
  

              
January 14, 2021      

 
NOTICE 

 

The Board of Directors of the Kaweah Delta Health Care District will meet in a Quality Council Committee 
meeting at 7:00AM on Thursday, January 21, 2021, in the Kaweah Delta Lifestyle Center, 
Conference Room A, 5105 W. Cypress Avenue, or via GoTo Meeting from your computer, tablet or 
smartphone. https://global.gotomeeting.com/join/881426077 or call (224) 5 0 1 - 3 4 1 2  ‐ Access Code: 
881-426-077. 

 
The Board of Directors of the Kaweah Delta Health Care District will meet in a Closed Quality Council 
Committee at 7:01AM on Thursday, January 21, 2021, in the Kaweah Delta Lifestyle Center, Conference 
Room A, 5105 W. Cypress Avenue, pursuant to Health and Safety code 32155 & 1461. Board members 
and Quality Council closed session participants will access closed meeting via Confidential GoTo 
Meeting phone number provided to them. 

 
The Board of Directors of the Kaweah Delta Health Care District will meet in an open Quality Council 
Committee meeting at 8:00AM on Thursday, January 21, 2021, in the Kaweah Delta Lifestyle Center, 
Conference Room A, 5105 Cypress Avenue, or via GoTo Meeting via computer, tablet or smartphone. 
https://global.gotomeeting.com/join/881426077 or call (224) 501-3412 ‐ Access Code: 881-426-077. 

 
All Kaweah Delta Health Care District regular board meeting and committee meeting notices and 
agendas are posted 72 hours prior to meetings in the Kaweah Delta Medical Center, Mineral King Wing 
entry corridor between the Mineral King lobby and the Emergency Department waiting room. 

 
Due to COVID 19 visitor restrictions to the Medical Center - the disclosable public records related to 
agendas can be obtained by contacting the Board Clerk at Kaweah Delta Medical Center – Acequia Wing, 
Executive Offices (Administration Department) {1st floor}, 400 West Mineral King Avenue, Visalia, CA via 
email: cmoccio@kdhcd.org, via phone: 559-624-2330 or on the Kaweah Delta Health Care District web 
page http://www.kaweahdelta.org. 

 

KAWEAH DELTA HEALTH CARE DISTRICT 
David Francis, President 

 
Cindy Moccio 
Board Clerk, Executive Assistant to CEO 

 
DISTRIBUTION: 
Governing Board, Legal Counsel, Executive Team, Chief of Staff 
http://www.kaweahdelta.org 
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KAWEAH DELTA HEALTH CARE DISTRICT BOARD OF DIRECTORS 
QUALITY COUNCIL  

Thursday, January 21, 2021   
5105 W. Cypress Avenue 

The Lifestyle Center; Conference Room A  
Call in option: 1-224-501-3412 Access Code: 881-426-077 

ATTENDING:    Board Members; David Francis – Committee Chair, Mike Olmos; Gary Herbst, CEO; 
Keri Noeske, RN, BSW, DNP, VP & CNO; Anu Banerjee, PhD, VP & Chief Quality 
Officer, Byron Mendenhall, MD, Chief of Staff; Monica Manga, MD, Professional Staff 
Quality Committee Chair; Daniel Hightower, MD, Secretary/Treasurer; Harry Lively, 
MD, Past Chief of Staff; Lori Winston, MD, DIO & VP of Medical Education; Tom Gray, 
MD, Quality and Patient Safety Medical Director; Sandy Volchko DNP, RN CLSSBB, 
Director of Quality and Patient Safety; Ben Cripps, Chief Compliance Officer, and 
Michelle Adams, Recording. 

 

OPEN MEETING – 7:00AM 

1. Call to order – David Francis, Committee Chair  

2. Public / Medical Staff participation – Members of the public wishing to address the Committee 
concerning items not on the agenda and within the subject matter jurisdiction of the Committee 
may step forward and are requested to identify themselves at this time.  Members of the public 
or the medical staff may comment on agenda items after the item has been discussed by the 
Committee but before a Committee recommendation is decided.  In either case, each speaker 
will be allowed five minutes.  

