Chair’s Printed Name      

 

 

Department Chair’s Signature:       Date:      

 

 

FOR MEDICAL STAFF OFFICE USE ONLY 

Credentials Committee approval Date:    

Medical Executive Committee Approval Date:    

Board of Trustees approval Date:    

 

Privileges Effective From: ____________________ To: ____________________ 

 
Date Form Approved by Specialty:  02/15/2023     

Date Form Approved by Department Chair: 03/06/2023        

Date Approved by Credentials Committee: 03/07/2023      

Date Approved by MEC:         

Date Approved by Board of Trustees:        
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Delineation of Privileges 

PEDIATRIC PRIVILEGES 

 

 Initial appointment    Reappointment    Modification of Privileges 

Applicant 

Check the “Requested” box for each privilege requested. Applicants have the burden of producing information deemed adequate by 

the hospital for a proper evaluation of current competence, current clinical activity, and other qualifications and for resolving any 

doubts related to qualifications for requested privileges. 

To be eligible to request privileges in Pediatrics, a practitioner must meet the following minimum threshold criteria: 

 

LICENSURE / 

PROFESSIONAL 

LIABILITY 

INSURANCE 

MD or DO 

Licensed to practice medicine in the State of Wyoming 

Current Wyoming designated DEA Registration and current Wyoming Controlled Substance Registration 

Professional liability insurance in the amounts of at least: Per Claim: $1,000,000.00 Aggregate: 

$3,000,000.00. 

EDUCATION / 

TRAINING 

Completion of an approved residency in Pediatrics by the Accreditation Council for Graduate Medical 

Education (ACGME) or American Osteopathic Association (AOA).  

CERTIFICATION Certification by the applicable Pediatric specialty board for any clinical privileges for which applicant 

has applied, or be eligible for certification by such board.  Once physician is board certified, 

Maintenance of Board Certification is required.  

CLINICAL 

EXPERIENCE 

(INITIAL) 

Applicants for initial appointment must be able to demonstrate the provision of inpatient care for at least 

12 patients during the last 12 months or demonstrate successful completion of a hospital-affiliated 

accredited residency, special clinical fellowship, or research, and hold PALS and NRP certification. 

STABLE certification is encouraged. 

Applicants for initial appointment may be requested to provide documentation of the number and types 

of hospital cases during the past 24 months.  Applicants have the burden of producing information 

deemed adequate by the Hospital for a proper evaluation of current competence, and other qualifications, 

and for resolving any doubts. 

CLINICAL 

EXPERIENCE 

(REAPPOINTMENT) 

To be eligible to renew core privileges in pediatrics, the applicant must meet the following Maintenance 

of Privilege criteria: Current demonstrated competence and an adequate volume of experience with 

acceptable results in the privileges requested for the past 24 months based on results of quality 

assessment/improvement activities and outcomes.  Evidence of current ability to perform privileges 

requested is required of all applicants for renewal of privileges. 

FPPE FPPE criteria will be assigned by the Department Chair during the approval process. 

OTHER 

REQUIREMENTS 
 Note that privileges granted may only be exercised at the site(s) and setting(s) that have the 

appropriate equipment, license, beds, staff, and other support required to provide the services 

defined in this document. Site-specific services may be defined in hospital or department policy. 

 This document is focused on defining qualifications related to competency to exercise clinical 

privileges. The applicant must also adhere to any additional organizational, regulatory, or 

accreditation requirements that the organization is obligated to meet.  
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PEDIATRICS CORE PRIVILEGES - This is not intended to be an all-encompassing procedures list.  It defines the types of 

activities/procedures/ privileges that the majority of practitioners in this specialty perform at this organization and inherent activities/ 

procedures/privileges requiring similar skill sets and techniques.  

Requested CHECK ALL PRIVILEGES/PROCEDURES YOU ARE REQUESTING Approved 

☐ Admit, evaluate, diagnose, treat and provide consultation to patients from birth to young adulthood (birth 

to 18 years of age) with acute and chronic disease including major complicated illnesses, disorders of the 

cardiovascular system, respiratory system, disorders of the kidney and urinary tract, gastrointestinal 

system, disorders of the immune system, connective tissue, and joints, endocrinology and metabolism, 

neurologic disorders, psychiatric disorders, hematologic disorders, and infectious diseases. Assess, 

stabilize, and determine disposition of patients with emergent conditions consistent with medical staff 

policy regarding emergency and consultative call services. Physicians may provide care to patients in the 

intensive care setting, as determined by admitting practitioner, and in conformance with unit policies. 

However, seriously ill pediatric patients needing services usually provided in a pediatric intensive care 

unit should be transferred to a tertiary care facility. Example: Diabetic Keto-Acidosis or Respiratory 

Failure. 

☐ 

☐ Consultation includes: conduct history and assessment for the purpose of making 

recommendations related to care and treatment 
☐ 

☐ Arterial puncture ☐ 

☐ Blood transfusion ☐ 

☐ Burns, superficial  ☐ 

☐ Central venous access ☐ 

☐ Diagnostic workup of allergic disorders without skin tests ☐ 

☐ Digital block anesthesia ☐ 

☐ Emergency Pericardiocentesis ☐ 

☐ Endotracheal intubation ☐ 

☐ External jugular venipuncture ☐ 

☐ Incision and drainage of abscesses ☐ 

☐ Intra-osseous access ☐ 

☐ Lumbar puncture  ☐ 

☐ Minor laceration repair ☐ 

☐ Paracentesis ☐ 

☐ Performance of history and physical exam ☐ 

☐ Phlebotomy ☐ 

☐ Placement of anterior nasal hemostatic packing ☐ 

☐ Platelet transfusion ☐ 

☐ Provide care to newborns, including initial assessment/nursery care/discharge examination, care 

of stable neonate in the Special Care Nursery. 

