
  

              

October 8, 2020      

 

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, October 15, 2020, in the Kaweah Delta Lifestyle Center, 
Conference Room A, 5105 W. Cypress Avenue, or via GoTo Meeting form 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, October 15, 2020, 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 October 15, 2020, 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, Secretary/Treasurer 

 
Cindy Moccio 
Board Clerk, Executive Assistant to CEO 

 
DISTRIBUTION: 
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KAWEAH DELTA HEALTH CARE DISTRICT BOARD OF DIRECTORS 
QUALITY COUNCIL  

Thursday, October 15th, 2020   

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; Herb Hawkins – Committee Chair, David Francis; 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, Director of Quality 
and Patient Safety; Ben Cripps, Chief Compliance Officer, and Michelle Adams, 
Recording. 

 

OPEN MEETING – 7:00AM 

1. Call to order – Herb Hawkins, 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 – Herb Hawkins, Committee Chair  
 

CLOSED MEETING – 7:01AM 

1. Call to order – Herb Hawkins, 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 
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4. Adjourn Closed Meeting – Herb Hawkins, Committee Chair   

OPEN MEETING – 8:00AM 

1. Call to order – Herb Hawkins, 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. Rapid Response Team Quality Report 
3.2. Stroke Program Quality Report 
3.3. Mental Health Quality Report 
3.4. Hospice Quality Report 
3.5. Home Health Services Quality Report 
3.6. Sepsis Quality Focus Team Update 
3.7. COVID-19 Clinical Quality Outcomes Monthly Update 

 
4. Follow Up From Previous Meetings – Anu Banerjee, PhD, VP & Chief Quality Officer; Tom 

Gray, MD, Quality and Patient Safety Medical Director; Sandy Volchko, RN, DNP, Director 
of Quality and Patient Safety 

4.1 Handoff Quality Focus Team 
4.2 Bathing for central line and urinary catheter patients 
4.3 Health Information Management Documentation H&P 
 

5. Catheter Associated Urinary Tract Infection (CAUTI) Quality Focus Team Report– Report 
on CAUTI rates and quality improvement actions aimed at reducing these healthcare 
acquired infections. Kari Knudsen, MPA, BSN, RN NE-BC, Director of Post-Surgical Care 
 

6. Update: Proposed Clinical Quality Goals - A review of current performance and actions 
focused on the FY 2020 clinical quality goals.  Sandy Volchko, RN, DNP, Director of Quality 
and Patient Safety 

7. Adjourn Closed Meeting – Herb Hawkins, 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. 









































Code Blue 
and 

Rapid 
Response 

System

September 2020



Code Blue Data



Jan‐20 Feb‐20 Mar‐20 April‐20 May‐20 June‐20 Jul‐20 Aug‐20
RRT Rate per 1000 discharges 86 77 81 120 98 109 106 93
Code Blue Rate per 1000 discharges 3.4 3.5 4.5 3.0 5.3 5.5 9.8 6.7
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2014 2015 2016 2017 2018 2019 2020
Asystole and PEA 87% 78% 94% 79% 89% 80% 73%
V Fib and  V Tac 13% 22% 6% 21% 11% 20% 27%
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Med Surg‐ Code Type 



2014 2015 2016 2017 2018 2019 2020
Asystole and PEA: Survived to Hospital

Discharge 9% 25% 20% 15% 32% 24% 29%

Vfib and Vtac: Survived to Hospital
Discharge 60% 56% 67% 44% 29% 42% 53%
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Count of Critical Care Code Blues

June 2020 July 2020 August 2020

CVICU and ICU 5 18 12
ICU 3 12 8

CVICU 2 6 4
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TeamSTEPPS Data

Q1 
2020

Q2 
2020 July August Total 

2020
Total 
2019

No. of Cardiac Arrests 41 36 32 23 132 135

Code blues COVID Positive ‐ 8 14 10 32 0

Deaths from Cardiac Arrests 21 25 13 11 70 46

No. of days in ICU post arrest 304
n=20

85
n=11

101
n=19

31
n= 12

521
n=62

‐

No. of days in Hospital post arrest 533
n=20

198
n=11

189
n=19

40
n= 12

960
n=62

657

Overall Hospital Mortality Rate per 1000 
patients 2.838 3.165 3.783 3.604 ‐ 2.197



