
 

A copy of the agenda for the Regular Meeting will be posted and distributed at least seventy-two (72) hours prior to the meeting. 

In observance of the Americans with Disabilities Act, please notify us at (650) 988-7504 prior to the meeting so that we may 

provide the agenda in alternative formats or make disability-related modifications and accommodations. 

 

AGENDA 
QUALITY, PATIENT CARE AND PATIENT EXPERIENCE COMMITTEE  

OF THE EL CAMINO HOSPITAL BOARD OF DIRECTORS 
 

  Tuesday, September 8, 2020 – 5:30pm 

El Camino Hospital | 2500 Grant Road, Mountain View, CA 94040 

 

PURSUANT TO STATE OF CALIFORNIA EXECUTIVE ORDER N-29-20 DATED MARCH 18, 2020, El 

CAMINO HEALTH WILL NOT BE PROVIDING A PHYSICAL LOCATION FOR THIS MEETING.  

INSTEAD, THE PUBLIC IS INVITED TO JOIN THE OPEN SESSION MEETING VIA TELECONFERENCE AT: 

1-669-900-9128, MEETING CODE: 760-083-0558#.  No participant code.  Just press #.  

PURPOSE: To advise and assist the El Camino Hospital (ECH) Board of Directors (“Board”) in constantly enhancing and enabling a culture of 

quality and safety at ECH, and to ensure delivery of effective, evidence-based care for all patients.  The Quality Committee helps to assure that 

excellent patient care and exceptional patient experience are attained through monitoring organizational quality and safety measures, leadership 

development in quality and safety methods and assuring appropriate resource allocation to achieve this purpose. 
 

AGENDA ITEM PRESENTED BY  
ESTIMATED 

TIMES 

1. CALL TO ORDER/ROLL CALL Julie Kliger, Quality 

Committee Chair 

 5:30 – 5:32pm 

    

2. POTENTIAL CONFLICT OF 

INTEREST DISCLOSURES 

Julie Kliger, Quality 

Committee Chair 

 information 

5:32 – 5:33 
    

3. CONSENT CALENDAR  ITEMS 
Any Committee Member or member of the public may 

pull an item for discussion before a motion is made. 

Julie Kliger, Quality 

Committee Chair 

public 

comment 
motion required 

5:33 – 5:34 

Approval 
a. Minutes of the Open Session of the  

Quality Committee Meeting (06/01/2020) 
b. Minutes of the Open Session of the  

Quality Committee Meeting (08/03/2020) 

Information 
c. FY20 Quality Dashboard 

d. Progress Against FY21 Committee Goals 

e. Hospital Update 

f. Pacing Plan 

g. Report on Board Actions 

h. ED Patient Satisfaction 

i. Quality Committee Follow-Up Tracking 

   

 

    

4. PATIENT STORY 

ATTACHMENT 4 

Cheryl Reinking, RN, CNO  information 

5:34 – 5:39 
    

5. PATIENT EXPERIENCE 

(GRIEVANCES AND PATIENT 

LETTERS) 

ATTACHMENT 5 

Cheryl Reinking, RN, CNO  discussion 

5:39 – 5:54 

    

6. PROGRESS ON QUALITY AND 

SAFETY PLAN 

ATTACHMENT 6 

Mark Adams, MD, CMO  discussion 

5:54 – 6:24 

    

7. QUALITY COMMITTEE SELF-

ASSESSMENT REVIEW 

ATTACHMENT 7 

Julie Kliger, Quality 

Committee Chair 

 discussion 

6:24 – 6:44 

    

8. PUBLIC COMMUNICATION Julie Kliger, Quality 

Committee Chair 

 information                      

6:44 – 6:47 
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AGENDA ITEM PRESENTED BY  
ESTIMATED 

TIMES 

9. ADJOURN TO CLOSED SESSION Julie Kliger, Quality 

Committee Chair 

public 

comment 
motion required 

6:47 – 6:48 
    

10. POTENTIAL CONFLICT OF    

INTEREST DISCLOSURES 

Julie Kliger, Quality 

Committee Chair 

 information 

6:48 – 6:49 
    

11. CONSENT CALENDAR 
Any Committee Member may pull an item for 

discussion before a motion is made. 

Julie Kliger, Quality 

Committee Chair 

 

 
motion required 

6:49 – 6:50 

Approval 
Gov’t Code Section 54957.2. 
a. Minutes of the Closed Session of the  

Quality Committee Meeting (06/01/2020) 

b. Minutes of the Closed Session of the  

Quality Committee Meeting (08/03/2020) 

Information 
c. Quality Council Minutes 

 

 

 

 
 

    

12. Health and Safety Code Section 32155 for a 

report of the Medical Staff; deliberations 

concerning reports on Medical Staff quality 

assurance matters:  

- Medical Staff Credentialing and 

Privileges Report  

Mark Adams, MD, CMO 
 motion required 

6:50 – 6:57 

    

13. Health and Safety Code Section 32155 for a 

report of the Medical Staff; deliberations 

concerning reports on Medical Staff quality 

assurance matters:  

- Annual Patient Safety Report 

Mark Adams, MD, CMO  discussion 

6:57 – 7:12 

    

14. Health and Safety Code Section 32155 for a 

report of the Medical Staff; deliberations 

concerning reports on Medical Staff quality 

assurance matters:  

- Serious Safety Event/Red Alert Report 

Mark Adams, MD, CMO 
 discussion 

7:12 – 7:22 

    

15. ADJOURN TO OPEN SESSION Julie Kliger, Quality 

Committee Chair 

 motion required 

7:22 – 7:23 
    

16. RECONVENE OPEN SESSION/ 

REPORT OUT 

Julie Kliger, Quality 

Committee Chair 

 information 

7:23 – 7:24 
To report any required disclosures regarding 

permissible actions taken during Closed Session. 
   

    

17. CLOSING WRAP UP Julie Kliger, Quality 

Committee Chair 

 discussion 

7:24 – 7:29 
    

18. ADJOURNMENT Julie Kliger, Quality 

Committee Chair 

public 

comment 
motion required 

7:29 – 7:30 

 



 
Minutes of the Open Session of the  

Quality, Patient Care and Patient Experience Committee 

of the El Camino Hospital Board of Directors 

Monday, June 1, 2020 

El Camino Hospital | 2500 Grant Road, Mountain View, CA 94040 
 

Members Present Members Absent 

Julie Kliger, Chair** 

George O. Ting, MD, Vice Chair 

Alyson Falwell** 

Peter C. Fung, MD** 

Jack Po, MD** 

Melora Simon** 

Krutica Sharma, MD** 

Terrigal Burn, MD** 

Linda Teagle, MD 

Imtiaz Qureshi, MD** 

Caroline Currie 

 

 

 

 

 

 

 

 

**via teleconference 

Agenda Item Comments/Discussion 
Approvals/ 

Action 

1. CALL TO ORDER/ 

ROLL CALL  
 

The open session meeting of the Quality, Patient Care and Patient 

Experience Committee of El Camino Hospital (the “Committee”) was called 

to order at 5:30pm by Chair Kliger. A verbal roll call was taken. Dr. Qureshi 

was not present during roll call. Caroline Currie was absent. Dr. Ting and Dr. 

Teagle participated on site and all other members were present and 

participated telephonically. A quorum was present pursuant to State of 

California Executive Orders N-25-20 dated March 12, 2020 and N-29-20 

dated March 18, 2020. 

 

2. POTENTIAL 

CONFLICT OF 

INTEREST 

DISCLOSURES 

Chair Kliger asked if any Committee members had a conflict of interest with 

any of the items on the agenda.  No conflicts were reported.   
 

3. CONSENT 

CALENDAR 

Chair Kliger asked if any member of the Committee or the public wished to 

remove an item from the consent calendar. No items were removed. 

Motion: To approve the consent calendar: Minutes of the Open Session of 

the Quality Committee Meeting (05/04/2020); For information: FY20 

Quality Dashboard; FY20 Pacing Plan, Progress Against FY20 Committee 

Goals, and Hospital Update. 

Movant: Simon 

Second: Burn 

Ayes: Burn, Falwell, Fung, Kliger, Po, Sharma, Simon, Teagle, Ting 

Noes: None 

Abstentions: None 

Absent: Currie, Qureshi 

Recused: None 

Consent 

Calendar 

approved 

4. QUALITY 

COMMITTEE 

FOLLOW-UP 

TRACKING 

Chair Kliger asked if any members of the Committee had any questions 

about the Quality Committee Follow-Up Tracking. None were reported. 
 

5. REPORT ON 

BOARD ACTIONS 

Chair Kliger asked if any Committee members had any questions about the 

Report on Board Actions. No questions were reported. 
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6. PATIENT STORY Imtiaz Qureshi, MD joined the meeting via teleconference. 

Cheryl Reinking, RN, CNO, presented a COVID-19 patient letter received 

by the hospital complimenting the staff regarding the way she was treated. 

The staff provided her with comfort which gave her the strength to continue 

to fight through the virus. The patient was very thankful for the doctors and 

referred to them as “heroes”.    

 

7. APPROVE FY21 

QUALITY SAFETY 

EXPERIENCE 

INCENTIVE GOALS 

Mark Adams, MD, CMO, presented the FY21 Quality, Safety and 

Experience Incentive Goals. As provided in the packet, the Proposed Fiscal 

Year 2021 Incentive Goals list specific strategies with certain objectives and 

outcomes that are measured under certain benchmarks. Dr. Adams noted that 

the hospital will be using external benchmark for quality and improvement 

purposes. There are external benchmarks for HEDIS scores and individual 

HEDIS measures. Dr. Adams noted that the wording “limited external 

benchmarks” should be struck from the materials. The wording should say 

“validate individual measures with external benchmarks.” Management will 

correct this language. 

Dan Woods, CEO, stated that CMS has halted the required filing for Quality 

data from March to June. With that announcement, about half of the Press 

Ganey’s clients stopped surveying patients. ECH has chosen to continue 

surveying patients. 

Chair Kliger suggested for next year attaching an appendix that goes through 

the rationale and the process for choosing the measures. She stated it would 

be helpful for committee members to understand management’s thought 

process. In addition, in the current FY21 Quality, Safety and Experience 

Incentive Goals, the HEDIS “limited external benchmarking” will be 

eliminated and there will be more discussions about the people strategy.  

Motion: To recommend Board approval of the FY21 Quality, Safety and 

Experience Incentive Goals. 

Movant: Po 

Second: Burn 

Ayes: Burn, Falwell, Fung, Kliger, Po, Qureshi, Sharma, Simon, Teagle, 

Ting 

Noes: None 

Abstentions: None 

Absent: Currie 

Recused: None 

FY21 

Quality 

Safety 

Experience 

Incentive 

Goals  

approved 

8. READMISSION 

DASHBOARD 

Dr. Adams presented the Readmission Dashboard. If a patient is readmitted 

after discharge within 30 days regardless of the diagnosis, it is counted in the 

Readmission Dashboard. Two areas the hospital will have for renewed focus 

on in FY21 will be pneumonia and total hip/total knee arthroplasty.  Dr. 

Adams stated that the hospital’s surgical site infection rate was quite high 

last year. The hospital has rolled out a new program to be designed with a 

multi-prong approach hitting many of the parameters that contribute to 

surgical site infections. In addition, the findings conclude that there is never 

just one reason for surgical site infections.   

 

9. PSI REPORT Dr. Adams presented the PSI Report. As referenced in the packet, there is a 

PSI composite that Premier prepares for hospital. That will be in the new 

board dashboard. Anything less than 1 is good. There is also CMS PSI90, 

which is CMS’ version of a composite for PSIs. That is part of the 1% 
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penalty program. In that report, the hospital has a PSI score that is -1.1307. 

That is “z-score” that CMS uses and a negative score is extremely good.  

Dr. Adams introduced Lisa Packard, MD who was present to revisit this 

topic from January and to answer committee members’ questions.   

Dr. Packard reported that the majority of vaginal lacerations the hospital has 

reported are 3rd degree, but mainly the less extenisve3rd degree lacerations. 

She also noted that the episiotomy rate is decreasing. Some of the risk factors 

of lacerations include forceps delivery, Asian ethnicities, labor induction and 

epidurals. Breaking down the patient population, overall ECH has about a 

64% Asian OB population. 76% of the vaginal lacerations at ECH are in the 

Asian population. 

In response to committee members’ questions, Dr. Adams explained that part 

of the reason why the Asian population graph does not add up to 100% is 

because some do not report their ethnicities and ones that add up to more 

than 100% is because some people have more than one ethnicity.  

10. MEDICAL STAFF 

CREDENTIALING 

PROCESS 

Dr. Adams presented the Medical Staff Credentialing Process. There is a 

process that the hospital takes to independently verify all of the information 

contained in the application such as board certification, medical degree, 

residency completion, etc.  The National Practitioner Database is queried. If 

there is a time gap in the work history, the hospital determines why and what 

has happened during those times (i.e. Maternity leave, incarcerated, etc.). A 

new step that the hospital now does is background checks. Physicians will 

need to meet the qualifications for medical staff and once they pass, there is 

a process for each specialty for core privileges and special privileges (i.e. 

Robotics) to be considered. Once this process is complete, the 

recommendations for privileges go to the MEC, then to the Quality 

Committee then to the Board of Directors. Once a physician moves to active 

staff, performance in the six core competencies are evaluated every 8 months 

(Ongoing Professional Practice Evaluation) and at the time of renewal every 

two years.  

In response to a committee member’s questions, Dr. Adams explained that if 

there is a board certification for a specific type of practice, then they are 

approved. He also states that AHP’s go through a similar process. They are 

not members of the medical staff per se, but they still go through the same 

requirements for privileges based on their skill level and training. Dr. Adams 

also confirmed that SVMD doctors are credentialed by SVMD. However, if 

they wish to also work at the hospital, the credentialing will also be done at 

the hospital. 

Dr. Qureshi left the meeting. 

 

11. ECHMN QUALITY 

IMPROVEMENT 

PROGRAM UPDATE 

Shabnam Husain, MD presented the ECHMN Quality Improvement Program   

Dr. Husain explained that the purpose of the program is to ensure there is a 

formal process for Quality Improvement.  The structure for quality review, 

peer review, and credentialing of physicians within SVMD was described.   

Dr. Husain stated that the SVMD Quality Committee focuses on the annual 

QI Work Plan. In addition, monitoring ambulatory metrics helps prevent 

hospital readmissions. She explained that 8 measures are approved for 

FY2021 and compared the results for ECMA and the San Jose Medical 

Group. Dr. Adams stated that many of the HEDIS scores are done by health 

claims data, but these are ECHMN’s internal measures.  
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In response to a committee member’s questions, Dr. Husain explained that 

they are working with their operations team to improve the data being 

captured. .  

A few of the committee members commented that the targets are mediocre 

and they should be more aggressive. Dr. Adams stated that management 

wanted to give the committee some background; however, moving forward, 

they will focus more on the actual metrics and the goals. 

12. PUBLIC 

COMMUNICATION 

There was no public communication.   

13. ADJOURN TO 

CLOSED SESSION 

Motion: To adjourn to closed session at 7:25pm. 

Movant: Teagle 

Second: Po 

Ayes: Burn, Falwell, Fung, Kliger, Po, Sharma, Simon, Teagle, Ting 

Noes: None 

Abstentions: None 

Absent: Currie, Qureshi 

Recused: None 

Adjourned to 

closed session 

at 7:25pm 

14. AGENDA ITEM 19: 

RECONVENE OPEN 

SESSION/ 

REPORT OUT 

Open session was reconvened at 7:51pm.  Agenda items 14-18 were covered 

in closed session.  During the closed session the Committee approved the 

consent calendar: Minutes of the Closed Session of the Quality Committee 

(05/04/2020) and Medical Staff Credentialing and Privileges Report; and for 

information: Medical Staff Quality Council Minutes including API reports. 

 

15. AGENDA ITEM 20: 

CLOSING WRAP UP 

There were no closing comments.  

16. AGENDA ITEM 21: 

ADJOURNMENT 

Motion: To adjourn at 7:58pm. 

Movant: Teagle 

Second: Simon 

Ayes: Burn, Falwell, Fung, Kliger, Po, Sharma, Simon, Teagle, Ting 

Noes: None 

Abstentions: None 

Absent: Currie & Qureshi 

Recused: None 

Meeting 

adjourned at 

7:58pm 

Attest as to the approval of the foregoing minutes by the Quality, Patient Care and Patient Experience Committee 

of El Camino Hospital: 
 

____________________________                      

Julie Kliger, MPA, BSN      

Chair, Quality Committee   

 



 
Minutes of the Open Session of the  

Quality, Patient Care and Patient Experience Committee 

of the El Camino Hospital Board of Directors 

Monday, August 3, 2020 

El Camino Hospital | 2500 Grant Road, Mountain View, CA 94040 
 

Members Present Members Absent 

Julie Kliger, Chair** 

George O. Ting, MD, Vice Chair** 

Alyson Falwell** 

Melora Simon** 

Krutica Sharma, MD** 

Terrigal Burn, MD** 

Michael Kan, MD 

Jack Po, MD 

 

 

 

 

 

**via teleconference 

Agenda Item Comments/Discussion 
Approvals/ 

Action 

1. CALL TO ORDER/ 

ROLL CALL  
 

The open session meeting of the Quality, Patient Care and Patient Experience 

Committee of El Camino Hospital (the “Committee”) was called to order at 

5:33pm by Chair Kliger. A verbal roll call was taken.  Jack Po, MD and 

Apurva Marfatia, MD were absent at roll call, but Dr. Marfatia joined the 

meeting during Agenda Item 8.. All other members were present. Michael Kan, 

MD was on site and the other committee members participated telephonically. 

A quorum was present pursuant to State of California Executive Orders N-25-

20 dated March 12, 2020 and N-29-20 dated March 18, 2020. 

 

2. POTENTIAL 

CONFLICT OF 

INTEREST 

DISCLOSURES 

Chair Kliger asked if any Committee members had a conflict of interest with 

any of the items on the agenda.  No conflicts were reported.   
 

3. CONSENT 

CALENDAR 

Chair Kliger asked if any member of the Committee or the public wished to 

remove an item from the consent calendar. 

Krutica Sharma, MD requested to pull the ED Departure on the Quality 

Dashboard for discussion. She questioned why the metrics on the ED 

Departure were combined with the Mountain View and Los Gatos campuses. 

Dr. Adams stated that each campus has a different denominator and  a different 

plan, but management decided to average the two locations. Dr. Adams 

suggested generating a graph- for each campus to keep it simple.  Management 

is trying to emphasize that this organization is an enterprise, not two separate 

entities, and does not want to portray the campuses as competing with each 

other.  

Dr. Sharma also requested to pull the C. Diff data on the Quality Dashboard 

for discussion. She was concerned that C. Diff. is struggling to reach the target. 

Dr. Adams stated that the plan is the same to include practicing hygiene and 

proper cleansing of the rooms to prevent patient to patient transmission. As 

presented in the packet, last month’s numbers were at zero, and there were a 

couple of cases in May. At least half of the cases are attributed to failing to 

document already present on admission C. Diff. infections. Cheryl Reinking, 

CNO, stated that CNA’s have had some additional training to help decrease the 

infection numbers. 

