Kaweah Delta Health Care District

Board of Directors Meeting
//& Kaweah Health

Health is our Passion. Excellence is our Focus. Compassion is our MORE THAN MEDICINE. LIFE.
Promise.

DATE POSTED: October 8, 2026

NOTICE

Date: Thursday, October 15, 2026
Location: Kaweah Health Medical Cetner — Executive Conference Room
Address: 305 W. Acequia Avenue, Visalia, California

Please join my meeting from your computer, tablet or smartphone.
https://meet.goto.com/KelsieD/kaweahdeltahealthcaredistrictboardofdirectorsmeeti
You can also dial in using your phone.

Access Code: 460-561-181
United States: +1 (646) 749-3122

SCHEDULE:

e 8:00 AM — Open Session (to approve the Closed Session agenda)
e 8:01 AM — Closed Session
Pursuant to:
o Health & Safety Code §§1461 and 32155 (Confidential Quality Assurance/Medical Staff
Matters)
o Health & Safety Code §§1461 and 32155 (Confidential Quality Assurance/Medical Staff
Matters)
e 8:30 AM — Open Session

AMERICANS WITH DISABILITIES ACT (ADA) NOTICE:

In compliance with the Americans with Disabilities Act, if you need special assistance to participate in this
meeting, please contact the Board Clerk at (559) 624-2330. Notification at least 48 hours prior to the meeting
will enable the District to make reasonable arrangements to ensure accessibility to the meeting.

POSTING NOTICE:
All Kaweah Delta Health Care District regular Board and committee meeting notices and agendas are posted
at least 72 hours prior to the meeting (and 24 hours prior to special meetings) in the Kaweah Health Medical

Center, Mineral King Wing, near the Mineral King entrance, in accordance with Government Code
§54954.2(a)(1).

Mike Olmos « Zone 1 Jonna Schengel - Zone 2 Dean Levitan, MD « Zone3  David Francis-Zone4 Armando Murrieta«Zone5
Board Member Board Member Secretary/Treasurer President Vice President
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Kaweah Delta Health Care District

Board of Directors Meeting
//(\ Kaweah Health

Health is our Passion. Excellence is our Focus. Compassion is our MORE THAN MEDICINE. LIFE.
Promise.

PUBLIC RECORDS:

Disclosable public records related to this agenda are available for public inspection at:
Kaweah Health Medical Center — Acequia Wing, Executive Offices (1st Floor)

400 West Mineral King Avenue, Visalia, CA 93291

You may also request records by contacting the Board Clerk at (559) 624-2330 or
kedavis@kaweahhealth.org, or by visiting the District’s website at www.kaweahhealth.org.

KAWEAH DELTA HEALTH CARE DISTRICT
David Francis, Secretary/Treasurer

Prepared by:

f@l&@’\_-/

Kelsie K. Davis
Board Clerk / Executive Assistant to the CEO

DISTRIBUTION:
Governing Board, Legal Counsel, Executive Team, Chief of Staff, www.kaweahhealth.org

Mike Olmos « Zone 1 Jonna Schengel - Zone 2 Dean Levitan, MD « Zone3  David Francis-Zone4 Armando Murrieta«Zone5
Board Member Board Member Secretary/Treasurer President Vice President
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Kaweah Delta Health Care District /// Kaweah Health
. . \\MORE THAN MEDICINE. LIFE.
Board of Directors Meeting

Health is our Passion. Excellence is our Focus. Compassion is our Promise.

This agenda is posted in compliance with the Ralph M. Brown Act, including amendments enacted under Senate Bill 707.

KAWEAH DELTA HEALTH CARE DISTRICT BOARD OF DIRECTORS QUALITY
COUNCIL COMMITTEE MEETING

Kaweah Health Medical Center — Executive Conference Room
305 W. Acequia, Visalia, CA

Thursday, October 15, 2026 {Committee Meeting}

Please join my meeting from your computer, tablet or smartphone.
https://meet.goto.com/KelsieD/kaweahdeltahealthcaredistrictboardofdirectorsmeeti
You can also dial in using your phone.

Access Code: 460-561-181
United States: +1 (646) 749-3122

OPEN SESSION (LIMITED PURPOSE — CONVENING ONLY) - 8:00 AM

1. CALLTO ORDER

2. PUBLIC COMMENT ON CLOSED SESSION ITEMS ONLY — Members of the public may comment
on agenda items before action is taken and after it is discussed by the Board. Each speaker will
be allowed five minutes. Members of the public wishing to address the Board concerning items

not on the agenda and within the jurisdiction of the Board are requested to identify themselves
at this time.

3. ADJOURN TO CLOSED SESSION

Thursday, October 15, 2026

Mike Olmos « Zone 1 Jonna Schengel « Zone 2 Dean Levitan, MD « Zone3 David Francis»Zone4 Armando Murrieta«Zone5
Board Member Board Member Secretary/Treasurer President Vice President
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Kaweah Delta Health Care District /// Kaweah Health
. . \\MORE THAN MEDICINE. LIFE.
Board of Directors Meeting

Health is our Passion. Excellence is our Focus. Compassion is our Promise.

