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

July 1, 2024 
2:00 p.m. 

Classrooms 1, 2 & 3 

 

 
    

AGENDA 
 
 

Mission: Compassionate Care For Every Life We Touch 

Vision: To be our community’s trusted healthcare leader. 

I. Call to Order  Barbara Sowada 

 A.  Roll Call  

B. Pledge of Allegiance   

C. Mission and Vision Nena James 

D. Mission Moment Irene Richardson, Chief Executive Officer 

II. Agenda (For Action)  Barbara Sowada 

III. Minutes (For Action) Barbara Sowada 

A. May 29, 2024 Regular Meeting 

B. June 17, 2024 Special Meeting 

C. June 27, 2024 Special Meeting 

IV. Community Communication  Barbara Sowada 

 A. Trustee Reappointment (FYI – No action required) Barbara Sowada 

V. Old Business Barbara Sowada 

A. Medical Staff Bylaws (Remains under review/development, no request for action) 

B. Performance Improvement & Patient Safety (PIPS) Plan (For Action)   Kari Quickenden, Chief Clinical 

Officer 

VI. New Business (Review and Questions/Comments) Barbara Sowada 

A. Election of Officers (For Action) Barbara Sowada 

B. Committee Assignments (FYI – No action required)                                                        Barbara Sowada 

C. Annual Conflict of Interest Disclosure (For Completion and Return) Barbara Sowada 

D. Board of Trustees Policy – Appointment to Board Committee Policy (For Review)        Marty Kelsey 

E. Board Charter: Governance Committee (For Review) Barbara Sowada 

F. CY24 Infection Control Plan (For Review) Noreen Hove, Director of Surgical Services 

Infection Control and Grievance 

G. Proposed FY25 Performance Improvement and Kari Quickenden 

Patient Safety (PIPS) Priorities (For Action) 

H. Critical Access Hospital “Patient Care Policies (FYI – No action required) Kari Quickenden 

VII. Chief Executive Officer Report  Irene Richardson 

VIII. President of the Medical Staff Report Dr. Brianne Crofts, Medical Staff President 

IX.    Committee Reports 

A. Compliance Committee Kandi Pendleton 

B. Governance Committee Barbara Sowada 
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MEMORIAL HOSPITAL OF SWEETWATER COUNTY 
REGULAR MEETING OF THE BOARD OF TRUSTEES 

July 1, 2024 
2:00 p.m. 

Classrooms 1, 2 & 3 

 

 
    

AGENDA 
 
 

Mission: Compassionate Care For Every Life We Touch 

Vision: To be our community’s trusted healthcare leader. 

C. Quality Committee Kandi Pendleton 

1. Annual Performance Improvement and Patient Kari Quickenden 

Safety Report for FY 2024 (FYI – No action required) 

2. 2023 Infection Control Annual Summary (FYI – No action required) Noreen Hove 

D. Human Resources Committee  Kandi Pendleton 

E. Finance & Audit Committee         Marty Kelsey 

1. I.S. Report 

2. Bad Debt (For Action) 

3. Finance & Audit Committee Meeting Information 

F. Foundation Board Craig Rood 

G. Executive Oversight and Compensation Committee  Barbara Sowada 

H. Joint Conference Committee                                        Barbara Sowada 

I. Building & Grounds Committee            Marty Kelsey 

X. Board Education  Barbara Sowada 

A. Canceled for July 

XI. Good of the Order                   Barbara Sowada 

XII. Executive Session (W.S. §16-4-405(a)(ix))       Barbara Sowada 

XIII. Action Following Executive Session Barbara Sowada 

XIV. Adjourn Barbara Sowada 
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OUR MISSION 

Compassionate care for every life we touch. 

 

 OUR VISION 

To be our community’s trusted healthcare leader. 

 

  OUR VALUES 

   Be Kind 

    Be Respectful 

     Be Accountable 

      Work Collaboratively 

       Embrace Excellence 

 

   OUR STRATEGIES 

    Patient Experience 

     Quality & Safety 

      Community, Services & Growth 

       Employee Experience 

        Financial Stewardship 
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MINUTES FROM THE REGULAR MEETING 

MEMORIAL HOSPITAL OF SWEETWATER COUNTY 

BOARD OF TRUSTEES 

 

May 29, 2024 

The Board of Trustees of Memorial Hospital of Sweetwater County met in regular session on May 29, 

2024, 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: Judge Nena James, Mr. Marty Kelsey, Ms. Kandi Pendleton, Mr. Craig Rood, and Dr. Barbara 

Sowada. 

Officially present during the meeting: Ms. Irene Richardson, Chief Executive Officer; Mr. Geoff 

Phillips, Legal; Dr. Brianne Crofts, Medical Staff President. 

Pledge of Allegiance 

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

Mission and Vision 

Ms. Pendleton read aloud the mission and vision statements. 

Mission Moment 

Ms. Richardson shared a story from an MRI patient regarding their good experience.  

AGENDA 

Dr. Sowada and Mr. Kelsey requested changes to the Agenda: 1) Move Executive Session to the 

beginning of the meeting, 2) Remove the Investment Policy approval item due to requirement to review 

and no approval needed because there were no changes. The motion to approve the changes to the agenda 

as requested was made by Judge James; second by Ms. Pendleton. Motion carried.  

EXECUTIVE SESSION 

The motion to go into executive session at 2:05 p.m. to discuss personnel, litigation and information 

classified as confidential by law was made by Ms. Pendleton; second by Judge James. Motion carried. 

Dr. Sowada said she estimated the session would last approximately 90 minutes.  

RECONVENE INTO REGULAR SESSION 

The motion to leave the executive session and return to the regular session at 3:56 p.m. was made by 

Judge James; second by Mr. Rood. Motion carried.  

 

APPROVAL OF MINUTES 

The motion to approve the minutes of the May 1, 2024, regular meeting as presented was made by Ms. 

Pendleton; second by Judge James. Motion carried. 
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COMMUNITY COMMUNICATION 

There were no comments. 

OLD BUSINESS 

Medical Staff Bylaws 

Mr. Phillips said we will resume work on the medical staff bylaws. 

NEW BUSINESS 

 

Board of Trustees Policy – Investment Policy 

 

Mr. Kelsey said the policy has been reviewed and there were no changes so there is no action required. 

 

Performance Improvement & Patient Safety (PIPS) Plan 

 

Dr. Quickenden reviewed the minor changes to the plan. She also pointed out a calendar was included. 

Dr. Sowada directed questions to be e-mailed to Dr. Quickenden. Dr. Quickenden said the PIPS Goals 

should be ready next month and will be brought forward for Board review and approval.  

 

CHIEF EXECUTIVE OFFICER REPORT 

Ms. Richardson provided an update on person-centered care culture activity. She said she hopes to have 

the strategic plan reporting in place soon. Ms. Richardson reported on critical access hospital status 

progress. The goal is to be certified in late fall. Ms. Richardson said the master plan work continues with 

a plan to report to the Building and Grounds Committee in June. Dr. Sowada attended the Wyoming 

Hospital Association (WHA) CEO and Trustee meeting in May. Ms. Richardson invited Trustees to 

attend the WHA Annual Meeting in late August in Casper. Ms. Richardson said she will present the 

Hospital’s annual report to the County Commissioners on June 18. She thanked Human Resources for 

the fun Hospital Week festivities. We were honored to recognize our service award recipients. The next 

Town Hall meetings are the week of July 24. Ms. Richardson will attend the American Hospital 

Association Regional Policy Board meeting in Denver in June. The WHA Board Retreat is in Jackson 

in June. Ms. Richardson thanked the Board for all of their support.  

PRESIDENT OF THE MEDICAL STAFF REPORT 

Dr. Crofts reported the Medical Staff awarded scholarships. She said she traveled to Kansas City and 

learned about some useful updates from Cener that will be helpful to physicians. Dr. Crofts said Oracle 

bought Cerner and they will have access to AI technology to use in a clinical setting. She said there are 

goals around addressing physician burnout. Dr. Crofts said an electronic health record (EHR) can be 

useful but also cumbersome. She said a Medical Executive Committee goal is to improve collaboration 

between providers so specialty providers are going over to the family medicine clinic regularly to discuss 

topics.  
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COMMITTEE REPORTS 

Buildings & Ground Committee 

 

Mr. Kelsey said the chair report and minutes are in the packet. Dr. Sowada congratulated Ms. Richardson 

on the nice groundbreaking ceremony for the lab expansion and renovation project. 

 

Compliance Committee 

Ms. Pendleton said they did not meet. 

Quality Committee 

Ms. Pendleton said the information is in the synopsis in the packet. She said there is a lot of good 

information and she encourages everyone to review. 

Governance Committee 

Dr. Sowada said they are bringing forward a board policy regarding non-board members being members 

of board committees. 

Human Resources Committee 

Ms. Pendleton said they did not meet.  

Finance & Audit Committee 

Mr. Kelsey asked Mr. Rood to report.  

Capital Expense: Mr. Rood said the Committee recommended the approval of two capital expenditures. 

The motion to approve a request for water control valves for $58,516.50 was made by Mr. Rood; second 

by Mr. Kelsey. Motion carried. The motion to approve a request for storage for the DaVinci for $58,810 

was made by Mr. Rood, second by Mr. Kelsey. Motion carried.  

Bad Debt: The request will be preliminary due to the timing of the meeting. The motion to approve the 

net bad debt and recoveries as presented of $1,680,420.85 made by Mr. Rood, second by Judge James. 

Motion carried. 

Foundation Board 

Mr. Rood said the Board of Directors will meet later that night. Ms. Richardson reported we hope to 

have a new director in the next month. 

Executive Oversight & Compensation Committee 

Dr. Sowada said committee information was discussed in executive session. 

Joint Conference Committee 

 

Dr. Sowada said they did not meet. 
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CONTRACT REVIEW 

 

Contracts Approved By The CEO Since Last Board Meeting 

 

There was no discussion. 
 

GOOD OF ORDER 

Dr. Sowada asked for any feedback on The Governance Institute online four-hour orientation program. 

Ms. Pendleton said she thought it was really good and thinks every new trustee should review it, just not 

right after they appointed. Judge James said there was a lot of good information. Dr. Sowada said it was 

a really good refresher for her. Ms. Pendleton noted the concerns that boards don’t have time for strategic 

planning. She also found the list of board committees interesting. 

Dr. Sowada noted the July meeting was moved to Monday, July 1. She said the July meeting is when we 

choose the slate of officers and also make committee assignments for the upcoming fiscal year. She 

asked everyone to forward their input to Dr. Sowada and Mr. Kelsey. 

