
VALOR HEALTH 
PERFORMANCE IMPROVEMENT & COMPLIANCE COMMITTEE MINUTES 

FEBRUARY 12, 2019 AT 7:00 AM 
EXECUTIVE BOARD ROOM 

I. CALL TO ORDER

The Valor Health Performance Improvement and Compliance Committee meeting was
called to order at 7:01 a.m. by Dave Shaw.

Member Attendance: Dave Shaw-Committee Chair; Mark Maxfield-Board Member; Dr.
Trevor Tredennick; Brad Turpen-CEO; Jacki Weideman-CNO; Dr. Bill Vetter; Sarah
Phipps-Quality; Mike Jeppson-Compliance; Jared Burch-Informatics; Roger Folwell-
Facilities Manager; Cory Minton-Quality

Staff/Guest Attendance: Cherise Workman-Exec. Assistant; David Allen-CRNA; Steve
Barnes-ED Manager

Absent: Mike Groessinger-RX

II. STANDING AGENDA
A. Consent Agenda

1. Approval of minutes
• PICC 1.8.2019

Motion: Dave Shaw moved to approve the consent agenda. Mike Jeppson 
seconded the motion. The motion passed unanimously.  

B. Reference Materials
- Dave Shaw
1. Sub-Committee Minutes Reviewed, no discussion.

• OB Committee Meeting Minutes
• Safety Committee Meeting Minutes

2. Infection Prevention Annual Evaluation 2018
• No discussion.

C. Patient Story
- Jared Burch
Becky Barnes had shared a story about a community member that had heard bad
rumors about the hospital for 37 years and she never came for services. She was
being treated for something, over the hill, and had an emergency where she had to
come to Valor Health to be treated. She had a great experience and is being treated
for something else through our facilities. She is now an advocate for Valor Health

D. Annual Department Review
- Steve Barnes

Quality metrics for Surgical Services was reviewed.
• Overall surgery has done well, especially with surgical site inspections.
• We had 0 total joint infections since Dr. Hines started working at Valor.
• We have not had any wrong site surgeries.
• H&Ps goal is 100 percent and overall we hit 99 percent. Some of those

were related to people not doing them and some were Cerner application.
The biggest issue is to make sure H&Ps are done within 7 days.

• Readmissions after surgery, we had one in 2018.
• IUSS is related to steam sterilization and if those numbers are up it means

we need more instruments. We have made some changes to how we



schedule procedures to make sure we have the materials available.  
• IV antibiotics one-hour prior is a measure used for surgery. We must have 

any antibiotics prescribed, in the patient one hour before surgery to prevent 
infection. Not all patients require antibiotics.   

• Quality measure 7 of extended period of time is not defined by DNV/CMS.  
Our target time is less than 120 minutes. We had 19 cases of extended 
stays in PACU. We have started calling patients 48 hours in advance to 
make sure everything is in place. We are lacking in education to the patients 
and we would like to see, in the near future, a robust pre-op program. This 
would allow the patient to come in with a loved one and go over all the pre-
op information. Steve Barnes believes this education will reduce surgery 
anxiety and extended stays after surgery.  
o Dave Shaw asked what it would take to put that type of program in 

place. Steve noted that we have the space that we could share with 
other areas and we have the staff for the program. We should be able to 
capture 100% of surgeries in pre-op. Need a room, education in place 
from a few people, 90% of what we need we have right now.  

• Reviewed new measures for 2019. Added PAT evals to track.  
• Sarah noted that the quality metrics are phenomenal. Great job to surgical 

services.   
- Dave Allen 
Quality metrics for Anesthesia was reviewed.  

• Intra-operative normothermia - If we can keep a patient in normal stage the 
risk of infection is low. We are doing very well in this area.  

• Our nurses are open about telling patients that they will have some pain 
after surgery. We want to avoid post-operative nausea and vomiting 
(PONV).  The national average is about 30 percent. We look at a sample 
size of 5 patients per month per provider. Our averages are good. We have 
had 1 out of 15 and we still want to improve this. Would like to see zero 
patients with PONV.  

• Adverse anesthesia events - We want this measure at zero. We have done 
very well, and we want that to continue. Any cardiac event qualifies or any 
event that would keep a patient from their normal recovery.  

• In 2018 we had some staffing changes, so we are missing data for several 
months but ended the last quarter of 2018 with strong data. In 2019 we will 
have data for all months.  

• Sarah Phipps noted we will continue to maintain these quality metrics since 
they are so closely related to patient care. Dave Allen noted these are the 
main areas to focus on to ensure the patient experience is really good.  