Motion: To approve the consent calendar: Minutes of the Open Session of the 

Quality Committee Meeting (06/01/2020); For information: FY20 Quality 

Dashboard, Progress Against FY21 Committee Goals, Hospital Update, Pacing 

Plan, Report on Board Actions and  PSI Report. 

Movant: Sharma 

Consent 

Calendar 

approved 
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Second: Kan 

Ayes: Burn, Falwell, Kan, Kliger, Sharma, Simon, Ting 

Noes: None 

Abstentions: None 

Absent: Marfatia and Po 

Recused: None 

4. QUALITY 

COMMITTEE 

FOLLOW-UP 

TRACKING 

Chair Kliger asked if any members of the Committee had any questions about 

the Quality Committee Follow-Up Tracking. None were reported. Chair Kliger 

stated that leadership is working on the cover memos and to bring forth any 

requests or ideas for further improvement. In addition, she requested the 

number of letters received from patients and how many were positive vs. 

negative. 

 

5. PATIENT STORY Cheryl Reinking, RN, CNO, presented a Patient Story. In response to Chair 

Kliger’s request, Ms. Reinking explained that patient letters are submitted in a 

number of ways and some do not make it to the patient experience team. 

Nevertheless, she will review the ones received. Ms. Reinking also reported 

that she searched for a negative story but none were received recently.  

She stated that the story presented in the packet was written to the unit 

manager. The patient felt that hospital staff thoroughly explained everything to 

her throughout every step including through discharge. In addition, the patient 

was very satisfied that staff went over her medications and made sure that her 

questions were answered. She also noted that every staff member presented 

themselves well, and she was treated with respect. Ms. Reinking believes this 

is a good representation of what management is trying to do in regards to 

training in how to treat every patient. 

Chair Kliger suggested that training throughout the enterprise should have the 

exemplary staff lead in teaching others.  

 

6. EL CAMINO 

HEALTH MEDICAL 

NETWORK 

QUALITY REPORT 

Mark Adams, MD, CMO, presented the El Camino Health Medical Network 

(ECHMN) Quality Report. Dr. Adams stated that the ECHMN created a grid 

with various categories and looked at where they intersected to choose 

measures with the greatest impact.  The goal is to align the whole organization 

so everyone is marching in the same direction. Dr. Adams stated in order to 

hone this down to track at a high level, a composite score was created that 

management can look at to track progress overall. Management set out a target 

of a 10% increase. One of the FY21 Organizational Performance Goals is 

improving the SVMD HEDIS composite score.  

In response to committee members’ questions, Dr. Adams stated that 

management will provide this presentation to the committee every quarter with 

updates. This is the second time the committee has seen the metrics and how 

the composite score is calculated.  Dr. Adams also stated that this organization 

would love to be above average and the scores presented are just a starting 

point and there will be continued improvement over time. The organization 

uses the Epic Software System and management is currently in the process of 

building in options, such as building capabilities to get data into the right field 

that works for the organization.  

Chair Kliger requested that management use rolling averages, since it is a best 

practice, for future ECHMN Quality Reports. 

 

7. QUARTERLY 

BOARD QUALITY 

DASHBOARD 

Dr. Adams presented the Quarterly Board Quality Dashboard based on the 

STEEEP Framework. The presented data is what will be transmitted to the 

Board so that they can have a snapshot of overall quality. Dr. Adams requested 
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REVIEW feedback prior to this data being sent to the Board. He reminded the committee 

that this is not just for the Quality Committee since the committee receives 

much more detailed information than what is being presented. 

Chair Kliger stated that she received feedback and the committee members like 

the dashboard and believe the data is clearly presented. She also commented 

that the cover memo’s content is important and complimented the coloring of 

making it easier to read. Dr. Burn stated that the data is very clear and he 

approved how it is laid out.  

Ms. Simon suggested that it might be helpful to add in COVID updates in 

terms of what is going on around the organization during this time.  

8. FY21 

ORGANIZATIONAL 

GOALS 

Dr. Adams presented the FY21 Organizational Performance Goal changes. The 

presented proposal is the final recommendation. Dr. Adams stated that the one 

exception is to ask the committee to adjust the baseline for Serious Safety 

Event (SSE) Rate. The baseline currently is stated as 4.16 and management is 

requesting it be 5.0.  Since we do not have a true 12 months of data baseline, 

this would be considered a starting point rather than a true baseline.  This is a 

multi-year journey and it is important to set a reasonable starting point 

especially since the SSER often increases in the first year of an HRO journey.   

The biggest change is that management has narrowed down the number of 

measures. Now there are seven (7). Dr. Adams also reported that this is the 

first time in the history of the organization that 80% of the Performance Goals 

are Quality, Safety and Service.  

Dr. Adams stated that there is also a change under Service in the Likelihood to 

Recommend (Inpatient). Ms. Reinking felt that using the baseline and Press 

Ganey’s top improvers score would put hospital at 83.6 as the target. 

Management also eliminated outpatient surgery because it was too narrow.  

In response to committee members’ questions, Ms. Reinking stated that 

management has set these methodologies using the Press Ganey calculator. 

Management took the baseline score and applied that to 50% of improvers.  

Action was deferred to the second open session. 

Dr. Marfatia joined the meeting. 

 

9. PUBLIC 

COMMUNICATION 

There was no public communication.   

10. ADJOURN TO 

CLOSED SESSION 

Motion: To adjourn to closed session at 7:02pm. 

Movant: Ting 

Second: Burn 

Ayes: Burn, Falwell, Kan, Kliger, Marfatia, Sharma, Simon, Ting 

Noes: None 

Abstentions: None 

Absent: Po 

Recused: None 

Adjourned to 

closed session 

at 7:02pm 

11. AGENDA ITEM 17: 

RECONVENE OPEN 

SESSION/ 

REPORT OUT 

Open session was reconvened at 8:11pm.  Agenda items 11-16 were covered in 

closed session.  During the closed session the Committee approved the consent 

calendar: Minutes of the Closed Session of the Quality Committee 

(06/03/2020) and Medical Staff Credentialing and Privileges Report; and for 

information: API reports. 
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Dr. Marfatia left the meeting at the conclusion of closed session. 

12. AGENDA ITEM 8 – 

FY21 

ORGANIZATIONAL 

PERFORMANCE 

GOALS 

This item was resumed following the closed session. 

Motion: To approve the FY21 Organizational Goal with the following 

changes: under SSE with the minimum goal set at  5.0 and the target be as 

stated 4.0 and the LTR (Inpatient) with the minimum set at 83.1, which reflects 

the current baseline for FY20. 

Movant: Kan 

Second: Burn 

Ayes: Burn, Falwell, Kan, Kliger, Sharma, and Simon 

Noes: Ting 

Abstentions: None 

Absent: Marfatia and Po 

Recused: None 

 

13. AGENDA ITEM 20: 

CLOSING WRAP UP 

There were no closing comments.  

14. AGENDA ITEM 21: 

ADJOURNMENT 

Motion: To adjourn at 8:13pm. 

Movant: Sharma 

Second: Kan 

Ayes: Burn, Falwell, Kan, Kliger, Sharma, Simon, Ting 

Noes: None 

Abstentions: None 

Absent: Marfatia and Po 

Recused: None 

Meeting 

adjourned at 

8:13pm 

Attest as to the approval of the foregoing minutes by the Quality, Patient Care and Patient Experience Committee 

of El Camino Hospital: 
 

____________________________                      

Julie Kliger, MPA, BSN      

Chair, Quality Committee   

 



 

EL CAMINO HOSPITAL 

QUALITY COMMITTEE MEETING COVER MEMO 

 

To:   Quality Committee 

From:   Catherine Carson, MPA, BSN, RN, CPHQ  

Sr. Director/Chief Quality Officer 

Date:   September 8, 2020 

Subject:  FY 20 Quality Dashboard for September meeting 

 

Recommendation(s):  Review and accept the Organizational Goal and Quality Dashboard 

 

Summary:   
 Provide the Committee with a snapshot of the FY 2020 metrics monthly with trends over 

time and compared to the actual results from FY2019 and the FY 2020 goals.  

 Annotation is provided to explain actions taken affecting each metric.  

 

1. Authority: The Quality Committee of the Board is responsible for the quality and safety of care 

provided to ECH patients.  This dashboard provides oversight on key quality metrics.  

 

2. Background: These thirteen (13) metrics were selected for monthly review by this Committee as 

they reflect the Hospital’s FY 2020 Quality, Efficiency and Service Goals. 

 

3. Assessment:  

 Mortality Index is well below target and is better than 0.76 2020 Top Performers level, 

@ 0.64. 

 Readmission Index reached target with June data @ 0.96.. 

 Continued reduction in ED Throughput metric, below target. 

 HCAHPS metric for Discharge Information improved and is above target for June, just 

missing the target goal for FY20 and for Responsiveness is just below target goal for 

FY20.   Likelihood to recommend dropped in June.  

 Only 1 – HAI: 1 CAUTI.  

 SSI @ 1 for June.  

 PC-02 Primary C/S rate increased.  

 See detailed comments in the annotation of the report. 

 

4. Other Reviews:  None. 

 

5. Outcomes:  N/A 

 

List of Attachments: FY20 Quality Dashboard, June data unless otherwise specified - final results 

 

Suggested Committee Discussion Questions: None. 



Month to Board Quality Committee: 

September, 2020

Baseline

FY19 Actual

FY 20 

Target
Trend

(showing at least the last 24 months of available data)
Rolling 12 Months Average

Quality Latest month FYTD

1

* Organizational Goal                       

Mortality Index 
Observed/Expected

Premier Standard Risk Calculation Mode                                                       

Date Period: June 2020

0.64        

(1.28%/1.99%)

0.74        

(1.46%/1.98%)
0.97 0.90

2

*Organizational Goal 

Readmission Index (All 

Patient All Cause Readmit) 

Observed/Expected

Premier Standard Risk Calculation Mode                                                       

Index month: June 2020

0.84        

(7.07%/8.38%)

0.96

(7.68%/7.97%)
0.99 0.96

3

Patient Throughput-Median 

Time from Arrival to ED 

Departure
(excludes  psychiatric patients, 

patients expired in the ED and 

Newborns)

Date Period: June 2020

MV: 277 min                            

LG: 215 min

Enterprise: 

246 min

MV: 287 min  

LG: 227 min

Enterprise: 257 

min

MV: 304 min  

LG: 263 min

Enterprise: 

284 min

266 min

(5% 

improvem

ent from 

last year's 

target, 

280)

FY 20 Organizational Goal and Quality Dashboard Update - Final 

June 2020 (unless otherwise specified) - End of FY20

 FY20 Performance
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Measure Name Comments
Definition 

Owner
FY 2020 Definition Source

Mortality Index 

(Observed/Expected)

FY20 Target Met, better performance than last year 

Good physician documentation continues with high expected mortality. 

Observed mortality less than in March and still under the expected value.  For 11 

months, the index has been below 1.0.   

Catherine Carson Updated 7/1/19(JC)- Selection Criteria revised: new criteria include cases with Patient 

Type=Inpatient and exclude cases with Patient Type=Rehab, Psych & Hospice.  

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average. 

LCL is set to '0' if value is less than or equal to zero.

Premier Quality 

Advisor

Readmission Index - All 

Patient All Cause 

Readmit 

(Observed/Expected)

Readmission Index reached target for FY2020 at the end of June.  New quality 

teams formed in July to continue work on improving Readmission Index in 

FY2021. 

Catherine Carson Using Premier All-Cause Hospital-Wide 30 Day Readmission Methodology v.4.0. (Patients 

with an unplanned readmission for any cause to ECH acute inpatient within 30 days of 

discharge, CareScience Risk Adjusted).  

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average. 

LCL is set to '0' if value is less than or equal to zero.

Premier Quality 

Advisor

Patient Throughput- 

Average Minutes from 

ED Door to Patient 

Admitted (excludes 

Behavioral Health 

Inpatients and 

Newborns)

Structural changes were made to the patient throughput steering team by expanding 

the scope from MV to enterprise as we embark on designing and rolling out potential 

iCare based solutions to improve patient throughput. 

The patient throughput improvement team worked on follow ups from June 4th PDSA 

session. Electronic hand-off to reduce waiting time for admitted ED patients is being 

worked on. The improvement team is working on the design of the e-handoff format 

and related processes. 

Capacity Management Center (CMC) moved into new space and began operations with 

enhanced tools from iCare. Co-location of 5 critical roles gives us efficiencies and 

effectiveness to manage patient flow. This also allows us to bring LG on board and 

start addressing patient throughput and capacity at the ECH enterprise level. New 

dashboards were built and made operational by our iCare team to give the PFCs and 

AHMs better visibility into capacity and patient flow.  Updated MV ADT Criteria were 

rolled out and LG ADT criteria are currently being updated.  

Cheryl Reinking, 

Melinda Hrynewycz

This measure definition is changed in Feb. 2020 regarding the end point. New definition is 

"Arrival to ED Departure", and is the same as CMS ED Measure (ED 1b) ED Arrival to ED 

Departure for Admitted pts.  Population: Includes inpatients, outpatients, observation 

patients, and Hospital Outpatient Surgery Patients who arrive via the ED. 

It excludes psychiatric patients, patients who expired in the ED, and newborns.

Arrival: Patient Arrived in ED

Head in Bed: Patient admitted in unit

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average.

LCL is set to '0' if value is less than or equal to zero.

iCare Report: ED 

Admit Measurement 

Summary

Definitions and Additional Information  
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Month to Board Quality Committee: 

September, 2020

FY 20 Organizational Goal and Quality Dashboard Update - Final 

June 2020 (unless otherwise specified) - End of FY20

Baseline

FY19 Actual

FY20 

Target
Trend Rolling 12 Months Average

Service Latest month FYTD

4

* Organizational Goal                  

HCAHPS Discharge 

Information                                                                                                  
Top Box Rating of Always                                  
Date Period: June 2020

88.4 87.2 86.7 87.3

5

* Organizational Goal                  

HCAHPS Responsiveness of 

Staff Domain                                                                                                             
Top Box Rating of Always                                         
Date Period: June 2020

70.3 66.5 65.7 67.1

6

*Organizational Goal

HCAHPS Likelihood to 

Recommend                                                                                                            
Top Box Rating of Always                              

 Date Period: June 2020

81.8 83.0 83.5 84.2

FY20 Performance

UCL: 71.31 

LCL: 60.18 

Target: 67.1 
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Definitions and Additional Information  

Measure Name Comments
Definition 

Owner
FY 2020 Definition Source

HCAHPS

Discharge Information

Domain

Top Box Rating of 

Always

Although there was a significant gain during the month of June, and all service areas 

were above the target for May, we ended the fiscal year below target by .1.   Post 

Discharge phone calls were implemented towards the end of the March utilizing labor 

pool staff and this improved this metric for acute inpatient population.  In April and 

May, we instituted a no visitor policy and this was problematic for this metric. A 

Family/Support person is now allowed to visit and having a support person available 

during the discharge instruction discussion is helpful for the patient and family.  “Help 

at Home” signs are posted on all units in order to help foster the discharge discussion. 

Discharge phone were started up again mid-June with transition worker and has been 

effective in assisting with questions about discharge instructions and follow-up.

Christine 

Cunningham

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average. 

LCL is set to '0' if value is less than or equal to zero..

Press Ganey Tool

HCAHPS 

Responsiveness of 

Staff Domain                                                                                                             

Top Box Rating of 

Always, based on 

Received Date, 

Adjusted Samples      

This metric is above target for the quarter but remains below target year to 

date. However, our Mother / Baby units on both campuses are above target for 

this metric. There has been a steady increase since February, and although we 

dipped slightly in June from 71.3 to 70.3 compared to the previous month, we 

were still above the target.  All areas continue to address needs proactively by 

providing regular hourly rounding. Also working with Administrative Support 

(AS) to assure best practices, “words that work”, and call light 

escalations/response structure.  Call light system malfunctions continue to be 

reported to facilities and repaired and a proposal for replacement of call 

system has been submitted.    

Christine 

Cunningham

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average. 

LCL is set to '0' if value is less than or equal to zero.

Press Ganey Tool

HCAHPS

Likelihood to 

Recommend

Top Box

Likelihood to Recommend is our loyalty score and the industry standard of 

measuring experience.  Due primarily to the pandemic and feelings of isolation 

with our patients, the measure continues to fluctuate with the changes in 

visitor policy restrictions and limitations.  Although May showed an 

improvement, June saw a decline.  Fiscal year to date remained unchanged 

from the previous month at 83% and still represents 86th %ile compared to the 

national benchmark.  We saw an increase in this metric for Mother / Baby 

patients.  There is a correlation between leader rounding and likelihood to 

Recommend, therefore, we did a soft launch of WeCARE leader rounding 

during the month of June to round on patients and staff.  Our new Service 

Standards Launch Team continues to meet, discuss and refresh of Standards. 

Christine 

Cunningham

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average. 

LCL is set to '0' if value is less than or equal to zero.

Press Ganey Tool
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Month to Board Quality Committee: 

September, 2020

FY 20 Organizational Goal and Quality Dashboard Update - Final 

June 2020 (unless otherwise specified) - End of FY20

Baseline

FY19 Actual

FY 20 

Target
Trend

Quality Latest month FYTD

7

Hospital Acquired Infections

Catheter Associated Urinary 

Tract Infection (CAUTI) 

per 1,000 urinary catheter days                                                                                                                            

Date Period: June 2020

0.93        

(1/1074)

0.47

7/14859
1.09

SIR Goal: 

<= 0.75

8

Hospital Acquired Infections

Central Line Associated Blood 

Stream Infection (CLABSI)

per 1,000 central line days                          

Date Period: June 2020                                                                       

0.00        

(0/927)

0.15

2/13639
0.36

SIR Goal: 

<= 0.50 

9

Hospital Acquired Infections

Clostridium Difficile Infection 

(CDI) 

per 10,000 patient days

Date Period: June 2020

0.00        

(0/6840)

1.46        

(14/95608)
1.96

SIR Goal: 

<= 0.70

 FY20 Performance

UCL: 2.57 

LCL: 0.00 

Target: 0.75 
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UCL: 1.38 

LCL: 0.00 

Target: 0.50 
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LCL: 0.00 
Target:0.70 
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Definitions and Additional Information  

Measure Name Comments
Definition 

Owner
FY 2020 Definition Source

Hospital Acquired 

Infection (SIR Rate) 

CAUTI (Catheter-

acquired Urinary Tract 

Infection)

One CAUTI in June in Los Gatos post op care, foley catheter in place for critical 

I&O monitoring and immobility.                                               Target Met, better 

performance than last year 

Total CAUTIs FY19 = 17 

Total CAUTIs FY20 = 7

Catherine 

Carson/Catherine 

Nalesnik

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average. 

LCL is not visible if value is less than or equal to zero.

CDC NHSN data base - 

Inf. Control

Hospital Acquired 

Infection (SIR Rate) 

CLABSI (Central line 

associated blood 

stream infection)

Zero CLABIs in February, March, April, May & June (5 months).  The CLABSI 

infections have been only in MV.  LG has not had a CLABSI Infection since 

October 2016.                                                                                       FY 20 Target Met, 

better performance than last year 

Total CLABSI FY19 = 4 

Total CLABSI FY20 = 2

Catherine 

Carson/Catherine 

Nalesnik

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average. 