EXECUTIVE SESSION 

The motion to go into executive session at 4:28 p.m. to discuss personnel, litigation and information 

classified as confidential by law was made by Ms. Pendleton; second by Judge James. Motion carried.  

RECONVENE INTO REGULAR SESSION 

The motion to leave the executive session and return to the regular session at 4:34 p.m. was made by 

Ms. Pendleton; second by Judge James. Motion carried.  

 

ACTION FOLLOWING EXECUTIVE SESSION 

 

Pursuant to the notice provided in the agenda, the Board of Trustees held discussions and action was 

taken.  

 

The motion to grant clinical privileges and appointments to the Medical Staff as discussed in executive 

session was made by Ms. Pendleton; second by Judge James. Motion carried. 

 

Credentials Committee Recommendations to the Board of Trustees for Granting Clinical Privileges 

and Granting Appointment to the Medical Staff from May 4, 2024 & May 23, 2024 

1. Initial Appointment to Associate Staff (1 year) 

 Dr. Jared Tyler, Anesthesiology 

 Dr. Sima Nekoui, Neurology 

2. Initial Appointment to Consulting Staff (1 year) 

 Dr. Jumana Alshaikh, Tele-Neuro (U of U) 

 Dr. Matt Jensen, Tele-Neuro (U of U) 

 Dr. Brian Johnson, Tele-Neuro (U of U) 

 Dr. Robert Kadish, Tele-Neuro (U of U) 

 Dr. Kyle Mahoney, Tele-Neuro (U of U) 

 Dr. Clark Moser, Tele-Neuro (U of U) 

 Dr. Mateo Paz Soldan, Tele-Neuro (U of U) 

 Dr. William Kamens, Tele-Psychiatry (QLER) 
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 Dr. Eric Emery, Tele-Psychiatry (QLER) 

 Dr. Natasha Nazari, Tele-Psychiatry (QLER) 

3. Reappointment to Active Staff (2 year) 

 Dr. Mary Murphy, Radiology 

 Dr. Chandra Yeshlur, Pediatrics 

4. Reappointment to Consulting Staff (2 year) 

 Dr. Dipayan Chaudhuri, Cardiovascular Disease (U of U) 

 Dr. Richard Jennis, Tele-Radiology (VRC) 

5. Reappointment to Non-Physician Provider Staff (2 year) 

 Todd Bader, LPC (Southwest Counseling) 

6. New Business 

 Dr. Jeff Wheeler – CPEP Assessment/Reappointment Date 

 Dr. Samer Kattan – DaVinci Robotic Assisted Surgery Privileges 

 Dr. Ahmad Bashirimoghaddam – Keeping Privileges to Work as Locums Hospitalist 

 Dr. Mansour Khaddr – Category Change to Active Staff 

 

ADJOURNMENT 

 

There being no further business to discuss, the meeting adjourned at 4:35 p.m.  

      

 

    

  ___________________________________  

  Dr. Barbara Sowada, President 

 

Attest: 

 

 

_________________________________ 

Ms. Kandi Pendleton, Secretary 
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MINUTES FROM THE SPECIAL MEETING 

MEMORIAL HOSPITAL OF SWEETWATER COUNTY 

BOARD OF TRUSTEES 

 

June 17, 2024 
 

The Board of Trustees of Memorial Hospital of Sweetwater County met in a special meeting via 

Zoom on June 17, 2024, at 7:30 p.m. with Dr. Barbara Sowada, President, presiding. 

 

CALL TO ORDER 

 

Dr. Sowada called the meeting to order. She said the purpose of the meeting was to review the 

proposed FY25 budget and the Board would not take any action at the end of the meeting. The 

following Trustees were present online: Mr. Marty Kelsey, Judge Nena James, Ms. Kandi 

Pendleton, and Dr. Barbara Sowada. Excused: Mr. Craig Rood. 

 

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

Love, Chief Financial Officer. 

 

FY 2025 BUDGET WORKSHOP 

 

Ms. Love reviewed FY24 budget highlights leading into the review of the proposed FY25 budget 

details. Ms. Richardson said we tend to stay on the conservative side of budgeting. Ms. Love noted 

the updated strategic plan has been incorporated into the budget. She thanked her team for their 

hard work. Ms. Love said we will take one more deep dive after we close May and bring any 

updates to the Finance and Audit Committee meeting at the end of June. The Board will review 

the final draft for approval at the June 27 special meeting. 

 

EXECUTIVE SESSION 

The motion to go into executive session at 8:25 p.m. to discuss personnel and information 

classified as confidential by law was made by Ms. Pendleton; second by Judge James Motion 

carried.  

RECONVENE INTO REGULAR SESSION 

The motion to leave the executive session and return to the regular session at 8:40 p.m. was made 

by Ms. Pendleton; second by Judge James. Motion carried.  

 

ADJOURNMENT 

Dr. Sowada thanked Ms. Love and the staff for the workshop. There being no further business to 

discuss, the meeting adjourned at 8:40 p.m.  

      

  ___________________________________  

  Dr. Barbara Sowada, President 

Attest: 

 

_________________________________ 

Ms. Kandi Pendleton, Secretary 
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MINUTES FROM THE SPECIAL MEETING 

MEMORIAL HOSPITAL OF SWEETWATER COUNTY 

BOARD OF TRUSTEES 

 

June 27, 2024 
 

The Board of Trustees of Memorial Hospital of Sweetwater County met in a special meeting via 

Zoom on June 27, 2024, at 9:00 a.m. with Dr. Barbara Sowada, President, presiding. 

 

CALL TO ORDER 

 

Dr. Sowada called the meeting to order. The following Trustees were present online: Judge Nena 

James, Mr. Marty Kelsey, Ms. Kandi Pendleton, Mr. Craig Rood, and Dr. Barbara Sowada.  

 

Officially present during the meeting: Ms. Irene Richardson, Chief Executive Officer; Mr. Taylor 

Jones, Sweetwater County Board of County Commissioners Liaison; Mr. Geoff Phillips, Legal 

Counsel. 

 

AGENDA 

 

Dr. Sowada said the purpose of the meeting was to approve the budget. She said the Board would 

go into executive session and would take action following executive session. The motion to 

approve the agenda was made by Ms. Pendleton; second by Judge James. Motion carried. 

 

FY 2025 BUDGET APPROVAL 

 

Mr. Kelsey said Ms. Tami Love, Chief Financial Officer, made a couple of minor changes from 

the draft budget reviewed at the June 17 special meeting. The motion to approve the FY25 budget 

as presented was made by Judge James; second by Mr. Kelsey. Motion carried. 

 

EXECUTIVE SESSION 

The motion to go into executive session at 9:02 a.m. to discuss personnel and information classified 

as confidential by law was made by Ms. Pendleton; second by Judge James. Motion carried.  

RECONVENE INTO REGULAR SESSION 

The motion to leave the executive session and return to the regular session at 9:11 a.m. was made 

by Judge James; second by Mr. Kelsey. Motion carried.  

 

ACTION FOLLOWING EXECUTIVE SESSION 

 

The motion to approve a one-time success sharing bonus for hospital employees was made by Ms. 

Pendleton; second by Judge James. Motion carried.  

Dr. Sowada thanked staff for all they do and said she appreciates the action to share the success. 

Ms. Richardson thanked the Board for their support.  
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ADJOURNMENT 

There being no further business to discuss, the meeting adjourned at 9:13 a.m.  

      

 

    

  ___________________________________  

  Dr. Barbara Sowada, President 

Attest: 

 

 

_________________________________ 

Ms. Kandi Pendleton, Secretary 
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ORIENTATION MEMO 
 

 
 

Board Meeting Date: July 1st, 2024  
 
Topic for Old & New Business Items:  
 

Performance Improvement and Patient Safety (PIPS) Plan  
 
 
Policy or Other Document: 

 ___X__ Revision 
 ______ New 
 
Brief Senior Leadership Comments:  
Minimal revisions made to the content of the document.  Added STEEP acronym 
under “Quality” definition.  Minor grammatical and formatting changes. Added 
general verbiage around health equity.  Added a few additional responsibilities 
under Quality Department. Minor changes made to PIPS Committee Reporting 
Calendar.  

 Board Committee Action:  
Approved by Quality Committee of the Board 05/15/2024 
 
 
Policy or Other Document: 

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

 ___NA___ In House Comments: 
 _______ Board  Comments: 
 
Senior Leadership Recommendation: 
For second read at this time.  
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DRAFT

Status Draft PolicyStat ID 15742204 

Approved N/A 

Review Due N/A 

Document 
Area 

General - 
Housewide 

Reg. 
Standards 

CMS A-0263,
CMS A-0273,
CMS A-0283 
+ 24 more 

Performance Improvement and Patient Safety (PIPS) Plan 

Mission 

Compassionate care for every life we touch 

Vision 

To be our community's trusted healthcare leader 

Values 

Be Kind, Be Accountable, Be Respectful, Embrace Excellence, Work 
Collaboratively 

Introduction 

Memorial Hospital of Sweetwater County (MHSC) is committed to providing compassionate, equitable, 
high-quality care with a strong culture of safety for the best patient outcomes. Our objective is to support 
a culture of safety for our patients and staff. This culture allows us to consistently identify opportunities 
to improve performance and increase safety while maintaining a commitment to responsible 
stewardship of resources as aligned with MHSC's mission, vision, values, and strategic objectives. 

Definitions 

Performance improvement – The systematic process of detecting and analyzing performance problems, 
designing and developing interventions to address the problems, implementing the interventions, 
evaluating the results, and sustaining improvement. 

Patient safety - The prevention of errors and adverse effects to patients that are associated with health 
care. Patient Safety Plan 

Performance Improvement and Patient Safety (PIPS) Plan. Retrieved 05/2024. Official copy at
http://sweetwatermemorial.policystat.com/policy/15742204/. Copyright © 2024 Memorial Hospital of Sweetwater County

Page 1 of 16
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DRAFT

Quality - A person-centered commitment to excellence, consistently using best practice to achieve the 
best outcomes for our patients and community. The Institute of Medicine (IOM) outlines six aims for 
healthcare quality which comprise the STEEP acronym: 

I. Safe: avoiding harm to patients from the care that is intended to help them 

II. Timely: reducing wait times and sometimes harmful delays for both those who receive and 
those who give care 

III. Efficient: avoiding waste, including waste of equipment, supplies, ideas, and energy 

IV. Effective: providing services based on scientific knowledge to all who could benefit and 
refraining from providing services to those not likely to benefit 

V. Equitable: providing care that does not vary in quality because of personal characteristics such 
as gender, ethnicity, geographic location, and socioeconomic status 

VI. Patient-centered: providing care that is respectful of and responsive to individual patient 
preferences, needs, and values and ensuring that patient values guide all clinical decisions 

MHSC uses the following terminology interchangeably: quality improvement and performance 
improvement. 