CLOSED SESSION - 8:01 AM

1. CALLTO ORDER

2. REVIEW OF THE CLOSED MEETING MINUTES - September 17, 2026
Possible reportable action - recommended for approval to the Reqular Board Meeting

3. QUALITY ASSURANCE:
Pursuant to Health and Safety Code 32155 and 1461 — Michael Tedaldi, MD, Vice Chief of Staff and
Quality Committee Chair

4. QUALITY ASSURANCE:
Pursuant to health and Safety Code 32155 and 1461 — Ben Cripps, Chief of Compliance

5. ADJOURN CLOSED SESSION

Thursday, October 15, 2026

Mike Olmos « Zone 1 Jonna Schengel « Zone 2 Dean Levitan, MD « Zone3 David Francis»Zone4 Armando Murrieta«Zone5
Board Member Board Member Secretary/Treasurer President Vice President
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Kaweah Delta Health Care District /// Kaweah Health
. . \\MORE THAN MEDICINE. LIFE.
Board of Directors Meeting

Health is our Passion. Excellence is our Focus. Compassion is our Promise.

OPEN SESSION - 8:30 AM (OR IMMEDIATELY FOLLOWING CLOSED SESSION)

1. CALLTO ORDER

2. PUBLIC PARTICIPATION
Members of the public may comment on agenda items before action is taken and after it is discussed by
the Board. Each speaker will be allowed five (5) minutes. Members of the public wishing to address the
Board concerning items not on the agenda and within the jurisdiction of the Board are requested to
identify themselves at this time.

3. CLOSED SESSION ACTION TAKEN
Report on action(s) taken in closed session

4. REVIEW OF OPEN SESSION MINUTES — September 17, 2026
Possible reportable action - recommended for approval to the Regular Board Meeting

5. MATERNAL CHILD HEALTH QUALITY REPORT
A review of current performance and actions focused on the care of maternal child health patient
population. Rhonda Quinones, Director of Maternal Child Health; Stephanie Genetti, Nurse Manager;
Daniel Castaneda, Nurse Manager; Felicia Vaughn, Nurse Manager.

6. RENAL SERVICES QUALITY REPORT
A review of key performance indicators and action associate with care of dialysis patient population.
Amy Baker, MSN, RN, Director of Specialty Clinics; Connie Green, Nurse Manager, Chronic Dialysis.

7. CLINICAL QUALITY GOALS UPDATE
A review of outstanding health outcomes initiatives for Safety Program Enhancement and Safety in Nursing
Practice Oho Initiatives. Cindy Vander Schuur, Patient Safety Manager; Mara Lawson, Director of Nursing
Practice Professional Development.

8. ADJOURN OPEN MEETING

Thursday, October 15, 2026

Mike Olmos « Zone 1 Jonna Schengel « Zone 2 Dean Levitan, MD « Zone3 David Francis»Zone4 Armando Murrieta«Zone5
Board Member Board Member Secretary/Treasurer President Vice President
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Kaweah Delta Health Care District /// Kaweah Health
. . \\MORE THAN MEDICINE. LIFE.
Board of Directors Meeting

Health is our Passion. Excellence is our Focus. Compassion is our Promise.

ADA Notice

In compliance with the Americans with Disabilities Act, if you need special assistance to participate in
this meeting, please contact the Board Clerk at (559) 624-2330 at least 48 hours prior to the meeting.

Agenda Posting and Public Records
Agendas are posted at least 72 hours in advance of regular meetings. Disclosable public records may be

obtained by contacting the Board Clerk at 400 W. Mineral King Avenue, Visalia, CA, or by email at
kedavis@kaweahhealth.org, or on the District website.

Thursday, October 15, 2026

Mike Olmos « Zone 1 Jonna Schengel « Zone 2 Dean Levitan, MD « Zone3 David Francis»Zone4 Armando Murrieta«Zone5
Board Member Board Member Secretary/Treasurer President Vice President

6/35



MORE THAN MEDICINE. LIFE.

// Kaweah Health
Quality Council Committee - CLOSED \\
Thursday, September 17, 2026
The Executive Office Conference Room

Attending: Board Members: Dr. Dean Levitan, Chair; Dave Francis, Board Member; Marc Mertz,
CEO; Kevin Morrison, VP of Support Services; Jag Batth, Chief Operation Officer; Dr.
Micheal Tedaldi, Vice Chief of Staff; Ben Cripps, Chief of Compliance; Max Heckhausen,
VP of Strategy; Jewel Crisan Calub, Chief Nursing Officer; Dr. Paul Stefanacci, CMO/CQQO;
Farid Sheikh, Director of Quality and Patient Safety; Luke Schneider, VP of Information
Systems and Services; Dr. Tedaldi, Vice Chief of Staff, Roxanna Mendez, Senior Quality
and Patient Safety Project Manager; Chris Patty, Clinical Practice Guidelines Program
Manager; Kyndra Licon, Quality Project Manager

Public Participation — None.

Dr. Dean Levitan called to order at 8:01 AM.

= Review of the August Quality Council Closed Session Minutes — Dr. Dean Levitan, Chair.
Reviewed and acknowledged the August Quality Council Closed Session Minutes by Dr. Dean
Levitan.

= Quality Assurance pursuant to Health and Safety Code 32155 and 1461 — Report reviewed and
attached to minutes. No Actions taken.

=  Quality Assurance pursuant to Health and Safety Code 32155 and 1461 — Report reviewed and
attached to minutes.

Dr. Dean Levitan closed the meeting at 8:20 AM.
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MORE THAN MEDICINE. LIFE.