3. Approval of Quality Council Closed Meeting Agenda – 7:01AM 
o Quality Assurance pursuant to Health and Safety Code 32155 and 1461 – Monica Manga, 

MD, and Professional Staff Quality Committee Chair;  
o Quality Assurance pursuant to Health and Safety Code 32155 and 1461 – Anu Banerjee, 

PhD, VP & Chief Quality Officer 

4. Adjourn Open Meeting – David Francis, Committee Chair  

CLOSED MEETING – 7:01AM 

1. Call to order – David Francis, Committee Chair & Board Member 

2. Quality Assurance pursuant to Health and Safety Code 32155 and 1461 – Monica Manga, MD, 
and Professional Staff Quality Committee Chair  

3. Quality Assurance pursuant to Health and Safety Code 32155 and 1461  –– Anu Banerjee, PhD, 
VP & Chief Quality Officer 
 

4. Adjourn Closed Meeting – David Francis, Committee Chair   
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OPEN MEETING – 8:00AM 

1. Call to order – David Francis, Committee Chair  

2. Public / Medical Staff participation – Members of the public wishing to address the 
Committee concerning items not on the agenda and within the subject matter jurisdiction 
of the Committee may step forward and are requested to identify themselves at this 
time.  Members of the public or the medical staff may comment on agenda items after the 
item has been discussed by the Committee but before a Committee recommendation is 
decided.  In either case, each speaker will be allowed five minutes. 

3. Written Quality Reports – A review of key quality metrics and actions associated with the 
following improvement initiatives:   

3.1. Patient Experience  
3.2. Emergency Department Dashboard and Report 
3.3. Rapid Response Team (RRT) 
3.4. Stroke Committee Quality Report 
3.5. Rehabilitation Service Line Quality Report 
3.6. Sepsis Quality Focus Team (QFT) 
3.7. Catheter Associated Urinary Tract Infection (CAUTI) Quality Focus Team (QFT) 

4. Follow Up From Previous Meetings  

5. Update: Clinical Quality Goals - A review of current performance and actions focused on 
the FY 2021 clinical quality goals. Sandy Volchko, RN, DNP, Director of Quality and Patient 
Safety. 

6. Annual Review of Quality and Patient Safety Plans – A review of the effectiveness of the 
Quality and Patient Safety Plans including key measures and actions. Sandy Volchko, RN, 
DNP, Director of Quality and Patient Safety. 

7. Review 2021 Quality Council Reporting Calendar – A review of the annual schedule for 
quality and patient safety reports. Sandy Volchko, RN, DNP, Director of Quality and Patient 
Safety. 

8. Adjourn Closed Meeting – David Francis, Committee Chair 
 
 
 
 
In compliance with the Americans with Disabilities Act, if you need special assistance to 
participate at this meeting, please contact the Board Clerk (559) 624-2330. Notification 48 hours 
prior to the meeting will enable the District to make reasonable arrangements to ensure 
accessibility to the Kaweah Delta Health Care District Board of Directors committee meeting. 



Quality Council Update  
Patient Experience (HCAHPS) Performance: Dec 2020 

Time Period 1Q19 -4Q19 July – November 2020 

HCAHPS Measure Full Adj 
(Mode Adj + Pt 
Mix Adj) 

CMS 50th 
percentile  
National 

Mode 
Adj 
Only 

Comments/Improvement Efforts 

# of surveys 
22% response rate 

2026 - 1074 - 

Communication 
with Nurses 
 

77%  
Below CMS 

81%  
 

79%  -Install new communication white boards 
 

Communication 
with Doctors 
 

76%  
Below CMS 

82% 
 

80%  -Standardize communication between consulting and 
attending physicians. 
-Quality introductions  
-Explaining findings and treatment plans  

Responsiveness of 
Staff 
 

67%  
Below CMS 

70% 
 

69%  -Hourly rounding (4 South) 
 

Communication 
about Meds 
 

60%  
Below CMS 

66% 
 

70%  -Medicine guide for chemotherapy and immunotherapy (3 
South) 

Cleanliness of 
Environment 

68%  
Below CMS 

76% 71%  -Tent cards to inform patients and increase EVS 
accessibility 
-Increased rounding on units with low cleanliness scores  

Quietness of 
Environment 
 

49% 
Below CMS 

62% 57%  -Increased staff awareness, engagement, and 
commitment (4 North) 

Discharge 
Information 
(Yes) 

87%  
Below CMS 

87% 
 

90%  -Discharge rounds to identify and address discharge needs 

Care Transition 
(Strongly Agree) 

47%   
Below CMS 

54% 
 

48%  -Discharge rounds to identify and address discharge needs 

Overall Rating of 
Hospital 
(0 = worst; 10 = 
best) 
 