Purpose 

The Performance Improvement and Patient Safety (PIPS) Plan provides guidelines for collecting, 
analyzing, and using data to identify, address, and monitor performance to continually improve the 
quality of care provided by the Hospital. The PIPS Plan encompasses a multidisciplinary and integrated 
approach and is designed to include Leadership, Medical Staff, employees, and the Board of Trustees to 
collaboratively identify, plan, implement and sustain improvement. The previously identified parties 
assess processes, initiate peer review activities, and take appropriate actions that will improve the 
processes and/or systems, in an effort to improve outcomes within the organization. The PIPS Plan is 
approved annually by the Board of Trustees. Functions of the PIPS Plan include expressing the 
foundational concepts that form the basis for MHSC's performance improvement and patient safety 
efforts. In addition, the PIPS Plan outlines the structure and processes that MHSC has developed as a 
framework for participation in performance improvement across the organization. 

Scope 

The PIPS Plan is organization wide and applies to all departments, care, treatment, and services settings 
(including those services furnished under contract or arrangement). This includes Hospital inpatient and 
outpatient services, as well as Sweetwater Memorial Clinics. (Appendix 1 – PIPS Committee Reporting 
Calendar) 

Objectives 

The objective of the PIPS Plan is to allow for a systematic, coordinated, and continuous approach for 
improving performance. (Appendix 4 – PIPS Documentation Tool) 

I. To guide development and implementation of data collection processes that support 

Performance Improvement and Patient Safety (PIPS) Plan. Retrieved 05/2024. Official copy at
http://sweetwatermemorial.policystat.com/policy/15742204/. Copyright © 2024 Memorial Hospital of Sweetwater County
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performance improvement. Data areis a fundamental componentscomponent of all 
performance improvement processes. Data can be obtained from internal sources (for 
example, documentation, records, staff, patients, observations, and risk assessments) or 
external sources (for example, regulatory organizations, insurers, and the community). The 
purpose of data collection is to ensure that data necessary to identify, address, and monitor 
areas for improvement are available. 

II. To guide development and implementation of data analysis processes that support 
performance improvement. Collected and validated data must be analyzed to be useful. The 
purpose of data analysis is to determine the status of the Hospital’s quality of care and to 
inform any plans for improvement. 

III. To guide development and implementation of performance improvement processes that 
increase safety and quality. All performance improvement activities must be based on relevant 
data collected and analyzed according to Hospital policies and procedures. Performance 
improvement is a continual process. Performance improvement aims to ensure that the safest, 
highest-quality care is provided to all patients at all times. 

Organization and Accountability 

The PIPS Plan shall involve the coordinated efforts of the Board of Trustees, Senior Leadership Team, 
Medical Staff, Department Directors, Supervisors, Clinical Coordinators, and staff of the various MHSC 
departments and committees. Every employee is responsible for participating in performance 
improvement activities, as appropriate to their job duties. Engagement in quality improvement activities 
is an expectation at MHSC. Activities are prioritized by the PIPS Committee and Medical Staff, with input 
from the Quality Committee of the Board. 

Board of Trustees 

I. The responsibilities of the Board of Trustees, as they relate to the PIPS Plan, include: 

A. Oversee that quality and safety are at the core of the organization's mission 

B. Oversee that quality and safety values are embedded in guiding the organization's 
strategic plan 

C. Oversee that adequate resources (staff, time, information systems, and training) are 
allocated to data collection and performance improvement 

D. Oversee the Hospital's ongoing monitoring, maintenance, and improvement efforts 
for safe, high - quality, and efficient medicalclinical care 

E. Monitor appropriate data collection processes, including methods, frequency, and 
details 

1. By approving the PIPS Plan and accepting dashboard reports and other 
reports addressing specific metrics, the Board approves data definitions 
and frequency and detail of data collection. The Board authorizes 
applicable quality oversight committees to adjust data definitions and data 
frequency as deemed necessary so long as revisions ensure performance 
improvement processes are in no way hindered and applicable definitions 
and frequency are consistent with national, state, or local reporting 
requirements. Based on its oversight responsibilities and at its discretion, 

Performance Improvement and Patient Safety (PIPS) Plan. Retrieved 05/2024. Official copy at
http://sweetwatermemorial.policystat.com/policy/15742204/. Copyright © 2024 Memorial Hospital of Sweetwater County
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the Board, may at any time require changes in either frequency or detail of 
data collection. 

a. Frequency of data collection and reporting is determined on a 
case-by-case basis with consideration to improvement priorities, 
sample size necessary for adequate review, and resource 
consideration 

F. Assess the effectiveness of the PIPS Plan 

G. Approves PIPS priorities annually 

H. Assess the effectiveness of the PIPS priorities 

I. Review and approve the PIPS Plan annually 

J. Participate in education regarding the methods of quality management and 
performance improvement 

K. Receive reports of indicators and performance of processes as outlined in this plan 

L. Receive regular reports regarding all departments with direct and indirect patient 
care services and ensure these are monitored, problems are identified and 
prioritized, and appropriate action is implemented 

Senior Leadership Team 

I. The Senior Leadership Team is comprised of the Chief Executive Officer (CEO), Chief Medical 
Officer (CMO), Chief Nursing Officer (CNO), Chief Clinical Officer (CCO), and Chief Financial 
Officer (CFO). 

II. Oversight of a PIPS Plan capable of continuous improvement is a task accomplished in an 
environment fostered by Senior Leadership support. The Senior Leadership Team's 
commitment includes taking accountability for the PIPS Plan's effectiveness and ensuring the 
PIPS Plan requirements are integrated into organizational processes. In addition, the 
commitment includes recognizing the importance of meeting patient needs and the various 
requirements of statutes and regulations that surround and permeate the organization. 

III. The responsibilities of the Senior Leadership Team as they relate to the PIPS Plan include: 

A. Support the implementation, execution, and oversight of this quality framework 

B. Set the scope, priorities, guidelines, and parameters for the PIPS Plan 

C. Align the PIPS Plan with strategic priorities 

D. Set expectations for using data and information 

E. Set priorities for and identify the frequency of data collection and performance 
improvement that include but are not limited to the following: 

1. High-volume processes 

2. High-risk processes 

3. Problem-prone processes 

F. Set priorities for performance improvement based on the following considerations: 

1. Incidence 

Performance Improvement and Patient Safety (PIPS) Plan. Retrieved 05/2024. Official copy at
http://sweetwatermemorial.policystat.com/policy/15742204/. Copyright © 2024 Memorial Hospital of Sweetwater County
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2. Prevalence 

3. Severity 

G. Prioritize and ensure that adequate resources (staff, time, information systems, and 
training) are allocated to data collection and performance improvement 

H. Update this plan to reflect any changes, including but not limited to, changes in the 
following: 

1. Strategic priorities 

2. Internal or external environment (such as patient population, community 
health metrics, and so on) 

I. Ensure the PIPS Plan is cohesive and feasible 

J. Periodically approve flexibility and variation in department and committee - 
scheduled reports as well as PIPS priorities, in extenuating circumstances as 
necessary 

K. Ensure accreditation standards adherence 

L. Motivate and support staff to achieve PIPS objectives 

M. Evaluate the effectiveness of the Hospital’s use of data and information 

N. Monitor the effectiveness of the PIPS Plan and the achievement of results 

O. Ensure appropriate follow-up of identified corrective actions not resulting in 
expected or sustained improvement 

P. Communicate the PIPS Plan to staff and the community 

Quality Department 

I. The responsibilities of the Quality Department as they relate to the PIPS Plan include: 

A. Serve as a resource for performance improvement, patient safety, patient 
experience, and regulatory information 

B. Educate MHSC staff about the performance improvement process, patient safety, 
and patient experience 

C. Support staff, including Medical Staff, Leadership, and project leaders, in the 
development and implementation of performance improvement activities, including 
team building and data analysis 

D. Assist with and assure data gatheringcollection efforts are valid, reliable, and 
comprehensive 

E. Attend designated Medical Staff committee meetings and facilitate performance 
improvement processes 

F. Provide accurate and reliable data for Ongoing Professional Practice Evaluation 
(OPPE) profiles for assessment of Medical Staff members 

G. Promote consistency in performance improvement activities 

H. Facilitate selection of annual PIPS priorities via prioritization matrix and multi-

Performance Improvement and Patient Safety (PIPS) Plan. Retrieved 05/2024. Official copy at
http://sweetwatermemorial.policystat.com/policy/15742204/. Copyright © 2024 Memorial Hospital of Sweetwater County
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disciplinary discussion 

I. Facilitate and prepare the annual Patient Safety and Performance Improvement 
report which represents a portfolio of safety and performance improvement efforts 
across the organization 

J. Lead various multi-disciplinary committees dedicated to performance improvement, 
patient safety, health equity, and accreditation, including but not limited to PIPS 
Committee, Patient Safety Committee, Health Equity Committee, and Continual 
Survey Readiness (CSR) 

Medical Staff 

I. The Medical Staff provides expertise in meeting appropriate clinical goals, objectives, and 
initiatives for patient care. The responsibilities of the Medical Staff as they relate to the PIPS 
Plan include: 

A. Provide clinical input for targets related to clinical outcomes 

B. Carry out tasks to meet the objectives of the PIPS Plan 

C. Reviews reports to ensure measures are reaching agreed-upon targets in Medical 
Staff meetings 

D. Act upon identified areas for improvement 

E. Provide effective mechanisms to measure, assess, and improve the quality and 
appropriateness of patient care, and the clinical performance of all individuals with 
delineated clinical privileges, accomplished through Ongoing Professional Practice 
Evaluations (OPPE), Focused Professional Practice Evaluations (FPPE), and Peer 
Review Process (refer to Professional Practice Review Process – Medical Staff Peer 
Reviewrefer to Professional Practice Review Process – Medical Staff Peer Review) 

Leadership Team 

I. The Leadership Team is comprised of department directors, supervisors, and clinical 
coordinators. The responsibilities of the Leadership Team, as they relate to the PIPS Plan, 
include: 

A. Utilize performance improvement processes to support MHSC's mission, vision, and 
values 

B. Participate in the collection and analysis of relevant departmental data 

C. Foster a climate of continuous improvement through measurement, data analysis, 
identification, and implementation of changes needed to improve and ensure 
sustainment 