LCL is set to '0' if value is less than or equal to zero.

CDC NHSN data base - 

Inf. Control

Hospital Acquired 

Infection (SIR Rate) C. 

Diff (Clostridium 

Difficile Infection) 

Three C.Diff infections in May -- MV: 2, LG: 1                         Zero in June.                                               

FY 20  Target NOT met, however better performance than last year. 

Total C.Diff FY19 = 20

Total C.Diff FY20 = 14

Catherine 

Carson/Catherine 

Nalesnik

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average. 

LCL is set to '0' if value is less than or equal to zero.

CDC NHSN data base - 

Inf. Control
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Month to Board Quality Committee: 

September, 2020

FY 20 Organizational Goal and Quality Dashboard Update - Final 

June 2020 (unless otherwise specified) - End of FY20

Baseline

FY19 Actual

FY20 

Target
Trend Rolling 12 Months Average

Latest month FYTD

10

Organizational Goal    

                                                                            

Surgical Site Infections (SSI)- 

Enterprise
SSI Rate = Number of SSI /  Total 

surgical procedures x 100 
Date period: June 2020

0.17        (1/593)
0.36        

(23/6428)

0.52 

(37/7167 )

SIR 

Goal: 

<=1.0 
CDC NHSN 

Risk 

Adjusted 

Ratio (not 

an infection 

rate)

11

Sepsis Mortality Index, based 

on ICD-10 codes     (Observed 

over Expected)                                                    

Date Period: June 2020

1.09

(13.86%/12.72%)

0.98

(10.98%/11.18%)
1.06 0.90

12

PC-01:  Elective Delivery Prior 

to 39 weeks gestation

(lower = better)

Date period: June 2020

MV: 0.00%

(0/26)

LG: 0.0%

(0/2)

ENT: 0.00%

(0/28)

MV: 1.47%

(5/341)

LG: 0.00%

(0/48)

ENT: 1.29%

(5/389)

MV: 1.11%

(4/360)

LG: 0.00%

(0/44)

ENT: 0.99%

(4/404)

0.0%

13

PC-02:  Cesarean Birth (lower 

= better)

Date period: June 2020

MV: 24.44%

(33/135)

LG: 20.00%

(5/25)

ENT: 23.75%

(38/160)

MV: 24.74%

(412/1665)

LG: 18.97%

(48/253)

ENT: 23.98%

(460/1918)

MV: 26.28%

(425/1617)

LG: 14.29%

(30/210)

ENT: 24.90%

(455/1827)

<23.9%

 FY20 Performance
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Definitions and Additional Information  

Measure Name Comments
Definition 

Owner
FY 2020 Definition Source

Surgical Site Infections 

(SSI) - Enterprise SSI 

Rate = Number of SSI / 

Total Surgical 

Procedures x 100

FY20 Target Met, better performance than last year 

Total SSI FY19: 37 

Total SSI FY20: 23, as of 7/20

 1 SSI MV in April (Laminectomy), 2 in May MV (1 Colon and 1 Craniotomy), 1 in 

June MV (Ovary)                       ERAS (enhanced  recovery after surgery) was 

implemented for all surgeries  enterprise-wide on June 30th.  This healthcare 

best practice should reduce SSIs.

Catherine 

Carson/Catherine 

Nalesnik

The standardized infection ratio (SIR) is a summary measure used to track HAIs over time 

at a national, state, local level.  This is a summary statistic that compares the actual number 

of HAIs reported with the baseline US experience (NHSN aggregate data are used as the 

standard population), adjusting for several risk factors that are significantly associated 

with differences in infection incidence.  An SIR greater than 1.0 indicates that more HAIS 

were observed than predicated, accounting for differences in types of patients followed, a 

SIR less than 1.0 indicates fewer HAIs were observed than predicated.

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average.. 

Lower Control Limit is not visible if it is less than or equal to zero.

CDC NHSN data base - 

Inf. Control

Sepsis Mortality Index 

Observed over 

Expected, based on ICD 

10 codes  

FY20 Target Not Met however better performance than last year 

Sepsis Quality Committee focusing on individual measures in the bundle 

through manager chart review to find which pieces of the bundle that need 

most improvement; timing of antibiotic administration (1 hr. vs 3 hrs.), meeting 

MAP goal of > 65 mmHg w/I 6hrs of TOP, and have the most impact on 

mortality.   Sepsis deaths reviewed/scored  as serious safety events if GAP exits 

(deviation from generally accepted practice/guidelines).

Jessica Harkey, 

Catherine Carson

 Effective 01/24/20:  The original definition for Sepsis (used in this dashboard) 1) evaluated 

only the Principal diagnosis, & 2) excluded cases assigned the patient type of 

Rehabilitation or Other (Hospice).  

The definition has now been aligned with CMS’ to 1) evaluate both principal AND 

secondary diagnoses,  & 2) excludes: patients < 18 years, LOS => 120 days, or Transfers from 

Another Acute Hospital, as well as the Patient Type of Rehabilitation or Other (Hospice).  

This was reviewed with & approved by Jessica Harkey, Sepsis Manager and Catherine 

Carson Sr. Director Quality.

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average. LCL 

is set to '0' if value is less than or equal to zero.

Premier Quality 

Advisor

PC-01: Elective Delivery 

Patients with elective 

vaginal deliveries or 

elective cesarean 

births at >= 37 and < 39 

weeks of

gestation completed               

June at Zero for both hospitals.  May 0utcome rate above UCL

CDI Mgr. provided OB physicians with education to document patient 

conditions that can exclude the patient from this measure. 

TJC Numerator: Patients with elective deliveries

Denominator: Patients delivering newborns with >= 37 and < 39 weeks of gestation 

completed

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average. 

LCL is set to '0' if value is less than or equal to zero.

IBM CareDiscovery 

Quality Measures 

 PC-02:

Cesarean Birth    

Nulliparous women 

with a term, singleton 

baby in a vertex 

position delivered by 

cesarean birth

FYTD 2020 rate is 23.98 for the Enterprise at end of year, just slightly above the 

target. 

TJC Numerator Statement: Patients with cesarean births       

Denominator Statement: Nulliparous patients delivered of a live term singleton newborn 

in vertex presentation

For the Trends graph: UCL and LCL are 2+/- the Standard Deviation of 1 from the Average. 

LCL is set to '0' if value is less than or equal to zero.

IBM CareDiscovery 

Quality Measures 
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FY21 COMMITTEE GOALS 
Quality, Patient Care and Patient Experience Committee 

PURPOSE 

The purpose of the Quality, Patient Care and Patient Experience Committee (the “Committee”) is to advise and assist the El Camino Hospital (ECH) Hospital Board of Directors 
(“Board”) in constantly enhancing and enabling a culture of quality and safety at ECH, to ensure delivery of effective, evidence-based care for all patients, and to oversee quality 
outcomes of all services of ECH.  The Committee helps to assure that exceptional patient care and patient experiences are attained through monitoring organizational quality and 
safety measures, leadership development in quality and safety methods, and assuring appropriate resource allocation to achieve this purpose.   

STAFF:  Mark Adams, MD, Chief Medical Officer (Executive Sponsor) 

The CMO shall serve as the primary staff to support the Committee and is responsible for drafting the Committee meeting agenda for the Committee Chair’s consideration.  Additional clinical 
representatives and members of the Executive Team may participate in the meetings upon the recommendation of the Executive Sponsor and at the discretion of the Committee Chair.  These may 
include: the Chiefs/Vice Chiefs of the Medical Staff, physicians, nurses, and members from the community advisory councils, or the community at-large.   

GOALS TIMELINE METRICS 

1. Review the Hospital’s organizational goals and 
scorecard and ensure that those metrics and goals are 
consistent with the strategic plan and set at an 
appropriate level as they apply to quality 

- FY20 Achievement and Metrics for FY21 (Q1 
FY21)  

- FY22 Goals (Q3 – Q4)  

Review management proposals; provide feedback and make 
recommendations to the Board  

2. Alternatively (every other year) review peer review 
process and medical staff credentialing process; 
monitor and follow through on the recommendations 

Q2 
- Receive update on implementation of peer review process 

changes (FY22)  
- Review Medical Staff credentialing process (FY21) 

3. Review Quality, Patient Care and Patient Experience 
reports and dashboards 

- FY21 Quality Dashboard (Q1-Q2 proposal; 
monthly for review and discussion, if needed) 

- CDI Core Measures, PSI-90, Readmissions, 
Patient Experience (HCAHPS), ED Patient 
Satisfaction (x2 per year) 

- Leapfrog survey results and VBP calculation 
reports (annually) 

Review reports per Pacing Plan timeline –  

4. Review Effectiveness of Board Dashboard using STEEEP 
Methodology and propose changes if appropriate 

Semi – Annually Q2 and Q4 Review Dashboard and  Recommend Changes 

5. All committee members regularly attend and are 
engaged in committee meeting preparation and 
discussions 

Using closing wrap up time, review quarterly at the 
end of the meeting  

Attend 2/3 of all meetings in person  

Actively participate in discussions at each meeting 

SUBMITTED BY: Chair: Julie Kliger, MPA, BSN 

Executive Sponsor: Mark Adams, MD, CMO 

Approved by the El Camino Hospital Board of Directors 6/10/2020 



 

Hospital Update 
September 8, 2020 

Mark Adams, MD, CMO 
 
Quality and Safety 
 
On August 4, 2020, as part of our journey to become a “highly reliable organization” we 
replaced our QRR Safety Event reporting system with “iSAFE” reports.  This stands for 
SAFETY ALWAYS FIRST at EL CAMINO.  The new system will allow us to gather more 
information required for safety event investigations and follow up.  Staff can access the 
incidents submitted and track the status of investigations as well as the outcome 
actions. 
 
Operations 
 
Our Heart & Vascular Service Line recently opened the Women’s Cardiovascular Clinic 
and the Cardiac Oncology Clinic in the Sobrato Pavilion and Interventional 
Pulmonologist Ganesh Krishna, MD completed his 60th case on the Intuitive Ion Robot. 
 
The organization is continuing to care for COVID-positive patients as well as many other 
patients who are seeking healthcare at ECH.  El Camino Hospital has not had more than 
13 COVID-19 positive patients receiving inpatient care at any one time over the last 
month.  PPE and other supplies are plentiful with no shortages.  El Camino Health is 
participating in 6 clinical research studies related to COVID-19 testing and treatment 
(Remdesivir, Plasma). 
 
We recently launched our new “We Care” program as part of the patient experience 
pillar of the strategic plan. The program will help us provide an excellent experience for 
our patients and their loved ones while achieving our organizational goals.  “We Care” 
will update and embed new employee standard behaviors (last updated in 2001) for the 
entire organization.  The acronym stands for: 
 

W = Warm Welcome 
E = Engage and Empathy 
C = Compassionate Communication 
A = Ask and Anticipate 
R = Respond Promptly 
E = Excellence Always 

  
Workforce 
 
Since many schools are opening with distance learning this fall, we are again working 
with the YMCA on a childcare solution for our employees.  We continue to provide 
Foundation sponsored grants to employees in need due to COVID-related financial 



 

issues.  As of August 3rd, we provided 44 employees with grants up to $5,000.  The 
total Foundation fund used for this program thus far is $185,000. 
 
Information Services  
 
Since the Shelter in Place mandate went in to effect, we aggressively implemented 
virtual and audio visits as a replacement for in person appointments for ECHMN clinics, 
the Wound Care Clinic, Outpatient Rehabilitation, the Perinatal Diagnostic Center, the 
Cancer Clinic, and Outpatient Behavioral Health Services. 
 
We are tracking employee COVID-19 symptoms using an online tool that employees 
complete each day before beginning work and provides alerts and reports to our 
employee health and wellness team. 

Carbon Health and Premier data are now in the Epic DataWarehouse to improve 
reporting for ambulatory business metrics.  Clinic patients are able to self-schedule 
appointments, pre-visit questionnaires and check in for appointments via MyChart with 
increasing usage.  El Camino Health is above the 50th percentile for appointments 
scheduled online as benchmarked with other organizations and trending towards the 
75th percentile ranking. 

The enterprise continues targeted efforts to increase MyChart adoption, an EPIC tool 
that serves as a conduit to improve the patient experience and personalized healthcare 
journey.  MyChart is now live at the bedside in Maternal Child Health, NICU, Labor and 
Delivery, and Surgical/Pediatric units.  ECH has 62,300 patients registered in MyChart 
and 46% of patients seen in July have active MyChart Accounts. 

The “Get Well” platform implementation of our “Hospital Room and Clinic of the Future” 
began on our Maternal Child Health unit.  This provides a state-of-the-art media 
platform in the patient room including personalized patient education, environmental 
controls, meal ordering, and integration with Epic. 

El Camino Healthcare District (ECHD) Community COVID-19 Testing Program 

On May 19, 2020, the ECHD Board approved funding and operations of a no cost 
Community COVID-19 testing program (the District Program) for asymptomatic 
individuals who live, work, or go to school in the District.  Thereafter, on June 16, 2020, 
the ECHD Board modified the approval to authorize (1) prepaying of $1.2 million in 
FY20 to El Camino Health to implement and manage the District Program in FY20 and 
FY21 and (2) distribution of $1.2 million in FY21 to provide ongoing services to the 
District Program in FY21.  Pursuant to this authorization, the District entered into a 
Services Agreement with El Camino Health to operate the District Program. 

Pursuant to the agreement with El Camino Health, tests are currently being performed 
at the El Camino Health Mountain View Hospital campus.  To provide good stewardship 



 

of the District’s tax revenues, El Camino Health is billing third party insurance and 
reserving District funds to cover the costs of testing when insurance is not available.  As 
of July 31, 2020, 2,082 tests have been provided.  The testing program is patient 
centered to facilitate quick-prescheduled appointments. Enhancements to the program 
included online scheduling, extended hours for appointments, and electronic results. 
Testing is currently being offered Monday through Friday from 7:30 am until 7:00 pm. 
The length of time to obtain results fluctuates with demand.  As of August 3rd, we were 
receiving results in 3-5 days, but in prior weeks it was taking as long as 7-10 days.  We 
are carefully communicating with patients to set expectations accordingly.  Our 
marketing and communications plan, which includes radio, social, and print media, 
dramatically increased the number of tests requested and we expanded hours of 
operations at the MV hospital campus to meet demand. 

We are now focused on expanding the program to additional sites throughout the 
District in ways that will be of greatest benefit to the District.  To that end, we are 
working with leaders of the Mountain View and Los Altos Chambers of Commerce as 
well as the Sunnyvale Downtown Association to provide mobile testing sites within the 
District’s business districts, particularly for employees of small businesses who are less 
likely to have insurance and whose work schedules make traveling to the El Camino 
Hospital campus impractical.  Sites have been identified at the Center for the 
Performing Arts in downtown Mountain View, the Assistance League of Los Altos, and 
Murphy Park in Sunnyvale.  We expect all of these sites to be up and running by no 
later than the last week in August. 

We are also working with public school districts that have school sites within the District 
boundaries to plan for testing of school district personnel in advance of the beginning of 
the school year, even though it is anticipated that many schools will begin the year with 
distance learning.  The timing of the intervals as well as the duration of the program 
has yet to be determined, but we hope to begin no later than the last week of August. 
We are monitoring third party insurance reimbursement for re-testing as that will 
impact how far the District funds can be stretched.  As well, we recently reached out to 
the Community Services Agency of Sunnyvale and are in discussions about providing 
testing to their vulnerable clientele.  Finally, we are working with Santa Clara County to 
identify “hot spots” of infection within the District where additional mobile sites may 
provide added benefit. 

El Camino Health Medical Network (ECHMN)  
 
Two new physicians, Atena Asiaii , MD and  Tony Masri, MD join our network this 
month.  Joining our Mountain View clinic, Dr. Asiaii, who specializes in obstetrics and 
gynecology, attended the Warren Alpert Medical School of Brown University and 
completed a fellowship at the Camran Nezhat Institute.  Dr. Masri, who attended the 
University of Toledo College of Medicine & Life Sciences and completed a fellowship at 
Stanford, will serve as the Medical Director of Sleep Medicine. 
 



 

Corporate and Community Health Services 
 
Over the last several months, CONCERN offered 140 webinars attended by 6,700 
individuals.  Topics included the emotional impact of the pandemic and effective 
teleworking as well as understanding and responding to racism and social injustice 
topics.  Our Community Benefit Staff remains in close communication with grant 
partners, particularly school-based services, regarding urgent needs and program 
adjustments in response to the pandemic  
 
The South Asian Heart Center (SAHC) hosted five TECH (Tuesday Evening Community 
Huddle) virtual workshops for community members on lifestyle topics with over 100 
attendees.  We also trained seven college interns how to perform health coaching and 
yearly wellness checkups for SAHC participants and hosted two talk on “A Lifetime on 
Meds or a Lifestyle of MEDS” leading to program signups.  We also received Centers for 
Disease Control recognition for our diabetes prevention program curriculum. 
 
The Chinese Health Initiative (CHI) concluded the second group of its pilot 6-month 
Diabetes Prevention Program.  Sixty percent of participants met the target goal of Body 
Mass Index at or below 23.  Eighty five percent % of participants improved their A1C 
score.  CHI hosted two Ask-A-Dietitian webinars, two diabetes prevention introduction 
webinars conducted in either Cantonese or Mandarin and two Qigong webinars for 
homebound seniors to promote increased physical activity. There were a total of 370 
attendees. 
 
Marketing and Communications 
 
The second phase of the Return to Health campaign fully launched in early July and 
included a new video and refreshed digital ads.  The current media plan also includes 
print and YouTube and runs until September.  The results have been good with a 
month over month increase of Return to Health landing page visits.  Overall, total 
landing page visits have surpassed those of the Shaped by You brand advertising 
campaign.  
 
The primary care campaign currently running targets three consumer segments, ages 
25-34, ages 35-64 and Medicare eligible.  It includes direct mail and digital with 
segment specific messages and landing pages.   
 
In collaboration with the District COVID-19 testing team, we launched online 
appointment scheduling; cross-linked from existing marketing campaign destinations 
and pages such as homepage, schedule page, newsroom, COVID-19 FAQs, and ECHD 
website.  Updated location pages to reflect the Breast Health Center’s move and 
updated the name to Women’s Imaging Center. 
 
We updated the Safe Care page on the website with new videos regarding the Women’s 

Hospital, COVID-19 Screening & Testing, and the negative pressure rooms in the 



 

hospital.  Physician briefings videos covered Medical Staff Leadership and Willow 

Outpatient Surgery.   

 

We had the following Media Coverage in July 2020: 

 July 1, 2020 Architectural Record Mental Health Pavilion at El Camino Hospital 

by WRNS Studio 

 July 3, 2020 Vator.tv Future of Virtual Care Conference July 1 Podcast 

 July 6, 2020 Becker’s Hospital Review 10 Hospitals Seeking Pharmacy Leaders 

 July 8, 2020 Vator.tv With Healthcare Going Virtual, What's Working Now? 