Rapid Response System Data





Alert Location Q 1 2020 Q 2 2019 Jul‐19 Aug‐19 Totals
KDMC 3W 72 60 25 23 180
KDMC 4S 46 51 18 11 126
KDMC 4N 30 44 17 13 104
KDMC 2S 30 41 16 10 97
KDMC 3N 34 38 11 13 96
KDMC 3S 36 35 13 11 95
KDMC 2N 39 28 9 13 89
KDMC 5T ‐ 24 19 25 68
KDMC 14 21 18 10 11 60
KDMC 1E 16 10 3 5 34
KDMC CV 12 6 4 3 25
KDMC IC 7 10 2 0 19
KDMC BP 2 4 3 1 10
KDMC Pediatric Adult  ‐ ‐ 2 0 2
RRT Tracked Total 273 369 152 139 1005
Labor Triage/ Mother Baby 5 5 0 5 15
KDMC CVOR/Cath lab 7 0 0 1 8
Surgery (Pre/Post op) 3 4 0 1 8
KDMC Pediatric 1 1 2 0 4
KDMC 2E 0 0 2 2 4
KDMC ED 2 0 0 1 3
Endoscopy 0 0 0 0 0
KDMC CT/radiology 0 0 0 0 0
RRT Not Tracked Total 18 10 4 10 42





Jun‐20 Jul‐20 Aug‐20
Total Number of Multiple

RRT's 13% 16% 17%

2 RRT's 10% 13% 12%
3  or more RRT's 4% 4% 4%
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Jun‐20 Jul‐20 Aug‐20
(%) Transferred to ICU/CVICU 22% 26% 15%
(%) Transferred to ICCU 19% 22% 24%
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Jun‐20 Jul‐20 Aug‐20
RRT within 24 hr admit from ED 25 25 24
RRT within 24 hours of admit

transferred to (ICU/ICCU) 10 13 12

RRT within 24 hours of admit
from ED: Stayed in Room 15 13 12
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RRTs Admitted from ED within 24 hours
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July 2020

N= 36 17% 22% 22% 39%
August 2020

N= 36 14% 17% 19% 50%



RRTs on 3w June July  August

Total Number of RRTs on 3w 18 25 12

RRTs on 3w transferred to critical care 4 14 3

Multiple RRTs on 3w
(last RRT in 3w) 4 6 8

Multiple RRTs 
Transferred to critical care  2 3 3

Multiple RRTs
Stayed in room 2 2 5

Multiple RRTs
Change in resuscitation status 1 1 0



RRTs on 3w within 12 hours after admission from 
ED June July  August

RRTs on 3w within 12 hours after admission from ED 2 3 1

Transferred to critical care 0 3 0

Stayed in room 2 0 1
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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:  August 18, 2020 
 
Measures Analyzed: 
 

1. Code Blue Rates/1000 discharges (Slide 3 & 9) 
2. RRT Rates/1000 discharges (Slide 3 & 11) 
3. Code Blue Classifications of Med Surg and ICCU (Slide 4) 
4. Code Blue and RRT by unit location (Slide 5 & 12) 
5. Code Blue Classification of Vfib/Vtac to PEA/Asystole; survival to discharge (Slide 6 & 7) 
6. Critical Care Code Blue Rates (Slide 8 & 9) 
7. Patients with Multiple RRTs (Slide 13)  
8. RRT Mortality (Slide 14)  
9. RRT Disposition (Slide 15) 
10. RRT within 24 hours of admission from the ED (Slide 16 & 17) 
11. RRT within 4 hours, 8 hours, and 12 hours of admission from the ED (Slide 18) 
12. RRTs on 3w (Slide 19 & 20) 
13. Narcan Administration during RRTs (Slide 21) 

