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BOARD OF COMMISSIONERS — WORK SESSION
TUESDAY, OCTOBER 27, 2020
6:00 PM - WHITEHEAD CONFERENCE ROOM
AGENDA
COMMISSIONERS: STAFF;
Stephen Kenny, Ph.D. Craig Marks, CEQ
Sharon Dietrich, M.D. Merry Fuller, CNO/CO0
Glenn Bestebreur David Rollins, CFO
Susan Reams Shannon Hitchcock, CCO
Keith Sattler Kevin Hardiek, CIO
Brandon Bowden Kristi Mellema, CQO
Neilan McPartland Dr. Brian Sollers, CMO
GUESTS: Kurt Broeckelmann, Architect, bcDG
Hillary Beashore, Associate/Architect
Paul Kramer, Project Director, NV5
Meg Hohnholt, Project Manager, NV5
. CALL TO ORDER
A. Pledge of Allegiance
Il. SERVICES
A. Replacement Facility Update {Attachment E,F,G,H}
1. New Hospital Visioning (Attachment D) Paul/Meg
2. Construction Method (Attachments |, 11, |-2) Paul/Meg
3. Design Update Kurt
B. 2021 Strategic Planning (Attachment A,B,C,D} Craig
M. EMPLOYEE DEVELOPMENT
A. PMH Retirement Plan {Attachment V) Craig/David
B. LEM Scorecard (Attachment Y) Craig
V. ADJOURN

October 27, 2020 Board of Commissioners Work Session Agenda
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BOARD OF COMMISSIONERS
THURSDAY, October 29,2020 REVISED*
6:00 PM, WHITEHEAD CONFERENCE ROOM

AGENDA
COMMISSIONERS: STAFF:
Stephen Kenny, Ph.D. Craig Marks, CEO
Sharon Dietrich, M.D. Merry Fuller, CNO/COO
Glenn Bestebreur David Rollins, CFO
Susan Reams Kevin Hardiek, CIO
Keith Sattler Shannon Hitchcock, CCO
Brandon Bowden Kristi Mellema, CQO
Neilan McPartland Dr. Brian Sollers, CMO

. CALLTO ORDER

A. Pledge of Allegiance
B. Certificate of Appointment/Oath of Office — Neilan McPartland

. PUBLIC COMMENT

APPROVE AGENDA
Action Requested — Agenda

. CONSENT AGENDA

Action Requested — Consent Agenda

A. Board of Commissioners Meeting Minutes for September 24, 2020 and Special Board Meeting September 29,
2020.

B. Payroll and AP Vouchers #153785 through #154514, dated 09-17-20 through 10-22-20, in the amount of
$7,060,590.30. Surplus Items Property Description: 4 Mattress Overlays; #001038 OR Table.

MEDICAL STAFF DEVELOPMENT
A. Medical Staff Report and Credentialing Dr. Sollers
1. Advancement from Provisional
Bailey Padilla, CNM - Allied Health Professional privileges in Midwifery effective October 29, 2020
through April 29, 2022.

Tyler M. Neitlich, MD - Telemedicine privileges in Diagnostic Radiology effective October 29, 2020
through April 29, 2022.

Veronica Ruvo, DO — Telemedicine privileges in Diagnostic Radiology effective October 29, 2020
through April 29, 2022.

October 29, 2020 Board of Commissioners Meeting Agenda



Jenny Siv, MD — Telemedicine privileges in Neurology effective October 29, 2020 through
April 29, 2022.

Jennifer Plymale, MD — Courtesy privileges in Pediatric Cardiology effective October 29, 2020
through April 29, 2022.

Jeremy Nicolarsen, MD — Courtesy privileges in Pediatric Cardiology effective October 29, 2020
through April 29, 2022.

2. New Appointment
Action Requested — New Appointment and Requested Clinical Privileges

Stephen Burton, MD — Provisional/Telemedicine staff with requested privileges in Neurology
effective October 29, 2020 through April 29, 2021.

Aixa Espinosa Morales, MD — Provisional/Telemedicine staff with requested privileges in Neurology
effective October 29, 2020 through April 29, 2021.

Rizwan Kalani, MD — Provisional/Telemedicine staff with requested privileges in Neurology effective
October 29, 2020 through April 29, 2021.

George A. Lopez, MD - Provisional/Telemedicine staff with requested privileges in Neurology
effective October 29, 2020 through April 29, 2021.

3. Reappointment
Action Requested — Reappointment and Requested Clinical Privileges

Fadi Akoum, MD - Reappointment to Consulting staff with requested clinical privileges in
Nephrology from October 29, 2020 through October 28, 2022.