 July 8, 2020 NBC Bay Area News (Bay City News) Santa Clara County Unveils 

New Dashboard for COVID-19 Testing 

 July 8, 2020 Telemundo Area de la Bahia Pick Up 

 July 9, 2020 Vator.tv At Invent Health: With COVID Still Surging, How Are We 

Preparing? 

 July 14, 2020 KCBS Radio Demand For Food-Making Robots Skyrockets 

During Coronavirus Pandemic 

 July 17, 2020 ENR California ENR CA Announces 2020 Regional Best Project 

Winners  

Government Relations 

 

SB 758, approved in Assembly Health on August 4, 2020, continues to progress through 
this year’s process in the California legislature.  The Bill would extend the 2030 hospital 
seismic deadline (to be fully operational after a major earthquake) to January 1, 2037 
and create an advisory committee to examine how California’s health care delivery 
system prepares and responds to disasters. 
  
The bill is sponsored by California Hospital Association (CHA) to give hospitals additional 
time for the massive infrastructure upgrades required at a time that hospital budgets 
are challenged by the pandemic. If passed, this will give ECH an additional 7 years to 
address seismic compliance issues at our Los Gatos hospital. 
 
Philanthropy 
 
The El Camino Health Foundation secured $452,147 in Period 11 of FY20 and $321,849 
in Period 12, bringing the total raised by June 30 to $10,141,294, 132% of goal. 
 
Auxiliary 
 
Our Auxillians are still sheltering in place.  We look forward to their return and thank 
them for 49,844 hours in FY20! 

https://urldefense.com/v3/__https:/www.architecturalrecord.com/articles/14703-mental-health-pavilion-at-el-camino-hospital-by-wrns-studio__;!!Ljw3zIE-Fw5odGwP!Zqx91gPYj8Dcbvov8_9PTmifQZYzR5tvV8XO2afFuRYZM5lIC-uaEk7xIUBRDKySR0HtdHz7og$
https://urldefense.com/v3/__https:/www.architecturalrecord.com/articles/14703-mental-health-pavilion-at-el-camino-hospital-by-wrns-studio__;!!Ljw3zIE-Fw5odGwP!Zqx91gPYj8Dcbvov8_9PTmifQZYzR5tvV8XO2afFuRYZM5lIC-uaEk7xIUBRDKySR0HtdHz7og$
https://urldefense.com/v3/__https:/vator.tv/news/2020-07-03-future-of-virtual-care-conference-july-1-podcast__;!!Ljw3zIE-Fw5odGwP!Zqx91gPYj8Dcbvov8_9PTmifQZYzR5tvV8XO2afFuRYZM5lIC-uaEk7xIUBRDKySR0Fn4B-eqQ$
applewebdata://6EFD2D2E-5D84-43D0-B531-27974A5F539B/1.%09https:/www.beckershospitalreview.com/pharmacy/10-hospitals-seeking-pharmacy-leaders-39.html
https://urldefense.com/v3/__https:/vator.tv/news/2020-07-08-with-healthcare-going-virtual-whats-working-now__;!!Ljw3zIE-Fw5odGwP!Zqx91gPYj8Dcbvov8_9PTmifQZYzR5tvV8XO2afFuRYZM5lIC-uaEk7xIUBRDKySR0EE5k4MlA$
https://urldefense.com/v3/__https:/www.nbcbayarea.com/news/local/south-bay/santa-clara-county-unveils-new-dashboard-for-covid-19-testing/2322582/__;!!Ljw3zIE-Fw5odGwP!Zqx91gPYj8Dcbvov8_9PTmifQZYzR5tvV8XO2afFuRYZM5lIC-uaEk7xIUBRDKySR0F1bKPKqw$
https://urldefense.com/v3/__https:/www.nbcbayarea.com/news/local/south-bay/santa-clara-county-unveils-new-dashboard-for-covid-19-testing/2322582/__;!!Ljw3zIE-Fw5odGwP!Zqx91gPYj8Dcbvov8_9PTmifQZYzR5tvV8XO2afFuRYZM5lIC-uaEk7xIUBRDKySR0F1bKPKqw$
https://urldefense.com/v3/__https:/www.telemundoareadelabahia.com/noticias/local/condado-santa-clara-publica-tabla-de-datos-para-hacer-seguimiento-a-casos-de-coronavirus/2092039/__;!!Ljw3zIE-Fw5odGwP!Zqx91gPYj8Dcbvov8_9PTmifQZYzR5tvV8XO2afFuRYZM5lIC-uaEk7xIUBRDKySR0Hyzb88Ew$
https://urldefense.com/v3/__https:/vator.tv/news/2020-07-09-at-invent-health-with-covid-still-surging-how-are-we-preparing__;!!Ljw3zIE-Fw5odGwP!Zqx91gPYj8Dcbvov8_9PTmifQZYzR5tvV8XO2afFuRYZM5lIC-uaEk7xIUBRDKySR0FyaOLRfQ$
https://urldefense.com/v3/__https:/vator.tv/news/2020-07-09-at-invent-health-with-covid-still-surging-how-are-we-preparing__;!!Ljw3zIE-Fw5odGwP!Zqx91gPYj8Dcbvov8_9PTmifQZYzR5tvV8XO2afFuRYZM5lIC-uaEk7xIUBRDKySR0FyaOLRfQ$
https://urldefense.com/v3/__https:/kcbsradio.radio.com/articles/demand-for-food-making-robots-up-during-coronavirus-pandemic__;!!Ljw3zIE-Fw5odGwP!Zqx91gPYj8Dcbvov8_9PTmifQZYzR5tvV8XO2afFuRYZM5lIC-uaEk7xIUBRDKySR0FhvgIjjg$
https://urldefense.com/v3/__https:/kcbsradio.radio.com/articles/demand-for-food-making-robots-up-during-coronavirus-pandemic__;!!Ljw3zIE-Fw5odGwP!Zqx91gPYj8Dcbvov8_9PTmifQZYzR5tvV8XO2afFuRYZM5lIC-uaEk7xIUBRDKySR0FhvgIjjg$
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FY2021 Q1 
JULY 2020 AUGUST 3, 2020 SEPTEMBER 8, 2020 

No Committee Meeting 

Routine (Always) Consent Calendar Items: 

 Approval of Minutes 
 FY 21 Quality Dashboard  

 Progress Against FY 2021 Committee Goals 
(Quarterly)  

 FY21 Pacing Plan (Quarterly) 
 Med Staff Quality Council Minutes ( Incl. API Reports 

- Closed Session) 

 Hospital Update 

 

Standing Agenda Items: 
1. Report on Board Actions 
2. Consent Calendar (PSI Report) 
3. Patient Story 
4. Serious Safety/Red Alert Event as needed 
5. Credentials and Privileges Report 
6. QC Follow-Up Items 

 
 
 
Special Agenda Items 

1. Q4 FY20 Quarterly Quality and Safety Review 
2. Quarterly Board Dashboard Review 
3. EL Camino Health Medical Network Report 
4. Recommend FY21 Organizational Goal Metrics 

Standing Agenda Items: 
1. Board Actions 
2. Consent Calendar (ED Patient Satisfaction) 
3. Patient Story  
4. Serious Safety/Red Alert Event as needed 
5. Credentials and Privileges Report 
6. Placeholder for FY21 Quality Dashboard 
7.  QC Follow-Up Items 

 
Special Agenda items: 

7. Recommend FY21 Organizational Goal Metrics 
8. Annual Patient Safety Report 
9. FY20 Quality Dashboard Final Results  

10. Pt. Experience (HCAHPS) 
11. Progress on Quality and Safety Plan 

 
 
 

FY2021 Q2 
OCTOBER 5, 2020 NOVEMBER 2, 2020 DECEMBER 7, 2020 

Standing Agenda Items: 
1. Board Actions 
2. Consent Calendar 
3. Patient Story 
4. Serious Safety/Red Alert Event as needed 
5. Credentials and Privileges Report 
6. Placeholder for FY21 Quality Dashboard 
7. QC Follow-Up Items 

 
 
Special Agenda Items: 

8. Report on Medical Staff Peer Review Process 
9. FY21 Org. Goal and Quality Dashboard Metrics  
10. FY20 Organizational Goal Achievement (Quality, 

Safety, HCAHPS) (If needed)  

Standing Agenda Items: 
1. Board Actions 
2. Consent Calendar (CDI Dashboard, Core 

Measures)  
3. Patient Story 
4. Serious Safety/Red Alert Event as needed 
5. Credentials and Privileges Report 
6. QC Follow-Up Items 

 
Special Agenda Items: 

7. Safety Report for the Environment of Care 
8. Q1 FY21 Quarterly Quality and Safety Review 
9. Quarterly Board Dashboard Review 
10. EL Camino Health Medical Network Report 

 
 

Standing Agenda Items: 
1. Board Actions 
2. Consent Calendar  
3. Patient Story  

4. Serious Safety/Red Alert Event as needed 
5. Credentials and Privileges Report 
6. Placeholder for FY21 Quality Dashboard 
7. QC Follow-Up Items 

 
Special Agenda items: 

8. Readmission Dashboard 
9. PSI Report 
10. Progress on Quality and Safety Plan 
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FY2021 Q3 
JANUARY 2021 FEBRUARY 1, 2021 MARCH 1, 2021 

No Committee Meeting 
 
 
 
 
 

Standing Agenda Items: 
1. Board Actions 
2. Consent Calendar 
3. Patient Story  
4. Serious Safety/Red Alert Event as needed 
5. Credentials and Privileges Report 
6. QC Follow-Up Items 

 
 
Special Agenda Items: 

7. Q2 FY21 Quality and Safety Review  

8. EL Camino Health Medical Network Report 

9. Quarterly Board Quality Dashboard Review 

 

Standing Agenda Items: 
1. Board Actions 
2. Consent Calendar 
3. Patient Story 
4. Serious Safety/Red Alert Event as needed 
5. Credentials and Privileges Report 
6. Placeholder for FY21 Quality Dashboard 
7. QC Follow-Up items 

 
Special Agenda Items: 

8. Proposed FY22 Committee Goals 

9. Update on LEAN Transformation 

10. Progress on Quality and Safety Plan 

 

FY2021 Q4 
APRIL 5, 2021 MAY 3, 2021 JUNE 1, 2021 

Standing Agenda Items: 
1. Board Actions 
2. Consent Calendar 
3. Patient Story  
4. Serious Safety/Red Alert Event as needed 
5. Credentials and Privileges Report 
6. Placeholder for FY21 Quality Dashboard 
7. QC Follow-Up items 

 
 
Special Agenda Items: 

8. Value Based Purchasing Report 
9. Pt. Experience (HCAHPS) 
10. Approve FY22 Committee Goals 
11. Proposed FY22  Committee Meeting Dates 
12. Proposed FY22 Organizational Goals 

 

Standing Agenda Items: 
1. Board Actions 
2. Consent Calendar(CDI Dashboard, Core Measures) 
3. Patient Story 
4. Serious Safety/Red Alert Event as needed 
5. Credentials and Privileges Report 
6. QC Follow Up Items 

 
Special Agenda Items: 

7. Proposed FY22Pacing Plan 
8. Q3 FY21 Quality and Safety Review 
9. Proposed FY22 Organizational Goals 
10. EL Camino Health Medical Network Report 
11. Quarterly Board Quality Dashboard Report 

 
 

Standing Agenda Items: 
1. Board Actions 
2. Consent Calendar (Leapfrog) 
3. Patient Story 
4. Serious Safety/Red Alert Event as needed 
5. Credentials and Privileges Report 
6. Placeholder for FY21 Quality Dashboard 
7. QC Follow-Up Items 
 
Special Agenda Items: 
8. Readmission Dashboard 
9. PSI Report 
10. Proposed FY22 Organizational Goals 
11. Approve FY22 Pacing Plan 

12. Medical Staff Credentialing Process 

13. Progress on Quality and Safety Plan 

 

 



 

EL CAMINO HOSPITAL BOARD OF DIRECTORS 

COMMITTEE MEETING MEMO 

To:   Quality, Patient Care and Patient Experience Committee 

From:   Cindy Murphy, Director of Governance Services 

Date:   September 8, 2020 

Subject:  Report on Board Actions 

Purpose:  To keep the Committee informed with regards to actions taken by the El Camino Hospital and 

El Camino Healthcare District Boards. 

Summary: 

1. Situation:  It is important to keep the Committees informed about Board activity to provide 

context for Committee work.  The list below is not meant to be exhaustive, but includes agenda 

items the Board voted on that are most likely to be of interest to or pertinent to the work of El 

Camino Hospital’s Board Advisory Committees.  

2. Authority:  This is being brought to the Committees at the request of the Board and the 

Committees.   

3. Background:  Since the last Quality Committee meeting, the Hospital Board has met once and the 

District Board has met once.  In addition, since the Board has delegated certain authority to the 

Compliance and Audit Committee, the Finance Committee and the Executive Compensation 

Committee those approvals are also noted in this report. 

Board/Committee Meeting Date Actions (Approvals unless otherwise noted) 

ECH Board August 12, 2020 

- FY21 Organizational Performance Goals 

- FY20 Period 12 Financials 

- FY21 Capital and Operating Budget 

- Increased Funding For Radiation Oncology Equipment 

- Medical Staff Report Including Credentials and Privileges 

Report 

ECHD Board August 12, 2020 

- FY21 ECHD Consolidated and Stand Alone Budgets 

- Resolution Setting Annual Tax Appropriation Limit 

(Gann Limit) 

Executive 

Compensation 

Committee 

July 28, 2020 - FY 21 CFO Base Salary 

Compliance and 

Audit Committee 
N/A  

Finance  

Committee 
July 27, 2020 

- Funding for Replacement Sterile Processing Equipment 

NTE $1.85 million 

4. Assessment:  N/A 

5. Other Reviews:  N/A 

6. Outcomes:  N/A 



Report on Board Actions 

September 8, 2020 

List of Attachments:  None. 

Suggested Committee Discussion Questions:  None. 



 

 

EL CAMINO HOSPITAL BOARD OF DIRECTORS 

COMMITTEE MEETING MEMO 

To:   Quality, Patient Care and Patient Experience Committee (Quality Committee) 

From:   Cheryl Reinking, DNP(c), RN, NEA-BC; Chief Nursing Officer 

Date:   September 8, 2020 

Subject:  Emergency Department Patient Satisfaction 

Purpose:  

To provide periodic information to the Quality Committee regarding the organization’s performance against 

goals on ED Patient Satisfaction: both successes and efforts to improve. 

Summary: 

1. Situation:  The Quality Committee has requested periodic updates on ED Patient Satisfaction. 

2. Authority:  The Quality Committee’s Charter includes oversight of patient experience performance.  

Overall ED Patient Satisfaction and Likelihood to Recommend are important and measurable 

indicators of patient experience. 

3. Background: The ED exceeded target for both Overall Satisfaction and Likelihood to Recommend as 

an enterprise. This is outstanding considering the pandemic as well as the fears and anxiety of our 

patients and staff.  Mountain View was slightly under target, but the overall enterprise target made 

up for it. Los Gatos is much smaller and their volumes are lower so their satisfaction is higher due to 

this (less wait time usually).  Improvement efforts at the Mountain View campus in place include: 

(1) Epic texting to inform patients of their progress during their ED experience, (2) implemented 

separate rapid respiratory care areas for both campuses to reduce anxiety related to COVID and 

(3) three rapid process improvement workshops completed to develop and implement improved 

patient flow initiatives to improve wait times. 

 

4. Assessment:  Both campuses are performing well in the Likelihood to Recommend domain.  The 

Mountain View ED did not achieve its goal for Overall ED Patient Satisfaction, but has appropriate 

mitigation efforts in place.  

5. Other Reviews:  None. 

6. Outcomes:  N/A  

 List of Attachments:   

1. Power Point Slides – Overall ED Patient Satisfaction and Likelihood to Recommend 

 

Suggested Committee Discussion Questions:  None. This is a consent calendar item. 
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FY20 Year End ECH ED: Overall Satisfaction
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*Year-end score is average over the fiscal year
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FY20 Year End ECH ED: Likelihood to Recommend
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Quality Committee Follow up Item Tracking Sheet (07/23/2020)

# Follow Up Item

Date 

Identified Owner(s) Status

Date 

Complete

1 Bring "negative" (not only positive) patient stories for discussion 
11/4/2019 CR

Noted in Pacing Plan 12/2/19 

going forward
Ongoing

2 Add control limits to Annual PI Reports
11/4/2019 CC/MA

Will be added to future reports
Ongoing

3 Add a discussion around goal attainment to the pacing plan

11/4/2019 CM

Added to 2/3/20 Meeting then 

moved to 3//2/20 due to full 

agenda on 2/3/20

3/2/2020

4 Look deeper into the the sytem for non-nursing related issues for the patient stories
12/2/2019 CR

Open
Ongoing

5

Cover Memos  - Make sure to state what the staff wants from the committee/how the 

committee can be helpful and provide discussion questions

12/2/2019
Executive 

Team
Open

Ongoing

6 Provide more trending information on readmissions data 12/2/2019 CC/MA Open Ongoing

7

Follow-Up on PSI 4, 18 and 19: 1. % breakdown by ethnicity, and %age of this population 

that met the harm criteria (this way we can get a numerator and denominator for ethnic 

population)

2. % breakdown by low protein/vegan diets, and  %age of this population that met the 

harm criteria (this way we can get a numerator and denominator for diet-based 

population)

12/2/2019 CC/MA

On 2/3/20 Agenda; Bring back in 

August

8 Make the charts and graphs easier to read 12/2/2019 CC/MA Open Ongoing

9 Bring back Revised Board Level Quality Dashboard 3/2/2020 MA on 4/26/20 Agenda 5/4/2020

10 Bring Draft of Proposed FY21 Organizational Goals to April Meeting 3/2/2020 MA/CR on 4/26/20 Agenda

11 Add Review of Lean Projects to Pacing Plan for FY21 3/2/2020 JG Added to March 2021 Meeting 5/4/2020

12 Bring back Revised Board Level Quality Dashboard 4/6/2020 MA on 5/4/20 Agenda 5/4/2020



 

EL CAMINO HOSPITAL BOARD OF DIRECTORS 

COMMITTEE MEETING MEMO 

To:   Quality Committee of the Board of Directors, El Camino Health 

From:   Cheryl Reinking, DNP(c), RN, NEA-BC 

Date:   September 8, 2020 

Subject:  Patient Story 

Purpose:  To provide the Committee with patient feedback that is received by the organization and actions 

taken, if necessary, to improve the patient experience.  

Summary:  

1. Situation:  This letter was received by the Patient Experience Department and shared with the Cancer 

Center leaders and staff.  The patient feedback is related to his/her care at the Cancer Center with 
emphasis on safety precautions during the pandemic.  

 

2. Authority:  To view patient feedback. 

 
3. Background:  This letter was provided by a patient receiving care at the ECH Cancer Center.  The 

patient provides a general overview of his care and is complimentary of most staff and physicians.  

The patient does indicate that he/she believes COVID-19 safety precautions are not being followed 
and requests they be followed.  The patient also indicates the paperwork process should be improved.  

 

4. Assessment:  The patient made relevant and helpful points for the leaders and staff to evaluate and 
make changes to our processes in order to provide a safer environment. 