D. Monitor processes known to jeopardize the safety or clinical outcomes of patients 

E. Implement and maintain processes to ensure compliance with applicable 
requirement(s) or standard(s) 

F. Ensure services provided are consistent with MHSC's values and goal of consistently 
providing person-centered care 

G. Document improvement initiatives and progress 

Performance Improvement and Patient Safety (PIPS) Plan. Retrieved 05/2024. Official copy at
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H. Accountable for developing a process improvement project, knowing their scheduled 
presentation dates, and contacting the Quality Department for assistance prior to 
presenting, as necessary 

I. Present department performance improvement project updates to PIPS Committee 
as requested and/or scheduled (Appendix 5 - PIPS Reporting Presentation Template) 

Project Teams, Staff, and Volunteers 

I. The responsibilities of the Project Teams, Department Employees, and Volunteers as they 
relate to the PIPS Plan include 

A. Participate in data collection and analysis activities as well as performance 
improvement activities 

B. Identify and utilize approaches for improving processes and outcomes to 
continuously improve the quality and safety of patient care 

C. Performance improvement project teams may be formed according to employee 
identification of improvements and prioritization 

D. Document improvement initiatives and progress (Appendix 4 - PIPS Documentation 
Tool) 

E. Report improvement initiatives to PIPS Committee as requested or scheduled 
(Appendix 5 - PIPS Reporting Presentation Template) 

PIPS Committee Functions 

I. The PIPS Committee oversees the establishment, implementation, and monitoring of the PIPS 
Plan. The core PIPS Committee shall be comprised of Senior Leadership, Director of Medical 
Office Building Clinics, Director of Acute Care Services, Director of Emergency Services, 
Infection Prevention, Director of Surgical Services, Director of Medical Imaging, Director of 
Women's Health, Director of Pharmacy, Director of Cardiopulmonary, Director of Environmental 
Services, Director of Lab, Director of Nutrition Services, Director of Rehab Services, Director of 
Care Management, Director of Education, Director of Dialysis, Director of Medical Oncology, 
Director of Radiation Oncology, Quality Department, Medical Staff Representative, Security, 
Emergency Management Coordinator, Family Medicine/Occupational Medicine Clinic 
Representative and Patient Safety Representative. Other representatives may attend based on 
identified priorities. 

A. Provide an organization-wide program to systematically measure, assess, and 
improve performance to achieve optimal patient outcomes in a collaborative, 
multidisciplinary, cross-departmental approach 

B. Support activities to promote patient safety and encourage a reduction in 
preventable harm, in collaboration with the Patient Safety Committee 

C. Provide a mechanism to foster collaborative efforts for performance improvement, 
feedback, and learning throughout the organization while assigning responsibilities 
and authority for these processes 

D. Implement all Centers for Medicare and Medicaid Services (CMS) and other 
regulatory bodies' quality management and performance improvement standards 
and maintain accreditation and required certifications 

Performance Improvement and Patient Safety (PIPS) Plan. Retrieved 05/2024. Official copy at
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E. Oversee compliance with accreditation standards and support resolution of 
noncompliance through action plans in coordination with the Continual Survey 
Readiness Committee 

F. Coordinate schedule for department and committee reports 

G. Prioritize improvement projects to address processes based on the following: 

1. Focus on high-risk, high-volume, or problem-prone areas 

2. Consider the incidence, prevalence, and severity of the problems in those 
areas 

3. Affect on health outcomes, patient safety, and quality of care 

4. Additional factors such as resource allocation and accreditation/
regulatory requirements 

5. Utilize a prioritization scoring tool to assist in determining the distinct 
number of improvement projects annually (Appendix 3 - Proposed 
Performance Improvement Project Decision Checklist) 

H. Ensure performance improvement projects incorporate the needs and expectations 
of patients and families 

I. Monitor the status of identified and prioritized performance improvement projects 
and action plans by ensuring additional data collection and analysis is performed to 
assure improvement or problem resolution on a sustained basis 

J. Identify corrective actions not resulting in expected or sustained improvement 

K. Ensure proper continuation of the cycle of creating, implementing, monitoring, and 
evaluating improvement efforts 

L. Identify annual data elements collected on an ongoing basis to prioritize focus areas 
for performance improvement 

M. Review and approve the PIPS Plan each year prior to submitting to the Quality 
Committee of the Board 

N. Oversee annual evaluation of performance improvement project priorities and goals 

O. Oversee annual evaluation of PIPS Plan objectives, scope, and effectiveness, and 
evaluate progress towards strategic plan goals related to quality, safety, and patient 
experience 

P. Communicate information concerning quality, patient safety, and patient experience 
to departments when opportunities to improve exist 

Q. Report, in writing, to leadership on issues and interventions related to adequacy of 
staffing, including nurse staffing. This occurs at least once a year. 

R. Report appropriate information regarding quality, patient safety, patient experience, 
and accreditation to Senior Leadership, Medical Executive Committee (MEC), Quality 
Committee of the Board, and the Board of Trustees to provide leaders with the 
information they need in fulfilling their responsibilities concerning the quality and 
safety of patient care 

1. Specifically, the committee provides data on Multidrug-resistant 
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organisms (MDROs), Central line-associated blood stream infection 
(CLABSI), Catheter associated urinary tract infection (CAUTI), 
Clostridioides difficileClostridioides difficile (CDI), Surgical site infection 
(SSI) to key stakeholders, including but not limited to the following: 

a. Leaders 

b. Licensed independent practitioners 

c. Nursing staff 

d. Other clinicians 

S. Provide reports to the Quality Committee of the Board regarding results of 
performance improvement activities 

Risk/Compliance 

I. Risk Management is undertaken by the Quality Department, in collaboration with multiple other 
departments, to identify, evaluate and reduce risk or loss to patients, employees, visitors, and 
the Hospital. The PIPS Committee may assist with quality improvement opportunities 
identified for risk reduction and performance improvement. 

Safety 

I. MHSC is committed to encouraging, promoting, and supporting a culture of safety throughout 
the organization. The purpose of the organizational Patient Safety Program is to improve 
patient safety and reduce risk to patients through an environment that encourages: 

A. Recognition and acknowledgment of risks to patients with regard to medical/health 
care errors 

B. Initiation of actions to reduce these risks 

C. Internal reporting of what has been found and the actions taken 

D. Focus on processes and systems 

E. Minimization of individual blame or retribution for involvement in a medical/health 
care error 

F. Organizational learning about medical/health care error 

G. Support for the sharing of knowledge to effect behavioral changes in itself and other 
healthcare organizations 

H. Appropriate communication and transparency to our patients and families 

II. Please refer to the Patient Safety Plan for further information. Patient Safety Plan 

Methodology 

Memorial Hospital of Sweetwater County utilizes processes outlined by the Institute for Healthcare 
Improvement (IHI) Model for Improvement, developed by Associates in Process Improvement. This 
model for improvement includes forming a team, setting aims, and establishing measures, along with 
selecting, testing, implementing, and spreading changes. The Plan, Do, Study, Act (PDSA) Model is used 
to guide tests of change within and throughout the organization. Specific, Measurable, Achievable, 
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Realistic, and Time-bound (S.M.A.R.T) goals are encouraged to be utilized when appropriate in setting 
aims and smart objectives. (See Appendix 4-PIPS Documentation Tool and Appendix 7 – IHI's Model for 
Improvement) Performance improvement teams may use other evidence-based methodologies and 
tools as appropriate based on the complexity, scope, and scale of the improvement project. 

I. Performance improvement project teams will use data to determine how action plans are 
developed and will define the frequency of data collection 

Data 

MHSC continually seeks to identify changes that will lead to improved quality and patient safety. 
Annually, each department/discipline shall develop indicators for performance improvement based on 
their identified improvement project. Whenever possible, data collection is a shared activity involving 
staff. The collected data may be organized and analyzed with the assistance of the Quality Department, 
if necessary. 

I. By approving the PIPS Plan and accepting dashboard reports and other reports addressing 
specific metrics, the Board approves data definitions, along with frequency and detail of data 
collection. The Board authorizes applicable quality oversight committees to adjust data 
definitions and frequency of data collection as deemed necessary, so long as revisions ensure 
performance improvement processes are in no way hindered and applicable definitions and 
frequency are consistent with national, state, or local reporting requirements. Based on its 
oversight responsibilities and at its discretion, the Board may, at any time require changes in 
either frequency or detail of data collection. 

A. Frequency of data collection and reporting is determined on a case-by case basis 
with consideration to improvement priorities, sample size necessary for adequate 
review, and resources consideration 

II. Data Collection 

A. The PIPS Committee has identified acceptable data sources for performance 
monitoring and improvement activity. Data sources and mechanisms of identifying 
opportunities for improvement include, but are not limited to: 

1. Risk Assessments 

2. Reports and/or alerts from governmental agencies (for example, Centers 
for Disease Control and Prevention, Occupational Safety and Health 
Administration, Food and Drug Administration) 

3. Accreditation reports 

4. Regulatory rounds and tracers 

5. Culture of Safety survey 

6. Occurrence reports and Good Catches identifying patient safety concerns 
and trends 

7. Staff reporting safety or process concerns to their leaders 

8. RCA (Root Cause Analysis) 

Performance Improvement and Patient Safety (PIPS) Plan. Retrieved 05/2024. Official copy at
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9. FMEA (Failure Mode Effects Analysis) 

10. Patient complaints/grievances 

11. Patient perception of safety and quality 

12. Peer review 

13. Ongoing medical record review 

14. Audit of clinical contracts 

15. Internal audits identifying improvement opportunities 

16. Sentinel event reports and Joint Commission Sentinel Event alerts 

17. Hospital Quality Improvement Contractor (HQIC) 

B. The PIPS Committee collaborates with department managers to perform the 
following activities: 

1. Collect data required by CMS Conditions of Participation and The Joint 
Commission including measures from: 

a. Inpatient Quality Reporting 

b. Outpatient Quality Reporting 

c. Value Based Purchasing 

d. Hospital Readmission Reduction Program 

e. Hospital Acquired Condition Reduction Program 

f. Quality Payment Program – Merit Based Incentive Payment 

g. Hospital Consumer Assessment of Healthcare Providers and 
Systems (HCAHPS) 

h. The Joint Commission ORYX Measures 

2. Collect data on the following: 

a. Improvement priorities, as identified by leadership 

b. Selected outcome indicators (mortality, readmissions, etc.) 

c. Health equity key performance indicators 

d. Procedures, including operative procedures, that place patient at 
risk of disability or death 

e. Clinically significant unexpected postoperative diagnoses, as 
determined by the medical staff 

f. Blood and blood components use 

g. Use of restraints 

h. Use of seclusion 

i. Patient safety issues (ex: falls, self harm) 

j. Resuscitative services, including the following elements: 