• Dr. Vetter asked if there are any Press Ganey questions that deal with 
anesthesia and the patient experience. No specific questions directly related 
to anesthesia. Steve Barnes noted the main questions are related to patient 
expectations and we do patient screening by phone for some cases.  
   

E. Patient Experience Data       
- Sarah Phipps  
1. Patient Experience Results for Valor Health 

• Bullseye data reviewed – Press Ganey is not able to create a rolling 
bullseye for quarterly data. There are changes coming to Press Ganey so 
this may be possible in the future.  

• Ambulatory Surgery is at 74 percent. Our internal target is 85 percent.  
• Emergency Department is at 75 percent. 
• Ambulatory Surgery for November to January, Overall at 82.5 percent, 

Nursing 88.9 percent, and Physicians 77.8 percent.  
• Sarah shared comments from the quarter in review and asked for any 

questions or feedback. The committee believes it is valuable to review the 



comments and it gives us a better understanding of where the patients are 
coming from.   

• Steve Barnes noted the comments are reviewed in the internal meetings 
and we will be pulling individual data for physicians.  

• Sarah would love to develop automated reports specific to each provider 
that they would receive each month for review. Administration believes that 
would be a great idea.  

• Emergency Department data shows that regionally we are doing pretty well. 
Nurses 92.3 percent, Arrival 88.5 percent, Physicians 84 percent, and 
Overall 73.1 percent. 

• Radiology and laboratory questions are rolled into surveys as related to the 
patient visits.  

• Sarah noted there is language in the survey that asks patients if they’d like 
to be contacted and give feedback.  

• Inpatient is kind of amazing. We are doing very well in many areas. Nurses 
95.8 percent and Overall 100 percent  

• Dr. Tredennick suggested that we remind and train staff to tell patients, if 
they have a great experience, to share their feedback and tell others about 
it. Brad Turpen noted that we are working on how to capture patient 
feedback and get video testimonies. Mike Jeppson stated that we will need 
to get media releases and he will connect with Staci Carr to make sure she 
has what she needs.  

• There was a concerning comment noted. Steve Barnes explained what 
happened. Brad is concerned about the communication that led to the 
patient reporting it on the survey. Mike J. noted that this may go back to 
education to the patient, as they do not understand the standard protocol. 
Sarah recommended that Steve file a PI to make sure that this concern has 
been properly addressed.  

• Medical Practice shows we are consistent with the region. We would like to 
see improvements, but we are not to far off from a regional standpoint.  

• Specialty Clinic shows some areas where we are better that others and 
some areas we need to improve.  

• Survey comments were reviewed. Sarah noted she shares comments and 
survey results with the appropriate managers under the priority index. Dr. 
Tredennick believes it is very enlightening to see what patients say about 
you and believes that providers will review this feedback thoroughly.  

• Press Ganey has received a lot of feedback that the survey is too long. We 
are rolling out a targeted survey in April that is not as long.  

• Sarah will include survey comments, for the committee’s review, on a 
quarterly basis. Sarah continues to review comments monthly.  

2. Press Ganey Updates 
• Target Surveys  
• Customized Questions  

3. Discussion 
• No additional discussion. 

 
F. Quality and Performance Improvement     

- Sarah Phipps & Jared Burch 
1. Quality Dashboard 

• The EKG time for December was 16 min. We did have an outlier.  
• Time from ED arrival to departure was 123 minutes.  
• We had two hospital readmissions in December. Those will go to Utilization 

Review committee for further review.  
• Percent of D/C summaries completed within 5 days. We have seen 

improvement up to 91% but we would like to be at 100%.  



• For ED door to medical provider time is at 15 min for December. Jared 
noted that usually the time increases are during our peak hours of 6-9 p.m. 

• Left without being seen numbers in October were at eight. Some of those 
could be thrown out due to the registration process noting a bad encounter, 
which means those patients did not check-in. Dr. Tredennick noted that only 
three of the eight were on the same day. He was surprised and all the other 
five were scattered through the month. The three that were on the same day 
were close together on the same day. He doesn’t see a concern as it was 
only one day out of the year in a bad month.  

• Surgical site infections were discussed and how we are tracking. Sarah will 
check with Beth Sutton and Steve Barnes on how they track infections. Brad 
Turpen asked what qualifies as a surgical site inspection. Sarah will send an 
email with information she receives.  

• Dr. Tredennick brought up the D/C summaries completed within 5 days in 
the Medical Staff meeting. The general consensus was to have the medical 
staff president directly discuss the situation with the provider. In general, the 
medical staff did not want to have an ultimatum on loosing privileges. Nicole 
and Andrea have worked up a plan to address these issues as they come 
up.  