 

5. Other Reviews:  Cancer Center leaders and Staff have reviewed and made changes based on the 

feedback.  
 

6. Outcomes:  The Team has made changes as a result in the letter that includes allowing one 

visitor/patient.  Patients are notified at their reminder call of the visitor limitations and the 
precautions necessary.  A second waiting room was made available to provide extra space.  Patients 

are given the option to wait outside or in the car and are notified via phone when it is their turn to be 

roomed.   

Facilities installed marking on the Cancer Center floor to indicate the 6 feet social distancing 
requirements. Updated signage has been posted with detailed infection prevention protocols. All 

patients, visitors, and staff are mandated to wear a surgical mask provided by ECH.  Patients and 

visitors are screened upon arrival.  Patients are asked the COVID-19 screening questions during their 
reminder calls as well and if any affirmative answers occur, they are transferred to the Clinic Nurse 

for triage.   

List of Attachments:  Patient Letter 

Suggested Committee Discussion Questions:   

1. What measures throughout the organization have been taken as a result of this feedback?   

2. Are there more actions to come as a result of the feedback? 







 

EL CAMINO HOSPITAL BOARD OF DIRECTORS 

COMMITTEE MEETING MEMO 

To:   Quality Committee of the Board of Directors, El Camino Health 

From:   Cheryl Reinking, DNP(c), RN, NEA-BC 

Date:   September 8, 2020 

Subject:  Grievance and Complaints Presentation 

Purpose:  To provide the Committee with information on the grievances and complaints process at ECH.  

patient feedback that is received by the organization and actions taken, if necessary, to improve the patient 

experience.  

Summary:  

1. Situation:  This presentation is intended to give an overview of the FY 20 data related to complaints 

and grievances received by El Camino.  A breakdown of grievances by IP and ED is provided as 

well.    

 

2. Authority:  To provide insight into the number of patient complaints and grievances.   

 

3. Background:  ECH is required to track and respond to patient grievances in a timely manner with a 

written response to the grievant within 30 days as per CMS regulation.   However, at ECH we send a 

letter within 7 days acknowledging the receipt of the grievance and make every effort to respond 

before 30 days.   

 

4. Assessment:  The grievances are reviewed each week by the grievance committee to determine 

appropriate resolution.    

 

5. Other Reviews:   None 

 

6. Outcomes:  Each grievance is different based on the patient’s concerns.  The grievance committee 

makes every effort to create new processes/systems when there are systemic problems that emerge as 

a result of grievances.  An example is the many safety measures that have been installed throughout 

the campus to insure social distancing and plexi glass at reception areas.  It is difficult to know if our 

grievances are comparable to similar sized hospitals since this data is not publicly reported.  

However, we do have some insights that we are in line or better than other hospitals we have 

contacts with throughout the Bay Area.    

 

List of Attachments:  Patient Grievance/Complaint Presentation 

Suggested Committee Discussion Questions:   

1. Will the RL Solutions electronic reporting tool assist the team with managing grievances?   

2. Any other changes you plan to make to the grievance resolution process? 

3. How will the new WeCare program help with reducing grievances? 



Grievances and Complaints – FY 20

Cheryl Reinking, DNP(c), RN, NEA-BC
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Negative Feedback 

• For every customer complaint, there are 26 other unhappy customers who remain silent 

• 96% of unhappy customers don’t complain, however 91% will simply leave and not come back

• A dissatisfied customer will tell between 9-15 people about their experience. About 13% of 

dissatisfied customers tell more than 20 people  

• Happy customers who get their issues resolved tell about 4-6 people
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Defining the Data

• Complaint  - is a concern voiced by a patient or the patient’s representative, about service, 

care, or treatment that can be resolved quickly by the staff present. A complaint is considered 

resolved when the patient is satisfied with the actions taken on his or her behalf. 

• Grievance - is a written or verbal complaint by a patient, or patient’s representative, about the 

patient’s care. When a verbal complaint by the patient is not resolved at the time of the 

complaint by staff present, it automatically becomes a grievance.

• The Joint Commission and other accreditors' complaint resolution standards also require that 

accredited facilities address and resolve complaints from patients and their families. All CMS 

and JC standards must be met and our compliance is auditable

• Healthcare organizations must develop processes for addressing patient complaints and 

grievances in order to comply with federal regulations and accreditation standards, as well as 

to protect patients and reduce liability

• Our Grievance Committee consists of multidisciplinary team and meets regularly to review and 

drive accountability for resolving patient complaints / grievances. 
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Patient Experience: Complaints and Grievances

Complaint Grievance

Stem from minor issues that can typically be resolved 

by staff present at the time the concern is voiced

Typically more serious in nature and generally require investigation 

into allegations regarding the quality of patient care. 

Billing issues (with no care issue) Billing issues if the patient or representative states they will not pay 

due to care or treatment issues

Lost and Found Concerns or issues submitted in writing; including any letter or email 

that come after the patient has received care

Follow up can be by phone, in person or by letter, but 

letter is not required

Concerns or issues not resolved while patient in house

Follow up must be in writing, address all issues of grievance and 

responded to no later than 30 calendar days. CMS feels most 

grievances should be resolved or responded to  (in writing) in 7 days. 
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FY20 Grievances Total - 148  
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FY 20 Grievances by Classification 
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FY20 Complaints & Grievances by Campus
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FY20 Complaints & Grievances by Campus
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Three (3) Year Review 
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Complaints and Grievances: Three Year in Review
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What we want….

complaints

grievances
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Patient Experience Improvement Work

• Implemented RL Solutions (iSAFE) patient experience module in August 2020 –

will allows us to better understand trends, location, category, days open 

• RCA analysis work on grievances – partner with PI 

• Develop new process from intake to resolution – in process 

• Audits to be conducted for compliance 

• Increased leader and nurse leader rounding – real time service recovery 

• WeCare Launch with service recovery kits for all staff 
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Patient Letters

• We ‘average’ about 40 patient letters per month across MV and LG 

• Approximately 92% are positive, 3% are negative and the rest are mixed 

• During the height of the Covid-19 pandemic (March, April, May), we averaged 

over a 100 per month and the vast amount were letters of gratitude to 

healthcare workers 
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Questions



 

EL CAMINO HOSPITAL 

COMMITTEE MEETING COVER MEMO 

To:   Quality Committee of the Board 

From:   Mark Adams, MD, Chief Medical Officer  

Date:   September 8, 2020 

Subject:  Progress on Quality and Safety Plan 

Purpose:  The QC and Board previously approved a Quality/Performance Improvement and Patient 

Safety Plan (QAPI).  This report will serve as an update on progress under that plan and provide the QC 

members an opportunity to provide feedback. 

Summary: 

1. Situation:  Following a consulting engagement with Progressive Healthcare, a long term quality 

and safety plan was formulated and presented to the Board and Board QC in November of 2019.  

This was followed by a specific Quality/Performance Improvement and Patient Safety Plan 

(QAPI) which was presented to and approved by the QC in April of 2020.  The QC has requested 

an update on the progress of the plan.   

2. Authority:  This is an area of concern for the governing board as this directly and indirectly 

impacts the quality and safety of the care delivered to El Camino patients.  Creation and adoption 

of a QAPI is a regulatory requirement for CMS Conditions of Participation and for accreditation 

by The Joint Commission. 

3. Background:  Progressive Healthcare completed an initial assessment with findings of generally 

average quality and safety performance on both publicly reported measures and internal 

benchmarks all very similar to our market competitors. This work identified five key areas 

representing strategic opportunities: 

A. Governance, Leadership, and Management 

B. Quality Organization Integration 

C. Performance Improvement Metrics and Methods 

D. Journey to High Reliability 

E. Culture of Safety 

4. Assessment:  Multiple enterprise workshops were conducted with frontline clinicians (including 

physicians and nurses) and managers.  A common vision was developed:  “To consistently 

deliver the highest quality care with zero preventable harm.”     

 

A. Alignment of governance, leadership and management required adopting a standard 

definition of quality.  This was accomplished by adopting the nationwide standard based 

on the STEEEP construct.  Attention was next focused on reorganizing internal quality 

structures.  The enterprise quality council (ECQ) was created by combining several 

separate and siloed committees.  The ECQ is chaired by a physician—currently the past 

enterprise chief of staff-- and the CMO.  The EQC now oversees all of the quality and 

safety activities.  Various service lines, departments, and services are required to report 



on their respective quality/performance improvement activities on a rotating basis.  The 

medical staff has agreed to reorganize to improve engagement in quality improvement 

activities.  Each of the newly consolidated departments—medicine, surgery, and maternal 

child health—have taken on the responsibility to choose areas that can benefit from 

quality improvement and move forward with action plans to accomplish that 

improvement.  To connect and align the organization’s quality work, the EQC results are 

conveyed to the Board QC and ultimately flow to the Board itself.  

 

B. Several steps have been taken to further integrate the quality and safety work.  The 

quality department, infection prevention, clinical documentation integrity, regulatory 

compliance, sepsis management, the risk department, medical informatics (CMIO), 

medical staff credentialing and privileging, and approximately 50 medical directors all 

work in a matrixed relationship under the direction of the CMO.  The CMO Advisory 

Council (CMOAC) meets regularly to maintain alignment with the enterprise quality and 

safety goals.  All medical directors are now required to adopt one of the key 

organizational performance incentive goals.  A new position, chief patient safety officer, 

has been created and will be filled soon.  A weekly patient safety committee has been 

formed to act on any pressing operational issues that impact patient safety.   

 

C. Performance improvement methods and metrics have been enhanced.  Educational 

support has been provided to standardize our quality and safety improvement tools such 

as Root Cause Analysis (RCA), Common Cause Analysis (CCA), Apparent Cause 

Analysis (ACA), and Failure Mode and Effects Analysis (FMEA).  This has allowed a 

more consistent and thorough review of safety events.  Each result of these types of 

investigations now leads to specific audits to hard wire the improvements.  The new RCA 

steering committee oversees these activities and assures that the auditing is completed.  

Triad leadership has been implemented whenever possible and data analytics is provided 

to complement these teams.  We have begun to apply artificial intelligence (AI) to 

augment real time data into actionable information.  For example, we have successfully 

piloted an AI driven patient “Deterioration Index” which alerts clinicians prior to more 

dramatic clinical emergencies such as cardiopulmonary arrest.  Initial data already shows 

a decrease in Code Blue alerts. 

 

D. Top tier performance cannot be attained without a solid foundation of a culture of  high 

reliability (HRO).  Recognizing that this is a multi-year journey to HRO status, the 

foundational work has begun.  A key first step has been the initiation of a standardized 

safety event classification system.  We have use the industry recognized HPI approach 

for classification.  All incidents are reviewed and classified on a weekly basis.  To 

enhance reporting of safety incidents, a new sophisticated incident reporting system, RL 

Datix, has been implemented as of August 4.  This is termed iSAFE (Safety Always First 

at El Camino).  While reporting is to be encouraged by all, we intend to particularly 

encourage physicians to report as they have been reluctant to do so in the past.  Efforts 

have been made to intertwine lean into all of the quality improvement work whenever 

possible. 

 

E. Culture of Safety is the glue that holds all of the quality and safety work together.  

Without a strong culture of safety hard wiring improvements are very difficult.  This 

requires consistent leadership commitment, clear accountability, the use of a fair and just 

culture, transparency of quality and safety outcomes, and an environment that encourages 

reporting errors without fear of retribution.  As an example of commitment, the 

organization has completely retooled the start of day enterprise wide management huddle 



into a safety huddle first and foremost.  Transparency and learning are emphasized over 

blame.  Safety issues are addressed ASAP by assigning accountability and deadlines for 

corrective actions.  The new patient experience initiative called WeCare will have an 

element of safety within it with a tag line of “mission zero” (referring to harm). 

 

5. Illustration:  Here’s a real time example of how these principles are being applied in the 

organization to address readmissions.  At the governance level, readmission index is adopted by 

the Board and Board Quality Committee as a high level organizational performance goal.  The 

EQC is then established as the steering committee for this effort.  Our data analytics team 

provides us with a Pareto chart to assess the causes of readmission and then enables us to direct 

our efforts in a lean and efficient manner.  Five action teams have been established to address the 

prime drivers of readmission:  Cancer, Social Determinants of Health, Surgical Complications 

(PSI-04, e.g.), Post Acute Care Management, and Review of all Readmissions for data analysis.  

Additional indirect support comes from two enterprise initiatives:  ICOUGH to reduce hospital 

acquired pneumonia and ERAS (early recovery after surgery) to reduce surgical site infections.  

Each team is supported by project management/lean process improvement resources.      

6. Other Reviews:  None 

7. Outcomes:  The Quality Committee will better understand the nature of the Quality/Performance 

Improvement and Patient Safety Plan (QAPI) and the multi-tiered approach being utilized to 

actualize it.   

List of Attachments:   

1. Quality/Performance Improvement and Patient Safety Plan (QAPI) 

 

Suggested Committee Discussion Questions:   

Does the approach make sense? 

Are there areas missing that may need to be addressed? 

This is a very ambitious endeavor that will fail without governing board support.  How can the 

QC help the Board get behind this? 

There is an immense amount of data that flows through the EQC.  How can we help the QC and, 

ultimately, the Board to understand what information among all this data is relevant from a 

governance point of view versus management work? 

 

 

 

 

















































 

  

EL CAMINO HOSPITAL BOARD OF DIRECTORS 

COMMITTEE MEETING MEMO 

To:   Quality, Patient Care and Patient Experience Committee 

From:  Cindy Murphy, Director of Governance Services; Erica Osborne, Via Healthcare Consulting  
Date:   September 8, 2020 

Subject:  Quality Committee Self-Assessment Review 

Purpose:  To discuss the results of the Committee Self- Assessment and reach consensus on two 
“Committee Self- improvements” the Committee as a whole (1) would like to achieve in FY21 and (2) what 

measures it will take to achieve them. 

Summary:  

1. Situation:  Every other year the El Camino Hospital Board’s Advisory Committees participate in a 

Self-Assessment.  In late June, eight of thirteen committee members responded to a survey 

administered by Via Healthcare Consulting.  The survey consisted of 15 questions and an 

opportunity for open ended responses. 

2. Authority:  The Governance Committee Charter provides that it will ensure that each Committee 

participates in a biennial self-assessment. 

3. Background:  Governance best practices call for boards and their committees to regularly evaluate 
performance and adopt improvements to fulfill their duties and responsibilities more effectively.  

This type of governance assessment can help a committee ensure that its structures, composition, 

policies and practices provide a platform for thorough oversight and deliberation, effective policy 
making, efficient decision making, and strong ties with and accountability to the board, the 

community and external regulators. 

4. Assessment:  The attached report provides a summary of the findings that were identified during the 

process and includes recommendations for the committee’s consideration. 

5. Other Reviews:  The Governance Committee also reviewed each of the Committee Self-Assessment 

reports and agreed that there is an opportunity for more robust communication between the Board 

and the Committees. 

6. Outcomes:  N/A 

List of Attachments:   

1. Quality Committee Self-Assessment Report and Executive Sumary 

 

Suggested Committee Discussion Questions:  

1. Do Committee members who did not participate in the survey have the same or different 

perspectives from what is shown in the results? 
2. What improvements would the Committee like to focus on for FY21? 

3. What measures should the Committee take to achieve those improvements? 
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tŚŝůĞ�ƐĞǀĞƌĂů�ŵĞŵďĞƌƐ�ĐŽŵŵĞŶƚĞĚ�ƚŚĂƚ�ƚŚĞƌĞ�ŚĂƐ�ďĞĞŶ�ŝŵƉƌŽǀĞŵĞŶƚ͕�ďŽƚŚ�ƚŚĞ�ƐƵƌǀĞǇ�ƐĐŽƌĞƐ�ĂŶĚ�ĐŽŵŵĞŶƚƐ�ŝŶĚŝĐĂƚĞ�ƚŚĂƚ�
ŵĞŵďĞƌƐ�ďĞůŝĞǀĞ�ƚŚĞƌĞ�ŝƐ�Ɛƚŝůů�ƐŝŐŶŝĨŝĐĂŶƚ�ƌŽŽŵ�ĨŽƌ�ŝŵƉƌŽǀĞŵĞŶƚ͘�/ƚ�ŝƐ�ĂůƐŽ�ǁŽƌƚŚ�ŶŽƚŝŶŐ�ƚŚĂƚ�ƚŚĞ�Y��ĐŽŵŵŝƚƚĞĞ�ŵĞŵďĞƌƐ�
ĐŽŶƐŝƐƚĞŶƚůǇ�ƌĂƚĞĚ�ƚŚŝƐ�ĐŽŵŵŝƚƚĞĞ͛Ɛ�ƉĞƌĨŽƌŵĂŶĐĞ�ůŽǁĞƌ�ƚŚĂŶ�ƚŚĞ�ŵĞĂŶ�ƐĐŽƌĞƐ�ŽĨ�ƚŚĞ�ŽƚŚĞƌ���,��ŽĂƌĚ�ĐŽŵŵŝƚƚĞĞƐ͘� 

dŚĞ�ĂƐƐĞƐƐŵĞŶƚ�ŝĚĞŶƚŝĨŝĞĚ�ƚŚĞ�ĨŽůůŽǁŝŶŐ�ŽƉƉŽƌƚƵŶŝƚŝĞƐ�ĨŽƌ�ŝŵƉƌŽǀĞŵĞŶƚ͗ 

· dŽ�ƉƌŽŵŽƚĞ�ŵŽƌĞ�ƌŽďƵƐƚ�ĚŝƐĐƵƐƐŝŽŶ�ĂŶĚ�ƚŚĞ�ĞŶŚĂŶĐĞ�ĐŽŵŵŝƚƚĞĞΖƐ�ĂďŝůŝƚǇ�ƚŽ�ŵĂŬĞ�ŝŶĨŽƌŵĞĚ�ĚĞĐŝƐŝŽŶƐ͕�ŵĞŵďĞƌƐ�ǁŽƵůĚ�ůŝŬĞ�
ĂĚĚŝƚŝŽŶĂů�ƌĞůĞǀĂŶƚ�ĂŶĚ�ĐŽŶƚĞǆƚƵĂů�ŝŶĨŽƌŵĂƚŝŽŶ�ƚŽ�ďĞ�ƉƌŽǀŝĚĞĚ�ŝŶ�ƚŚĞ�ŵĞĞƚŝŶŐ�ƉĂĐŬĞƚƐ͘� 

· dŚĞƌĞ�ŝƐ�Ă�ŶĞĞĚ�ĨŽƌ�ĐůĞĂƌ�ĂƌƚŝĐƵůĂƚŝŽŶ�ŽĨ�ǁŚĂƚ�ŝƐ�ďĞŝŶŐ�ĂƐŬĞĚ�ŽĨ�ĐŽŵŵŝƚƚĞĞ�ŵĞŵďĞƌƐ�ĨŽƌ�ĞĂĐŚ�ŽĨ�ƚŚĞ�ƚŽƉŝĐƐ�ĐŽǀĞƌĞĚ�;ŝ͘Ğ͕͘�tŚĂƚ�
ĚŽĞƐ�ƚŚĞ�ĐŽŵŵŝƚƚĞĞ�ŶĞĞĚ�ƚŽ�ĂĐĐŽŵƉůŝƐŚ�ĂŶĚ�ŚŽǁ�ĚŽĞƐ�ƚŚŝƐ�ƌĞůĂƚĞ�ƚŽ�ƚŚĞŝƌ�ƌĞƐƉŽŶƐŝďŝůŝƚŝĞƐ͍Ϳ� 