☐ 

☐ Remove non-penetrating foreign body from the eye, nose, or ear ☐ 

☐ Simple suture ☐ 

☐ Subdural tap ☐ 

☐ Suprapubic bladder aspiration ☐ 

☐ Thoracentesis ☐ 

☐ Thoracotomy/chest tube placement ☐ 

☐ Tracheal aspiration ☐ 

☐ Umbilical artery catheterization ☐ 

☐ Umbilical vein catheterization ☐ 

☐ Urinary bladder catheterization ☐ 

☐ Ventilator management ☐ 

☐ Ventricular peritoneal shunt tap ☐ 
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SPECIAL NON-CORE PRIVILEGES  

If desired, noncore privileges are requested individually in addition to requesting the core. Each individual requesting 

noncore privileges must meet the specific threshold criteria governing the exercise of the privilege requested including 

training, required previous experience, and maintenance of clinical competence. To be eligible to apply for the special 

non-core privileges listed below, the applicant must demonstrate successful completion of an approved, recognized course 

when such exists, or acceptable supervised training in residency, fellowship or other acceptable experience, and provide 

documentation of competence in performing the requested procedure consistent with criteria set forth in medical staff 

policies governing the exercise of specific privileges. 

Requested CHECK ALL PRIVILEGES/PROCEDURES YOU ARE REQUESTING Approved 

☐ Circumcision 

Initial Privileges: Successful completion of formal training in this procedure or the applicant 

must have completed hands-on training in this procedure under the supervision of a qualified 

physician preceptor. Evidence of having performed 10 proctored procedures during training.  

 

Required Current Experience: Demonstrated current competence and evidence of the 

performance of at least 5 procedures in the past 12 months. If applicant hasn’t completed 5 

procedures during the past 12 months, they will need to complete 5 precepted procedures with 

physician preceptor approval before completing this procedure on their own. 
 

Renewal of Privileges: Demonstrated current competence and evidence of the performance of 

at least 10 procedures in the past 24 months based on results of quality 

assessment/improvement activities and outcomes. 

☐ 
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ACKNOWLEDGEMENT OF APPLICANT 

I have requested only those privileges for which by education, training, current experience, and demonstrated 

performance I am qualified to perform and that I wish to exercise at Hospital, and I understand that: 

a. In exercising any clinical privileges granted, I am constrained by Hospital and Medical Staff policies and rules 

applicable generally and any applicable to the particular situation. 

b. Any restriction on the clinical privileges granted to me is waived in an emergency situation and in such situation 

my actions are governed by the applicable section of the Medical Staff Bylaws or related documents. 

 

Applicant’s Printed Name:      

 

Applicant’s Signature:       Date:      

 

DEPARTMENT CHAIR REVIEW 

I have reviewed the requested clinical privileges and supporting documentation and make the following 

recommendations: 

☐ Recommend all privileges as requested 

 

☐ Recommend privileges with conditions/modifications (describe): 

 

 

 

☐ Do not recommend the following requested privileges (rationale for recommendation): 

 

 

 

☐ I assign ________________________________________ to complete the initial FPPE evaluations on this 

Practitioner. 

 

Department Chair’s Printed Name      

 

 

Department Chair’s Signature:       Date:      

 

 

FOR MEDICAL STAFF OFFICE USE ONLY 

Credentials Committee approval Date:    

Medical Executive Committee approval Date:    

Board of Trustees approval Date:    

 

Privileges Effective From: ____________________ To: ____________________ 

 
Date Form Approved by Specialty:    02/24/2023   

Date Form Approved by Department Chair:   03/06/2023      

Date Approved by Credentials Committee:   03/07/2023    

Date Approved by MEC:         

Date Approved by Board of Trustees:        
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ORIENTATION MEMO 
 

 
 

Board Meeting Date: April 5, 2023 
 
Topic for Old & New Business Items: 

Seimens Executive Agreement 
 
Policy or Other Document: 

 ______ Revision 
 ___X__ New 
 
Brief Senior Leadership Comments: 

Irene Richardson reviewed this with Barbara Sowada, BOT President, and Geoff 
Phillips, BOT Legal Counsel.  Discounted pricing was available if document signed 
by March 31st, 2023, which was prior to BOT meeting.  Signing of the document 
does not commit the hospital to purchasing the equipment until we are ready to 
issue a purchase order through the regular capital expenditure purchasing 
process. Following discussion with Barbara and Geoff, Irene signed the agreement 
and it requires ratification by the full BOT.   
 
Board Committee Action: 
 
Policy or Other Document: 

     ______ For Review Only 
 ___X__ For Board Action 
 
Legal Counsel Review: 

 _______ In House Comments: 
 ___X____ Board  Comments:  Recommendation for Irene to sign 
and request ratification by BOT 
 
Senior Leadership Recommendation:  Approve  
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To: Board of Trustees 

From: Barbara J Sowada, substitution for Taylor  Jones, Chair of Quality Committee 

Re: Chair’s report 

Date: March 15, 2023 

 

Highlights from Quality Committee are as follows: 

 High level results from Hospital’s Culture of Safety survey were presented and discussed. The 

every-two year survey is required by TJC. Sixty-seven percent of staff completed the survey; 

several areas were identified as opportunities for improvement; timeline and goals presented to 

Committee. 

 Revised Sentinel Event policy was presented. No substantive changes made. Committee’s 

recommendation to Board is to pass the revised policy as written. 

 Medical Staff Update: Each month Dr. Poyer recognizes a physician for his/her contribution to 

patient safety and/or quality. This month Dr. Poyer chose to recognize Dr. Jamias for taking the 

lead in improving the process for inserting feeding tubes. Dr. Poyer also briefly discussed 

University of Utah’s plan to make best use of its limited staff by treating and returning to MHSC 

the patients that the Hospital could safely care for. Although there are many questions yet to be 

answered, because the plan is in its preliminary stages there are more questions than answers. 

 Sepsis continues to have multiple opportunities for improvement. 

For details please see the minutes and the committee packet. 
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F&A COMMITTEE CHAIR REPORT TO THE BOARD   

March 2023 meeting 

Chair – Ed Tardoni 

 The Finance and Audit Committee met in Zoom format this month.  All voting members were present.  

Commissioner Slaughter (hospital liaison) attended. 

F&A DATA FOR THE MONTH 

The usual financial information was reviewed.  A discussion concerning progress in reduction of days AR 

occurred.  Mr. Cheese shared a tracker spreadsheet that is being used to measure progress.  Barbara 

Sowada inquired as to the value of the days in AR.  Mr. Cheese responded that the peak value was 

$12,000,000 and the amount has been worked down to $7,000,000.  The goal is to stabilize at 

$3,000.000.  Days in AR is a dynamic value with several inputs.  There will always be some level of AR.  