2. Department Quality Metrics Analysis 
3. Complaints and Grievances  
4. Performance Improvement Notifications  
5. Internal Audits & Corrective Action Plans (CAPs) 

• Medical Inpatient, Swing Bed, and OB Audit Report & CAPs 
o Reviewed OB audit report.  
o Roger Folwell noted that we received a Non-Conformity check for this 

issue a few years back. He believes the crash cart issue is a concern. 
Mike Jeppson noted that the weekends are the higher areas of concern 
and believes we have a plan in place prevent further issues.  

• Internal Audit CAP Tracker 
o Dave requested the report have a label.  

6. Quality and Performance Improvement Projects 
• Customer Service & Service Recovery   

o We have a great program ready. Before it is rolled out we want to make 
sure we have a great foundation in Key Words and AIDET.  

o Another plan in 2019 is to develop a standardization of how we are 
going to interact and communicate with our patients.  

• Flex Grant Cohort: Quality Improvement related to Evidence-Based Practice    
o We continue to work on this grant with Weiser. We have some dates to 

work on training and we had a great first meeting on-site.  
 

G. Risk and Compliance       
- Mike Jeppson 
1. Risk 

• General Update – The HIPAA group is meeting and reviewing the HIPAA 
One concerns. Mitch, Andrea, Jared and Mike J. meet monthly. We have 
some logs we are working on for any HIPAA events we have.  

2. Compliance 
• General Update – One thing we need to look at in depth is updating the 

compliance procedure. 
• Most of the managers and support staff have had training on the document 

updates, and new policy and procedure process.  
• DNV Corrective Action Plan Tracker 

o Most of our CAPS are completed. There are a few that are in process. 
Mike J. is following up with those individuals to see where we are at and 
get an update.  



• Contracts are the next big project for compliance.  
 Mike J. would like to bring an updated policy and procedure, and BAA to 

the next PICC meeting.  
 Contracts to be reviewed next are DNV systems management 

certification, that will need to be reviewed in 4 months.  
 Rolled out a HIPAA education video and quiz. As of yesterday, 53 

employees have completed the HIPAA quiz. The requirement was to 
have all employees complete the training in 30 days. The deadline is 
March 3rd.  

• 2018-2019 Compliance Review Form was reviewed. This will be presented 
to the Board at the end of the month.  

• Mike J. noted that last week, starting on Wednesday, he reviewed tasks in 
MCN and had 233 to complete. With the help of Beth Sutton, he reduced 
that number to two by Friday.  

• Going forward all documents will be required to be in the new policy and 
procedure format.  

3. Document Management 
• General Update 
• Compliance Management Plan 

o Changed the formatting, under the plan and added the seven elements 
of an effective compliance program. This is developed by the OIG and 
HCCA. We will be looking at the seven elements and measuring certain 
areas under those elements to see what we can improve on. Definitions 
were also added.  

o Jacki Weideman noted that she has reviewed the document and has no 
concerns. Dave Shaw believes it needs some work with terminology to 
make it consistent with all our updates. Dave S. will send Mike J. his 
feedback.  

4. Contract Management 
• General Update – none. 

  
H. Administration   

- Executive Leadership 
1. General Update  

• Brad Turpen attended the AHA rural health leaders conference in Arizona 
last week.  
o There were a lot of success stories of organizations. They all showed 

two to three slides on the structure of the organization from a leadership 
standpoint. This showed how well groups worked together and the 
transparency of information through the organizations.  

o There was another presentation specifically around information similar 
to what we do with our dashboard. He reached out to the presenter to 
schedule a call with her, Jacki Weideman and Sarah Phipps to review 
the data with that organization. The most impressive thing was how they 
got people involved and managed the change.  

• Jacki noted Corey Minton is in a new job share roll with Sarah as a co-
manager in quality.  

2. Patient and Family Advisory Council (PFAC) 
• PFAC continues to meet monthly. Last time we met we developed a four to 

five piece action plan to have the Advisors engage with Valor Health and 
decide how they can become advocates for us in the community. 

• The next step is to evaluate how things are going and to get their feedback.  
 

  



Chairman Lead Discussion      
- Dave Shaw 
3. PICC Charter 

• Dave Shaw noted a typo in the last full line under committee. He also noted 
that we don’t talk about credentialing, data on providers, or situations where 
there were notes in regards to quality for the providers. PICC would review 
to support or assist as needed and to give feedback to the Board.  

• PICC will also support Medical Staff and the Board through the credentialing 
process of providers as needed.  
 