 
Date range of data evaluated: 
January 2019 to December 2019 
 
Analysis of all measures/data: (See Attachment) 

 Med Surg/ ICCU: 2020 Q 2 code blues have resulted in an increased incidence of 4.7/1000 
discharges; this is an increase from Q 1 2020 of 2.6/1000 discharges. 

o 25% of Med Surg/ICCU Code blues had a diagnosis of COVID-19 
 Med Surg: There is an equal amount of code blues in Med Surg compared to ICCU for Q 1 and Q2 

2020.  
 ICU/CVICU: Q 1 2020 code blues are increased at 4.5/1000 discharges. Q2 2020 code blues are 

increased at 5.3/1000 discharges 
 RRTs per 1000 Patient Discharge Days: Total RRT cases for 2020 average 95/1000 discharges. 

This is an increase in RRT cases from year 2018 with an average of 78/1000 discharges. 
 Multiple RRT Mortality: Q 1 2020 mortality for multiple RRTs cases has increased to 33%. Q 2 

2020 mortality for multiple RRTs cases has increased to 49%.  
 RRTs within 24 hours of Admit from ED: There was a decrease in Q 1 and Q 2 RRTs within 24 

hours of Admit from ED.  
 The committee was interested in monitoring RRT cases on 3w for 2020.  

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

o Trends were not identified at this time. 
 



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. 

 

Next Steps/Recommendations/Outcomes: 
1. The medical director role has been filled by Dr. Tang 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 continues to evaluate the cause for an increase in the number of code blues and 

RRTs for 2020.  
3. 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 

 
Submitted by Name:         Date Submitted: 
Dr. Tang               8//18/2020 
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



More than medicine. Life.

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



More than medicine. Life.

Key Initiatives to Improve Time to Thrombolytic Therapy 

TJC and AHA/ASA’s  expectation is to administer thrombolytics (Alteplase) within 60 
minutes 50% 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.

2019-2020 ED Stroke Alert Dashboard



More than medicine. Life.

2019-2020 ED Stroke Alert Dashboard

Per ED Stroke Alert process; stroke alerts should be called within 5 minutes of EMS arrival and within 10 minutes if arriving through 
triage. Door to stroke alert times have improved over the last several months as a result of key initiatives made in the ED:
•Educational sessions with local EMS agencies on stroke assessments and KDH’s stroke alert process. 
•Collaboration between the ED and EMS personnel on alerts called prior to arrival.
•The majority of stroke alerts brought in through EMS are called “prior to arrival” which explains to 0 minutes from door to alert for 
EMS



More than medicine. Life.

2019-2020 ED Stroke Alert Dashboard

CMS and TJC expectation is that the CT will be performed by 20 minutes and read by 45 minutes of arrival. 
KDH's new CT read time goal has been set as 30 minutes. Starting 2019; tracking of CT start times will be 
included in this measurement. start time is define by the first CT images in Synapse. 



More than medicine. Life.

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.



More than medicine. Life.

ED Transfer Process on Ischemic/Hemorrhagic Stroke Patients



More than medicine. Life.

ED Transfer Process on Ischemic/Hemorrhagic Stroke Patients
2019/2020 Transfer from ED to Another Acute Care Facility Dashboard



More than medicine. Life.

ED Transfer Process on Ischemic/Hemorrhagic Stroke Patients
2019/2020 Transfer from ED to Another Acute Care Facility Dashboard



More than medicine. Life.

ED Transfer Process on Ischemic/Hemorrhagic Stroke Patients
2019/2020 Transfer from ED to Another Acute Care Facility Dashboard



More than medicine. Life.

2019-2020 Stroke Program Dashboard



More than medicine. Life.

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 



More than medicine. Life.

Stroke Program
Performance Improvement Initiatives

Fiscal Year 2020

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. 



More than medicine. Life.