71% (9 or 
10) 
Below CMS 

73% 76%  OPERATION ALWAYS 
Purpose: Consistently provide world-class service 
→Leader Rounding (Clinical and non-clinical) 
→Development of class for Kaweah Care Service 
Standards 
1) Warm Introductions & Caring Closures 
2) With our colleagues 
3) Over the phone  

Willingness to 
Recommend 
(Definitely 
Recommend) 

70%  
Below CMS 

72% 75%  Same as above 
 

 



June 2020 July 2020 Aug 2020 Sept 2020 Oct 2020 Nov 2020  
GENERAL METRICS KDHCD KDHCD KDHCD KDHCD KDHCD KDHCD

ED Volume 5964 6672 6097 5854 5950 6022
% pts Left without being seen 1.5% 0.5% 0.5% 0.7% 0.8% 0.7% 1.0%

% of Pts Admitted 27% 25% 27% 27% 27% 27%
% of Pts Discharged 64% 67% 65% 62% 64% 63%

ED THROUGHPUT METRICS
Median Length of Stay (LOS) for Admitted Pts (hrs) 407 (6.8) 487 (8.1) 513 (8.6) 394 (6.6) 347 (5.8) 387 (6.5) 525 (8.7)

Median LOS in Min for discharged Pts (hrs) 186 (3.1) 234 (3.9) 214 (3.6) 229 (3.8) 244 (4.0) 233 (3.9) 236 (3.9)
Median LOS in Min for Admit decision to ED Depart 197 (3.3) 258 (4.3) 280 (4.7) 156 (2.6) 119 (2.0) 155 (2.6) 289 (4.8)

Average LOS in minutes for Admitted Mental Health Pts 918 (15.3) 993 (16.6) 805 (13.4) 994 (16.6) 941 (15.7) 823 (13.7)
PATIENT EXPERIENCE

ED Overall Care Percent 9s & 10s 62%* 69.23% 71.00% 68.88% 66.85% 65.78% Pending
Would Recommend Percent Definitely YES 76%* 76.39% 77.66% 73.37% 75.98% 72.13% Pending

CENSUS TOTALS BY DISPOSITION
Number of Patients Arriving by Ambulance 1782 1874 1921 1687 1885 1880

Number of Trauma Patients 155 178 173 227 217 231
Number of Patients Admitted 1589 1675 1627 1594 1609 1640

Number of Patients Discharged 3829 4442 3939 3641 3790 3809
Number of Mental Health Patients Admitted 120 92 110 126 104 107

KEY
* benchmark Press Ganey 50th Percentile

Outperforming/meeting 
goal/benchmark>10% above goal/benchmark Within 10% of goal/benchmark

Bench-
mark

EMERGENCY DEPARTMENT DASHBOARD



Discern report used:  1_KDHD_ED_VISIT_LOG_EXPANDED_June-V2
GENERAL METRICS DATA DEFINITION

ED Volume Total volume of all patients who enter ED
Numerator: # of pts with d/c disposition as LWBS
Denominator: # of total patients who enter ED
Numerator: # of pts with d/c disposition as Admitted to this hospital as inpatient**
Denominator: # of total patients who enter ED
Numerator: # of pts with d/c disposition as Discharged home (routine), discharged home with HH, discharge Hospice (home), and discharged to 
assisted living/Board and care, Discharged to SNF
Denominator: # of total patients who enter ED

ED THROUGHPUT METRICS DATA DEFINITION
Median Length of Stay (LOS) for Admitted Pts (hrs) Median time of ED arrival to ED depart for pts with d/c disposition as Admitted to this hospital as inpatient**

Median LOS in Min for discharged Pts (hrs)
Median time of ED arrival to ED depart for pts with d/c disposition as Discharge home (routine)discharged home with HH, discharge Hospice 
(home), and discharged to assisted living/Board and care, discharged to SNF

Median LOS in Min for Admit decision to ED Depart Median time of ED admit decision to ED depart for pts with d/c disposition as Admitted to this hospital as inpatient

Average LOS in minutes for Admitted Mental Health Pts Mean time of ED arrival to ED depart for pts with d/c disposition as D/T to Psych Hosp or Unit who only admit to KDMHH* See note below
PATIENT EXPERIENCE DATA DEFINITION

*90TH PERCENTILE -  ED Overall Care Percent 9s & 10s As defined by press ganey - data obtained through Roxanne Mendez in Q&P/S
Would Recommend Percent Definitely YES As defined by press ganey - data obtained through Roxanne Mendez in Q&P/S