What we are seeing is a reduction in the backlog resulting from the Cerner conversion. 

CAPITAL EXPENDITURES  

The Committee, by unanimous vote, sends one capital expenditure to the Board for consideration with a 

do pass recommendation. 

FY 23-43           Lightning Protection System         in the amount of $252,551            Budgeted Item 

Submitted by Jim Horan 

Has all appropriate staff signatures 

County Maintenance fund qualified. 

Other Business 

Commissioner Slaughter inquired about a typo in the bond refinancing proposal.  The CFO said she 

would correct the error.  Discussion of temporary staff levels occurred.  Patient Navigation continues 

with improvements and several examples were discussed.  Information Services has met one of their 

goals and were asked to add to their written comments in the F&A packet. 

 

March Meeting 

The F&A Committee will meet by zoom at 1400 hours, Wednesday, April 26h, 2023 
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MEMORANDUM 
 

To:  Board of Trustees 
From:  Wm. Marty Kelsey 
Subject: Chair’s Report…March Building and Grounds Committee Meeting 
Date:  March 30, 2023 
 
Oncology Suite Renovation…Will Wheatley indicated that the State is concerned about our 
compliance with NFPA regulations regarding intervening space and exits.  A relatively minor re-
design is needed, but it won’t require a change to the bidding schedule. If the re-design is not 
accomplished prior to a contractor’s opportunity to bid it, it will be handled as a change order. 
 
Dr. Sulentich Office…The state has approved the project. 
 
Building Automation System…The system still needs to be drained during warmer weather and 
the system still needs to be balanced. 
 
Bulk Oxygen/Landscaping Project…the contractor is planning to resume work on the project at 
the end of March…weather permitting. 
 
Lightning Arrest System…A bid was submitted by WyoElectric for $252,551. The Committee 
recommended that the project be forwarded to the Finance and Audit Committee with a do 
pass recommendation…then on to the Board of Trustees. Sound risk management suggests that 
this work be done to protect valuable MHSC equipment from severe damage in the event of a 
future lightning strike. 
 
Medical Imaging Core and X-Ray…some very preliminary design work has been done together 
with discussions with staff.  
 
Laboratory Renovation Project…Will Wheatley mentioned that the programming is complete. 
HVAC design work remains together with more work the total design. Bid documents should be 
completed by November; bids should be considered in January with a Spring 2024 construction 
start. 
 
Grant for Work on the Foundation Area…staff discussions are taking place regarding how to 
best design this renovation. 
 
Building and Grounds Plan…this document will be in the Board Packet for the April 5th Board 
meeting. It should be a useful tool to assist budget decision making. 
 
As usual, for more detailed information, please refer to the B & G March meeting minutes. 
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MEMORIAL HOSPITAL OF SWEETWATER COUNTY 
Building and Grounds Committee Meeting 

March 21, 2023 

 
 

The Building and Grounds Committee met in regular session via Zoom on March 21, 2023, 

at 3:00 PM with Mr. Marty Kelsey presiding. 

 

In Attendance:  Mr. Marty Kelsey, Trustee - Chair 

   Mr. Ed Tardoni – Trustee 

   Ms. Irene Richardson, CEO 

Ms. Tami Love, CFO 

Mr. James Horan, Director of Facilities 

Mr. Will Wheatley, PlanOne Architects 

Mr. Robb Slaughter, SC Commissioner    

 

Mr. Tardoni called the meeting to order. 

 

Mr. Tardoni asked for a motion to approve the agenda.  Ms. Richardson made a motion to approve 

the agenda.  Ms. Love seconded; motion passed. 

 

Mr. Kelsey asked for a motion to approve the minutes from the February 21, 2023 meeting. Mr. 

Tardoni made a motion to approve the minutes.  Ms. Love seconded; motion passed.  

 

Maintenance Metrics 

 

No metrices were presented this month. 

 

Old Business – Project Review 

 

Oncology Suite renovation 

 

Mr. Wheatley said they have run into some issues with the State review regarding NFPA 

regulations for intervening space and distance to an exit.  He shared the current plans and an option 

for creating a new exit to meet the regulation.  Pat Davis, from the State, will be in town this week 

and they hope to meet with him to show him the new redesign.  Mr. Wheatley said this will impact 

the estimate as there will be added costs for a new door.  Ms. Richardson and Mr. Kelsey asked 

how it will impact the timeline.  Mr. Wheatley said we can continue on the schedule and if we 

have information from Mr. Davis this week, we can add to bid documents.  If not, we can treat the 

redesign as a change order once the bid has been awarded.  The committee agreed not to delay the 

bidding schedule. 

 

 Dr. Sulentich Office  

 

Mr. Wheatley said the project was approved by the State about two weeks ago.  Dr. Sulentich is 

working with the State on relicensing the space.  This will be removed from the agenda as the 

project is considered complete. 
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Minutes of the March 21, 2023, Building & Grounds Committee 

Page 2 

Building Automation System 

 

Mr. Horan said Mr. Gerry Johnston is out this week.  He said they are waiting on warmer weather 

as they will have to drain the system to complete the project and balance the system.  

 

Bulk Oxygen  

 

Mr. Horan talked to Wylie, the contractor, this week and they plan on getting started at the end of 

this month.  They were more concerned about exposing the water lines in the colder temperatures 

than the frozen ground. 

 

Lightning Arrest System 

 

The WyoElectric bid for the project was shared with the committee.  The proposal came in at 

$252,551.  Mr. Kelsey asked for a recommendation from the committee.  Ms. Love recommended 

moving forward with the project as we will be able to use the County maintenance funds to offset 

the majority of this project.  Mr. Tardoni gave the history of the lightning strike event to Mr. 

Slaughter so he understood the need for this project.  Mr. Tardoni recommended we move forward 

with the project after looking at the cost/risk analysis.  Mr. Kelsey agreed and made a motion to 

move the project to the Finance Committee and full Board for approval.  Ms. Richardson seconded; 

motion passed.  

 

Medical Imaging Core and X-ray 

 

Mr. Horan said there hasn’t been too much movement on this project.  Mr. Wheatley did walk 

through with imaging staff, facilities and management and has had additional conversations with 

staff regarding the scope.  He has started some block diagramming.  Imaging staff is looking at 

equipment at the same time so he will know the footprint of the equipment for conceptual space 

planning.  