//\\ Kaweah Health

OPEN Quality Council Committee
Thursday, September 17, 2026
The Executive Office Conference Room

Attending: Board Members: Dr. Dean Levitan, Chair; Dave Francis, Board Member; Marc Mertz,
CEO; Kevin Morrison, VP of Support Services; Jag Batth, Chief Operation Officer; Dr.
Micheal Tedaldi, Vice Chief of Staff; Ben Cripps, Chief of Compliance; Max Heckhausen,
VP of Strategy; Jewel Crisan Calub, Chief Nursing Officer; Dr. Paul Stefanacci, CMO/CQQ;
Farid Sheikh, Director of Quality and Patient Safety; Luke Schneider, VP of Information
Systems and Services; Shawn Elkin, Infection Prevention Manager; Randy Kokka,
Director of Laboratory Services; Lawrence Headley, Director of Food Nutritional
Services; Roxanna Mendez, Senior Quality and Patient Safety Project Manager; Chris
Patty, Clinical Practice Guidelines Program Manager; Kyndra Licon, Quality Project
Manager

Closed Session:
Dr. Dean Levitan called to order at 8:00 AM.

Review of Closed Session Agenda: Dr. Dean Levitan made a motion to approve the closed agenda, there
were no objections.

Dr. Dean Levitan adjourned the meeting at 8:20 AM.
Open Session:
Public Participation — None.
Dr. Dean Levitan called to order at 8:30 AM.
4. Review of August Quality Council Open Session Minutes — Dr. Dean Levitan, Chair Board Member
e Reviewed and acknowledged the August Quality Council Open Session Minutes by Dr.

Dean Levitan.

5. Laboratory Quality Report — A review of current performance and actions focused on the clinical
goals for Laboratory Services. Randy Kokka, Director of Laboratory. No further actions.

6. Food and Nutrition Services Quality Report - A review of current performance, quality
outcomes, and improvement initiatives focused on food and nutrition services. Lawerence

Headley, Director of Food & Nutrition Services. No further actions.

7. Clinical Quality Report — A review of outstanding health outcomes initiatives for Surgical Safety
Program. Chris Patty, Clinical Practice Guidelines Program Manager. No further actions.

Adjourn Open Meeting — Dr. Dean Levitan
Dean Levitan adjourned the meeting at 9:30 AM.
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/ Outstanding Health Outcomes
\ Safety Program Optimization

FY2027

October 2026

Kaweah Health MORE THAN MEDICINE. LIFE.




OHO FY2027

Safety Program Optimization Champion: Cindy Vander Schuur

FY2027 YTD FY2027 Goal
Serious Safety

Event Rate 3.2 2.01 2.88

# of serious safety events 10% Reduction from Baseline
(APD+(visits/1,000)) x 10,000

Quality Initiatives:
1. Ensure consistent execution of core safety behaviors at the bedside
2. Promote safer care through leadership and engagement

Objectives:

Quality Initiative #1:

* Implement structured Hand-off process

* Establish real-time escalation of Change in Patient Condition
Quality Initiative #2:

/// * Conduct daily executive safety rounds with frontline staff
N\ 2
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OHO FY2027 Safety Program Optimization
//\ Kaweah Health Serious Safety Event Dashboard

Calculation = # of serious safety events/(APD+(visits/1,000)) x 10,000

. _ Rolling 12
Monthly Metrics Baseline  25-Sep  25-Oct  25-Nov  25-Dec  26-Jan  26-Feb  26-Mar 26-Apr 26-May 26-June 26-Jul  26-Aug _ Months

# of Serious Safety Events Scoringa E, F, G, H, or | at Incident Management

Serious Safety Event Rate

Description: Serious Safety Event (source: Chartis)

E: An error occurred that may have contributed to or resulted in temporary harm to the patient and required intervention.

F: An error occurred that may have contributed to or resulted in moderate to severe temporary harm resulting in initial or prolonged hospitalization.
G: An error occurred that may have contributed to or resulted in permanent patient harm.

H: An error occurred that required intervention necessary to sustain life.

I: An error occurred that may have contributed to, or resulted in, death.

Events Scoring E Events Scoring F Events Scoring G-I

*N/A:

1. Potential Suicide s/p Discharge. This event occurred after the patient had been discharged and, because of this, did not meet the Incident Management scoring criteria. An RCA is in progress due
to the nature of the event.

2. L&D/RHC wrong procedure: Risk Management became aware of event 2 years after it occurred. An RCA was done due to the nature of the event.
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N\

OHO FY2027 Safety Program Optimization

Serious Safety Event Detail

Rolling 12 months (Sep 2025 to Aug 2026) n = 30

Event Type Events Event Type Events

Nursing-sensitive harm 15 Delay in diagnosis or care 5
Hospital-acquired pressure injury 8 Missed stroke 2
Fall with injury 7 Provider-related delay in care 1

Procedural 5 Neurological decline/RRT 1
Retained foreign object 2 Delay in transfer from MH hospital to KHMC 1
Wrong procedure* 2 Other 3
Accidental puncture 1 Potential suicide after discharge* 1

Medication 2 Improperly restrained patient 1
Medication overdose 2 Injury during patient transfer 1

Total: 30 events. Pressure injuries and falls account for 15 of 30 (50%).