Stroke Program
Performance Improvement Initiatives 

Fiscal Year 2020

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)



Melissa Quinonez, MSN, RN-BC, PHN, Jaynell Tipton, BSN, RN, Julie Peddicord, RN-BC

Slade, S. C., Carey, D. L., Hill, A. M., & Morris, M. E. 

(2017). Effects of falls prevention interventions on falls 

outcomes for hospitalised adults: protocol for a 

systematic review with meta-analysis. BMJ open, 7(11), 

e017864. https://doi.org/10.1136/bmjopen-2017-017864

Edmonson D., Robinson S., Hughes L.(2011). 

Development of the Edmonson Psychiatric Fall Risk 

Assessment Tool. J Psychosoc Nurs Ment Health 

Serv. 49(2) 29-36. doi: 10.3928/02793695-20101202-

03 [link]

In total, Mental Health falls have gone down 
26% since 2016.

Factoring in the suspected intentional falls, 
Mental Health falls have gone down 37% since 
2016

NDNQI Falls Data for 3Q 2019 is below the 
benchmark for Total Patient falls per 1000 
patient days (Target 2.55/ actual 1.62) and 
Injury Falls per  1000 patient days (Target 
0.67/actual 0.46)

Continue data analysis for 2020 falls.  We are looking at 

each fall for trends in the areas of age/sex/time of day/day 

of week/activity level/location/environmental factors/injury 

levels/cognition/medical status/medications/substance 

abuse and risk factors that were present at the time of the 

falls. 

Clinical Educator will be highlighting falls as one of our 

monthly education topics for 2020.

Conduct further research regarding intentional falls in the 

Mental Health Setting.

We have implemented a debrief form for staff to complete 

post fall which will continue to be utilized. 

We are reviewing our process for administering 

PRN/emergency medications and are working on a scale 

similar to the pain scale to assist nursing staff in assessing 

which meds to give to patients for their symptoms/level of 

agitation. 

Falls in hospitals in general are 
associated with serious injuries and 
increased length of stay.  
There are numerous factors that 
contribute to falls in the inpatient 
Mental Health setting  including 
medications, mental status , and co-
morbid health conditions.  

Triggered by an increase in the number 
of patient falls in this setting beginning 
in 2016, nursing leaders challenged 
direct care staff of a 48-bed acute mental 
health hospital to examine existing 
practices to determine methods  to 
decrease fall rates. 

• Patient Falls per 1000 patient days

• Injury Falls per 1000 patient days

• Suspected Intentional Falls vs. Actual 
Falls

Fall Prevention Task Force (nursing, psychiatrist, 
resident & pharmacist)
• Began data collection in July 2017 to record fall 

circumstances and identify trends. Reports to 
CUSP team 

• Pharmacist began to review falls to identify 
medication changes, drug half-life and other 
considerations when medication was believed to 
be a possible contributing factor

Falls University
• Re-joined Falls University with the medical center 

(formally conducted separately at Fall Prevention 
Task Force)

Monthly Meetings
• Falls reviewed/discussed monthly at staff 

meetings, Mental Health Minutes, UBC and CUSP 
meetings

Pilot Outcome-Edmonson Fall Risk Assessment
• Reviewed literature searching for evidence-based 

risk assessments. We found a few different fall 
risk assessments geared toward the Mental 
Health population and selected the Edmonson Fall 
Risk Assessment.  The staff was educated on the 
use of the tool and it was piloted on the unit for 60 
days.  Assessment was discontinued due to 
greater number of false negatives, inability to 
clarify key aspects with the author and lack of 
standardized instruction/education for tool.

Consult with John Hopkins
• We learned that there is no Mental Health specific  

assessment tool, but John Hopkins QI department 
is researching.  Suggestions they provided for 
reducing fall risk in the setting included reducing 
clutter in milieu, using observers on high risk 
patients, completing orthostatic vital signs on 
patients, beds in low positions and hourly 
rounding.  These are all interventions that are 
currently in use with the exception of hourly 
rounding – we round q15 minutes.