 

Laboratory Renovation 

 

Mr. Wheatley said the programming is complete and he sent to Mr. Jake Blevins for a cursory 

review for heating and cooling needs.  There will be an amendment for fees with some savings.  

The timeline will be completion of bid documents in October/November, bid award in January and 

breaking ground in Spring 2024 with a two-year build.  Mr. Slaughter said he discussed the $3 

million county match funds with the other commissioners today regarding dispersing the funds by 

the end of the year.  They agreed and will be working on a budget amendment to come before the 

Commission as soon as possible.  He said we should have a check in the next couple of months.  

He said it is a pleasure to work with Ms. Richardson and Ms. Love and Ms. Richardson told him 

we appreciation his responsiveness. 

 

Capital Construction Grant for Foundation Lab  

 

Mr. Kelsey asked if there was any update on the space for the other grant.  Ms. Richardson said 

we are still looking at options as we also need to consider the space is still occupied.  It was 

confirmed that this grant is on the same timeline as the Laboratory grant and needs to be completed 

by December 2026. 
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Building and Grounds Annual Plan 

 

Mr. Kelsey asked if there were any concerns on the update Building and Grounds annual plan.  

The document can be found on the Board portal.  It was decided to add the plan to the Board 

agenda for the whole Board to review.  Mr. Tardoni said it will be beneficial as we look at the 

capital budget for next fiscal year.  He said it will not need to be approved but will be presented 

for information only.  Ms. Love said Mr. Horan and herself will review one final time and send 

to Ms. Cindy Nelson to include in the April 5 Board packet.  Mr. Kelsey thanked the staff for all 

the work put into this document. 

 

New Business 

 

No new business was presented. 

 

Other 

 

No other business was presented. Mr. Kelsey asked to keep the committee apprised of any 

changes with the Oncology Suite project. 

 

The next meeting is scheduled for Tuesday, April 18, 2023.   

 

Mr. Kelsey adjourned the meeting at 3:52 pm. 
 

 

Submitted by Tami Love 
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Priority Description Justification Benefit Cost

1a  OR room renovation

NOTE: With the AHU upgrade of FY20, air-handling systems are in-place to support this OR renovation.

The OR area is in sore need of renovation. Tile walls and coved flooring are damaged: HVAC distribution is barely 

adequate with  controls for temperature, humidity and room pressurization that are manually manipulated to 

achieve code compliance. Renovation will resolve these issues. Surgical scrub sinks will also be replaced and 

surrounding area upgraded. The cost listed is per room and will be done in  phases/ room.

•Resolve IC problematic ceramic tile wall covering and floor coving.

•BAS control of air temperature, humidity and pressurization.

•Compliant air exchange rates

•Complete facelift of OR suites (modernize, surfaces for efficient cleaning).

•Better LED lighting

•Improve scrub sink access 

•

♦Rating:

1… 5X2 = 10

2… 2

3... 4X2 = 8

4... 2

5... 2X3 = 6

Total = 28

♦OR 1 = $1,004,335.

♦OR2 =$993,436.

♦OR3 = $1,139,552.

♦OR4 = 1,136,196.

Probable cost, good faith 

estimate

1b OR sterilization

NOTE: With the AHU upgrade of FY20, air-handling systems are in-place to support an OR sterilization  upgrade 

which includes moving sterilization from the basement area to the first floor OR area. Corridor floors will also 

be replaced with this request.

Our sterilization area is the original configuration and design, part of the original construction. The codes that 

describe how sterilizable equipment is handled and processed, along with the newer equipment for that 

processing, has been established for some time now. We conform to these codes by policy... by the procedures 

for staff to perform their work, rather than by the newer configuration of the newer equipment. TJC has 

approved our processes. But greatly prefers compliance to be achieved by the physical nature of the equipment 

and sterilization area than by human procedures.

•Preferred method for TJC compliance

•Improved work flow, sterilization processes

•Compliant air exchange rates

•Upgrade entire area, dated from 1970's.

♦Rating:

1… 5X2 = 10

2… 2

3... 4X2 = 8

4... 2

5... 2X3 = 6

Total = 28

$1,994,788.00…

Probable cost, good faith 

estimate

2a  Medical Imaging renovation

 Major overhaul of the  remaining MI unit including:

•New x-ray machines.

•Upgrade the electrical system including branch circuits and lighting.

•Wall removal and reconfiguration, lead shielding retrofit involved. 

•Entirely new ceilings installed.

•New flooring.

•New sprinkler layout.

•New HVAC duct layout and controls. Any duct board  to be removed and remediated.

•Removal/ reconfiguration of piped gas.

•Reconfiguration of nurse call system.

•All new paint and upgrade bathrooms

•Upgrade to systems, including energy efficient controls for unoccupied 

modes.

•Along with the latest equipment, the room will be refreshed with 

appealing décor and will operate like a well-tuned machine

•Reduce utility costs 

•Prevent failure of essential systems and spaces.

•Compliant air exchange rates

•Accurate comfort control

•Greatly reduce maintenance costs 

♦Rating:

1… 2X2 = 4

2… 2

3... 2X2 = 4

4... 3X2 = 6

5... 3X3 = 9

Total = 25

$1,651,480.00…

Probable cost, good faith 

estimate

MHSC Facilities Risk Assessment Tool 
 
 

FACTOR RANGE OF VALUES (weighted) VALUE 

1. Compliance (Life Safety) 0= low need; 5= highest need (X2)  

2. Probability of Failure 0= low risk; 5= failure is imminent  

3. Human Property or Business impact of failure 0= low risk; 5= catastrophic (X2)  

4. Timeliness 0= low need; 5= immediate need  

5. Political need 0= none; 5= urgent need (X3)  

TOTAL 

 

EXPLANATION OF TERMS: 

 Factor #1--Compliance (Life Safety)—Need based on accreditation or on threats to the life safety elements as defined 

by code. 0= low need; 5 = highest need, failure results in severe threat to life and/or loss of accreditation. Multiply 

assessment value by 2 

 Factor #2--Probability of failure—Need based on likelihood of failure. 0 = no risk; 5 = failure is imminent. 