*Not scored at Incident Management (N/A on the dashboard):
1. Potential suicide after discharge
2. L&D/RHC wrong procedure (1 of the 2 wrong procedures)
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Safety Program Optimization Initiatives

Ensure consistent
execution of core safety

behaviors at the bedside
Initiative: Implement structured
Hand-off process

(4

Actions

Baseline established:

It was determined that we have an
informal handoff process in place,
however there is no formal
process/policy for handoff.

Current State mapped:

Handoff processes have been mapped
with clinical directors and
gaps/opportunities have been
identified.

Next Steps

Identify evidence-based
best practices.

Gather frontline staff
input:

* Professional Practice
Council (PPC) in
November

* Licensed Nurse
Residency groups
(LNRG) in October
and November

Strategize and
implement a
standardized process to
close the identified gaps.

Status

Planned
presentations:
e PPC:
November
*LNR: October
and November

13/35




Safety Program Optimization Initiatives

Implement a Structured Handoff Process

HANDOFF PROCESS — IDEAL STATE WITH OPPORTUNITIES HANDOFF PROCESS - IDEAL STATE WITH OPPORTUNITIES

(UNIT TO UNIT)
(SHIFTTO SHIFT )

Nurse to Nurse
bedside report
using Cerner SBAR

Room ready
Admit, T, etc. (Capman) & staff e

Nurse takes pt to

room

ready

Charge Nurse makes

" assignments based

on acuity and
location

Shit Change = reprtonsame. Perform ALDET

Call report using
Cerner SBAR

Cemer handoff tab, I Trace after SBAR Skin check with both
follow SBAR [visual) staff and patient

Perform SPLAT

Notifies bedside staff

U

\
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Safety Program Optimization Initiatives

Ensure consistent

execution of core safety

behaviors at the bedside
Initiative: Establish real-time
escalation of Change in
Patient Condition

Actions

Baseline established: A policy and
process are in place, but escalation
opportunities continue to be identified.

Policy reviewed: The current policy and
mapped process was reviewed with
clinical directors to identify potential

gaps.

Next Steps

Identify evidence-based
best practices.

e Complete the gap analysis

with subject matter experts
and the Process
Improvement Engineer.

Gather frontline staff input:
* Professional Practice
Council in November
* Licensed Nurse
Residency groups in
October and
November
Strategize and implement
changes to close the
identified gaps.

Planned

presentations:
e PPC: November

* LNR: October and

November

«
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Safety Program Optimization Initiatives

Establish real-time escalation of Change in Patient Condition
Nursing Chain of Command: Clinical Issues

J— .
i o Gt it PO I——
Cham of Command for kesohang issves, BC 213 1 e o
e ———
= 1 []
@ = Jom

*hon Halday, 0855 4760, Wi

I at any time the person
hesched? attempting to be reached is not
available, proceed to the next bevel
o

e = Updated
- graphic 2024
[ [ — | (Education)
[ mmeremeememes, |
e -
= & =
( )

Excludes Hospice, Home Health, and Skilled Nursing areas

HOURS:
Non-Holiday, M-F, 0800-1700

&) Chief Nursing Officer
{CNO)
5) Division Director or Directar
of Nursing Practice.

4) House Supervisar- contacts
Division Director, Director of Nursing Practice, or CNO
if needed

3) Nurse Manager/Assistant Nurse Manager
2) Charge Nurse ar Team Lead

1) License Nurse

HOURS;
Holidays, Weekends, 1700-0800

5) Administration
on Call [AGT)

4) Diracter en Call (DOC)

3) House Supervisar
contacts DOC andor AOC if needed

2) Charge Nurse or Team lead

1) Licanza Nurss

° 1635




Safety Program Optimization Initiatives

Promote safer care
through leadership
and engagement

Initiative: Conduct daily

executive safety rounds
with frontline staff

Purpose defined: Executive rounds will
increase leadership visibility, surface
frontline safety concerns, and remove
barriers to safe care.

Draft board created: A draft Safety
Rounding board has been created and is
ready for executive review.

Next Steps

Finalize the rounding structure with
executive team. This will include
identifying participants, frequency,
unit rotation, and duration.
Executive approval of the Safety
Rounding board and development of
a standardized rounding tool with
consistent elements

Establish a process to log findings,
assign owners, track concerns to
closure, and close the loop with
frontline staff.

Discuss how to communicate the
program to unit leaders and staff
before organizational launch.

In Progress
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UNIT QUALITY & SAFETY BOARD // Kaweah Health uNIT:

Kaweah Health e Quality, Patient Safety & Infection Prevention e Reviewed every shift \ MORE THAN MEDICINE. LIFE DATE:
QUALITY & PATIENT SAFETY PATIENT EXPERIENCE
Date of last fall: YTD total: Patient compliments:
Date of last CAUTI: YTD total: Patient complaints:
Date of last CLABSI: YTD total: Rounding compliance:
Date of last HAPI: YTD total: Patient survey results (HCAHPS):
BCMA compliance: Notes / voice of the patient

Hand hygiene compliance:

Safety concern: how could the next patient be harmed?