Video Cameras
• Starting in late 2017 we began to use our video 

cameras to review falls that occurred in common 
areas.  This provides us with the ability to identify 
factors/injuries/hazards that staff may not have 
been aware of as well as identify suspected 
intentional falls. 

Room Sweeps
• We have revised our room safety checklist and 

staff  are empowered to correct findings such as 
environmental hazards in the moment and to 
report findings to the charge nurse.
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Unit/Department: Mental Health      ProStaff / QIC Report Date: 8/17/20 

 

Measure Objective/Goal: 

The Joint Commission and the National Association of Psychiatric Health Systems (NAPSH), the National 
Association of State Mental Health Program Directors (NASMHPD) and the NASMHPD Research 
Institute, Inc. (NRI) collaborated on the development of a set of core performance measures for Hospital-
Based Inpatient Psychiatric Services (HBIPS). Following successful pilot testing, hospital data collection 
for the HBIPS measures began with October 1, 2008 discharges. HBIPS measures were endorsed by 
the National Quality Forum (NQF) in May 2010. The measure maintenance process is guided by expertise 
and advice provided by the Technical Advisory Panel; measures are updated periodically. 
 

The Inpatient Psychiatric Facility Quality Reporting (IPFQR) Program was established by the 
Affordable Care Act with the intent to encourage inpatient psychiatric facilities and clinicians to improve 
the quality of inpatient care. The program was implemented on October 1, 2012 as a CMS pay-for-
reporting program 
 

FY2020 Chart-Abstracted Measures 

MEASURE 
ID 

MEASURE NAME 

ENDORSED BY 

CMS (IPFQR) 
THE JOINT 

COMMISSION 

HBIPS-1a Admission Screening   

HBIPS-2a Hours of Physical Restraint Use   

HBIPS-3a Hours of Seclusion Use   

HBIPS-5a Patients Discharged on Multiple Antipsychotic Medications 
with Appropriate Justification 

  

SMD-1 Screening for Metabolic Disorders   

SUB-2 Alcohol Use Brief Intervention Provided or Offered   

SUB-2a Alcohol Use Brief Intervention   

SUB-3 Alcohol/Other Drug Use Treatment Provided or Offered at 
Discharge 

  

SUB-3a Alcohol/Other Drug Use Disorder Treatment at Discharge   

TOB-2 Tobacco Use Treatment Provided or Offered   

TOB-2a Tobacco Use Treatment   

TOB-3 Tobacco Use Treatment Provided or Offered at Discharge   

TOB-3a Tobacco Use Treatment at Discharge    

CT-2 Care Transitions with Specified Elements Received by 
Discharged Patients 

  

CT-3 Timely Transmission of Transition Record   

 

We anticipate that CMS will establish performance benchmarks in the future, with financial penalties for 
underperformance. KD mental health leadership team partners with quality/patient safety department 
liaisons to establish internal benchmarks aligned with national standards available in the public domain. 
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Measure Objective/Goal: 

The National Database of Nursing Quality Indicators (NDNQI) was founded by the American Nurses 
Association (ANA) in 1998. Having been managed by The University of Kansas School of Nursing since 
2001, NDNQI was purchased by Press Ganey, a long-standing leader in performance measurement, in 
2014. NDNQI promotes nursing excellence through the most robust source of comparative norms in the 
industry. Nursing sensitive quality measures and indicators reflect the impact of nursing actions on 
patient outcomes.  
 