 Factor #3--Impact of failure—Need based on the result of failure to business and people. 0 = no risk, inconvenience; 5 

= catastrophic, failure results in substantial loss to people or business function. Multiply assessment value by 2. 

 Factor #4--Timeliness—Need based on the expediency of performing this project/work. 0= lowest need; 5= immediate 

need, postponing results in substantial loss or difficulty on one or more levels.  

 Factor #5—Political Need—Need communicated by Senior Leadership. 0= no political imperative; 5= vitally urgent. 

Multiply assessment value by 3. 
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2b Lightning Arrest System

Our lightning strike in 2021 caused damage to our electrical distribution system. Several "Automatic Transfer 

Switches" (ATS) were damaged, necessitating substantial and emergency measures to remedy. This meant 

there was limited automatic transfer of essential electrical circuits from normal power to emergency back -up 

generator power when needed. This rare lightning-caused damage highlighted the need for a comprehensive 

"lightning arrest system" installed on our buildings, here at the top of College Hill.

•Eliminate, as much as possible, future damage due to lightning strikes

•Increased reliability of our essential electrical system.

♦Rating:

1… 3X2 = 6

2… 1

3… 5X2 = 10

4… 2

5… 2X3 = 6

Total = 25

$256,712.00 cost from 

contractor bid. 

2c Laundry Upgrade

• Lint issues to be resolved with a new lint collector with all new duct-work entering and exiting this collector. 

Also, re-duct room exhaust separating it from the dryer exhaust (present configuration is a code violation).

• Installation of new dryer (purchased in 2012).

• Purchase new washers and install.

• Re-pipe steam distribution lines into dryers and ironer to remedy condensate issues.

• Install new controls for ironer to eliminate need for staff to manually turn steam valves (very dangerous).

• Provide proper exhausted air for staff.

• Remove asbestos floor tiles and re-floor entire area.

• Facelift the entire area (new paint, ceilings, etc.

•Provide code compliant lint collection and separation

•Resolve the practice of manipulating steam valves by staff

•Enable installation of our new dryer

•Resolve code issues regarding separation of clean linen

•Provide adequate conditioned air for staff

•Remove asbestos floor tiles

•More efficient work space and work flow

♦Rating:

1... 4X2 = 8

2... 1

3... 5X2 = 10

4... 2

5... 1X3 = 3

Total = 25

$1,115.000.00…

Probable cost, good faith 

estimate.

2d
New roofing and fall protection for 

Central Plant

The last original roof. New roofing to resolve leaks. Fall protection to assure safety of workers who must 

maintain and work on roof mounted equipment.

•Eliminate leaks. 

•Preserve integrity of building

•Safety of personnel

♦Rating:

1... 5X2 = 10

2... 3

3... 4X2 = 8

4... 2

5... 1X3 = 3

Total = 25

 New roofing = $56K

Fall protection = $41K 

TOTAL = $97K…

Probable cost, good faith 

estimate

3a
Convert L&D bathroom whirlpool 

tubs to showers

This has proven to be an infection issue. Cleaning the existing tubs to a level of safety is problematic… virtually 

impossible. Removal of these tubs and replacing with showers will improve the functionality of the rooms and 

eliminate a real issue. This renovation will involve falls, walls and ceilings. New tile for floors and walls. Even 

some electrical work will need to be done. The Department of Health mandated that this project is subject to 

their approval and review, hence the need for an architect's involvement.

•Infection prevention

•Functionality

•Compliance

♦Rating:

1... 2X2 = 4

2... 2

3... 3X2 = 6

4... 2

5... 2X3 = 6

Total = 20

$168,010…... architectural 

estimate

3b

Remodel soiled utility room in C-

section area to provide a bathroom 

for recovery room.

There is no bathroom facility in the Recovery room. This has caused hardship for the patients who need to go 

across the public corridor to use a staff bathroom. 

•Functionality

•Patient care

♦Rating:

1... 0

2... 5

3... 3X2 = 6

4... 3

5... 2X3 = 6

Total = 20

$172,420…

 Architectural estimate
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4

MOB - Remove employee exterior 

stairs and replace with enclosed 

stairwell. Replace dangerous rock 

landscaping on parking islands with 

concrete.

MOB first floor employee entrance has been a safety issue since inception. The prevailing westerly winds cause 

for continual blowing snow on steps causing a slip hazard. Those same winds make the entrance door difficult to 

open. The elevated walkway is not only a slip hazard, but the metal subsurface is rusting and deteriorating. The 

proposed solution is to remove the entire staircase along with the elevated walkway and replace with an 

enclosed stairwell. The grade level access to the stairwell also provides a ready access to the basement lever 

Cardiac Rehab area.

Rock landscaping on parking islands create hazardous walking conditions for patients and staff. Removing rock 

and replacing with concrete eliminates this hazard. 

•Resolve safety risk

•Eliminate snow hazard and snow removal issue

•Create effective entrance for Cardiac Rehab.

♦Rating:

1... 4X2 = 8

2... 1

3... 3X2 = 6

4... 3

5... 0X3 = 0

Total = 18

$900,000.00…

Probable cost, good faith 

estimate

5

New Underground Storage Tank 

(UST) for additional emergency 

supplies of diesel fuel

•TJC standards stipulate the ability to run essential functions, like our boilers and EDG, 96 hours independently.  

In the unlikely occurrence that  we lost both RMP and Dominion, we would not have enough diesel fuel to meet 

this combined obligation.  

•The current system has a single point of failure, having only one single transfer point to pump fuel from the 

UST to EDGs or boilers.

•Will also support the long range plan of having the whole hospital electrical load on the Emergency Branch, 

supplied by EDGs during RMP failure.

•Added security to meet the unlikely hazard of multiple utility loss.

•Eliminate single point of failure

•Support long-range plan to have entire facility on Emergency Generator in 

case of RMP loss.

♦Rating:

1... 2X2 = 4

2... 1

3... 5X2 = 10

4... 1

5... 0

Total = 16

$400,000.00…

 

Probable cost, good faith 

estimate

6 MOB front entrance

The MOB lobby and front entrance has been somewhat problematic since the beginning. The vestibule is too 

narrow, causing exterior air to infiltrate easily into the space. The waiting room is crowded, preventing any real 

social distancing. The fireplace, though attractive, takes-up valuable space from the waiting area and the 

entrance area. This renovation will solve all these issues. Plus, it also revises the handicap and Dialysis parking in 

front of the MOB. Resolving the parking issues for those compromised patients.