OUTSTANDING HEALTH OUTCOMES (OHO) DEPARTMENT GOALS QAPI: PERFORMANCE IMPROVEMENT PROJECT

Outstanding Health Outcomes measures this unit influences. T Limit to 3 to 5 specific gogis tied to the health quicomes,

Current project:

Measure:

Baseline / Goal / Current:
Action this month (PDSA):

Owner / next report date:

SHIFT BRIEFING AND AWARENESS RECOGNITION EQUIPMENT & SUPPLIES
CALLOUTS e.q., Employee of the Month, patient compliment, good catch, certification, years of service. ““

Today:

NEED TO KNOW

18/35



Outstanding Health Outcomes
Safety in Nursing Practice
October 2026

Kaweah Health MORE THAN MEDICINE. LIFE.




(4

OHO FY2027

Safety in Nursing Practice/ Champion: Mara Lawson

Metric Description Baseline

FY2027 Goal

Falls with Injury 0.33
(Per 1,000 Patient Days - per NDNQI)

<0.30

Quality Initiatives:
1. Risk Stratification & Prevention

2. Implementation of Evidence-Based Prevention & Management Bundles

Objectives:
Quality Initiative #1
Implement standardized fall-risk assessments

Quality Initiative #2
Hourly rounding focused on identified patient needs




Falls OHO Quality Initiative #1:
Risk Stratification & Prevention

Implement standardized fall-risk assessments
» Why is this patient at risk?

» What interventions address why the patient is at risk?

Current status: /n progress
Opportunities for Improvement:
*  99.7% of patients in July had risk screens completed each shift
*  96.2% of patients had the initial risk screen completed timely upon admit
» Engaging unit leaders with <100% (Leader rounding on at-risk & not identified patients)
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Falls OHO Quality Initiative #1:
Risk Stratification & Prevention

Falls # Enc Screened w/i 14 Hrs of Admit - All

22/35



Falls OHO Quality Initiative #2:

Implementation of Evidence-Based Prevention &
Management Bundles

1. Purposeful hourly rounding based on identified patient needs

2. Immediate post-fall huddle debrief using standardized tool
» Why did this happen?
» What needs to be put in place immediately for prevention?

Current status: /n progress

Areas of focus:

» Understanding why falls happen help us with purposeful rounding (toileting, need to mobilize, SPLAT)

» Analysis of why the post fall huddles were stopped to address barriers to a successful implementation
» Adopting standardized tool for our post fall huddles

23/35



Event Times #of Events

[ ] [ ] [ ] [ ]

[ ] 1] h]
Quality Initiative #2: = —
200 10
300 4
MIDAS Toolpack FY26 Data 00 2
500 B
l 600 5
700 10
200 2
\ 900 10|
Event Type Frequency 1000 3
0 20 40 60 1100 1
Patient Fall, Toileting 1200 11

Patient Fall, Unknown
Patient Fall, Ambulating w/ assistance... 1300 12
Patient Fall, Ambulating w/o... 1400 7
Patient Fall, Transferring to or from... 1500 10|
Patient Fall, Reaching for an item 1600 G
Patient Fall, Changing position (e.g.,... 1700 7
Patient Fall, Undergoing a diagnostic... 1300 7
Patient Fall, Showering or bathing 1500 7
Patient Fall, Dressing or undressing 2000 12

Patient Fall, Navigating Bedrails
‘ 2100 B
i 2200 £
2300 10

Grand Total 131
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OHO FY27 Plan: Reduction of Falls with Injury

| ] Target
Injury Falls Per 1,000 Patient Days - KHMC Value
0.57
0.55 0.55
FY27 YTD: 0.19 &
% oo A . (O 0.43 -
0.43 0.43 0.43 0.43
0.42 0.42 0.42 0.42 0.42 0.42 ofaz
Goal: Met
Injury falls per 1000 patient days = 0.35
<0.30
@
=
o
y 0.38,
0.23
0.19
0.12 0.12 0.12
0
g 8 o 8 & o e ~ i g @ ©
& 8 s & S o6 & Q 8 e o
E) S S < g 8 s 8 8 $ 8 8
s £ - c
E a S 2 & e g H 2 £ 3 £

More than medicine. Life.

Kaweah Health.
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OHO FY2027

Safety in Nursing Practice/ Champion: Mara Lawson

Metric Description Baseline FY2027 Goal

Hospital Acquired Pressure Injuries 0.51 <0.46
(Stage 2+ per 1000 pt days)

Quality Initiatives:
1. Risk Stratification & Prevention
2. Implementation of Evidence-Based Prevention & Management Bundles

Objectives:
Quality Initiative #1
Ensure effective use of skin assessment tools

Quality Initiative #2
Repositioning schedules and pressure-relieving surfaces

26/35



HAPI Quality Initiative #1:
Risk Stratification & Prevention

Ensure effective use of skin assessment tools
» Why is this patient at risk? (Braden subscales)

» What interventions address why the patient is at risk?

Current status: /n progress

Opportunities for Improvement:
Outdated support surface algorithm, proper offloading, documentation of interventions

27135



Quality Initiative #2:

Implementation of Evidence-Based Prevention &
Management Bundles

Action plan — see next slides for draft version

Current status: /n progress

Developed by WOCN certified RN (on WOCN’s National Education Committee)
Reviewed and approved by Jewel Calub, CNO

Reviewed by Patient Care Directors - potential barriers addressed

28/35



Quality Initiative #2:

Implementation of Evidence-Based Prevention & Management Bundles

HAPI Committee Action Plan

30 day

Intervention

90 days

120 days

Intervention

Intervention

Intervention

Leadership Accountability to
increase unit ownership of Pl
prevention

Begin daily HAPI leader rounds (by manager
or CN) on all units using standardized
leader rounding tool, evaluating at risk
patients for appropriate interventions
including bed surface. Directors will report
compliance of both patientinterventions
and rounding monthly to HAPI Committee.