Performance Improvement and Patient Safety (PIPS) Plan. Retrieved 05/2024. Official copy at
http://sweetwatermemorial.policystat.com/policy/15742204/. Copyright © 2024 Memorial Hospital of Sweetwater County

Page 11 of 16

24/126



DRAFT

i. Number and location of cardiac arrests 

ii. Outcomes of resuscitation, such as return of 
spontaneous circulation (ROSC) and/or survival to 
discharge 

iii. Transfer to higher level of care 

k. Pain assessment and pain management 

l. Rapid response to change or deterioration in a patient condition 

m. Care or services to high-risk populations (patient falls) 

n. National Patient Safety Goals 

o. CMS preventable conditions (Hospital-Acquired Conditions) 

p. Healthcare-associated infections (SSI, CLABSI, CAUTI, MRSA, 
MDRO, C.diff) 

q. AHRQ Patient Safety Indicators (PSI) 

r. Reported and confirmed transfusion reactions 

s. Changing internal or external (e.g. Joint Commission Sentinel 
Event Alerts) conditions 

t. MRI incidents/injuries 

u. Significant adverse drug reactions 

v. Significant medication errors 

w. Adverse events or patterns of adverse events during moderate 
or deep sedation and anesthesia 

x. Complications of care 

3. Collect data on topics in the following areas: 

a. Environment of care 

b. Infection prevention and control 

c. Medication management system 

d. Resuscitation performance, including but not limited to the 
following elements: 

i. Frequency of early warning signs being present prior 
to cardiac arrest 

ii. Timeliness of staff response to cardiac arrest 

iii. Quality of cardiopulmonary resuscitation (CPR) 

iv. Post–cardiac arrest care processes 

v. Outcomes following cardiac arrest 

e. Organ procurement program (conversion rates) 

f. Adequacy of staffing, including nurse staffing, in relation to 
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undesirable patterns, trends, or variations in performance 

g. Incidents related to overexposure to radiation during diagnostic 
computed tomography examinations 

4. Include the following information when recording data: 

a. Data source 

b. Collection frequency 

c. Reporting frequency 

d. Report audience 

e. Responsible department(s) 

f. Indicators for intervention 

III. Data Reliability and Validity 

A. Collected data need to be accurate, complete, and reliable. The PIPS Committee has 
established the following expectations for any data used to monitor or improve 
Hospital performance: 

1. Data samples will undergo auditing 

2. Data sources will be regularly checked using established procedures 

3. Re-abstraction will occur on a data sample 

IV. Data Analysis 

A. The PIPS Committee does the following: 

1. Engages the assistance of relevant departmental management and/or 
staff to collect and analyze data 

2. Develops goals and benchmarks in conjunction with stakeholders with 
attention to past performance, national performance data, external 
benchmarks, or comparative databases 

3. Compares internal data over time to identify levels of performance, pattern 
or trends in performance, and variations in performance 

4. Utilizes statistical tools and techniques to measure, analyze, and display 
data (e.g., run charts, flow charts and control charts). Preferred PIPS data 
displays include dashboards, run charts, and control charts, as applicable 

5. Analyzes data using methods that are appropriate to the type of data and 
the desired metrics, which include but are not limited to: 

a. Benchmark: a comparison and measurement of a health care 
organization's metrics against other national health care 
organizations. MHSC utilizes the National Average when 
available. 

b. Target Goal (SMART Goal): targeted goals define interim steps 
towards the stretch goal. Target goals may change frequently as 
progress is made toward stretch goal. Target goals help form a 
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concrete plan of action in order to make the stretch goal a 
reality. 

c. Stretch Goal: inspires us to think big and reminds us to focus on 
the larger picture. This goal should exceed the benchmark. 
MHSC utilizes the National Top 10% when available. 

6. Analyzes aggregate data to identify opportunities for improvement and 
actions to improve the quality of processes 

Communication 

I. To communicate changes made based on data analysis and to sustain improvements, 
performance Performance improvement is communicated through the following resources 
(Appendix 6 - Communication Plan): 

A. Quality Committee of the Board 

B. PIPS Committee 

C. Leadership meetings 

D. Medical Staff meetings 

E. Staff meetings 

F. Department white boards, electronic communication, and communication books 
may be utilized to display results of monitoring and internal performance 
improvement activities 

Confidentiality 

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

II. 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. 

III. 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. 

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

V. 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 

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

VII. 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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Attachments 

Appendix 1 - Reporting Calendar 

Appendix 2 - Committee Reporting Structure 

Appendix 3 - Proposed Performance Improvement Project Decision Checklist 
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JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC

STANDING COMMITTEE REPORTS 

Antimicrobial Stewardship (biannual) X X

Code Blue Committee (biannual) X X

Continual Survey Readiness (quarterly) Q2 Q3 Q4 Q1

E.H.R. OPS/Informatics (biannual) X X

Emergency Management (biannual) X X

EOC (biannual) X X

Health Equity (biannual) X X

Pain Task Force (biannual) X X

Patient Flow (biannual) X X

Patient Relations/Grievances Committee (biannual) X X

Patient Safety (quarterly) Q2 Q3 Q4 Q1

Person Centered Care (quarterly) Q2 Q3 Q4 Q1

PICC Line (annual) X

Sepsis (every other month) X X X X X X

Value Analysis Committee/Materials Management (annual) X

Workplace Violence (biannual) X X

MEDICAL STAFF COMMITTEE REPORTS

Blood Utilization Committee (biannual) X X

Infection Control (quarterly) Q2 Q3 Q4 Q1

Radiation Safety (biannual) X X

Trauma (biannual) X X

Utilization Management - Readmissions (biannual) X X

Patient Experience Survey Data

Clinics - MOB X X X X

Clinics - 3000 X X X X

Emergency Department X X X X

ICU X X X X

Medical Oncology X X X X

Med/Surg X X X X

Radiation Oncology X X X X

Surgery Department X X X X

Women's Health X X X X

DEPARTMENT REPORTS 

Behavioral Health (biannual) X X

Cardiopulmonary (biannual) X X

Care Management - Discharge Planning (biannual) X X

Chronic Care Manager (biannual) X X

Clinic - MOB (biannual) X X

Clinic - 3000 (biannual) X X

Dialysis (biannual) X X

Dietitians (annual) X

Quarter 3 Quarter 4 Quarter 1 Quarter 2

FY 2025 MHSC PIPS Committee Reporting Schedule 

Monthly Meeting: Second (2nd) Tuesday of every Month, 1:00 p.m. - 3:00 p.m., via Microsoft Teams

Quality Materials - Confidential 
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JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC

DEPARTMENT REPORTS 

Education (annual) X

Emergency Department (biannual) X X

Employee Health (annual) X

Environmental Services (biannual) X X

Fiscal Services (annual) X

Health Information Management (annual) X

Human Resources (annual) X

ICU (annual) X

Information Services (annual) X

Laboratory (biannual) X X

Medical Imaging (biannual) X X

Medical Oncology (biannual) X X

Medical Staff Services (annual) X

Medical Surgical (biannual) X X

Nutrition Services  (biannual) X X

Outpatient Infusion (annual) X

Patient Access (biannual) X X
Patient Financial Services (biannual)
(Central Scheduling, Pt Financial Navigation, & Translation & Interpretive Services) 

3 3

Pharmacy (biannual) X X

Physician Recruitment (annual) X

PR/Marketing (annual) X

Radiation Oncology X X

Rehab Services (biannual) X X

Sleep Lab (annual) X

Surgical Services (biannual) X X

Volunteers, Community Outreach (annual) X

Women's Health (biannual) X X

FACILITY WIDE REPORTS 

Hospital Compare Preview Reports (quarterly) X X X X

MHSC Star Rating, Patient Safety, and Other Standards Dashboards (monthly) X X X X X X X X X X X X

Patient Experience/HCAHPS Dashboards - by Dept. (monthly) X X X X X X X X X X X X

ORYX Report (quarterly) X X X X

Quality Reporting Program Results (HRRP, HACRP, VBP, QPP - annually) X X

Staffing Adequacy Report (annual) X

PIPS RELATED ITEMS 

PIPS Plan X

Patient Safety Plan X

Annual PIPS Priorities Selection X

Annual Patient Safety and Performance Improvement Report (Annual Evaluation) X

Total Reports: 18 14 11 19 17 15 18 14 15 19 15 13

Monthly Meeting: Second (2nd) Tuesday of the Month, 1:00 p.m. - 3:00 p.m., Classrooms 1-3 or Virtual

Quarter 3 Quarter 4 Quarter 1 Quarter 2

Quality Materials - Confidential 
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JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC

STANDING COMMITTEE REPORTS 

Pain Task Force Q4 Q1 Q2 Q3

Person Centered Care Q4 Q1 Q2 Q3

Antimicrobial Stewardship Q4 Q1 Q2 Q3

Continual Survey Readiness Q4 Q1 Q2 Q3

Patient Safety (to include: EHR Ops, Code Blue, SMPT, restraint/seclusion, behavioral 

health, suicide screening)
Q4 Q1 Q2 Q3

EOC Q4 Q1 Q2 Q3

MEDICAL STAFF COMMITTEE REPORTS

Infection Control Q4 Q1 Q2 Q3

Tissue and Blood Q4 Q1 Q2 Q3

Trauma Q4 Q1 Q2 Q3

Radiation Safety Q4 Q1 Q2 Q3

Utilization Management/Readmissions Q4 Q1 Q2 Q3

PROJECT TEAM REPORTS 

Sepsis Q4 Q1 Q2 Q3

ED Patient Flow Q4 Q1 Q2 Q3

DEPARTMENT REPORTS  - Quarterly 

Women's Health Q4 Q1 Q2 Q3

Medical Surgical Q4 Q1 Q2 Q3

ICU Q4 Q1 Q2 Q3

ED Q4 Q1 Q2 Q3

Surgical Services Q4 Q1 Q2 Q3

Medical Imaging Q4 Q1 Q2 Q3

Clinic Q4 Q1 Q2 Q3

Radiation Oncology/Medical Oncology Q4 Q1 Q2 Q3

Outpatient Infusion Q4 Q1 Q2 Q3

Rehab Services Q4 Q1 Q2 Q3

Cardiopulmonary Q4 Q1 Q2 Q3

Legal Counsel (Contracted Services Report) Q4 Q1 Q2 Q3

FACILITY WIDE REPORTS 

Donor Connect X X X X

Patient Experience/HCAHPS Dashboards X X X X X X X X X X X X

MHSC Organization Dashboard X X X X X X X X X X X X

Hospital Compare Preview Reports X X X X

Quality Reporting Program Results (HRRP, HACRP, VBP, QPP - Annually) X X

Culture of Safety Survey Results (Biennially) X

FY 2022 MHSC Quality Committee of Board Reporting Schedule 

Monthly Meeting: Second (2nd) Tuesday of the Month, 1:00 p.m. - 2:30 p.m., Classrooms 1-3

Quarter 1 Quarter 2 Quarter 3 Quarter 4 

32/126



Audit of Peer Review and OPPE/FPPE (Annually) X

Audit of Credentialing Process (Annually) X

Audit of Clinical Contract Quality Review (Annually) X

Accreditation Reports (Triennially Hospital, Biennially Lab)

FMEA, RCA, Serious Safety Events (as they occur)

PLAN APPROVAL (Annual)

PIPS Plan X
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Approval Process for a Community Member to be Appointed to a 
Board Committee 

 

DRAFT 
 

        Board of Trustees 
 
STATEMENT OF PURPOSE: 
The By-Laws of the Board of Trustees provide an option for a community member to be 
appointed to a committee of the Board of Trustees (Board). The purpose of this policy is to 
provide requirements and guidelines associated with said appointment. The Board believes that 
the appointment of a community member to a committee may provide additional expertise 
and/or an outside perspective regarding the workings of the committee. 
 