•Effective air-lock

•Improved Social distancing

• Ease of access for patients

•Better patient flow

•Resolve handicap parking issues.

♦Rating:

1… 1X2 = 2

2… 1

3... 2X2 = 4

4… 2

5... 2X3 = 6

Total = 15

$2,132,948

Probable cost, good faith 

estimate.

7

Asphalt patching/ seal coat/ 

striping or replacement for Hospital 

Campus and/ or 3000 College Hill 

Clinic

Asphalt maintenance is an ongoing and necessary part of access safety into our facilities. Without this continual 

maintenance, asphalt would rapidly deteriorate to a hazardous situation for pedestrians and traffic and also 

make very costly asphalt replacement necessary. In fact, due to the lack of such maintenance by the previous 

owner, the original asphalt portion at our 3000 College Hill parking area should be replaced. 

This capital request includes 3 options. Option 1 for the MHSC main campus, option 2 & 3 for our 3000 College 

Hill clinic:

•Option #1 = MHSC Main campus: Replace ~ 3000 SF of asphalt; Crack sealing all remaining asphalt; Seal coating 

the entire campus asphalt; Striping all areas.

•Option #2 = 3000 College Drive: Seal coat; Striping

•Options #3 = 3000 College Drive; Replace ~19800 SF of asphalt; Crack Seal all remaining asphalt; Seal coat; 

Striping all areas.

•Maintains safe vehicular traffic and parking.

•Maintains safe pedestrian walking pathways.

•Extend the useful life or our existing asphalt, delaying costly replacement.

♦Rating:

1…1X2 = 2

2… 1

3… 2X2 = 4

4… 1

5… 2X3 = 6

Total = 14

Option #1 = $143,800.

Option #2 = $26,500.

Option #3 = $121,500.

Probable cost, good faith 

estimate
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8
 Ambulance Bay Drain relocation 

and re-painting floors.

Our ambulance bays do not have proper floor-drains to capture sand, oil and grease. Since 2012 when this issue 

came to light, we have mitigated it with signage informing ambulance personnel that our bays are not for 

cleaning purposes… not for hosing-off their vehicles. In order to assure continued compliance, we will need to 

relocate floor drains. We will also need to grind and paint entire floor as it is peeling and shredding. This 

proposal is to re-configure drains and grind/ re-paint floors.

•Eliminates the risk of hydrocarbons in waste water.

•Eliminates the risk with the local sewer district

•RE-coat floors

♦Rating:

1…4X2 = 8

2… 3

3… 1

4… 1

5… 0

Total = 13

$160,000.00…

Probable cost, good faith 

estimate

9 Various internal projects
This is a place holder for non-clinical internal moves and physical enhancements. To be accomplished as 

deemed essential and appropriate for efficient operation.

•Office and non-clinical moves within the facility are a common occurrence 

in order to efficiently manage the complexities of health-care. The following 

is a general rating that applies to most such expenses.

♦Rating:

1… 0X2 = 0

2… 0

3… 2X2 = 4

4… 2

5… 2X3 = 6

Total = 12

Pending cost estimate

10a Enclose  "Window-wells"
The "window-wells" in the original hospital leak and are a catch-all for clutter. This will convert them to usable 

space

•Roofing over the window-wells with either a hard roof (converting the 

area into usable spaces) or skylights (converting the areas into atriums). 

Either way, the space becomes usable instead of a leaky catch-all. The 2-

story well could be converted to storage space.

♦Rating:

1… 1X2 = 2

2... 1

3... 1X2 = 2

4... 1

5... 1X3 = 3

Total = 9

1,675,279.00…

Probable cost, good faith 

estimate

10b  Emergency Diesel Generators

We know we have excess generator capacity.   We need to have an engineering study to determine what 

additional non-emergency loads can be added to ensure "normal" operation of the hospital during a loss of 

power.

•To meet code, the generator can be connected to "normal" power loads so 

long as there is load stripping capability in the event that one of the 

generators is lost. 

♦Rating:

1... 1X2 = 2

2... 1

3... 1X2 = 2

4... 1

5... 1X3 = 3

Total = 9

Pending cost estimate

11a
Connect S2 supply duct into new S-

1

S-2 is the last of our original HVAC units (this supplies our kitchen and cafeteria). This unit has been increasingly 

problematic to control properly. The cost to fully upgrade the unit is more costly than connecting the 

downstream supply ductwork to our new S-1 HVAC unit. ROI ~2years.

•Resolve control issues with S-2

•Tie-in with S-1 and its new controls.

•Increase efficiency

♦Rating:

1… 0X2 = 0

2… 2

3… 2X2 = 4

4… 2

5… 0

Total = 8

$68,000.00…

Probable cost, good faith 

estimate.
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11b
Exterior signs for 1200 College 

Drive Campus

Exterior signs on the 1200 College Drive campus are faded, misleading and have the old MHSC logo. Upgrade is 

desperately needed.

• Proper direction for patients and visitors.

• Current logo 

♦Rating:

1... 0X2 = 0

2... 0

3... 1X2 = 2

4... 0

5... 2X3 = 3

Total = 8

$231,000.00…

Probable cost, good faith 

estimate.

11c Kitchen dish room 

With the purchase of any new dishwasher, the dish room itself would need to be retrofitted to the new 

machine. This is an opportunity to correct some long-standing issues with that room:

•The floor is sinking in places and would need to be hydraulically lifted or flooring removed, soil 

filled/compacted, and flooring replaced.

•Underfloor piping issues would need to be addressed.

•Re-design of SS sinks and sideboard tray-lines to accommodate the new machine and improve work-flow.

•Remove unnecessary wall partition, patch wall/floor. 

•Repaint all surfaces.

•Accommodate new dish machine.

•Improved work flow.

•Resolution of underfloor plumbing issues.

♦Rating:

1… 0X2 = 0

2… 1

3… 1X2 = 2

4… 2

5… 1X3 = 3

Total = 8

 $130,000.00…

Probable cost, good faith 

estimate 

11d B-level flooring

Remove Asbestos flooring on basement level of hospital and install new VCT. Tile in this are is ~40 years old. 