Identify and incorporate prevention metrics
into quality reviews by HAPI Committee and
provide to unit leaders for their specific
data.

Establish sustainable leader HAPI
prevention rounds on a weekly basis for the
units who have seen improvementin
metrics; continue daily for those units who
have not improved.

St leader p ing
daily on all units with incorporation of
identified prevention needed

Braden Subscale
Management to improve

Wound Nurses will create moisture
management interventions for nursing and

Develop standardized interventions for
remaining braden subscales and

Collaborate with Clinical Informatics to set
|go-live date for EHR changes and/or

and data at

the unit level and review at HAPI committee.

interventions in place for
patients atrisk based on individualized

appropriate pressure
redistribution surfaces early

governance (PPC) for bedside nurses
feedback on ease of use.

of rounding with nurses by leaders,
vendors, NPD team, and wound nurses.

prevention rounding and report to HAP|
Committee.

patient specific Pl prevention |evaluate what can be done in scope vs. collaborate with Clinical toget |of C changes to Refine prevention interventions based on  [braden subscales
interventions (what needs an order? Begin process of them in EHR (either via PowerPlans, bedside staff. findings if needed, remediate staff as
adding orders to admission ordersets. reference text, or documentation needed, and utilize Just Culture principals
enhancements). for fallouts.
Support Surface Optimization |Update current bed algorithm to reflect Educate bedside nurses on bed utilization |Eval bed utili: and E support surface utilization Earlier placement of at-risk patients on
to ensure high risk pts 1tsurfaces available. Utilize shared |and escalation, using a layered approach |compliance by leaders during HAPI and data attheunit |appropriate support surfaces, reduction in

level and review at HAP| committee. Refine
prevention interventions based on findings
if needed, remediate staff as needed, and
utilize Just Culture principals for fallouts.

sacrum/coccyx and heel pressure injuries

Data Review and Continuous
Improvement

Streamline notification of skin issue
process so thatwound nurses are entering
initial MIDAS reports and eliminate
duplicate work by wound nurses and Risk
Management team.

Streamline MIDAS reporting and combine
case reviews (merge CSI & ACA) so they are
reviewed by the HAP| committee leaders
and Risk Management. Revise policy
(AP.87) to support this process. Transition
from paper event review process to MIDAS
focus study; evaluate which data can be
pulled via report from the EHR to increase
efficiency of review process.

Develop unit level scorecards to be shared
with bedside nurses to show unit
performance with specific goals and
metrics.

Develop HAPI dashboard with even more
detailed unit specific metrics and trends to
be reviewed monthly at the HAPl committee.

Faster identification of trends

.

-\
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Quality Initiative #2:

Implementation of Evidence-Based Prevention & Management Bundles

|HAPI Committee Action Plan

30 day

Unit Specific HAPI Reduction
Strategies to establish
targeted interventions to
address unit specific causes
of pressure injuries.

Identify trends by unit; review with unit
leaders to identify gaps in practice orin
hospital process.

it focused inter ions for units

with recurring trends. For Example, trial
utilizing wedges for turning instead of
pillows on 2N and 4N where HAPIs to the
sacrum are an identified trend.

90 days

120 days

Share unit success stories and evaluate
implementing on other units

Evaluate sustained interventions and
outcome data at the unit level and review at
HAPI committee. Refine prevention
interventions based on findings if needed,
remediate staff as needed, and utilize Just
Culture principals for fallouts.

Reduction in HAPIs

Implement standardized

| 1skin ent

P 2 person skin ton

practice to improve
identification of Presence on
Admission skin alterations

every 1 and transfer between units.
Establish process to track compliance
through EHR documentation reports and
leader rounding.

p it ission skin photography
process and define patient inclusion
criteria. Reinforce expectations of weekly
photos on existing skin issues.

Evaluate expanding photo process to
weekly high risk skin photography

Evaluate sustained interventions and
outcome data at the unit level and review at
HAPI committee. Refine prevention
interventions based on findings if needed,
remediate staff as needed, and utilize Just
Culture principals for fallouts.

Improved HAPI POA identification and
reduced HAPI attribution discrepancies

Staff and Provider Education
to improve prevention
knowledge and clinical
decision making

Wound Classes re-established & being
taught by certified Wound Nurse.
Notification to managers to get nurses
enrolled as part of their core curriculum.
Meet with GME leaders to explore education
for residents.

Establish education plan for all initiatives;
both initial and ongoing.

Manual audit of which nurses have not
attended Wound Class to prioritize their
enrollment. Supplemental education
provided to all staff through HAPI

as needed. Wound Nurse

leaders will collaborate with Med Staff to
offer education to providers.

Reinforce interventions through weekly
education topics and HAPl committee
updates; include GME & Med Staff as
appropriate. Follow up with managers for
progress of enrollment & completions of
wound class.

Evaluate sustained compliance with wound
class attendance and kr ] i

Increased confidence by bedside staff to

g 1
by leadlers at the unit level and review at
HAPI committee. Refine process based on
findings if needed, remediate staff as
needed when knowledge gaps are
identified, and utilize Just Culture
principals for fallouts.