TEXT: 
Requirements and Guidelines: 

 The initial impetus and suggestion for a community member to serve on a committee of 
the Board must originate from the applicable committee via a majority vote of the 
committee. 

 Nominations for a community member to serve may come from any member of the 
applicable committee or from any member of the Board. Nominations should be e-
mailed to the current chair of the committee, the Board President, and CEO together 
with a narrative stating why this community member would be a valuable addition to 
the committee. 

 The chair of the committee shall provide all voting committee members of the 
committee the names of nominees, if any, together with the supporting narrative 
provided by the nominator. The chair of the committee may, at his/her discretion, ask 
the nominee to submit a brief statement to the chair of the committee stating why 
he/she would like to be considered for this appointment. 

 The committee shall vote whether or not to recommend any of the nominees for 
appointment. The recommended nominee shall become the initial preferred nominee, 
subject to interview requirements stated below. 

 In an effort to ensure that there is no apparent conflict of interest or other concern 
associated with the preferred nominee, the preferred nominee shall be interviewed by 
the Board President and the Chief Executive Officer. The Board President, upon 
conclusion of the interviews, shall notify the committee chair of the CEO’s and the 
Presidents recommendation.  

 The appointment to the Board committee shall be made in the same manner as other 
appointments to Board committees. 

 The term of appointment is for one fiscal year. If appointed after the annual Board 
meeting in July, the term shall end on the subsequent June 30th. The community 
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member may be re-appointed at the next annual meeting in July for a one-year term. 
The community member should not serve more than three full one year terms. The 
community member shall be a non-voting member of the committee. 

 Community committee members are not eligible to participate in executive sessions of 
Board committees. 

 Community committee members shall sign the Hospital’s conflict of interest statement.. 
 At the discretion of the committee, the voting members of the committee, in executive 

session, may discuss the appointment if warranted due to perceived issues with the 
community member. The committee may recommend to the Board President the 
termination of the appointment at any time during the term of appointment. The Board 
President, in consultation with the committee chair, shall then take appropriate action. 
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Board Charter: Governance Committee 

 

Category: Board Committees & Committee Charters 

Title: Governance Committee 

Original adoption: June 14, 2010 

Revision: 2011; 2017; 2020; 2022; 2023 

 

 

Purpose: 

 
The purpose of the Committee is to assist the Board of Trustees (Board) in discharging its duties 

in respect to institutional governance and to Board composition and education. 

 

Responsibilities: 
 

The Governance Committee is responsible for the following activities and functions: 

 Prepares and submits to the Board for approval an agenda template to be used for regular 
monthly meetings of the Board. 

 As part of the annual July meeting, assists the Board in electing its officers—president, vice 
president, secretary, and treasurer—by soliciting potential candidates and presenting a ballot of 
nominees for Board vote. In addition to the nominees submitted for a Board vote, other 
nominations may be submitted from the floor by other Board members at the Board meeting. 

 In the event an office is vacated, accepts nominees for the open office. The ballot is presented 

and voted upon within sixty (60) days of the office being vacated. 

 Pursuant to the Board’s duty to carry out its fiduciary and strategic responsibilities, periodically 
reviews Board bylaws, committee charters, and relevant Board policies to ascertain if any need 
revisions, or if an addition would be beneficial. Submits any suggested additions or revisions to 
the Board for review and approval. 

 Oversees the process whereby Board bylaws, committee charters, and Board policies are 

systematically reviewed at least every three years. Working with administrative staff and other 

Board members as appropriate, monitors progress yearly and helps insure that needed reviews 

are completed and that changes, if any, are presented to the Board for review and approval. 

 As part of the annual July meeting, assures the Hospital’s conflict of interest form is signed.. 

 Conducts an annual evaluation of the Board’s performance. Shares during Executive session the 
results of the evaluation with all members of the Board and the Chief Executive Officer (CEO). 

 Periodically assesses the educational needs of the Board and encourages the Board members to 
avail themselves of the large variety of educational opportunities —such as, professional 
meetings, webinars, board workshops, etc. From time to time, suggests specific videos, 
webcasts, etc. for Board review and discussion at upcoming meetings of the Board. 
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2 
 

 May recommend new Trustee candidates to the County Commissioners, who are charged with 
appointing Board members. In making such recommendations, the Governance Committee shall 
consider the skills and the attributes of the candidate, the needs of the Board, and 
representation of the residents of Sweetwater County. 

 

Composition 

 
The Committee shall consist of the Board president, or President’s designee, another Board member 

and the CEO. 

 

Meeting Schedule 
 

The Committee shall meet monthly, or as needed. 

 

Reports 

 
The Committee shall produce and/or receive and review the following reports and present a 

summary report to the Board: 

 

 Board self-assessment survey and follow up improvement plan. 

 . 

 In-house Counsel’s and/or the CEO’s report(s) on current legal and regulatory issues 
affecting governance, plus an analysis of whether any changes to Board bylaws or 
policies are necessary. 
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ORIENTATION MEMO 
 

 
Board Meeting Date:  July 1, 2024  
 
Topic for Old & New Business Items: 
New Business: Infection Prevention Plan for 2024, 1st reading. 
 
Policy or Other Document: 

 ______ Revision 
 ___X___ New 
 
Brief Senior Leadership Comments: 

The Infection Prevention Plan is brought to the Board of Trustees on an annual 
basis per Joint Commission requirements as defined by Memorial Hospitals 
policie(s). The Infection Prevention Plan is reviewed and approved by the Board.  

  
Board Committee Action: 
 
The Infection Prevention Committee and Medical Executive Committee approved 
the Plan. 
 
Policy or Other Document: 

     _  _X___ For Review Only 
 _______ For Board Action 
 
Legal Counsel Review: 

 ___NA____ In House Comments: 
 ___NA____ Board Comments: 
 
Senior Leadership Recommendation: 
 
Present to the Board for first reading on July 1. 
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INFECTION PREVENTION PLAN FOR CY 2024 

(Based on organization’s strategic plan, risk assessment and external requirements) 

1 

Hand Hygiene 

Risk score 33% 
GOAL: 
Hand Hygiene 
compliance rates to 
increase by 5% for 
each department, with 
a house wide 
compliance rate 
increase of 8% by 
December 31, 2024 

Number of correct 
observances divided by 
number of total 
observances 

• Conduct unit
audits at least
once weekly,
feedback data to
unit leadership,
review with staff

• Provide unit education
on hand hygiene,
fingernails, approved
lotions

• Report HH
performance
monthly to ICC
and other
committees as
appropriate

• Front Line Staff
• Leadership team
• Clinical coordinators,

supervisors 
• Environment

Services director
• Director of Infection

Prevention and CNO
• Infection Prevention
• ICC

Transmission- 
based 
Precautions 

Risk Score 33% 

GOAL: 
Zero Hospital Acquired 
Infection related to 
cross contamination 

Zero infections related to 
cross contamination 
emphasis on MRSA, CDI 

• Educate
departments on
their roles in the
fight against HAI’s

• Work with pharmacy
team/ antibiotic
stewardship.

• Work with physician
team to identify
potential HAI
occurrences

• Round on Isolation
• Round on PPE

use
• Validation of

education on
NetLearning
transcripts

• Front Line staff
• Clinical leadership
• Clinical coordinators,

supervisors
• Infection Prevention
• Pharmacy
• Physicians

Contaminated 
Instruments/ 
Equipment 
to Include: 

High level 
disinfection 
and/or 
sterilization 

Risk Score 15% 

GOAL: 
Zero tolerance for 
improper reprocessing 
of invasive 
instruments/equipment 
(i.e. critical or semi- 
critical devices 
requiring sterilization 
and/or high-level 
disinfection) 

Standardized protocols for 
sterilization and high- 
level disinfection followed 
throughout facility 

Maintain use of 
procedural & unit- based 
pre-soaking of 
instruments every time 
Rounding/surveillance of 1 
area each month 100% 
compliance with goal 

• Competency
assessment of staff
who perform
reprocessing upon hire
and annually

• Documentation in logs
(per policy) on cycle
parameters, biological
testing, solution
concentration, and
temperature

• Audit unit pre- 
soaking/spraying of
items with a solution
per IFU prior to arrival
in SP

• Departmental
monthly monitoring
of quality control

• Process monitored
as part of mock
surveys/EOC
rounds.

• Joint SP/Infection
Prevention site
visits to locations
that reprocess

• Departmental
managers

• SP
• IP
• ICC
• Front Line staff
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INFECTION PREVENTION PLAN FOR CY 2024 

(Based on organization’s strategic plan, risk assessment and external requirements) 

2 

Contaminated 
Equipment 

Low Level 
Disinfection 

Risk Score 20% 

GOAL: Provide safe 
and sanitary equipment 
and environment 

Environment of Care 
results >80% 
compliance with 
monitoring and 
Surveillance. 
1 department each 
month 

• Written clarification of
cleaning protocols

• Education of staff
• Standardization of cleaning

products
• Education of proper contact

times for disinfectants

• Environment of
Care results

• Rounding reports

• EVS
• Departmental

managers
• Biomedical

Engineering
• IP
• Unit/department staff
• ICC

Employee 
Participation 

Fit test 
Annually 

Risk Score 19% 

Goal: 
Have 100% of 
employees participate 
in annual fit test 

Employee health to 
report at IP monthly 
totals 

Each employee is 
scheduled annually for 
fit test in birth month. 
100 % of employees 
within their month 

• Each employee is
responsible for scheduling
fit test with employee
health during their birthday
month.