CENSUS TOTALS BY DISPOSITION DATA DEFINITION
Number of Patients Arriving by Ambulance # of patients who have "ambulance" or "ACLS Transport" documented in their arrival mode

Number of Trauma Patients Total number of Trauma pts as noted at bottom of report received from Amber Woods/Kathy M
Number of Patients Admitted # of pts with d/c disposition as Admitted to this hospital as inpatient**

Number of Patients Discharged
# of pts with d/c disposition as Discharge home (routine)discharged home with HH, discharge Hospice (home), and discharged to assisted 
living/Board and care

Number of Mental Health Patients Admitted # pts with d/c disposition as D/T to Psych Hosp or Unit who only admit to KDMHH* See note below
*NOTE - Soarian financials must discharge patients from ED to admit them to our KDMHH.  Patients with a discharge disposition in our EMR as D/T 
to Psych Hosp or Unit have both KDMHH patients and patients who transfer to another non-KD psych facility.  All medical records of these patients 
with this discharge disposition have to be reviewed to separate the KHMHH pt's from the non so that only KDMHH patients are included in the 
ALOS measure for admitted MH patients
** NOTE - At times staff document the wrong d/c disposition for 2-emergent 5150 acuity patients (see data cleaning instructions); the medical 
record of these pts has to be reviewed to ensure accurate d/c dispo to medical center (admitted pt) vs psych facility.

% pts Left without being seen

% of Pts Admitted

% of Pts Discharged



1. Column L has to be reformatted first to remove LOS text and reformat cells so that they calculate 
2. filter for Admitted, discharged and discharge to psych (per data defintions) and place on their own tab

3. Admitted patients:
a) Filter column I (Acutity) for “2 – Emergent 5150 Risk”. Review EMR to verify that those patient were admitted to 
medical center vs psych facility.  To find this review the ED Disposition note (hoping the nurse marked disposition 
location and report called information), and also look at PFS notes to see who they have been contact with and where 
there is confirmed disposition location.  If patients are found that were admitted to KDMHH remove those patients and 
place in the "discharge to psych" tab.  If pt's were tx to outside psych facility, remove from admitted population and 
place on their own tab (no data is calculated for non-KDMHH pt's).  If they were admitted to medical center, leave in the 
admitted population tab
b) Filter column M "ADMIT_DEC_TO_DEPART" for blanks.  Chart review to verify the pt was admitted.  If they were 
admitted, find and enter the time admit decision to depart in minutes.  If they were not admitted (discharged, etc) move 
to the appropriate population tab (ie. discharged pt's to dishcarge tab)

4. d/c to psych: 
Review each chart to determine which patients were admitted to KDMHH vs another outside psych facility.  Remove the 
non-KDMHH pt's and put on a separate tab (no data is calculated for non-KDMHH pt's)
5. Discharged Pts - review column M for ED discharge to ED dept times.  If there is a value in here that likely means the 
patient was admitted.  Review chart to verify pt was admiitted vs discharged



Code Blue 
and 

Rapid 
Response 

System

January 2021



Code Blue Data



Inpatient Code Blues Data
Q1 

2020
Q2 

2020
Q3

2020
YTD Total 

2020 Total 2019

No. of Cardiac Arrests 41 36 70 147 136

COVID-19 Positive Code Blues - 8/36
22%

26/70
37%

32/147
22%

Deaths from Cardiac Arrests (Unsuccessful Codes) 7/41
17%

7/36
19%

30/70
43%

43/147
29%

47/136
35%

COVID-19 Unsuccessful Codes - 3/7
43%

17/30
57%

20/43
47%

In-hospital Deaths During Hospital Stay for Code 
Blue Patients

21/41
51%

24/36
67%

53/70
76%

97/147
66%

92/136
68%

COVID-19 In-Hospital Deaths for Code Blues - 8/24
33%

24/53
45%

32/97
33%

No. of days in ICU post arrest 302
n=25

85
n=20

231
n=29

618
n=74

315
n=54

No. of days in Hospital post arrest 531
n=25

196
n=20

429
n=29

1156
n=74

672
n=80

Overall Hospital Mortality Rate per 1000 patients 2.839 3.165 3.446 3.146 2.197

Data excludes ED, maternal, and pediatric patients.



*Increase in MS codes Q 3 2020 in July and August. 