L HAPI prevention interventions.

Mobility Program - to
increase early ambulation of
patients

Phase 2/2 Implemented 8/4/26

Collaborate with project leaders to evaluate
barriers and successes. Remediate staff as
needed; implement new interventions as
needed.

Evaluate the imapct of the new mobility
program by trending unit level mobility
compliance alongside HAPI incidence and
comparing HAPI rates before and after

implementation.

e
Q\)\{ |
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Quality Initiative #2:

Implementation of Evidence-Based Prevention & Management Bundles

WARNING: Anticipated Outcomes During Implementation

* As prevention rounding, leadership rounding, and skin surveillance processes are implemented, an initial increase in
identified pressure injuries may occur. This is an expected finding and may reflect improved assessment practices,
earlier identification of skin breakdown, and enhanced documentation rather than an actual increase in pressure injury
occurrence.

* Increased surveillance frequently uncovers pressure injuries that may have previously gone unrecognized or been
identified later in their progression. Early identification allows for prompt intervention, improved treatment planning,
more accurate reporting, and targeted prevention efforts.

* Success during the initial implementation period should therefore be evaluated using multiple indicators, including
prevention bundle compliance, turning and offloading compliance, support surface utilization, moisture management

implementation, and timeliness of skin assessments, in addition to overall HAPI rates.

* As prevention practices become standardized and compliance improves, a subsequent reduction in preventable HAPI
occurrence is anticipated.
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FY27 Data:

HAPI Stage 2+ per 1,000 pt days - KHMC

FY27 YTD: 1.77

Goal: Not Met

Goal=<0.46

Jan/2026
Feb/2026
Mar/20267
Apr/2026
May,/20..
Jun/2026
Jul/2026
Aug/2026

| Target
M value
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Rolling 12 Month Data:

2026 Stage 2+ HAPI Dashboard

Measure Description Baseline Baseline Baseline Rolling
Outcome Measures 2026 Benchmark 2023 2024 2025 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26 Feb-26 Mar-26 Apr-26 May-26 Jun-26 Jul-26 Aug-26 12 Mos

HAPI Stage 2+ per 1,000 pt days 0.54 1.01 153 056 | 043 | 055 | 056 | 025 | 000 | 040 | 167 | 050 | 012 | 091 | 076 | 139 | 064
Device AssoCiated HAPI per 1,000 pt 029
days {1022 rom 2025 baseline 043 | 041 | 028 | 012 | 000 | 000 | 1.31 | 013 | 000 | 000 | 013 | 035 | 026

starting July 20261
PSI3- Claims-based HAPI Stage 3,2, 0,65 - Care Compare/CMS
and Unstageable per 1,000 discharges | in32001-0220231

W "
Process Measures ;i . Jan-26 Mar-26 Apr-26 un26 Jul-26 Aug-

0.00 0.00 0.00 108 0.00 0.00 0.00 0.00 109

Respiratory Device associated HAPI

per 1,000 pt days

5 of Respiratory Device associated HARI's
{out of all of the device associated HAPI's)

0.00

036 0.00 0.00 0.00 0.00

0%

27% 0% 0% 0% 0% 16%

Rolling
12 Mos
|5 | [

Rolling
12 Mos
4N - HAPI 2+ per 1,000 pt days 000 | 000 | 130 [ 000 [ 000 [ 141 | 368 | 128 | 000 | 676 | 0.00 1.18
3W - HAPI 2+ per 1,000 pt days 147 217 | 000 | 228 | 000 | 000 [ 000 | 000 | 201 | 000 | 000 | 204 089
ICU - HAPI 2+ per 1,000 pt days 1.15 529 6.40 128 0.00 3.50 0.00 0.00 000 0.00 1093 549 0.00 0.00 10.10 270 289
CVICU - HAPI 2+ per 1,000 pt days 106 3.05 2.05 118 | 000 | 0.00 [ 000 | 515 [ 000 [ 000 | 597 | 000 | 356 | 000 [ 000 | 357 | 1.39
2N - HAP1 2+ per 1,000 pt days 1.04 0.40 0.59 116 2.68 0.00 121 121 0.00 1.29 1.17 0.00 0.00 1.30 1.21 0.00 0.81
25 - HAPI 2+ per 1,000 pt days 0.00 0.00 1.04 000 | 000 | 000|000 [ 000 000 000000 000] 000]o000]o000][o000][ 000
3N - HAP1 2+ per 1,000 pt days 0.43 0.78 0.27 0.48 0.00 0.00 0.00 0.00 000 0.00 0.00 0.00 0.00 0.00 0.00 202 019
35- HAPI 2+ per 1,000 pt days 033 0.09 133 037 | ooo| 112 000 | 000 [ 000 | 000 | 000 | 000 | 000 | 000 | 000 | 000 | 009
45 - HAPI 2+ per 1,000 pt days 0.68 1.09 0.70 075 | 000 | 0.00 [ 000 [ 000 [ 000 [ 112 [ 000 [ 000 [ 000 [ 000 [ 000 | 311 | 037

Number of HAPI's Stage 2+ p o Jan-26 Feb-26 Mar-26 Apr-26 May-26 Jun-26 Jul-26

Total Number of HAPI's Stage 2+ (all un n n

Unit Level 5] Sep-25 Oct-25 Nov-25 Dec-25 Jan-26 Feb-26 Mar-26 Apr-26 May-26 Jun-26 Jul-26