Due to freight and materials handling performed on the b-level, this tile is occasionally damaged creating a risk 

of friable ACM. 

•Restore b-level flooring to proper condition

♦Rating:

1… 2X2 = 4

2… 1

3… 1X2 = 2

4… 1

5… 0

Total = 8

$100,000.00…

Probable cost, good faith 

estimate.

11c Parking lot revision
This revision will provide 20 new parking spaces near our front entrance It will also redesign our entrance 

roadways to resolve confusion. Plans are available and project proposals have been received.

•New parking spaces.

•Redesigned front entrance roadway to resolve confusion.

♦Rating:

1… 1X2 = 2

2… 1

3… 2X2 = 4

4… 1

5… 0

Total = 8

$344,000.00…

Probable cost, good faith 

estimate.

12 Minor remodel of HIM The HIM area needs a minor facelift. This would involve painting walls, new ceilings and new light fixtures. 

•New clean surfaces

•New intact conforming ceilings.

•Mood-enhanced lighting

♦Rating:

1... 0

2... 0

3... 1X2 = 3

4... 1

5... 1X3 = 3

Total = 7

$25,000.00…

Probable cost, good faith 

estimate

m:\1DODD_3GI2XK-55725984D39A480EAD6B70DF9844D48C.xlsx

130/138



FY2024 PENDING/ IN-PROCESS CAPITAL LIST 

800- FACILITIES SUPPORT SERVICES

Priority Description Justification Benefit Cost

IN-PROCESS Lab expansion

As the premier lab facility in SW County, it is vital that our lab functions efficiently and well. This expansion will 

allow the physically divided department to be operating in one location. It provides needed space and access for 

outpatient lab needs as well as space for necessary equipment. It also provides ease of access for patients.

• A united lab

•Improved Social distancing

• Ease of access for patients

•Space for necessary equipment

♦Rating:

1… 3X2 = 6

2… 1

3... 1X2 = 2

4… 2

5... 5X3 = 15

Total = 26

$8,726,476.00… 

Architectural estimate

IN-PROCESS Dr. Sulentich Renovate space to conform to WDH specifications. December 2023 start date… Final WDH approval on March 7, 2023 $209,605.00… Bid cost

IN-PROCESS

New bulk oxygen storage tank and 

resolution of issues with that 

storage site.

Bulk Oxygen tank and back-up reserve system needs to be replaced due to impending end-of-life. Concrete pad 

for tank and reserve is porous and creates a heightened risk for oxygen storage and delivery. Chain-llink fence 

needs replacement with proper set-backs. Re-grading and re-paving of area around bulk oxygen storage for safe 

delivery and proper water drainage away from Bulk oxygen pad.

• Sufficient Oxygen and back-up capability

• Safety for delivery staff and outsiders

• Proper drainage away from site

♦Rating:

1… 3X2 = 6

2… 0

3... 5X2 = 10

4… 4

5... 0X3 = 0

Total = 20

$296,729.00… Bid cost

PENDING Oncology Suite renovation Current room pressurization is problematic at best. Space issues also need resolution.

•Staff safety

•Patient safety (proper exhaust of mixing fumes)

• Private room for the sickest Medical Oncology patients.

$653,167… architectural 

estimate

MHSC Facilities Risk Assessment Tool 
 
 

FACTOR RANGE OF VALUES (weighted) VALUE 

1. Compliance (Life Safety) 0= low need; 5= highest need (X2)  

2. Probability of Failure 0= low risk; 5= failure is imminent  

3. Human Property or Business impact of failure 0= low risk; 5= catastrophic (X2)  

4. Timeliness 0= low need; 5= immediate need  

5. Political need 0= none; 5= urgent need (X3)  

TOTAL 

 

EXPLANATION OF TERMS: 

 Factor #1--Compliance (Life Safety)—Need based on accreditation or on threats to the life safety elements as defined by code. 0= low 

need; 5 = highest need, failure results in severe threat to life and/or loss of accreditation. Multiply assessment value by 2 

 Factor #2--Probability of failure—Need based on likelihood of failure. 0 = no risk; 5 = failure is imminent. 

 Factor #3--Impact of failure—Need based on the result of failure to business and people. 0 = no risk, inconvenience; 5 = catastrophic, 

failure results in substantial loss to people or business function. Multiply assessment value by 2. 

 Factor #4--Timeliness—Need based on the expediency of performing this project/work. 0= lowest need; 5= immediate need, postponing 

results in substantial loss or difficulty on one or more levels.  

 Factor #5—Political Need—Need communicated by Senior Leadership. 0= no political imperative; 5= vitally urgent. Multiply assessment 

value by 3. 
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March 31, 2023 

 

 

MHSC Board of Trustees Report 
 

The Founda�on saw a slower month in March, as things have calmed down from the high paced Red Tie 
Gala season. The core focus in March has been working on reports and ensuring that gran�ng en��es 
have the correct and proper informa�on they need as outlined by grant projects. The current grants 
include:  

1. Physician Recruitment and Reten�on- $220,000 total award 
2. eHR Implementa�on Support- $770,000 total award 
3. HHS Capital Construc�on- $496,990 total award 

The State Lands and Investment Board has announced addi�onal funding available through ARPA and 
will be re-evalua�ng grant applica�ons that were not approved in their December mee�ng. The MOB 
remodel project should be part of their discussions so I will be ready to present and fight for that project. 
This mee�ng will be held April 7th.  

 As a refresher, the MOB project includes removing the current fireplace to allow for an 
expanded wai�ng area, extending the entry ves�bule to allow for a new, more efficient 
entrance and exit, and, as a domino effect, it also includes reconfiguring some of the 
parking areas.  

The Founda�on’s Strategic Plan has been rolled out and we look forward to implemen�ng various 
programs and prospec�ve communica�ons in the upcoming months. The goal is to provide educa�on on 
the Founda�on and hospital and encourage community support.  

The Founda�on’s donor wall has been delivered and the Facili�es team is currently working on the 
implementa�on needs to get the donor wall displayed. There will be a donor wall ‘unveiling’ recep�on 
on April 17th at 5:30pm in the main lobby of the hospital.  