*

Q3 2019 Q4 2019 Q 1 2020 Q 2 2020 Q 3 2020
RRT Rate per 1000 discharges 76 78 81 109 100
Code Blue Rate per 1000 discharges 2.9 1.8 3.8 4.7 7.6
Non-COVID  Code Blue Patients 0 0 3.8 2.6 5.7

Q 3 2020, 7.6
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2N 2S 3N 3S 3W 4N 4S 4T CVICCU/
5T BP

2018
n=64 10 2 10 3 20 9 4 3 3 0

2019
n=61 7 1 6 3 20 7 7 4 6 0

2020
n=71 10 7 8 2 16 8 3 2 15 0
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Count of Critical Care Code Blues
Q 3 2019 Q 4 2019 Q 1 2020 Q 2 2020 Q 3 2020

CVICU and ICU 11 14 19 18 38
Non-COVID CVICU 

and ICU 0 0 0 16 20

ICU 4 9 9 9 26
CVICU 7 5 10 9 12

2

3.2

4.5

5.3

9.4

2
2.1 2.1

2.6

6.4

1 1.1

2.4
2.6

3.0

4.7 4.9

0

1

2

3

4

5

6

7

8

9

10

Q3 2019 Q4 2019 Q1 2020 Q2 2020 Q3 2020

Pe
r 

10
00

 d
is

ch
ar

ge
s

Code Blues per 1000 discharges for CVICU and ICU

CVICU & ICU

ICU

CVICU

Non-Covid CVICU & ICU



Rapid Response System Data
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Alert Location Q 1 2020 Q 2 2020 Q 3 2020 Oct 2020 Nov 2020 Totals
KDMC 3W 72 60 68 15 12 227
KDMC 4S 46 51 46 14 15 172
KDMC 5T - 24 60 25 23 132
KDMC 3N 34 38 36 17 7 132
KDMC 3S 36 35 34 15 9 129
KDMC 4N 30 44 38 11 6 129
KDMC 2N 39 28 36 9 14 126
KDMC 2S 30 41 36 6 13 126
KDMC 14 21 18 27 7 6 79
KDMC 1E 16 10 9 2 4 41
KDMC CV 12 6 7 0 1 26
KDMC IC 7 10 2 0 3 22
KDMC BP 2 4 6 2 0 14
KDMC Pediatric Adult - - 3 0 0 3
RRT Tracked Total 273 369 408 123 113 1259
Labor Triage/ Mother Baby 5 5 6 0 4 20
Surgery (Pre/Post op) 3 4 1 2 1 11
KDMC CVOR/Cath lab 7 0 3 0 0 10
KDMC Pediatric 1 1 2 0 0 4
KDMC 2E 0 0 5 0 1 5
KDMC ED 2 0 1 0 0 3
Endoscopy 0 0 0 0 0 0
KDMC CT/radiology 0 0 0 0 0 0
RRT Not Tracked Total* 18 10 18 2 6 54

*Untracked RRTs have historically been excluded from the RRT total and RRT Graphs. They are shown here to identify trends in these locations.

RRT Locations 2020
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33%
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RRTs on 3w Q 1 
2020

Q 2 
2020

Q 3 
2020

Oct 
2020

Nov
2020

Total Number of RRTs on 3w 72 58 68 15 12

RRTs on 3w transferred to critical 
care 16 15 28 3 7

Multiple RRTs on 3w
(last RRT in 3w) 9 15 22 4 3

Multiple RRTs 
Transferred to critical care 1 6 8 0 2

Multiple RRTs
Stayed in room 8 8 12 4 1

Multiple RRTs
Change in resuscitation status 0 1 2 0 0



0

2

4

6

8

10

12

14

16

18

Q 1 2020 Q 2 2020 Q 3 2020

Narcan Administation during RRTs

Total Narcan Cases Improved with administration



Unit/Department Specific Data Collection Summarization 

Professional Staff Quality Committee/Quality Improvement Committee 

Please submit your data along with the summary to your PI liaison 2 weeks prior to the scheduled report date. 