• This can be
included in the
yearly evaluations
done by both
director and
employee

• For physicians it
can be used as
part of their OPPE
evaluation

• Employee
• Employee Health

Approved Infection Prevention Committee: 02/29/2024 
Approved MEC:  03/26/2024
MHSC Board:  
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                     ORIENTATION MEMO 
 

 
 

Board Meeting Date:7/1/2024  
 
Topic for Old & New Business Items: 
Proposed FY25 Performance Improvement and Patient Safety (PIPS) Priorities 
 
Policy or Other Document: 

 ☐ Revision 

 ☒ New 
 
Brief Senior Leadership Comments: 
Each fiscal year, the PIPS Committee, with input from frontline staff and Medical 
Staff, solicits ideas for potential PIPS priorities.  The following FY25 proposed PIPS 
priorities were approved in May 2024 by the PIPS Committee and the Medical 
Executive Committee (MEC).  The proposed have been evaluated to ensure they 
align with Memorial Hospital of Sweetwater County’s 2024-2027 strategic plan 
goals. See FY25 Performance Improvement and Patient Safety Priorities 
document.  
 

 

 Board Committee Action: 

Click or tap here to enter text. 
 
Policy or Other Document: 

     ☐ For Review Only 

 ☒ For Board Action 
 
Legal Counsel Review: 

 ☐ In House Comments:Click or tap here to enter text. 

 ☐ Board  Comments:Click or tap here to enter text. 
 
Senior Leadership Recommendation: 
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Recommend for approval.  Teams have spent extensive time reviewing current 
data, goals, and strategic plan.   
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Memorial Hospital of Sweetwater County  
Performance Improvement and Patient Safety Priorities  

Fiscal Year 2025 
 

A Quality and Patient Safety Work Product:  Privileged and Confidential 

 

I. FY 2025 Priorities  

2025 Priorities 
Overall Goal 

Measurement 
Sub-measurement 

Baseline 
Target Goal 
Stretch Goal 

Pillar: Quality and Safety 
 
Senior Leader Sponsor(s): 
Ann Clevenger 
 
 
Owner(s): 
Noreen Hove 
Infection Preventionist 
 
 
 
 
 

Overall Goal: Improve overall CMS 
Star Rating 
 
Measurement: To be 
within the top 10% in 
three measures in  
“timeliness of care” 
domain 
 
Sub-Measurement: 
Clostridioides difficile (C. diff or CDI)- positive 
laboratory assay: 
A positive laboratory test result for C. diff toxin 
A and/or B (includes molecular assays (PCR) 
and/or toxin assays) tested on an unformed 
stool specimen 
OR 
A toxin-producing C. diff organism detected by 
culture or other laboratory means performed on 
an unformed stool sample. 
Sample submitted greater than admission day 

three (3). 
 

July 2024 Hospital Compare  
Report: 3 reported cases 
 
MHSC current data:  
January 2024-May 2024:  
4 reported cases 
 
 

 

Target Goal: No more 
than one 
reportable case from 
04/01/2024- 
03/31/2025.  
 
Stretch Goal: Zero 
reportable cases from 
04/01/2024-
03/31/2025.  

 
Re-evaluate goals in  
April 2025.  

 
 
 

Pillar: Quality and Safety 
 
Senior Leader Sponsor(s): 
Kari Quickenden 
 
Owner(s): 
ED Nursing Director 
ED Medical Director 
 
 
 

 
 
 

 
 
 
 

Overall Goal: Improve overall CMS 
Star Rating 
 
Measurement: To be 
within the top 10% in 
three measures in  
“timeliness of care” domain  
 
Sub-Measurement: SEP-1 bundle compliance;  
severe sepsis and septic shock three hour and  
six hour bundle compliance 
 
 
 
 
 
 
 
 

National Rate (July 2024 Hospital 
Compare Report): 61% 
State Rate (July 2024 Hospital 
Compare Report): 67% 
MHSC Rate (July 2024 Hospital 
Compare Report): 66% 
Top 10% of performing hospitals 
(July 2024 Hospital Compare 
Report): 82% 
MHSC current data: Calendar year 
January-May 2024: 72.58% 

 

 

  

Target Goal: 
70% compliance by  
06/30/2025 
 
Stretch Goal:  
75% compliance by 
06/30/2025 
 
Re-evaluate goals in 
January 2025 
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Memorial Hospital of Sweetwater County  
Performance Improvement and Patient Safety Priorities  

Fiscal Year 2025 

A Quality and Patient Safety Work Product:  Privileged and Confidential 2 

2025 Priorities 
Overall Goal 

Measurement 
Sub-measurement 

Baseline 
Target Goal 
Stretch Goal 

Pillar: Quality and Safety 
 
Senior Leader Sponsor(s): 
Kari Quickenden 
 
Owner(s): 
Tracie Soller 
ED Nursing Director 
 
 

Overall Goal: Improve overall CMS 
Star Rating 
 
Measurement: To be 
within the top 10% in 
three measures in  
“timeliness of care” domain 
 
Sub-Measurement: OP-23 (Stroke measure-
Head CT/MRI scan results for acute ischemic 
stroke or hemorrhagic stroke patients 
within 45 minutes of ED arrival) 
 
 

National rate (July 2024 Hospital 
Compare Report): 69% 
State rate (July 2024 Hospital 
Compare Report): 49% 
Top 10% of performing hospitals 
(July 2024 Hospital Compare 
Report): 100% 
MHSC rate (July 2024 Hospital 
Compare Report): 67% 
MHSC current data: Calendar year 
January-May 2024: 80% 
 

Target Goal: 
70% compliance by end 
of calendar year 2024 
 
Stretch goal: 
80% compliance by end 
of calendar year 2024 
 
Re-evaluate goals in 
January 2025 
 

Pillar: Patient Experience 

 
Senior Leader Sponsor(s): 
Ann Clevenger 
 
Owner(s): 
Robin Jenkins 

 
 
 

Overall Goal: Continue to utilize our person-
centered care culture to improve the patient 

experience & improve the satisfaction of our 
patients 
 
Measurement: Improve HCAHPS score by 3% 
percentage points per year on "degree to which 
all staff showed compassion" question  
 
Sub-Measurement: “Care Transition"/Care 
Coordination: Improve HCAHPS score by 3% 
percentage points per year in Care Transitions. 
 
 

“Care Transitions" Data: 
Top Box Score (Percentile Rank)- 

2020 47.03% (26th) n=141 
2021 49.72% (45th) n=278 
2022 51.37% (52nd) n=277 
2023 54.41% (63rd) n=270 
 
MHSC Current Data:  
January 2024-June 2024 58.85% 
(80th percentile n=125) 

Target Goal: 
57.41 percentage 

points by end of 
calendar year 2024 
 
Stretch goal: 
58 percentage points 
by the end of calendar 
year 2024 
 
Re-evaluate goals in 
January 2025 
 

Pillar: Patient Experience 
 
Senior Leader Sponsor(s): 
Ann Clevenger 
 
Owner(s): 
Robin Jenkins 
Patty O’Lexey 

 

 
 
 
 
 
 

Overall Goal: Continue to utilize our person-
centered care culture to improve the patient 
experience & improve the satisfaction of our 
patients 
 
Measurement: Improve HCAHPS score by 3% 
percentage points per year on "degree to which 
all staff showed compassion" question  
 

Sub-Measurement: "Discharge Information": 

Improve HCAHPS scores by 3% percentage 
points per year on Discharge Information. 

"Discharge Information" Data: 
Top Box Score (Percentile Rank)- 
2020 89.35% (73rd) n=129 
2021 85.39% (43rd) n=266 
2022 87.64% 65th) n=257 
2023 86.25% (48th) n=247 
 
MHSC Current Data: 
January 2024-June 2024 89.13% 
(71st percentile n=112) 

Target Goal: 
89.25 percentage 
points by end of 
calendar year 2024 
 
Stretch goal: 
90 percentage points 
by the end of calendar 
year 2024 
 
Re-evaluate goals in 
January 2025 
 

 
Approved by: PIPS Committee – June 11th , 2024;  MEC ; Board of Trustees 

45/126



 

Minutes  

Governance Committee 
June 3, 2024 

 

Present: Irene Richardson, Marty Kelsey, and Barbara Sowada 

Meeting called to order at 12:30 pm in CEO’s office 

Minutes and agenda had been previously approved 

 

Meeting called to order at 12:30 pm by Barbara Sowada; all members present. 

 

Old Business 

 Board Policy: Approval Process for a Community Member to be Appointed to a Board Committee. 

Draft of policy reviewed and edited. Action policy to be sent, with do pass recommendation, to full board for 

July meeting for first read.  

 

New Business 

1. Slate of officers for FY 25 determined: 

a. President, Barbara Sowada 

b. Vice President, Kandi Pendleton 

c. Secretary, Nena James 

d. Treasurer, Marty Kelsey 

2. Committee members for FY 25 determined: 

a. Finance & Audit 

i. Marty Kelsey, chair 

ii. Craig Rood 

b. Building & Grounds 

i. Craig Rood, chair 

ii. Marty Kelsey 

c. Quality 

i. Barbara Sowada, chair 

ii. Nena James 

d. Compliance 

i. Kandi Pendleton, chair 

ii. Barbara Sowada 

e. Human Resources 

i. Kandi Pendleton, chair 

ii. Nena James 

f. Governance 

i. Marty Kelsey, chair 

ii. Kandi Pendleton 

g. Executive Oversight    

i. Barbara Sowada, chair 

ii. Kandi Pendleton 
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h. Joint Conference 

i. Barbara Sowada 

ii. Nena James 

i. Foundation 

i. Craig Rood 

3. Charter for Governance Committee was reviewed. Action, Changed Composition of Committee to read: 

The Committee shall consist of the President of the Board, or his/her designee, another member of the 

Board and the CEO. 

4. CEO compensation is on hold, waiting for Gallagher report. 

Meeting adjourned at 1:30 pm. 

Next meeting is scheduled will be announced.  

Respectfully submitted, 

Barbara J. Sowada, Ph.D. 
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Executive Summary – Quality Committee of the Board 

PROVIDED BY  Kari Quickenden, Stephanie Mlinar, and Jennifer Roger 

REPORTING DATE June 2024 Quality Committee Monthly Meeting  

General 
Highlights 

 Kari Quickenden shared MHSC’s CMS star rating will improve from three stars to four stars at 
the end of July.  Kudos to the entire team at MHSC for helping MHSC achieve this goal.  