· ZĞƐƚƌƵĐƚƵƌŝŶŐ�ŽĨ�ƉƌĞƐĞŶƚĂƚŝŽŶƐ�ǁŽƵůĚ�ƉƌŽŵŽƚĞ�ŽƉĞŶ�ĚŝƐĐƵƐƐŝŽŶ�ƌĂƚŚĞƌ�ƚŚĂŶ�ƚŚĞ�ƌĞǀŝĞǁ�ŽĨ�ĨĂĐƚƐ�ŽŶ�Ă�ƐůŝĚĞ͘� 

· ^ĞǀĞƌĂů�ŵĞŵďĞƌƐ�ŝŶĚŝĐĂƚĞĚ�ƚŚĞ�ŶĞĞĚ�ƚŽ�ĞŶŚĂŶĐĞ�ĐŽŵŵƵŶŝĐĂƚŝŽŶ�ďĞƚǁĞĞŶ�ƚŚĞ�ĐŽŵŵŝƚƚĞĞ�ĂŶĚ�ƚŚĞ�ĞǆĞĐƵƚŝǀĞ�ƚĞĂŵ͘��ƚ�ƚŝŵĞƐ͕�ƚŚĞ�
ƌĞůĂƚŝŽŶƐŚŝƉ�ďĞƚǁĞĞŶ�ƚŚĞ�ƚǁŽ�ŚŝŶĚĞƌƐ�ƚŚĞ�ĐŽŵŵŝƚƚĞĞ͛Ɛ�ĂďŝůŝƚǇ�ƚŽ�ĞĨĨĞĐƚŝǀĞůǇ�ƐĞƌǀĞ�ƚŚĞ�ďŽĂƌĚ�ĂŶĚ�ƚŚĞ�ŽƌŐĂŶŝǌĂƚŝŽŶ͘ 

dŚĞƐĞ�ĂƐƐĞƐƐŵĞŶƚ�ƌĞƐƵůƚƐ�ǁŝůů�ďĞ�ĚŝƐĐƵƐƐĞĚ�ǁŝƚŚ�ĐŽŵŵŝƚƚĞĞ�ŵĞŵďĞƌƐ�Ăƚ�ƚŚĞ�^ĞƉƚĞŵďĞƌ�ϮϬϮϬ�ĐŽŵŵŝƚƚĞĞ�ŵĞĞƚŝŶŐ͘��/ƚ�ŝƐ�ŝŵƉŽƌƚĂŶƚ�ƚŽ�
ŶŽƚĞ�ƚŚĂƚ�ƚŚŝƐ�ĂƐƐĞƐƐŵĞŶƚ�ƉƌŽĐĞƐƐ�ǁĂƐ�ĚĞƐŝŐŶĞĚ�ƚŽ�ŐĂƵŐĞ�ƚŚĞ�ĞĨĨĞĐƚŝǀĞŶĞƐƐ�ĂŶĚ�ĞĨĨŝĐŝĞŶĐǇ�ŽĨ�ƚŚĞ�ĐŽŵŵŝƚƚĞĞ�ĂƐ�Ă�ǁŚŽůĞ͕�ŶŽƚ�ŽĨ�ƚŚĞ�
ŝŶĚŝǀŝĚƵĂů�ĐŽŵŵŝƚƚĞĞ�ŵĞŵďĞƌƐ͘��/Ŷ�ĂĚĚŝƚŝŽŶ͕�ŝƚ�ǁĂƐ�ĨŽĐƵƐĞĚ�ŽŶ�ƚŚĞ�ŐŽǀĞƌŶĂŶĐĞ�ŽĨ�ƚŚĞ�ŽƌŐĂŶŝǌĂƚŝŽŶ͕�ŶŽƚ�ŝƚƐ�ŵĂŶĂŐĞŵĞŶƚ�Žƌ�
ŽƉĞƌĂƚŝŽŶƐ͘ 
 

KǀĞƌǀŝĞǁ�ŽĨ�ƚŚĞ�WƌŽĐĞƐƐ 
��ĐƵƐƚŽŵŝǌĞĚ��ĐŽŵŵŝƩĞĞ�ĂƐƐĞƐƐŵĞŶƚ�ǁĂƐ�ĂĚŵŝŶŝƐƚĞƌĞĚ�ǀŝĂ�ƚŚĞ�DŝĐƌŽƐŽŌ�&ŽƌŵƐ�ŽŶůŝŶĞ�ƐƵƌǀĞǇ�ƚŽŽů͘���ŽŵŵŝƩĞĞ�ŵĞŵďĞƌƐ�ǁĞƌĞ�
ĂƐŬĞĚ�ƚŽ�ƌĂƚĞ�ƚŚĞŝƌ�ůĞǀĞů�ŽĨ�ĂŐƌĞĞŵĞŶƚ�ǁŝƚŚ�ϭϱ�ƐƚĂƚĞŵĞŶƚƐ�ŽĨ�ĐŽŵŵŝƩĞĞ�ĞīĞĐƟǀĞŶĞƐƐ�ƵƐŝŶŐ�Ă�ƐĐĂůĞ�ŽĨ�ϭ-ϱ�–�ĨƌŽŵ�ƐƚƌŽŶŐůǇ�ĂŐƌĞĞ�ƚŽ�
ƐƚƌŽŶŐůǇ�ĚŝƐĂŐƌĞĞ͘��dŚĞ�ƐĞůĨ-ĂƐƐĞƐƐŵĞŶƚ�ĂůƐŽ�ŝŶǀŝƚĞĚ�ŽƉĞŶ-ĞŶĚĞĚ�ƌĞƐƉŽŶƐĞƐ͘���ŝŐŚƚ�ŽƵƚ�ŽĨ�ϭϯ�Y��ŵĞŵďĞƌƐ�ƌĞƐƉŽŶĚĞĚ͘�� 

/ŶƚƌŽĚƵĐƟŽŶ�ĂŶĚ��ǆĞĐƵƟǀĞ�^ƵŵŵĂƌǇ� 



ϰ 

ϮϬϮϬ�YƵĂůŝƚǇ͕�WĂƟĞŶƚ��ĂƌĞ�ĂŶĚ�WĂƟĞŶƚ��ǆƉĞƌŝĞŶĐĞ��ŽŵŵŝƩĞĞ�^ĞůĨ��ƐƐĞƐƐŵĞŶƚ 

% ĂƐĞĚ�ŽŶ�ƚŚĞ�ƌĞƐƵůƚƐ�ŽĨ�ƚŚĞ�ϮϬϮϬ���,��ŽŵŵŝƩĞĞ�^ĞůĨ-�ƐƐĞƐƐŵĞŶƚ�WƌŽĐĞƐƐ�ĂŶĚ�ŽƵƌ�ĞǆƚĞŶƐŝǀĞ�ĞǆƉĞƌŝĞŶĐĞ�ŝŶ�ƚŚĞ�ĂƌĞĂ�ŽĨ�
ŐŽǀĞƌŶĂŶĐĞ�ĞīĞĐƟǀĞŶĞƐƐ͕�sŝĂ�,ĞĂůƚŚĐĂƌĞ��ŽŶƐƵůƟŶŐ�ƌĞĐŽŵŵĞŶĚƐ���,�ĐŽŶƐŝĚĞƌ�ƚŚĞ�ĨŽůůŽǁŝŶŐ�ƌĞĐŽŵŵĞŶĚĂƟŽŶƐ͘�/Ŷ�ĂĚĚŝƟŽŶ͕�

ĂĚĚŝƟŽŶĂů�ĞĚƵĐĂƟŽŶ�ƚŽƉŝĐƐ�ƌĞƋƵĞƐƚĞĚ�ĂƌĞ�ůŝƐƚĞĚ͘� 
� 

Z��KDD�E��d/KE^ 
ϭ͘ �ŽĂƌĚ�ĂŶĚ�ĐŽŵŵŝƩĞĞ�ůĞĂĚĞƌƐŚŝƉ�ƐŚŽƵůĚ�ĞŶŐĂŐĞ�ƚŚĞ�ĞǆĞĐƵƟǀĞ�ƚĞĂŵ�ŝŶ�ĚĞǀĞůŽƉŝŶŐ�Ă�ŵŽƌĞ�ĞīĞĐƟǀĞ�ŵĞĐŚĂŶŝƐŵ�ĨŽƌ��

ĐŽŵŵƵŶŝĐĂƟŽŶ�ďĞƚǁĞĞŶ�ƚŚĞ�ďŽĂƌĚ�ĂŶĚ�ĐŽŵŵŝƩĞĞƐ�;WůĞĂƐĞ�ŶŽƚĞ�ƚŚŝƐ�ŝƐ�ĂůƐŽ�ŝŶĐůƵĚĞĚ�ĂƐ�Ă�ƌĞĐŽŵŵĞŶĚĂƟŽŶ�ŽŶ�ƚŚĞ��ŽĂƌĚ�ƐĞůĨ-
ĂƐƐĞƐƐŵĞŶƚͿ͘� 

· �ŽŵŵŝƩĞĞ��ŚĂŝƌƐ�;Žƌ��ŽŵŵŝƩĞĞ�sŝĐĞ-�ŚĂŝƌƐ�ǁŚĞŶ�ƚŚĞ��ŚĂŝƌ�ŝƐ�Ă�ŶŽŶ-ďŽĂƌĚ�ŵĞŵďĞƌͿ�ƐŚŽƵůĚ�ǁŽƌŬ�ǁŝƚŚ�ƐƚĂī�ƚŽ�ĐƌĞĂƚĞ�Ă�
ŵŽƌĞ�ƌŽďƵƐƚ�ƌĞƉŽƌƚ�ŽƵƚ�ŽŶ�ďŽĂƌĚ�ĂĐƟŽŶƐ͘�dŚĞƐĞ�ƌĞƉŽƌƚƐ�ĐŽƵůĚ�ŝŶĐůƵĚĞ�ĨƌĞƋƵĞŶƚ�ƵƉĚĂƚĞƐ�ŽŶ���,�ƐƚƌĂƚĞŐŝĐ�ŐŽĂůƐ͕�ƉƌŝŽƌŝƟĞƐ�
ĂŶĚ�ĚƌŝǀĞƌƐ�ƚŽ�ďĞƩĞƌ�ŝŶĨŽƌŵ�ƚŚĞ�ĐŽŵŵŝƩĞĞ͛Ɛ�ǁŽƌŬ�ĂƐ�ǁĞůů�ĂƐ�ĨĞĞĚďĂĐŬ�ŽŶ�ƚŚĞ�ĐŽŵŵŝƩĞĞ͛Ɛ�ƉĞƌĨŽƌŵĂŶĐĞ�ĂŶĚ�ƚŚĞ�ďŽĂƌĚ͛Ɛ�
ƌĂƟŽŶĂůĞ�ĨŽƌ�ĂĐĐĞƉƟŶŐ�Žƌ�ƌĞũĞĐƟŶŐ�ĐŽŵŵŝƩĞĞ�ƌĞĐŽŵŵĞŶĚĂƟŽŶƐ͘ 

· �ŽŵŵŝƩĞĞ�ŵĞŵďĞƌƐ�ƐŚŽƵůĚ�ƉĂƌƟĐŝƉĂƚĞ�ŝŶ�ƚŚĞ�ƐĞŵŝ-ĂŶŶƵĂů�:ŽŝŶƚ���,��ŽĂƌĚ�ĂŶĚ��ŽŵŵŝƩĞĞ��ĚƵĐĂƟŽŶĂů�^ĞƐƐŝŽŶƐ�
ƐĐŚĞĚƵůĞĚ�ĨŽƌ�KĐƚŽďĞƌ�ϮϬϮϬ�ĂŶĚ��Ɖƌŝů�ϮϬϮϭ͘��ƚ�ƚŚĞƐĞ�ŵĞĞƟŶŐƐ�ƚŚĞ���K�ĐĂŶ�ƉƌŽǀŝĚĞ�ƵƉĚĂƚĞƐ�ŽŶ�ƉƌŽŐƌĞƐƐ�ĂŐĂŝŶƐƚ�ƚŚĞ�
ĐƵƌƌĞŶƚ�ƐƚƌĂƚĞŐŝĐ�ƉůĂŶ�ĂŶĚ�ŝŶĨŽƌŵĂƟŽŶ�ŽŶ�ƚŚĞ�ŶĞǁ�ƐƚƌĂƚĞŐŝĐ�ƉƌŽĐĞƐƐ͘ 

Ϯ͘ �ŽŶƚŝŶƵĞ�ƚŽ�ƌĞĨŝŶĞ�ŵĞĞƚŝŶŐ�ŵĂƚĞƌŝĂůƐ�ƚŽ�ƉƌŽŵŽƚĞ�ƌŽďƵƐƚ�ĚŝƐĐƵƐƐŝŽŶƐ�ƚŚĂƚ�ĂĐƚŝǀĞůǇ�ĞŶŐĂŐĞ�ŵĞŵďĞƌƐ�ŝŶ�ƉƌŽǀŝĚŝŶŐ�Ă�ƚƌƵĞ�ǀĂůƵĞ-
ĂĚĚ�ƚŽ�ƚŚĞ�ŽǀĞƌƐŝŐŚƚ�ŽĨ�ƋƵĂůŝƚǇ�ĂŶĚ�ƐĂĨĞƚǇ�Ăƚ���,͘� 

· /ŶĐůƵĚĞ�ƐƵĨĨŝĐŝĞŶƚ�ƌĞůĞǀĂŶƚ�ĂŶĚ�ĐŽŶƚĞǆƚƵĂů�ŝŶĨŽƌŵĂƚŝŽŶ�ƚŽ�ĂƉƉƌŽƉƌŝĂƚĞůǇ�ŽƌŝĞŶƚ�ƚŚĞ�ĐŽŵŵŝƚƚĞĞ�ƚŽ�ƚŚĞ�ŝƐƐƵĞƐ�ďĞŝŶŐ�
ĐŽŶƐŝĚĞƌĞĚ͘ 

· �ůĞĂƌůǇ�ĚĞĨŝŶĞ�ĞĂĐŚ�ĂŐĞŶĚĂ�ƚŽƉŝĐ͛Ɛ�ƉƵƌƉŽƐĞ͕�ŝƚƐ�ƌĞůĂƚŝŽŶ�ƚŽ�ƚŚĞ�ĐŽŵŵŝƚƚĞĞ͛Ɛ�ƌĞƐƉŽŶƐŝďŝůŝƚŝĞƐ͕�ĂŶĚ�ŚŽǁ�ŵĞŵďĞƌƐ�ĐĂŶ�ƵƐĞ�
ƚŚĞ�ŝŶĨŽƌŵĂƚŝŽŶ�ƚŽ�ƉƌŽǀŝĚĞ�ǀĂůƵĞ͘� 

· �Ăůů�ŽƵƚ�ƐƚƌĂƚĞŐŝĐ�ĐŽŶƐŝĚĞƌĂƚŝŽŶƐ�ĂŶĚ�ŬĞǇ�ƚĂŬĞĂǁĂǇƐ�ĨŽƌ�ĞĂĐŚ�ĂŐĞŶĚĂ�ŝƚĞŵ͘� 
· /ŶĐůƵĚĞ�ƚŚŽƵŐŚƚ-ƉƌŽǀŽŬŝŶŐ�ƋƵĞƐƚŝŽŶƐ�ƚŽ�ŚĞůƉ�ĨŽĐƵƐ�ĚŝƐĐƵƐƐŝŽŶƐ�ŽŶ�ŬĞǇ�ŝƐƐƵĞƐ�ƚŚĂƚ�ƌĞƋƵŝƌĞ�ĚĞůŝďĞƌĂƚŝŽŶ͘ 
· ZĞƐƚƌƵĐƚƵƌĞ�ƉƌĞƐĞŶƚĂƚŝŽŶƐ�ƐŽ�ƚŚĞǇ�ƉƌŽŵŽƚĞ�ŽƉĞŶ�ĚŝƐĐƵƐƐŝŽŶ�ƌĂƚŚĞƌ�ƚŚĂŶ�ƚŚĞ�ƌĞǀŝĞǁ�ŽĨ�ĨĂĐƚƐ�ŽŶ�Ă�ƐůŝĚĞ͘� 

ϯ͘ �ŽŶƐŝĚĞƌ�ƚŚĞ�ŶĞĞĚ�ĨŽƌ�Ă�ĨĂĐŝůŝƚĂƚĞĚ�ĚŝƐĐƵƐƐŝŽŶ�ǁŝƚŚ�ƚŚĞ�ĞǆĞĐƵƚŝǀĞ�ƚĞĂŵ�ƚŽ�ĂĚĚƌĞƐƐ�ĐŽŵŵŝƚƚĞĞ�ŵĞŵďĞƌƐ͛ �ĐŽŶĐĞƌŶƐ�ƌĞŐĂƌĚŝŶŐ�ƚŚĞ�
ĐƵƌƌĞŶƚ�ĚǇŶĂŵŝĐ�ĂŶĚ�ŝƚƐ�ŝŵƉĂĐƚ�ŽŶ�ƚŚĞ�ĐŽŵŵŝƚƚĞĞ͛Ɛ�ĞĨĨĞĐƚŝǀĞŶĞƐƐ͘�dŚĞ�ŽďũĞĐƚŝǀĞ�ƐŚŽƵůĚ�ĨŽĐƵƐ�ŽŶ�ďƵŝůĚŝŶŐ�ƚƌƵƐƚ�ĂŶĚ�ƉƌŽŵŽƚŝŶŐ�
ŐƌĞĂƚĞƌ�ĐŽůůĂďŽƌĂƚŝŽŶ�ďĞƚǁĞĞŶ�ƚŚĞ�ƚǁŽ�ƉĂƌƚŝĞƐ 

 

���/d/KE�>���h��d/KE�dKW/�^�dK�����Ks�Z���Ks�Z�d,��E�yd�z��Z͗ 
ϭ͘ �īĞĐƟǀĞ�ŐŽǀĞƌŶĂŶĐĞ�ĨŽƌ�ďŽĂƌĚ�ĐŽŵŵŝƩĞĞƐ 

Ϯ͘ ,ŝŐŚ�ƌĞůŝĂďŝůŝƚǇ�ŝŶ�ŚĞĂůƚŚĐĂƌĞ 

ϯ͘ dŚĞ�ĐƵůƚƵƌĞ�ŽĨ�ƐĂĨĞƚǇ�ŝŶ�ŚĞĂůƚŚĐĂƌĞ 

ϰ͘ tŚĂƚ�ΗďĞƐƚ�ƉƌĂĐƟĐĞΗ�ŐŽǀĞƌŶĂŶĐĞ�ůŽŽŬƐ�ůŝŬĞ�ĨƌŽŵ�ƚŚĞ�ƉĞƌƐƉĞĐƟǀĞ�ŽĨ�ƐŽŵĞ�ŽƚŚĞƌ�ŽƌŐĂŶŝǌĂƟŽŶƐ�-�ƉĂƌƟĐƵůĂƌůǇ�ĨŽƌ�ƉĞĞƌ�ƌĞǀŝĞǁ͕�
ĐƌĞĚĞŶƟĂůŝŶŐ͕�ĂŶĚ�ĚŝƐĐƵƐƐŝŽŶƐ 

ZĞĐŽŵŵĞŶĚĂƟŽŶƐ 



�ŽŵŵŝƩĞĞ�^ĞůĨ-�ƐƐĞƐƐŵĞŶƚ�
^ƵƌǀĞǇ�ZĞƐƵůƚƐ 

ϮϬϮϬ�YƵĂůŝƚǇ͕�WĂƟĞŶƚ��ĂƌĞ�ĂŶĚ�WĂƟĞŶƚ��ǆƉĞƌŝĞŶĐĞ��ŽŵŵŝƩĞĞ�^ĞůĨ��ƐƐĞƐƐŵĞŶƚ 

5



YƵĂůŝƚǇ͕�WĂƟĞŶƚ��ĂƌĞ�ĂŶĚ�WĂƟĞŶƚ��ǆƉĞƌŝĞŶĐĞ��ŽŵŵŝƩĞĞ�^ĞůĨ-�ƐƐĞƐƐŵĞŶƚ�ZĞƐƵůƚƐ 

WƌĞƉĂƌĞĚ�ďǇ�sŝĂ�,ĞĂůƚŚĐĂƌĞ��ŽŶƐƵůƟŶŐ͕�ǀĞƌƐŝŽŶ�ϬϴͬϬϱͬϮϬ� 

ϮϬϮϬ�YƵĂůŝƚǇ͕�WĂƟĞŶƚ��ĂƌĞ�ĂŶĚ�WĂƟĞŶƚ��ǆƉĞƌŝĞŶĐĞ��ŽŵŵŝƩĞĞ�^ĞůĨ��ƐƐĞƐƐŵĞŶƚ 

�ǀĞƌĂŐĞ�ŽĨ�ZĞƐƉŽŶƐĞƐ EƵŵďĞƌ�ŽĨ�ZĞƐƉŽŶƐĞƐ�ŝŶ��ĂĐŚ��ĂƚĞŐŽƌǇ 

4.11

4.38

4.41

4.17

4.05

4.24

4.43

4.51

3.63

4.25

4.25

3.13

3.00

3.43

3.75

4.00

1.00 2.00 3.00 4.00 5.00

8. The number of meeting agenda topics allows for
enough time to thoughtfully address all issues.

7. The committee meeting frequency and duration are
appropriate.

6. The committee has an appropriate mix of skills,
experience, and backgrounds to meet its

responsibilities.