The Waldner House con�nues to stay full as pa�ents travel to u�lize services at MHSC and we are thrilled 
to have the honor of being part of their healthcare journey by providing their lodging.  

In the upcoming months, the Founda�on Board has created a Finance Commitee to research future 
investment opportuni�es for Founda�on funds and will be exploring op�ons. We will also be discussing a 
future Capital Campaign to support either the Lab Expansion/Renova�on or the daVinci robot.  

Submited by: Tiffany Marshall  
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Board Compliance Committee Meeting 

   Memorial Hospital of Sweetwater County 

March 27th, 2023 

 
  

Present via Zoom: Irene Richardson, CEO, Suzan Campbell, In House Counsel, Kandi Pendleton, Trustee-
Chair, Taylor Jones, Trustee, April Prado, Foundation & Compliance. 
 

Minutes 
Call to Order 
The meeting was called to order at 9:04 am by Kandi Pendleton. 
Agenda 
The March agenda was approved as written, Taylor made the motion and Irene seconded it. Motion 
carried. 
Meeting Minutes 
The meeting minutes from the January 23rd, 2023 meeting were presented. Suzan made the motion to 
approve the minutes as written and Irene seconded. Taylor abstained. Motion carried.   

 

New Business 
A - New Audits to begin after the Gala. 

1. Coding and Documentation Update. Suzan reported that herself, Irene, Tami and April have 
met and have learned that other departments have had Coding and Documenting audits 
going on. Quality did an audit/assessment with UMIA (our outside insurance company) 
specific to documentation in the medical record. Suzan reported that we did not do very 
well on this but it has given us a good layout on how to fix and better things. She also spoke 
about the Clifton Larsen and Allen audit that looked at the same items that we were looking 
to audit. Suzan continued that April and herself can follow-up with Admin and then follow 
up with Compliance. She stated that she doesn’t know what else we might want to audit 
and doesn’t want to duplicate what has already been done. Kandi asked if the Quality audit 
was more recent than the Clifton, Larsen and Allen audit. April tried to find a date on her 
copy but could not. Suzan replied that she thought the Quality one had been done end of 
December or first part of January. Suzan suggested that April could write up an assessment 
of the two audits and bring that back to the committee like the Cybersecurity one. Irene 
stated that she liked that audit. Suzan confirmed that this is what will be done and brought 
back to this Board.  

2. HIPAA Compliance During Registration Process. Suzan stated that we keep hearing 
comments from Admissions that the paperwork involving HIPAA has changed since the 
implementation of Cerner. No one seems to be real clear on what patients are getting or if 
they are asked if they would like to get a copy of the HIPAA paperwork. Suzan stated that 
people are misrepresenting themselves. Taylor added that it would be east to misrepresent 
someone because they only ask name and DOB. Suzan shared a story about this happening 
in the ER and information was released to a sister that should not have been able to get 
information. Kandi asked if the process for a check the box kind of thing and Suzan stated 
that it was. Suzan continued by saying that the proper admitting process may be happening 
but we are not certain and we need to make sure.  

B – Healthcare Fraud and Abuse Laws PPT- Suzan reported that this document was added as an “FYI” to 
the committee. Suzan said that this is the kind of stuff that she is trying to bring back to this committee.  
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Standing Items-Reports 
a. HIPAA report-The HIPAA report was presented and reviewed. April reported that there is a 

new method of reporting to be included now. It is “Incident Report Action” and this is 
coming from our IT Department. She further reported that these are electronic release of 
PHI and are coming from emails that are being sent without being secured. MHSC policy is 
that #secure# be used in the subject line of any email containing PHI that is going out of our 
facility. She continued that these reports are being generated by our IT Director, Terry 
Thompson and are being used to educate staff on our current process. Suzan stated that 
Synergi is used for employee reporting and that P2Sentinel monitors the Cerner system. She 
also stated that we are working out the kinks are that possible HIPAA violations are being 
taken care of more quickly. Kandi agreed saying that this report is so much better than what 
she first saw. Taylor agreed as well. Suzan reported that she forgot to add that April, Amber, 
Terry and herself met last month to discuss hospital wide training on HIPAA and that we are 
currently in the process of getting this going.  

b. Exclusionary Report- The Exclusionary report was presents and Suzan reported that there 
was nothing on it for our physicians. She continued that this report is done weekly by the 
OIG (Office of Inspector General) and sent to her. She stated that we have not had a 
physician on the list but it is something that we are always watching.  

c. DOJ Update to personal devices- This information was included to let the committee know 
that we are watching the DOJ and any changes that might be taking place. Suzan said that 
she logs-in to this site at least weekly to look at the information. Kandi verified that if there 
was something that was needed, Suzan would let the committee know? Suzan stated that 
she would and that she shares them to department(s) that might need the information. IT is 
currently working on a policy for personal devices so this information was sent to the 
Director.  

d. DOJ Update Compliance Audit- This was included to give the committee additional 
information about compliance audit.   

 

Additional Discussion  
Kandi asked for any additional discussion and none was given.  
 

Next Meeting    

The next meeting will be on April 24th, 2023 @9:00am       

 

Adjournment 
The meeting adjourned at 9:27am 

 
 

Respectfully Submitted, 
 
 
_________________________________________________ 
April Prado, Recording Secretary 
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Governance Committee 

Minutes 

March 30, 2023 

 

Zoom meeting was called to order by Barbara Sowada at 2:00 pm. 

Participants: Marty Kelsey, Irene Richardson, and Barbara Sowada 

 

Agenda was created during the meeting. 

Minutes of February Meeting had previously been approved. 

 

Old Business: 

1. The drafts of the Board Meeting Guidelines and Agenda Notation were reviewed. They are 

in the Old Business section of the April BOT packet for action. Action: agreed to change 

Board’s instruction from action to “Remain under review and no request for action.” 

2. The Hospital’s “Chain of Command” policy was reviewed. No action taken. 

New Business: 

1. The “Succession/Talent Management Plan” was reviewed. The plan was last approved on 

January 1, 2017. Action: Irene will bring updated revision that better fits MHSC’s current 

needs to the April Governance meeting. This will become a Board policy. 

Meeting adjourned at 3:30. 

Next meeting is April 17, 2023 at 2:00 pm by zoom. 

Respectfully Submitted by, 

Barbara J Sowada, Ph.D. 
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