 

 

Unit/Department: Rapid Response  ProStaff/QIC Report Date: January 12th, 2021 
 
Measures Analyzed: 
 

1. Inpatient Code Blues Data (Slide 3 & 5) 
2. Code Blue Rates/1000 discharges (Slide 4) 
3. RRT Rates/1000 discharges (Slide 9) 
4. Code Blue Classifications of Med Surg and ICCU (Slide 5) 
5. Code Blue and RRT by unit location (Slide 6 & 10) 
6. Critical Care Code Blue Rates (Slide 7) 
7. RRT Mortality (Slide 11&12)  
8. RRTs on 3w (Slide 13) 
9. Narcan Administration during RRTs (Slide 14) 

 
Date range of data evaluated: 
Code blue: Q319 to October 2020 
 
Analysis of all measures/data: (See Attachment) 

• In-patient Code Blues:  
o 2020 total code blues YTD not including ED, maternal units, and pediatrics have exceeded 

2019 code blue totals. 
o 22% of patient with a Code blues in from Q1-Q3 2020 had a diagnosis of COVID-19. 
o Q 3 2020 had a 94% increase in code blues compared to Q2 2020.  
o 43% of codes were unsuccessful at achieving Return of Spontaneous Circulation (ROSC) 

for Q3 2020.  
• Med Surg Code Blues: 2020 Q 3 code blues have resulted in an increased incidence of 7.6/1000 

discharges; this is an increase from Q1 (2.6) and Q 2 (4.7) 2020.  
o 18% of patients in Q 3 2020 that had a Med Surg/ICCU codes are positive for COVID-19. 
o 2020 Q 3 Non-COVID patients code blues have resulted in an increased incidence of 

5.7/100 discharges: this is an increase from Q2 (2.6) 2020.  
• Med Surg: There has been a 94% increase in code blues in Med Surg Q 3 2020 compared to Q 1 

and Q2 2020.  
o 23% of Med Surg Code Blues in Q 3 2020 occurred on 5T 
o 5T opened in 2020, increasing CVICCU capacity by 24 beds.  

• ICU/CVICU Code Blues: 2020 Q 3 code blues have resulted in an increased incidence of 9.4/1000 
discharges; this is an increase from Q1 (4.5) and Q 2 (5.3) 2020.  

o July was an outlier for Q 3 2020 with 18 codes in one month compared to Q 2 2020 that 
had 18 codes in one quarter.  

o 50% of patients with Q 3 2020 that had a Critical Care code are positive for COVID-19. 
• RRTs per 1000 Patient Discharge Days: Total RRT cases for 2020 average 96/1000 discharges. 

There has been a decrease in RRTs in Q 3 2020 and Q 4 2020. 



Unit/Department Specific Data Collection Summarization 

Professional Staff Quality Committee/Quality Improvement Committee 

Please submit your data along with the summary to your PI liaison 2 weeks prior to the scheduled report date. 

 

o There has been a 150% increase in RRTs on 5T. 
• RRT Mortality: Average RRT Mortality has increased 33% from the previous year. 

o Analysis of RRT initiation after time zero is in progress.   
• Multiple RRT Mortality: November mortality for multiple RRTs cases is 50%.  

o The reason for this is under investigation.   
• The committee was interested in monitoring RRT cases on 3W for 2020.  

o Although the number of RRTs has remained relatively constant, the % transferred to CC 
has doubled in Q3. 

• The committee was interested in monitoring RRT cases with Narcan adminstration for 2020. 
o Trends not identified at this time. 

 
Next Steps/Recommendations/Outcomes: 

1. Dr. Tang has filled the medical director role in January 2020. Under his leadership the following 
quality improvement projects have been started. 

a. RRT nurses are attending quality improvement committees to increase RRT presence and 
participation in quality initiatives. 

b. Formalization of processes and role definition of each member of the RRT team. We are 
developing checklists to ensure consistency with practice. 

c. Formalization of RRT handoff after a rapid response and utilizing a physician 
communication handoff tool. 

d. ICU step-down and downgrade rounding protocols. This process includes checking for 
SIRS criteria, lab work, rounding on previous RRT patients, and following up with the 
nursing staff caring for the patient to ensure patients are continuing to improve clinically. 

e. Improve early identification. Educational opportunities for our bedside nurses and ensuring 
the information taught during the orientation process for newly hired nurses and care 
providers are accurate and that it relays the urgency of our cause. 

f. Formalization of family activated of RRT process. 
2. The committee plans to compare our 2020 data to the following benchmark studies after 

implementation of our quality improvement projects. 
a. Reduction in number of cardiac arrest (in-hospital) 
b. Reduction in deaths from cardiac arrest 
c. Reduction in number of days in ICU post arrest 
d. Reduction in number of days in hospital after arrest 
e. Inpatient deaths 

3. A time zero report for RRTs and Code blues is being created to identify missed RRT opportunities.  
4. Education: 

a. The RRT nurses are working to educate staff during the event and to circle back with staff 
after the event to discuss quality of care. 

b. RRT nurse will be working to form partnerships with specific units to “champion” and be a 
go to person to help with education and reinforce utilizing RRT.  