 Kari Quickenden presented an update on the CAP survey.  

 Kari Quickenden presented the FY 2024 PIPS Plan Annual Evaluation and PI & Patient Safety 
Report.  

 Noreen Hove presented the Infection Control Plan and Annual Evaluation. 

FY 2024 
PIPS 

Priorities 

 As we continue to demonstrate continual improvement in the “Degree all staff showed 
compassion” to improve the patient’s experience as well as the employee experience, we 
have updated our monthly reporting graph to break out the survey areas by color coding. We 
are working together hospital-wide on this initiative, so we want to be transparent in our 
progress in each area and as an organization. 

 Follow-up meetings with Department Leaders to review progress on utilization of the 
“Leadership Back-To-Basics PX Toolkit to Cultivate MHSC’s Person-Centered Care Culture” 
are scheduled in June. 

 An application was submitted to present our Toolkit at the Global Planetree Person-Centered 
Care Forum in October. If selected, Karali Plonsky, Cindy Nelson, and Irene Richardson will 
have the opportunity to share our resource, process and culture with person-centered care 
advocates from around the world. 

 
 

Patient 
Safety 

 Sentinel Events submitted to The Joint Commission for 2023 were reviewed  

 The Patient Safety Committee reviewed data on clinical alarm safety.  

 There have been zero pressure injuries that were not present on arrival so far in 2024. The 
last reportable pressure injury not present on admission was in 2021. 

 In 2024 there have been 10 total patient falls, with 2 inpatient falls, and 1 patient has been 
injured from falling at MHSC 

Medication 
Safety 

 Medication History Updates – Clinics and ED. The nurse directors continue to work with their 
staff in their respective departments on updating histories. With the transition to Interim 
Pharmacy Director, the team recognized an issue with the medication history data. The data 
has been validated and the updated data was included in the report. The data is displayed on 
run charts. The team recognized that a control chart needs a minimum of 15 data points to be 
statistically significant. The reason is because the mean is more sensitive to point to point 
variation than the median. 

 
Infection 

Prevention 

 We continue to work toward the sustainability of appropriate documentation for isolation 
precautions. We have also started a work group that will investigate the increase in hospital 
acquired infections (HAI), Clostridium difficile (C. diff) cases. As of June 2024, the workgroup 
was trying to schedule a brief call with a hospital in Nebraska to discuss some interventions 
regarding the testing of C. Diff that was suggested by our previous Interim Director of 
Pharmacy.  

 
 
 
 

PIPS 
Committee 

 We heard about wonderful improvement projects happening in multiple departments and 
committees. The Code Blue Committee is working on entering occurrence reports in Synergi 
for 75% of Code Blue & Rapid Response events. The Patient Safety Committee has 
implemented TeamSTEPPS training to improve communication between work units. The 
Sepsis Committee continues efforts to improve the Sepsis Bundle Compliance to 70%. 
Infection Prevention has set a goal to define, stratify, and validate data on devices present on 
admission to 100%. Medical Imaging is saving electronic orders from Cerner into the PACS 
system to improve patient safety and Radiation Safety data was also presented.  Dialysis is 
working on maintaining clearances greater than 95%, the objective is to decrease use of 
Central Venous Catheters and increase use of Arteriovenous Fistulas. Medical Oncology is 
evaluating defined areas for chemotherapy presence on surfaces. Physician Recruitment is 
updating Medical Staff contracts and medical directorships. Volunteer Services is working on 
adding additional health fairs.  
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MEMORANDUM 
 

To:  Board of Trustees 
From:  Wm. Marty Kelsey 
Subject: Chair’s Report…June Building and Grounds Committee Meeting 
Date:  June 26, 2024 
 
Master Plan Presentation…representatives from PACT Studios presented a slide show, providing 
data and schematics. They indicated they should be able to complete their work in eight weeks. 
Their staff interviewed area staff and senior leadership. (I think their work is high quality) 
 
Oncology Suite Renovation Project…Phase I is complete. Phase II will begin soon. A change 
order is needed and will be approved by staff. 
 
Medical Imaging Core & X-Ray Project…rather than bid out this work, the Committee agreed 
with staff to have Groathouse do this work under their CMAR contract for the laboratory. 
However, this will be a separate project with an independent GMP and not folded into the lab 
project. A GMP should be ready for the July B & G Committee meeting, then on to the Finance 
and Audit Committee then on to the Board for approval at the August meeting. The estimated 
cost for this project is between $750,000 and $900,000. This is a high priority project for the 
Hospital. 
 
Laboratory Expansion Project…Nothing significant to report. Work is progressing. 
 
MOB Entrance…the plan is to accept bids for this project in August. If no bids are received, 
pending state approval, Groathouse may be interested in taking on this project. 
 
Foundation Area Renovation…decisions are pending regarding how this space may be utilized. 
The Master Plan needs to be adopted before apace utilization can be determined. Perhaps 
some work can be done prior to then. Staff will investigate. 
 
Next meeting is scheduled for July 16th. 
 
For more detail, please reference the minutes for this meeting. 
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Building and Grounds Committee Meeting 

June 25, 2024 

 
 

The Building and Grounds Committee met in regular session via Zoom on June 25, 2024, 

at 2:00 PM with Mr. Marty Kelsey presiding. 

 

In Attendance:  Mr. Marty Kelsey, Trustee, Chairman  

Mr. Craig Rood, Trustee 

   Ms. Tami Love, CFO 

   Mr. James Horan, Director of Facilities 

Mr. Will Wheatley, PlanOne Architects 

Mr. Taylor Jones, Commissioner 

Mr. Shawn Coyle, Guest-PACT Studios 

Mr. Thomas Yates, Guest-PACT Studios 

Mr. Tanner Draemel, Guest-PACT Studios 

 

Excused:  Ms. Irene Richardson, CEO 

Mr. Gerry Johnston, Director of Facilities 

 

 

Mr. Kelsey called the meeting to order and asked for a mission moment to be shared. 

 

Mr. Kelsey asked for a motion to approve the agenda. Ms. Love made a motion to approve the 

agenda. Mr. Rood seconded; motion passed.  

 

Mr. Kelsey asked for a motion to approve the minutes from the May 21, 2024, meeting. Mr. Rood 

made a motion to approve the minutes. Mr. Horan seconded; motion passed.  

 

Maintenance Metrics 

 

Mr. Johnston was excused from the meeting and there was nothing to report. 

 

Master Plan Presentation 

 

Ms. Love introduced the team from PACT Studios, the group working on the Master Plan.  Mr. 

Coyle, Mr. Yates and Mr. Draemel presented a slide show regarding the progress of the Master 

Plan.  They said we are at the mid-way point.  The project started with interviewing staff in areas, 

both through written surveys and onsite visits.  They were able to collect and analyze data from the 

hospital, Wyoming Hospital Association, Utah Hospital Association and census statistics.  They 

have completed the first round of block planning and will be meeting the MHSC team next week 

for the second round.  Mr. Rood and Mr. Kelsey asked questions and were impressed with the data-

informed approach PACT Studios is taking.  Mr. Kelsey asked about the timeline.  Mr. Coyle said 

there will be a 3rd block planning after the one next week and he expects to have a full deliverable 

with primary block options in about 8 weeks.  They will also offer more detailed plans for some 

short-term options but will focus on smart allocation of capital resources.  Mr. Kelsey said we can 

give a summary of the progress at the July Board meeting. 
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Minutes of the June 25, 2024, Building & Grounds Committee 

Page 2 

Old Business – Project Review 

 

Oncology Suite renovation 

 

Mr. Kelsey asked if Phase 1 of this project was complete.  Mr. Wheatley said Phase I has been 

completed after a few hiccups with the Board of Pharmacy.  A Pleasant is prepping to begin 

Phase II.  He will ask for a revised schedule from the contractor.  Due to some issues with the 

incorrect HEPA filters being purchased, there is a change order for $13,886.  This will be 

approved by Ms. Richardson.  

  

Medical Imaging Core and X-ray 

 

Mr. Wheatley said the preliminary plans have been sent to OHLS and they received feed back 

today which were easy fixes.  With one room being fluoroscopy, they needed to add a hand wash 

sink and larger bathroom.  Those changes will be made and the 95% drawings will be shared 

with the team then wrap up to 100%.  There was discussion about allowing Groathouse to bid 

this as a change order under the CMAR for the lab project.  This will allow us to get the project 

out quickly.  The GMP for the Lab project will be kept independent and they will have a separate 

GMP for Medical Imaging with all separate paperwork.  Mr. Wheatley said he is concerned 

about available subcontractors with all of the other projects going on in the County.  He strongly 

recommends we take this approach through the current CMAR contract.  Mr. Kelsey agreed, and 

the committee did not have any concerns.  The timeline will be to have the Medical Imaging 

GMP at the July Building & Grounds meeting and then take it to the July Finance meeting and 

the August Board meeting for approval.  Mr. Kelsey asked for a ballpark figure and Mr. 

Wheatley estimates, based on square footage, the project to be around $750,000 to $900,000 

depending on some aged electrical equipment in that area.  

 

Laboratory Expansion project - SLIB 

 

Mr. Wheatley said they had the first preconstruction meeting last week.  Escavating and tree 

removal is going on now as they prepare for footings.  Groathouse did reach out to the original 

civil engineer and will be able to provide updated plans at the end of the project.  

 

MOB Entrance – SLIB 

 

Mr. Wheatley said they are working to get this to OHLS for initial review and hope to have it on 

the street for bids in August.   There is concern we might not get any bids with the lack of resources 

and other ongoing projects in the County and State.  Groathouse may be interested in this project 

also.  Mr. Wheatley recommends we take the project out for public bid and if not successful, we 

can ask SLIB for approval to go into an agreement with Groathouse  

 

Foundation Area Renovation 

 

Ms. Love we are still unsure of what that space will used for and are looking at the Master Plan 

for help. Mr. Johnston is talking to contractors to see how much can be done without a decision 

on final usage, either office space or clinical space.  The grant was awarded to update the sewar 

and plumbing in that area.  The money has been received and we are required to send in quarterly 

updates on how the funds are being used.  
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Master Plan 

 

No other discussion. 

 

 

New Business 

 

No new business was discussed. 

 

 

Other 

 

The next meeting is scheduled for Tuesday, July 16, 2024; 2:30P – 3:30P.   

 

Mr. Kelsey adjourned the meeting at 3:20 pm. 
 

 

Submitted by Tami Love 
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