5. The committee maintains focus on important
strategic and policy issues.

4. The committee receives sufficient information and
context to understand and assess the issues under

discussion.

3. Committee members receive adequate orientation
on their committee responsibilities.

2. The committee efficiently and effectively carries out
responsibilities outlined in its charter or as delegated

by the board.

1. Committee members understand their roles and
responsibilities as specified in the committee charter.

Quality Committee All Committees
�ŝƐĂŐƌĞĞ EĞƵƚƌĂů �ŐƌĞĞ ^ƚƌŽŶŐůǇ�

�ŝƐĂŐƌĞĞ 
^ƚƌŽŶŐůǇ�
�ŐƌĞĞ 

4

2

5

9

5

5

5

7

5

3

7

8

3

3

3

1

1

1

1

Strongly Agree Agree Neutral
Disagree Strongly Disagree Don't Know
N/A

1

4

3

5

2

4

2

3

4

6

8

2

1

5

2

2

2

2

1

3

1 1

Strongly Agree Agree Neutral Disagree

Strongly Disagree Don't Know Not Applicable
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YƵĂůŝƚǇ͕�WĂƟĞŶƚ��ĂƌĞ�ĂŶĚ�WĂƟĞŶƚ��ǆƉĞƌŝĞŶĐĞ��ŽŵŵŝƩĞĞ�^ĞůĨ-�ƐƐĞƐƐŵĞŶƚ�ZĞƐƵůƚƐ�

WƌĞƉĂƌĞĚ�ďǇ�sŝĂ�,ĞĂůƚŚĐĂƌĞ��ŽŶƐƵůƟŶŐ͕�ǀĞƌƐŝŽŶ�ϬϴͬϬϱͬϮϬ� 

ϮϬϮϬ�YƵĂůŝƚǇ͕�WĂƟĞŶƚ��ĂƌĞ�ĂŶĚ�WĂƟĞŶƚ��ǆƉĞƌŝĞŶĐĞ��ŽŵŵŝƩĞĞ�^ĞůĨ��ƐƐĞƐƐŵĞŶƚ 

�ǀĞƌĂŐĞ�ŽĨ�ZĞƐƉŽŶƐĞƐ EƵŵďĞƌ�ŽĨ�ZĞƐƉŽŶƐĞƐ�ŝŶ��ĂĐŚ��ĂƚĞŐŽƌǇ 

3.65

4.15

4.32

4.53

4.27

4.27

4.22

3.38

3.71

3.75

4.50

3.63

3.75

3.88

1.00 2.00 3.00 4.00 5.00

15. The committee regularly receives feedback and
information from the board that informs its work.

14. The committee effectively communicates
information to the board that supports the

achievement of board goals and organizational
strategy.

13. Committee work results in appropriate
recommendations to the board.

12. The committee chair provides effective leadership
and direction to the committee.

11. Committee meeting agendas are organized to
ensure there is an effective balance between report

outs and discussion.

10. Committee meetings are effective, efficient, and
promote generative discussion.

9. Committee meeting agendas are designed around
strategic priorities and committee responsibilities.

Quality Committee All Committees
�ŝƐĂŐƌĞĞ EĞƵƚƌĂů �ŐƌĞĞ ^ƚƌŽŶŐůǇ�

�ŝƐĂŐƌĞĞ 
^ƚƌŽŶŐůǇ�
�ŐƌĞĞ 

4

2

5

9

5

5

5

7

5

3

7

8

3

3

3

1

1

1

1

Strongly Agree Agree Neutral
Disagree Strongly Disagree Don't Know
N/A

1

1

2

5

1

2

2

3

3

2

2

5

4

4

2

3

4

1

1

2

2

2

1

1

Strongly Agree Agree Neutral Disagree

Strongly Disagree Don't Know Not Applicable
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ϴ 

ϮϬϮϬ�YƵĂůŝƚǇ͕�WĂƟĞŶƚ��ĂƌĞ�ĂŶĚ�WĂƟĞŶƚ��ǆƉĞƌŝĞŶĐĞ��ŽŵŵŝƩĞĞ�^ĞůĨ��ƐƐĞƐƐŵĞŶƚ 

^ƵŵŵĂƌǇ�ŽĨ��ŽŵŵĞŶƚƐ�ĨŽƌ��ŽŵŵŝƩĞĞ�WĞƌĨŽƌŵĂŶĐĞ�/ŵƉƌŽǀĞŵĞŶƚ͗ 

· dŚĞ�YƵĂůŝƚǇ��ŽŵŵŝƩĞĞ�;Y�Ϳ�ŝƐ�ƌĞƋƵŝƌĞĚ�ƚŽ�ƌĞǀŝĞǁ�ĐĞƌƚĂŝŶ�ŝƚĞŵƐ�ĂŶĚ�ŵĂŬĞ�ƌĞĐŽŵŵĞŶĚĂƟŽŶƐ�ƚŽ�ƚŚĞ��ŽĂƌĚ�ĨŽƌ�ĂƉƉƌŽǀĂů͘�
ZĞůĞǀĂŶƚ�ĐŽŶƚĞǆƚƵĂů�ŝŶĨŽƌŵĂƟŽŶ�ĨŽƌ�ƐŽŵĞ�ŽĨ�ƚŚŽƐĞ�ŝƚĞŵƐ�ŝƐŶΖƚ�ĂůǁĂǇƐ�ĂǀĂŝůĂďůĞ͘�dŚŝƐ�ŚĂƐ�ďĞĞŶ�ďƌŽƵŐŚƚ�ƵƉ�Ăƚ�ƚŚĞ�ŵĞĞƟŶŐƐ�
ƐĞǀĞƌĂů�ƟŵĞƐ͘�dŚĞƐĞ�ŝƚĞŵƐ�ĂƌĞ�ŽŌĞŶ�ƌĞǀŝĞǁĞĚ�ĂŶĚ�ĚŝƐĐƵƐƐĞĚ�Ăƚ�ůĞŶŐƚŚ�Ăƚ�ŽƚŚĞƌ�ŵŽƌĞ�ƐƉĞĐŝĂůŝǌĞĚͬƚĞĐŚŶŝĐĂů�ĐŽŵŵŝƩĞĞƐ�ďĞĨŽƌĞ�
ĐŽŵŝŶŐ�ƚŽ�ƚŚĞ�Y�͕�ĂŶĚ�Ă�ƐƵŵŵĂƌǇ�ŽĨ�ƚŚĞ�ĚŝƐĐƵƐƐŝŽŶƐͬĚĞĐŝƐŝŽŶƐ�ŝƐ�ƐĞůĚŽŵ�ŝŶĐůƵĚĞĚ�ĂƐ�ƉĂƌƚ�ŽĨ�ƚŚĞ�Y�͘�'ŝǀĞŶ�ƚŚĂƚ�ƚŚĞ�Y��ŵĞĞƟŶŐ�
ŵĂǇ�ŶŽƚ�ďĞ�ƚŚĞ�ďĞƐƚ�ĨŽƌƵŵ�ƚŽ�ƌĞƉĞĂƚ�ƚŚĞ�ĚĞƚĂŝůĞĚ�ƌĞǀŝĞǁ�ĂůƌĞĂĚǇ�ĚŽŶĞ�ĂƐ�ƚŚĞƌĞ�ŝƐ�ŶŽƚ�ĞŶŽƵŐŚ�ƟŵĞ�ĂŶĚ�ŶŽƚ�ƚŚĞ�ƐĂŵĞ�ĚĞĞƉ�
ĞǆƉĞƌƟƐĞ�ĂƐ�ƚŚĞ�ƚĞĐŚŶŝĐĂů�ĐŽŵŵŝƩĞĞƐ͕�ƉƌŽǀŝĚŝŶŐ�ƐŽŵĞ�ĐŽŶƚĞǆƚ�ĂŶĚ�ƐƵŵŵĂƌǇ�ŽĨ�ǁŚĂƚ�ƚŚĞ�ĞǆƉĞƌƚƐ�ĚŝƐĐƵƐƐĞĚ�ĂŶĚ�ĐŽŶĐůƵĚĞĚ�
ǁŽƵůĚ�ŐƌĞĂƚůǇ�ĞŶĂďůĞ�ƚŚĞ�Y��ŵĞŵďĞƌƐ�ƚŽ�ŵĂŬĞ�ĂŶ�ΖŝŶĨŽƌŵĞĚΖ�ƌĞĐŽŵŵĞŶĚĂƟŽŶ�ƚŽ�ƚŚĞ��ŽĂƌĚ  ͘

· DŽƐƚ�ĚĂƚĂ�ƉƌŽǀŝĚĞĚ�ƚŽ�ƚŚĞ�Y��ŚĂƐ�ďĞĞŶ�ƌĞǀŝĞǁĞĚ�ĂůƌĞĂĚǇ�ďǇ�ƌĞůĞǀĂŶƚ�ŚŽƐƉŝƚĂů�ĐŽŵŵŝƩĞĞƐ�ĂŶĚ�ĚĞƉĂƌƚŵĞŶƚƐ͘�^ĞĞŝŶŐ�
ĚŽĐƵŵĞŶƚĂƟŽŶ�ŽĨ�ƚŚŽƐĞ�ĚŝƐĐƵƐƐŝŽŶƐ�ĂůŽŶŐ�ǁŝƚŚ�ƚŚĞŝƌ�ŝŶƚĞƌƉƌĞƚĂƟŽŶ�ŽĨ�ƚŚĞ�ĚĂƚĂ�ŝƐ�ŚĞůƉĨƵů�ƚŽ�ƵŶĚĞƌƐƚĂŶĚ�ǁŚĂƚ�ŚĂƐ�ďĞĞŶ�
ĚŝƐĐƵƐƐĞĚ�ƌĞŐĂƌĚŝŶŐ�ƚŚŝƐ�ĚĂƚĂ�ďǇ�ŽƚŚĞƌƐ�ĐůŽƐĞƌ�ƚŽ�ƚŚĞ�ǁŽƌŬ͘��,ĞĂƌŝŶŐ�ĨƌŽŵ�ŵŽƌĞ�ƐĞƌǀŝĐĞ�ůŝŶĞ�ůĞĂĚĞƌƐŚŝƉ͕�ƚŚŽƐĞ�ǁŚŽ�ĂƌĞ�ĐůŽƐĞƐƚ�ƚŽ�
ƚŚĞ�ǁŽƌŬ͕�ǁŽƵůĚ�ŚĞůƉ�ƉƌŽǀŝĚĞ�ŵŽƌĞ�ĐŽŶƚĞǆƚ�ĨŽƌ�ƚŚĞ�ĚĂƚĂ͕�ŝŶƚĞƌǀĞŶƟŽŶƐ�ƚŽ�ŝŵƉƌŽǀĞ�ƚŚĞ�ĚĂƚĂ͕�ĂŶĚ�ƚŚĞŝƌ�ƉŽŝŶƚ�ŽĨ�ǀŝĞǁ�ŽŶ�ŚŽǁ�ƚŚĞ�
Y��ĐĂŶ�ďĞƐƚ�ƐƵƉƉŽƌƚ�ƚŚĞŝƌ�ǁŽƌŬ�ŝŶ�ŽƵƌ�ƌŽůĞ  ͘

· /�ƚŚŝŶŬ�ƚŚĞ�ĐŽŵŵŝƩĞĞ�ĐŽƵůĚ�ďĞ�ŵŽƌĞ�ĞīĞĐƟǀĞ�ŝĨ�ǁĞ�ĨŽĐƵƐ�ĞĂĐŚ�ŵĞĞƟŶŐ�ŽŶ�Ă�ĨĞǁ�ĨŽĐƵƐ�ĂƌĞĂƐ͕�ŚĂǀĞ�ŵŽƌĞ�ĐŽŶĐƌĞƚĞ�ƉƌŽďůĞŵ�
ƐƚĂƚĞŵĞŶƚƐ�ƵƉĨƌŽŶƚ�;Žƌ�Ăƚ�ůĞĂƐƚ͕�ΗǁŚĂƚ�ŝƐ�ƚŚĞ�ĐŽŵŵŝƩĞĞ�ƚƌǇŝŶŐ�ƚŽ�ĂĐĐŽŵƉůŝƐŚΗ�ƐƚĂƚĞŵĞŶƚͿ͕�ĂŶĚ�ƚŚĞŶ�ƐƉĞŶĚ�ƟŵĞ�ĐŽŶƐŝĚĞƌŝŶŐ�
ƐŽŵĞ�ŽƉĞŶ-ĞŶĚĞĚ�ƋƵĞƐƟŽŶƐ�ƌĂƚŚĞƌ�ƚŚĂŶ�ũƵƐƚ�ƌĞĂĚŝŶŐͬƌĞǀŝĞǁŝŶŐ�ŝŶĨŽƌŵĂƟŽŶ�ŽŶ�Ă�ƐůŝĚĞ͘�dŚŝƐ�ǁŽƵůĚ�ƉƌŽǀŽŬĞ�ŵŽƌĞ�ĚŝƐĐƵƐƐŝŽŶ�
ĂŶĚ�ůĞĂĚ�ƚŽ�ƵƐ�ĂůŝŐŶŝŶŐ�ŽŶ�ƐŽůƵƟŽŶƐͬŝĚĞĂƐͬĞƚĐ͘�dŚŽƐĞ�ƐŽůƵƟŽŶƐ�ƐŚŽƵůĚ�ďĞ�ǁƌŝƩĞŶ�ĚŽǁŶ�ĂŶĚ�ƉƌŽƉŽƐĞĚ�Žƌ�ƉƌĞƐĞŶƚĞĚ�ƚŽ�ƚŚĞ�
�ŽĂƌĚ�;ĚĞƉĞŶĚŝŶŐ�ŽŶ�ǁŚĂƚ�ŽƵƌ�ŽďũĞĐƟǀĞ�ǁĂƐ�ĨƌŽŵ�ƚŚĞ�ƉƌŽďůĞŵ�ƐƚĂƚĞŵĞŶƚͿ͘��tĞ�ƐŚŽƵůĚ�ůĞĂǀĞ�ĞǀĞƌǇ�ŵĞĞƟŶŐ�ŬŶŽǁŝŶŐ�ƚŚĂƚ�ǁĞ�
ŵĂĚĞ�ĂŶ�ŝŵƉĂĐƚ�ďĞĐĂƵƐĞ�ǁĞ�ƐĂƚ�ƚŽŐĞƚŚĞƌ�ĨŽƌ�ƚŚƌĞĞ�ŚŽƵƌƐ  ͘

· WƵůůŝŶŐ�ŽƵƚ�ƚŽ�ƚŚĞ�ďŝŐ�ƉŝĐƚƵƌĞ�ŐŽĂů�ŵŽƌĞ�ŽŌĞŶ͘�tĞ�ĚŝƐĐƵƐƐ�ŶƵŵďĞƌƐͬƐƚĂƟƐƟĐƐͬĞǀĂůƵĂƟŽŶƐ�ŝŶ�ƚŚĞ�ĐŽŶƚĞǆƚ�ŽĨ�ƉĞƌĨŽƌŵĂŶĐĞ͕�ďƵƚ�
ĚŽŶΖƚ�ƐƉĞŶĚ�ŵƵĐŚ�ƟŵĞ�;ϭͿ�ĂůŝŐŶŝŶŐ�ŽŶ�ǁŚĂƚ�ǁĞΖƌĞ�ƚƌǇŝŶŐ�ƚŽ�ĂĐĐŽŵƉůŝƐŚ͕�ĂŶĚ�;ϮͿ�ŽƉĞŶ-ĞŶĚĞĚ�ĚŝƐĐƵƐƐŝŶŐ�ŽĨ�ŚŽǁ�ǁĞ�ŵŝŐŚƚ�
ĂĐĐŽŵƉůŝƐŚ�ŝƚ͕�ǁŚŝĐŚ�ƵůƟŵĂƚĞůǇ�ĨĞĞĚƐ�ŝŶƚŽ�ƚŚĞ�ŝŵƉƌŽǀĞŵĞŶƚ�ŽĨ�ƚŚĞ�ŶƵŵďĞƌƐͬƐƚĂƟƐƟĐƐͬĞǀĂůƐ�ŝŶ�ƉĞƌĨŽƌŵĂŶĐĞ͘�KƚŚĞƌǁŝƐĞ͕�ǁĞΖƌĞ�
ũƵƐƚ�ƌĞĂĚŝŶŐ�Žī�ŝŶĨŽƌŵĂƟŽŶ�ƚŚĂƚ�ŝƐ�ĂůƌĞĂĚǇ�ĨĂĐƚ  ͘