5. The committee continues to evaluate the cause for an increase in the number of code blues and 
RRTs for 2020.  

 
Submitted by Name:         Date Submitted: 



Unit/Department Specific Data Collection Summarization 

Professional Staff Quality Committee/Quality Improvement Committee 

Please submit your data along with the summary to your PI liaison 2 weeks prior to the scheduled report date. 

 

Dr. Tang               1/12/2021 
Dr. Gray 
Linde Swanson 
Jeanette Callison  
Jon Knudsen       
Eileen Paul 
 





More than medicine. Life.

Stroke Program 
Leadership



More than medicine. Life.

Abbreviations Used During this Presentation
TJC = The Joint Commission
AHA/ASA = American Heart Association; American 
Stroke Association
GWTG = Get with the Guidelines
EMS = Emergency Medical Services
ED = Emergency Department
ICU = Intensive Care Unit
TIA = Transient Ischemic Attack
Dc = Discharge
rt-PA or Alteplase = thrombolytic therapy “clot busting 
medication”
CT/CTA  = Computed tomography scan/computed 
tomography angiography
LVO = Large vessel occlusion
CMS = Centers for Medicare and Medicaid Services
VTE = Venous thromboembolism
LDL = low-density lipoproteins
NIHSS = National Institutes of Health Stroke Scale



More than medicine. Life.

Primary Stroke Certification through The Joint Commission 
(TJC)

• TJC Recertification survey has been postponed due to COVID 19

• 2 year certification cycle

• Initial accreditation March 9, 2018 
100% compliant with all Standards; No plans for improvement requested
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ED Stroke Alert Process
• Process changes in 2020 as a result of AHA/ASA new guidelines for ischemic stroke 

patients (December 2019)

• ED triage stroke alert process modification to improve door to stroke alert timing

• RAPID software now available which will enhance imaging to evaluate patients who 
may be candidates for endovascular treatment. This requires a transfer to a tertiary 
care center

• Door to transfer goal is 120 minutes

Stroke Program Initiatives
2019-2020
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Key Initiatives to Improve Time to Thrombolytic Therapy 
TJC expectation is to administer thrombolytics (Alteplase) within 60 minutes 50% of the 
time for all patients who meet criteria. AHA/ASA GWTG expectations were update in 2019 
with new goal of 45 minutes at least 75% of the time for all patients who meet criteria. 
KDH/ED goal is Door to Alteplase within 45 minutes of arrival.

Initiatives:
• Designated Stroke Team Lead in the ED
• Stroke Packet with documents needed for timely administration of thrombolytic therapy
• Patients go directly to CT from Triage or EMS after a brief physician evaluation
• Decreased images on CT/CTA scans
• Radiologist calls Stroke Team Lead when CT read and if a large vessel occlusion is found on CTA images
• Patient immediately evaluated by Resident/Physician upon return from CT
• 24/7 interpreter services available in the ED 
• Staff, Physician, Resident and EMS education on stroke alert process
• Follow up communication with key stakeholders after thrombolytic therapy
• RECENT ACTION ITEM: Dotphrase was developed for the ED physicians with prompts to document reasons for delay 

in alteplase or why alteplase was not given if last known well (LKW) time was <4.5 hours
• RECENT ACTION ITEM: Stroke Team Lead (STL) Orientation packet developed and implemented



More than medicine. Life.

2020 ED Stroke Alert Dashboard
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2020 ED Stroke Alert Dashboard
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2020 ED Stroke Alert Dashboard
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Stroke Program Initiatives
2019-2020

ED Transfer Process on Ischemic/Hemorrhagic Stroke Patients
January 2019: TJC added new metrics on door to transfer times. Door to transfer goal <120 minutes.