Motion: Sarah Phipps moved to approve the PICC Charter with removal of 
the extra comma and adding a comment about credentialing. The motion 
was seconded by Brad. The motion passed unanimously.  

 
4. PICC Goals 2019 

• Sarah Phipps noted she received feedback and reviewed the goals with 
Dave Shaw. Dave noted we are becoming more proactive rather than 
reactive. Dave asked the committee to select an area as an organization to 
move the needle, identify how to proceed, and by February next year review 
our progress. Brad Turpen likes that idea and suggests that the measure 
chosen support our strategic goals. Brad believes these are the right focus 
areas and asked what would be the measure of success.  

• Corey Minton noted she is hearing the push to get the community involved 
and change the perspective. The social media aspect might be something to 
look at if we can track how much engagement we are seeing.  

5. PICC Meeting: April 2019  
• Sarah Phipps noted in April on the second Tuesday we have several 

meetings and conferences that conflict with PICC. Brad noted that it is also 
a five Tuesday month so Finance would be moved one week out and we 
would be able to have this meeting on the 16th of that month instead of the 
9th. The PICC agrees with the date change in April to the 16th.  

• Dave Shaw noted in June he has a conflict with the PICC meeting dates.  
Mark Maxfield also has a conflict in June as well. The PICC will review the 
June date in May.   

6. Data Analysis Discussion 
• Sarah Phipps will email out new quality dashboard for review in March.  

7. Items to be reported to the Board  
• Dashboard 
• PICC Charter for action item.  
• Quarterly Report from Risk and Compliance 
 

I. Open Items        
- Dave Shaw 
1. Open Items from Previous PICC Meetings 

• Med Staff Follow-Up Regarding Discharge Summaries – Dr. Tredennick  
i. This was discussed at Med Staff. A plan has been 

developed between Andrea Barrows and Nicole Bradshaw 
for follow up and monitoring.   

• Press Ganey Updated Provider Survey List (Dr. Giles) – Sarah Phipps  
i. This has been completed and Dr. Giles has fully been 

integrated into Press Ganey.  
• Quality Management Plan to the Board for Review – Sarah Phipps 

i. Completed last month. 
• 2019 Metric Benchmark Consistency – Sarah Phipps      

i. This has been completed with the exception of 2 
departments. The only measures that may not be 



consistent with internal benchmarking numbering is when 
it is data reported externally since we have to follow the 
requirements of those programs through the state or 
federal programs. For anything internal data we have 
established consistency.  

• Roger will present the Environment of Care at the March PICC meeting.   
• Sarah and Jared will follow-up on infection for discrepancy with Beth 

Sutton and Steve Barnes. 
2. Jacki Weideman noted we are tightening up our policy with narcotic 

discrepancies in pharmacy, this will include drug screens and possible 
suspensions if we do not have follow-up in a timely manner. This is to help 
staff understand the seriousness of narcotic discrepancies. We need 
documentation on how meds were used or disposed of.  

3. Brad Turpen reviewed the DNV tracker and noted the Utilization Review 
Committee does not seem to have the same structure as some of the other 
committees. Mike J. noted that DNV had it as a NC. The UR committee 
has since been formed and Kami McGann is the lead. They have not 
formalized the plan yet but the committee will likely report up to PICC. 
Sarah Phipps noted that traditionally it has always gone through PICC, 
however UR committee only meets quarterly. Dr. Tredennick noted that the 
meeting was primarily to discuss reimbursement, and not making 
documentation mistakes.  

 
J. Pharmacy Review       

- Mike Groessinger 
- Items may be discussed in Executive Session Pursuant to Idaho Code §74-

206(1)(d) 
1. Medication Errors & Near Misses Monthly Report 

  
III. OTHER BUSINESS       

A. Executive Session 
Sarah Phipps moved to enter executive session pursuant to Idaho Code §74-
206(1)(d) – Records Exempt from Public Disclosure.  
 
Roll Call 
Dave Shaw   Yes 
Mark Maxfield  Yes 
Dr. Trevor Tredennick  Yes  
Dr. Trent Giles  Yes  
Dr. William Vetter   Not Present 
Brad Turpen  Yes 
Jacki Weideman  Yes 
Sarah Phipps  Yes 
Mike Groessinger  Yes 
Mike Jeppson  Yes 
Jared Burch  Not Present 
Roger Folwell  Yes 
Corey Minton  Yes 
 
Executive Session began at 8:57 a.m. 
 
Executive Session ended at 9:10 a.m. 

 
IV. ADJOURNMENT 
 

Being no further business the meeting was adjourned at 9:11 a.m. 
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