· �ŐĞŶĚĂ�ĂƉƉĞĂƌƐ�Ăƚ�ƟŵĞƐ�ĐŚĂŽƟĐ͘�dŚĞƌĞ�ĂƌĞ�ŵŽƌĞ�ƌĞƉŽƌƟŶŐ�ĂŶĚ�ŝŶƐƵĸĐŝĞŶƚ�ƟŵĞ�ĨŽƌ�ĚŝƐĐƵƐƐŝŽŶƐ͘�dŚĞ�ŵĂƚĞƌŝĂůƐ�ĚŽ�ŶŽƚ�ĂƉƉĞĂƌ�
ƚŽ�ďĞ�ĂƌŽƵŶĚ�ƚŚĞ�ƐƚƌĂƚĞŐŝĐ�ƌĞƐƉŽŶƐŝďŝůŝƟĞƐ�ŽĨ�ƚŚĞ�Y��ĂŶĚ�ƚŽ�ƚŚĞ��ŽĂƌĚ͘�dŚĞƌĞ�ǁĂƐ�ŶŽ�ĨĞĞĚďĂĐŬ�ŝŶĨŽƌŵĂƟŽŶ�ůŽŽƉ�ďĂĐŬ�ƚŽ�ƚŚĞ�
ĐŽŵŵŝƩĞĞ�ŵĞŵďĞƌƐ͘ 

· /ΖĚ�ĂƉƉƌĞĐŝĂƚĞ�ŵŽƌĞ�ĐůŽƐĞĚ�ůŽŽƉ�ĐŽŵŵƵŶŝĐĂƟŽŶ�ĨƌŽŵ�ƚŚĞ�ďŽĂƌĚ�-�Ğ͘Ő͕͘�ŚŽǁ�ĚŝĚ�ƚŚĞǇ�ƌĞĂĐƚ�ƚŽ�ŽƵƌ�ƌĞĐŽŵŵĞŶĚĂƟŽŶƐ͕�ǁŚĂƚ�
ƋƵĞƐƟŽŶƐ�ĚŝĚ�ƚŚĞǇ�ŚĂǀĞ͕�ǁŚĂƚ�ǁŽƵůĚ�ƚŚĞǇ�ůŝŬĞ�ƵƐ�ƚŽ�ĨŽĐƵƐ�ŽŶ�ŶĞǆƚ  ͍

· /Ζŵ�ŶŽƚ�ƐƵƌĞ�ŚŽǁ�ƚŚĞ��ŽĂƌĚ�ƉĞƌĐĞŝǀĞƐ�ŽƵƌ�ĞīĞĐƟǀĞŶĞƐƐ͘�/�ĚŽŶΖƚ�ŬŶŽǁ�ŝĨ�ǁĞ�ŐĞƚ�ƚŚĂƚ�ĨĞĞĚďĂĐŬ�ĨƌŽŵ�ƚŚĞŵ͕�Žƌ�ǁŚĂƚ�ƐƵĐĐĞƐƐ�ůŽŽŬƐ�
ůŝŬĞ�ĨŽƌ�ŽƵƌ�ĐŽŵŵŝƩĞĞ͘�/�ũƵƐƚ�ĚŽŶΖƚ�ŬŶŽǁ�ŝĨ�ƚŚŝƐ�ƐŽƌƚ�ŽĨ�ƚŚŝŶŐ�ŝƐ�ƐŽĐŝĂůŝǌĞĚ͘� 

· �ƚ�ƟŵĞƐ͕�ŝŶƚĞƌĂĐƟŽŶƐ�ďĞƚǁĞĞŶ�ƚŚĞ��ŽŵŵŝƩĞĞ�ĂŶĚ�ƚŚĞ�ŚŽƐƉŝƚĂů�ĞǆĞĐƵƟǀĞƐ�ŚŝŶĚĞƌƐ�Y��ĨƌŽŵ�ďĞŝŶŐ�ŵŽƌĞ�ĞīĞĐƟǀĞ�ŝŶ�ŝƚƐ�ƐĞƌǀŝĐĞ�
ŽĨ�ƚŚĞ��ŽĂƌĚ�ĂŶĚ�ŽĨ�ƚŚĞ�,ĞĂůƚŚ�^ǇƐƚĞŵ͘�/ƚ�ŶĞĞĚƐ�ƚŽ�ďĞ�ĞǆĂŵŝŶĞĚ�ĂŶĚ�ŝŵƉƌŽǀĞĚ͘�dŚĞƌĞΖƐ�ĂŶ�ΖƵƐΖ�ǀƐ͘�ΖƚŚĞŵΖ�ĚǇŶĂŵŝĐ�ƚŚĂƚ�ŝƐ�ŶŽƚ�
ĐŽŶĚƵĐŝǀĞ�ƚŽ�ƚŚĞ�ƉĂƌƚŶĞƌƐŚŝƉ�ƚŚĂƚ�ŝƐ�ŶĞĞĚĞĚ�ƚŽ�ǁŽƌŬ�ƚŽŐĞƚŚĞƌ�ƚŽ�ŝŵƉƌŽǀĞ�ƋƵĂůŝƚǇ͘��ǆĞĐƵƟǀĞƐ�ĂƌĞ�ŽŌĞŶ�ŽŶ�ƚŚĞ�ĚĞĨĞŶƐŝǀĞ�ĂŶĚ�
ĚŝƐŵŝƐƐŝǀĞ�ŽĨ�ĐŽŶĐĞƌŶƐ�Žƌ�ƋƵĞƐƟŽŶƐ�ďƌŽƵŐŚƚ�ďǇ�ƚŚĞ�ŵĞŵďĞƌƐ�ŽĨ�ƚŚĞ��ŽŵŵŝƩĞĞ͘�dŚĞ�ƚŽŶĞ�ŽĨ�ƚŚĞ�ŵĞĞƟŶŐ�ŝƐ�ŽŌĞŶ�ƚĞŶƐĞ͘�/ƚ�
ĚŽĞƐŶΖƚ�ĨĞĞů�ůŝŬĞ�ǁĞ�ĂƌĞ�Ăůů�ŽŶ�ƚŚĞ�ƐĂŵĞ�ƚĞĂŵ͕�ǁŽƌŬŝŶŐ�ƚŽŐĞƚŚĞƌ�ŝŶ�ĞĂƌŶĞƐƚ�ƚŽ�ĞǆĂŵŝŶĞ�ƚŚĞ�ŽƌŐĂŶŝǌĂƟŽŶΖƐ�ǁĞĂŬŶĞƐƐĞƐ�ǁŝƚŚ�ƚŚĞ�
ŐŽĂů�ŽĨ�ŝŵƉƌŽǀŝŶŐ�ƚŚĞ�ƋƵĂůŝƚǇ�ŽĨ�ĐĂƌĞ�ĨŽƌ�ŽƵƌ�ƉĂƟĞŶƚƐ�ĂŶĚ�ĨĂŵŝůŝĞƐ  ͘

· dŚŝƐ�ǇĞĂƌ�ŚĂƐ�ďĞĞŶ�Ă�ďŝŐ�ŽŶĞ�ĨŽƌ�ƚŚŝƐ�ĐŽŵŵŝƩĞĞ͕�ĂŶĚ�/�ĨĞĞů�ůŝŬĞ�ǁĞ�ĂƌĞ�ǁŽƌŬŝŶŐ�ŵŽƌĞ�ŝŶ�ůŽĐŬƐƚĞƉ�ǁŝƚŚ�ƚŚĞ�ďŽĂƌĚ͕�ĂŶĚ�ďĞƩĞƌ�
ƵŶĚĞƌƐƚĂŶĚ�ǁŚĂƚ�ƚŚĞ�ďŽĂƌĚ�ĂƐŬƐ�ĂŶĚ�ŶĞĞĚƐ�ŽĨ�ƵƐ͘�dŽ�ƐƚƌĞŶŐƚŚĞŶ�ƚŚĂƚ�ĨƵƌƚŚĞƌ͕�ǁĞ�ĐŽƵůĚ�ƐƵƉƉŽƌƚ�ĂŶĚ�ĐŚĂůůĞŶŐĞ�ŵĂŶĂŐĞŵĞŶƚ�ƚŽ�
ĚĞǀĞůŽƉ�Ă�ƐĞƚ�ŽĨ�ůĞĂĚŝŶŐ�ĂŶĚ�ůĂŐŐŝŶŐ�ŝŶĚŝĐĂƚŽƌƐ�ƚŚĂƚ�ŝŶĚŝĐĂƚĞ�ƚŚĞ�ĚĞŐƌĞĞ�ƚŽ�ǁŚŝĐŚ���,�ŝƐ�ƐƵĐĐĞĞĚŝŶŐ�ŽŶ�ŝƚƐ�ũŽƵƌŶĞǇ�ƚŽ�ďĞ�Ă�ŚŝŐŚ�
ƌĞůŝĂďŝůŝƚǇ�ŽƌŐĂŶŝǌĂƟŽŶ͘�dŚĞ�ĐƵƌƌĞŶƚ�^d��W�ĚĂƐŚďŽĂƌĚ�ŝƐ�Ă�ŐŽŽĚ�ƐƚĂƌƚ͕�ďƵƚ�ůĞĂǀĞƐ�ƐŽŵĞƚŚŝŶŐ�ƚŽ�ďĞ�ĚĞƐŝƌĞĚ͘�/Ŷ�ĂĚĚŝƟŽŶ͕�ǁĞ�ŶĞĞĚ�
ƚŽ�ŵĂŝŶƚĂŝŶ�ĨŽĐƵƐ�ŽŶ�ŚŽǁ���,�ŝƐ�ŬĞĞƉŝŶŐ�ƉĂƟĞŶƚƐ�ƐĂĨĞ�ŝŶ�ƚŚĞ�ĐŽŶƚĞǆƚ�ŽĨ�ƚŚĞ�ƉƵďůŝĐ�ŚĞĂůƚŚ�ĞŵĞƌŐĞŶĐǇ�ĂŶĚ�ĨƵƌƚŚĞƌ�ŝŶƚĞŐƌĂƚĞ�ƚŚĞ�
ĂŵďƵůĂƚŽƌǇ�ŽƉĞƌĂƟŽŶƐ�ŽĨ���,  ͘



ϵ 

ϮϬϮϬ�YƵĂůŝƚǇ͕�WĂƟĞŶƚ��ĂƌĞ�ĂŶĚ�WĂƟĞŶƚ��ǆƉĞƌŝĞŶĐĞ��ŽŵŵŝƩĞĞ�^ĞůĨ��ƐƐĞƐƐŵĞŶƚ 

· /�ƚŚŝŶŬ�ƚŚĞ�ĐŽŵŵŝƩĞĞ�ŚĂƐ�ĞǀŽůǀĞĚ�ŽǀĞƌ�ƚŚĞ�ůĂƐƚ�ǇĞĂƌ�ĂŶĚ�ŝƐ�ŵƵĐŚ�ŚŝŐŚĞƌ�ƉĞƌĨŽƌŵŝŶŐ�ĂŶĚ�ŵŽƌĞ�ĞīĞĐƟǀĞ͘�tŚĞŶ�ƉŽƐƐŝďůĞ͕�ĚŽŝŶŐ�
ŵŽƌĞ�ƚĞĂŵ�ďƵŝůĚŝŶŐ�ĂŶĚ�ƐŽĐŝĂůŝǌŝŶŐ�ǁŽƵůĚ�ďĞ�ǁĞůĐŽŵĞĚ  ͘

· /�ǁĂƐ�ĚŝƐƚƵƌďĞĚ�ďǇ�ƚŚĞ�ůĂĐŬ�ŽĨ�ƐŬŝůů�ĂŶĚ�ŝŶƐŝŐŚƚ�ŵĂŶĂŐĞŵĞŶƚ�ŚĂƐ�ďƌŽƵŐŚƚ�ƚŽ�ƚŚĞ�ƋƵĞƐƟŽŶ�ŽĨ�ŚĞĂůƚŚ�ĞƋƵŝƚǇ͘�/�ŚŽƉĞ�ƚŚŝƐ�ǁŝůů�ďĞ�
ĂĚĚƌĞƐƐĞĚ�ŝŶ�ƚŚĞ�ǀĞƌǇ�ŶĞĂƌ�ƚĞƌŵ͕�ƉĂƌƟĐƵůĂƌůǇ�ĂƐ���,�ŝƐ�Ă�ĚŝƐƚƌŝĐƚ�ŚŽƐƉŝƚĂů  ͘

· ^ŽŵĞ�ŽĨ�ƚŚĞ�ĐŽŵŵŝƩĞĞ�ŵĞŵďĞƌƐ�ƐŽŵĞƟŵĞƐ�ĂƐŬ�ƋƵĞƐƟŽŶƐ�ƚŚĂƚ�ĂƌĞ�ƚŽŽ�ŽƉĞƌĂƟŽŶĂůͬĚĞƚĂŝůĞĚ͘��tĞ�ƐŚŽƵůĚ�ĮŐƵƌĞ�ŽƵƚ�ŚŽǁ�ƚŽ�
ďĞƩĞƌ�ƐƚĂǇ�ŝŶ�ƚŚĞ�ŐŽǀĞƌŶĂŶĐĞ�ůĞǀĞů͘ 

· �ĚĚŝƟŽŶĂů�ŵĞŵďĞƌ�ƚƌĂŝŶŝŶŐ�ŵĂǇ�ďĞ�ŶĞĐĞƐƐĂƌǇ  ͘

^ƵŐŐĞƐƟŽŶƐ�ĨŽƌ��ĚĚŝƟŽŶĂů��ĚƵĐĂƟŽŶ͗ 

· /�ƚŚŝŶŬ�ƚŚĞ�ĐŽŵŵŝƩĞĞ�ǁŽƵůĚ�ďĞŶĞĮƚ�ĨƌŽŵ�ĞĚƵĐĂƟŽŶ�ƌĞŐĂƌĚŝŶŐ�ĞīĞĐƟǀĞ�ŐŽǀĞƌŶĂŶĐĞ�ĨŽƌ�ďŽĂƌĚ�ĐŽŵŵŝƩĞĞƐ͕�ŚŝŐŚ�ƌĞůŝĂďŝůŝƚǇ�ŝŶ�
ŚĞĂůƚŚĐĂƌĞ͕�ĂŶĚ�ĐƵůƚƵƌĞ�ŽĨ�ƐĂĨĞƚǇ�ŝŶ�ŚĞĂůƚŚĐĂƌĞ  ͘

· /�ǁŽƵůĚ�ǁĞůĐŽŵĞ�ƚŚĞ�ŽƉƉŽƌƚƵŶŝƚǇ�ƚŽ�ƐĞĞ�ǁŚĂƚ�ΗďĞƐƚ�ƉƌĂĐƟĐĞΗ�ŐŽǀĞƌŶĂŶĐĞ�ůŽŽŬƐ�ůŝŬĞ�ĨƌŽŵ�ƚŚĞ�ƉĞƌƐƉĞĐƟǀĞ�ŽĨ�ƐŽŵĞ�ŽƚŚĞƌ�
ŽƌŐĂŶŝǌĂƟŽŶƐ�-�ƉĂƌƟĐƵůĂƌůǇ�ĨŽƌ�ƉĞĞƌ�ƌĞǀŝĞǁ͕�ĐƌĞĚĞŶƟĂůŝŶŐ͕�ĂŶĚ�ĚŝƐĐƵƐƐŝŽŶƐ͘�

· /ΖĚ�ĂƉƉƌĞĐŝĂƚĞ�ŵŽƌĞ�ĐůŽƐĞĚ�ůŽŽƉ�ĐŽŵŵƵŶŝĐĂƟŽŶ�ĨƌŽŵ�ƚŚĞ�ďŽĂƌĚ�-�Ğ͘Ő͕͘�ŚŽǁ�ĚŝĚ�ƚŚĞǇ�ƌĞĂĐƚ�ƚŽ�ŽƵƌ�ƌĞĐŽŵŵĞŶĚĂƟŽŶƐ͕�ǁŚĂƚ�
ƋƵĞƐƟŽŶƐ�ĚŝĚ�ƚŚĞǇ�ŚĂǀĞ͕�ǁŚĂƚ�ǁŽƵůĚ�ƚŚĞǇ�ůŝŬĞ�ƵƐ�ƚŽ�ĨŽĐƵƐ�ŽŶ�ŶĞǆƚ  ͍

· DŽƐƚ�ĚĂƚĂ�ƉƌŽǀŝĚĞĚ�ƚŽ�ƚŚĞ��ŽŵŵŝƩĞĞ�ŚĂƐ�ďĞĞŶ�ƌĞǀŝĞǁĞĚ�ĂůƌĞĂĚǇ�ďǇ�ƌĞůĞǀĂŶƚ�ŚŽƐƉŝƚĂů�ĐŽŵŵŝƩĞĞƐ�ĂŶĚ�ĚĞƉĂƌƚŵĞŶƚƐ͘�^ĞĞŝŶŐ�
ĚŽĐƵŵĞŶƚĂƟŽŶ�ŽĨ�ƚŚŽƐĞ�ĚŝƐĐƵƐƐŝŽŶƐ�ĂůŽŶŐ�ǁŝƚŚ�ƚŚĞŝƌ�ŝŶƚĞƌƉƌĞƚĂƟŽŶ�ŽĨ�ƚŚĞ�ĚĂƚĂ�ŝƐ�ŚĞůƉĨƵů�ƚŽ�ƵŶĚĞƌƐƚĂŶĚ�ǁŚĂƚ�ŚĂƐ�ďĞĞŶ�
ĚŝƐĐƵƐƐĞĚ�ƌĞŐĂƌĚŝŶŐ�ƚŚŝƐ�ĚĂƚĂ�ďǇ�ŽƚŚĞƌƐ�ĐůŽƐĞƌ�ƚŽ�ƚŚĞ�ǁŽƌŬ͘��,ĞĂƌŝŶŐ�ĨƌŽŵ�ŵŽƌĞ�ƐĞƌǀŝĐĞ�ůŝŶĞ�ůĞĂĚĞƌƐŚŝƉ͕�ƚŚŽƐĞ�ǁŚŽ�ĂƌĞ�ĐůŽƐĞƐƚ�ƚŽ�
ƚŚĞ�ǁŽƌŬ͕�ǁŽƵůĚ�ŚĞůƉ�ƉƌŽǀŝĚĞ�ŵŽƌĞ�ĐŽŶƚĞǆƚ�ĨŽƌ�ƚŚĞ�ĚĂƚĂ͕�ŝŶƚĞƌǀĞŶƟŽŶƐ�ƚŽ�ŝŵƉƌŽǀĞ�ƚŚĞ�ĚĂƚĂ͕�ĂŶĚ�ƚŚĞŝƌ�ƉŽŝŶƚ�ŽĨ�ǀŝĞǁ�ŽŶ�ŚŽǁ�ƚŚĞ�
�ŽŵŵŝƩĞĞ�ĐĂŶ�ďĞƐƚ�ƐƵƉƉŽƌƚ�ƚŚĞŝƌ�ǁŽƌŬ�ŝŶ�ŽƵƌ�ƌŽůĞ  ͘
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