Hemorrhage
IV Alteplase and Transfer “drip and ship”
Large Vessel Occlusion and Endovascular Eligible 
Large Vessel Occlusion and Not Endovascular Eligible 
No Large Vessel Occlusion and Not Endovascular Eligible 

Transfer Task Force has been established and includes all key stakeholders; Skylife, EMS, ED and Case 
Management
RECENT ACTION ITEM:  Ischemic/hemorrhagic stroke transfer guidelines established
RECENT ACTION ITEM: Transfer agreements signed with San Jose RMC and USC/Keck
RECENT ACTION ITEM: Education to physicians and staff regarding transfer goal time of <120 minutes
RECENT ACTION ITEM: RAPID software now available which will enhance imaging to evaluate if patients are 
candidates for endovascular treatment.
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ED Transfer Process on Ischemic/Hemorrhagic Stroke Patients
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ED Transfer Process on Ischemic/Hemorrhagic Stroke Patients
2019/2020 Transfer from ED to Another Acute Care Facility Dashboard
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ED Transfer Process on Ischemic/Hemorrhagic Stroke Patients
2019/2020 Transfer from ED to Another Acute Care Facility Dashboard
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ED Transfer Process on Ischemic/Hemorrhagic Stroke Patients
2019/2020 Transfer from ED to Another Acute Care Facility Dashboard
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2019-2020 Stroke Program Dashboard
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Vital Sign and Neuro check monitoring after Alteplase

Vital signs and neuro checks are to be completed after the initiation of Alteplase: q 15 minutes x2 hours, q30 minutes x6 hours, then q 1 
hour x16 hours. The expectation is that we are 90% compliant with this metric. Working closely with ED and ICU leadership the last 
several months on various actions needed for improvement in this area. A task force had met in March 2020 to address the issues, as 
noted in the chart above we have been 100% compliant since the action items were implemented.
Action plans:
• Bedside handoff communication between the ED and ICU RN
• Key staff member education with staff member involved in missing elements
• RECENT ACTION ITEM: Current annual computer based learning (CBL) competencies for ICU, CVICU and ED will be updated to include 

post alteplase monitoring, flowsheet review and the importance of compliance 
• RECENT ACTION ITEM: Provide education to ICU, CVICU and ED staff on face-to-face hand-off and review of the post alteplase form 
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Stroke Program
Performance Improvement Initiatives

Fiscal Year 2021

Door to Alteplase <60 minutes.
Continue this metric since it is a TJC and GWTG measure.  KDH goal is now <45 minutes. 

Nutritional Support s/p Failed Swallow Evaluation
Continue this measure; we want to ensure that timely nutritional support continues and monitoring for compliance is needed.

Follow-Up Calls/Perception of Care
Continue TJC requirement that we monitor perception of care. 

Dysphagia screening process
Continue to monitor/track.

TIA work-up/admission
New measure. The goal of this project is to reduce TIA length of stay by using a visible LOS time tracker for physicians which may 
improve the length of stay, this would be similar to how the ED tracks their patients. 
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Stroke Program
Performance Improvement Initiatives 

Fiscal Year 2021

Patient Education
New measure. This project was initiated by our GME TY resident during the previous year and will be 
continued for the upcoming year. Goal is to improve patient education metric in GWTG and improve 30 day 
readmission and mortality rates by physician engagement in stroke education, primarily in lifestyle 
modification. 

Transfer Process
New measure. Goal is to reduce door to transfer time to <120 minutes. Task Force has been established to 
address issue. 

Admission guideline criteria
New measure. KDH has historically had admission guidelines but a task force has recently reconvened to 
review admission guidelines.
New guidelines developed and implemented in May 2020.



Kaweah Delta 
Primary Stroke Certification through The Joint Commission (TJC)



 
Unit/Department: Rehabilitation Services  Pro Staff Report Date: November 2020 
          
 
Measure Objective/Goal: 

Acute rehabilitation program evaluation, including patient satisfaction, clinical quality 
including functional outcomes and referral review 

Date range of data evaluated:     Rehab quarterly report, 1st and 2nd quarters of 2020 
 
Analysis of all measures/data:  (Include key findings, improvements, opportunities) 

Patient satisfaction: Mean score for the overall assessment of care was 96 in the first quarter 
of 2020, placing the program in the 99th percentile. That score dropped in the second quarter 
to 84, with the onset of the COVID pandemic having a significant impact on overall 
satisfaction, with decreased family contact with the patient and the program. 

 
 
 
Outcomes: 85% of patients returned to community in the most recent quarter (2nd quarter 
2020), above national average of 80. Skilled Nursing Facility discharges were 5% compared 
to national average of 10%. Acute care discharges were 10%, same as the national average.  

 
 
 

 
 

 

 

 

 



 
 
 
Transfer of Care Analysis 

 
 
 
 
 

 Total transfers to acute were 4 for the 1st quarter. No trends noted or common diagnoses. 
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