NDNQI is the largest provider of unit-level performance data to hospitals and its metrics satisfy Joint 
Commission and CMS requirements. KD mental health outcomes are compared with other adult 
inpatient psychiatric units (grouped by hospital size/number of staffed beds and teaching status) for the 
following indicators:   

 Total Falls per 1,000 Patient Days 

 Injury Falls per 1,000 Patient Days 

 Total Assault Rate per 1,000 Patient Days  

 Injury Assault Rate per 1,000 Patient Days 

 

Date Ranges of Data Evaluated:  

Jun 2019 – Jun 2020 : HBIPS-1a Q2 2018 – Q1 2020 : Fall, Assault Indicators 

Apr 2019 – Apr 2020 : HBIPS-2a, 3a, 5a; SMD-
1; SUB 2, 2a, 3, 3a; TOB-
2, 2a, 3, 3a; CT-2; CT-3 

 

Analysis of all measures/data:  (Include key findings, improvements, opportunities) 

 90% (17 of 19) of total indicators outperform the target/benchmark statistic majority of the 
reporting intervals (>50%).   

 

Improvements Since Last Reporting Period 

 Improved performance: HBIPS-1a.  Improved from 25% with outperformance of benchmark, 
to currently 42%.  If you look at the overall graph, the overall trend is upward to complete 
outperformance. Significant improvement is due to:  

 Indicator results are available to psychiatry medical staff leaders (medical director and 
program director) for review prior to monthly HBIPS multidisciplinary team meeting 

 report detail includes individual attending/resident names for each deficiency 

 Cerner adjustments made and training facilitated 

 Continued improved performance:  HBIPS-5a, SMD-1, TOB-2, TOB-3  

 Decline in hours of physical restraint (HBIPS-2a)  

 Total Fall rate remains lower than previous reporting periods 

 

Opportunities   

 TOB-2a: while KDMHH outperformed this benchmark 8 out of 12 months, this measure remains 
below the median and benchmark statistic  

 

 ASSAULTS: Overall, total assault rates remain above benchmark for past 3 quarters.  This 
includes an increase in use of seclusion by 15%.    
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 FALLS:  Out of total of eight quarters, KDMHH didn’t meet benchmark twice.  Most 
recent quarter, KDMHH did outperform benchmark and with changes made, we hope to 
continue in this direction. 

 

 FALLS WITH INJURY:  For last two documented quarters, KDMHH had 1 fall per 
quarter with injury which puts us .44 above desired benchmark. 

If improvement opportunities identified, provide action plan and expected resolution 
date: 

TOB-2a: TOB -2A is during the admission process, nursing screens for tobacco use history and 
should counsel the patient on risks therein, and ask if the patient would like to quit, would like a 
smoking cessation medication, etc. 

 

The barrier to this measure is patients who are stating they do not want to quit, end up charted 
as ñrefused counselingò, however it is more likely the patient was unable to participate in the 
assessment process due to mental illness acuity. 

 

While there is a significant barrier to improvement on this measure, KDMHH team will: 

 Remediate the education for nursing staff to ensure they are clear on what the criteria is 
for ñPractical Counselingò. 

 

ASSAULTS: Results of multidisciplinary feedback facilitated by risk management and mental 

health clinical leaders (July 2019): 

 Include ñknown history of violenceò in nursing handoff, Treatment Team meetings and 

FLASH meetings  

 Relocate video surveillance camera from gymnasium to E2 unit  

 Include security officers in daily FLASH meetings (safety huddles); security officer will 

incorporate new information in security daily pass-down report. 

 Implement documentation of known history of violence into the electronic record as an 

adjunct to the Broset screening tool (defer to organization-wide implementation of work-

place violence prevention strategy to ñflagò known violence-risk persons in Cerner) 

 Evaluate the availability of additional crisis prevention training to include techniques to 

physically contain a physically aggressive person, when verbal de-escalation is no 

longer effective (currently under review by safety specialist and MH Leadership Team). 

 Implement new training with AVADE next FY 21/22.  This is on hold due to financial 

struggles from COVID-19 global pandemic.  Until we can obtain this training, our Safety 

Specialist is conducting mental health specific CPI Training at KDMHH.  

 

FALLS INCLUDING WITH INJURY: Falls in hospitals in general are associated with serious 
injuries and increased length of stay.  There are numerous factors that contribute to falls in the 
inpatient Mental Health setting  including medications, mental status , and co-morbid health 
conditions.   
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