4T - HAPI 2+ per 1,000 pt days 038 0.69 143 042 | 000 [ 000 | 172 | 000 | 000 | 000 | 164 | 000 | 0.00 | 000 | 000 | 481 | 069
BP - HAPI 2+ per 1,000 pt days 0 0.00 0.00 000 | 000 [ 000 | 000 [ 000 [ 000 | 0.00 [ 0.00 | 000 | 0.00 [ 0.00 | 000 [ 000 [ 000
Rehab - HAP1 2+ per 1,000 pt days 0.12 0.42 0.29 013 | 000 [ 000 | 000 [ 000 | 000 | 000 | 000 | 000 | 000 [ 000 | 000 | 000 | oOO
5T - HAPI 2+ per 1,000 pt days 0.34 077 136 038 | 000 | 364 | 000 | 000 | 000 | 000 [ 426 | 000 [ 000 [ 167 [ ooo [ 136 | o0s0
I Baseline Baseline Baseline Rollin
Other Units 2026 Benchmark/ Target o " ''" Sepd5 Oct-25 Nov-25 Dec-25 lan-26 Feb-26 Mar-26 Apr-26 May-26 Jun-26 Jul26 Aug-26 L €
os
Sub-Acute decrease from baselind 7] o 1 0 0 o o 0 0 0 1 o 0 2
TC (Short Stay at Rehab) Jdecrease from baseli | o [ o oJolTololol 2[olo ool 1 |

Meeting or Better than Target
Within 10% of goal
Does not meet Targat
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HAPI Prevention

Standardized communication to nursing leaders & bedside staff

HAPI Prevention Update

June HAPIs
8

Best Practices to Implement Immediately

1, P skin on and transfer. Every patient. Every unit.
Implement interventions. Continue two-person assessments each shift for Braden of
14 or less.

2.. iEffectiva tarning. Patients st besurned farenoushtorofioad pressure and Lesson Learned From - -
Event Reviews
encourage blood flow to the area. Event Reviews -
 Hoal pressurs D1Pls ar siely from

pressure. Offloading with waffle boots is

3. Protect the sacrum, other bony i and any devices/tubing
touches the skin, Use pressure injury prevention dressings.

. Offload heels. Use waffle boots.

important!
.C

>

e barrier cream can be used on

June HAPIs

open skin and does not require an order.

5. Molisture management. Barrier cream is a nursing intervention that does not require m
A& ¥ {6 AR fungal - iderif yeasti Itiaa nursing intervention that should be % o
prevene, | ound consdlt Anfungel cream can be orcerecBy s provicer Tyeesth plicidmienianionm Unit Specific Data: Monthly/Annually 2026 HAPIs
(see Braden Scale). fiiid
; Event review:
Wound Classes are in Workday! 1
L J « Story of event-what happened?
KaweahHealth.org flol X /// Kaweah Health * Whydid it happen?
(AN o Than meoicine Lire * Fallouts in expected care
* What are we going to do to prevent it from Take Action:
happening again? * Write what bedside staff can do to help in the

prevention plan

Sign up for Wound classes in Workday! | //K Kaweah Health
3 A\

MORE THAN MEDICINE. LIFE
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Falls Prevention

Standardized communication to nursing leaders & bedside staff

Falls Prevention Update

Best Practices for Fall Risk Patients J_v_ullzalls

1. Purposeful hourly rounding. Does your patient have urinary frequency? Did they
recently take a diuretic or eat a meal? At the 5:00 rounding, encourage toileting to
decrease the likelihood they’ll need to go during shift change.

2. Attended toileting - always. Do not |eave the patient alone; call for assistance if you
need supplies. Ask a coworker to assist other patients who call during this time.

Lesson Learned From
Event Reviews

3. Mobility project. Know your patients AMPAC score and their mobility goals. T —
Ambulate your patients according to that tool. Utilize equipment as needed — interventions that are spaoifio to
including gait belts! their individual needs.

4. Risk assessment. Assess on admit & every shift. Look at your patient as a whole; for * Purposeiul rounding that addresses

I h deth A fit's gi hor it patient speoific needs.
example: what meds they are getting — even if it’s given on another shift. & PEGTEAIRY (T BA WD SRNRSI
5. SPLAT the room before you leave. Side rails up. Personal items within reach & clear vital to preventing falls.

path. Low bed, brakes on. Alarm on (bed or chair). Table at the bedside at all times. + Assume your patient will fall! What

do they need in place t tit?
6. Communicate. Let your patients and their families know staff must be present to o eynesdinplacetoprevents
ambulate, including toileting. Patients in custody require KH staff to be presentJ

during ambulation and toileting for Fall Risk patients.

KaweahHealth.org f o X|@ //\\Kaweah Health

MORE THAN MEDICINE. LIFE
August 2026

Fall Prevention- Our Unit

Unit Specific Data: Monthly/Annually

Event review:
*+ Story of event-what happened?
* Why did it happen?
* Fallouts in expected care
* What are we going to do to prevent it from
happening again?

July Falls
#H#

2026 Falls
##

Take Action:

* Write what bedside staff can do to help in the

prevention plan

K

Kaweah Health

MORE THAN MEDICINE. LIFE
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