VI. FINANCIAL STEWARDSHIP
A. Review Financial Reports for September 2020 (Attachment CC) David

Action Requested — Financial Reports

B. PMH Clinic Financial Performance (Attachment DD) David
C. COVID-19 Financial Plan (Attachments KK & LL) David/Craig
D. Cleverly Dashboard (Attachment FF) David
E. Capital Requests

David

Action Requested — Capital Requests
1. Elevator Railings Upgrade
2. Water Cooled Ice Machine/Water Dispenser (cont’d)

October 29, 2020 Board of Commissioners Meeting Agenda



*3. Express Chemistry Analyzer
*4. Smith Medical Epidural and Patient-Controlled Analgesia Pumps (PCA)

VIl. EMPLOYEE DEVELOPMENT
A. PMH Retirement Plan (Attachment V)
Action Requested — PMH Retirement Plan Change

VIIl. SERVICES
A. PMH EPIC Annual Report (Attachment O)

IV. QUALITY
A. COVID-19 Update

B. Legislative and Political Updates

C. CEO/Operations Report

V. ADJOURN

October 29, 2020 Board of Commissioners Meeting Agenda

Craig/David

Kevin

Dr. Sollers

Commissioner Bestebreur

Craig
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Board of Commissioners
Work Plan - FY2020
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Month Goals & Objectives Education

January QUALITY: EMPLOYEE DEVELOPMENT:

Review/Approve 2020 Strategic Plan
and 2020 Patient Care Scorecards
Sign Financial Disclosure and Conflict
of Interest Statements

Approve 2020 Risk Management and
Quality Assurance Plans

Select and Approve Board Officers

e Review 2019 Employee Engagement
Survey Results

¢ Review 2019 Medical Staff
Engagement Survey Results

QUALITY:
s Review Board Self-Evaluation

FINANCIAL STEWARDSHIP:
¢ Review semi-annual financial
performance report for PMH Clinics

SERVICES:
*  Wellness Center
¢ Sunnyside
e  Astria Health
e Update Architectural Services




Month Goals & Objectives Education
February PATIENT LOYALTY: PATIENT LOYALTY:
e Approve Studer Contract » Review Customer Service Program
QUALITY; EMPLOYEE DEVELOPMENT:
s Approve 2020 Corporate Compliance e Attend AHA Governance Conference
Plan
s Approve 2020 Infection Prevention QUALITY:
Controi Plan » Review 2019 Corporate Compliance
o Approve 2020 Board Action Plan Report
¢ Review 2019 Infection Prevention
EMPLOYEE DEVELOPMENT: Summary
s Approve Hospital-wide Patient
Meonitoring System
» Review and Approve 2020 Leadership
Incentive Compensation Program
March QUALITY: PATIENT LOYALITY:
| * Review/Approve Board Polices ¢ Review Patient Engagement Plan
' e Review 2019 Utilization Review
| MEDICAL STAFF DEVELOPMENT: Performance
| e Support Providers’ Day Celebration = Approve 2020 Utilization Review Plan
EMPLOYEE DEVELOPMENT: EMPLOYEE DEVELOPMENT:
= Approve |IAFF Contract (EMS) ® Review Employee Performance
Report
FINANCIAL STEWARDSHIP: «  Regulatory Compliance
e Accept 2019 Audit Report
FINANCIAL STEWARDSHIP;
o Presentation of the 2018 Audit
Report by Auditors B
April QUALITY: QUALITY:
s Approve 2020 Community Benefits e Strategic & Patient Care Score Cards
Report e« Review 2019 Community Benefits

Report




Month

Goals & Objectives

Education

EMPLOYEE DEVELOPMENT

Conduct CEQ Evaluation

EMPLOYEE DEVELOPMENT:
¢ Review Employee Engagement Plan
s Review 2019 Leadership Performance
(LEM)

MEDICAL STAFF DEVELOPMENT:
s Review 2019 FPPE/OPPE Summary

EMPLOYEE DEVELOFPMENT:

Support Hospital Week

EMPLOYEE DEVELOPMENT:
¢ Review PMH Uniform Program

FINANCIAL STEWARDSHP:
e PMH Foundation Update

SERVICES:
» Review Replacement Facility
Feasibility Study

MEDICAL STAFF
¢ Medical Staff Engagement Plan

QUALITY:

Review/Approve Board Polices
Approve 2019 CAH Annual Review

QUALITY:
e Report 2020 Q1 Utilization Review
o Contract Review Process

EMPLOYEE DEVELOPMENT:
* Review New Employee Orientation
Process

SERVICES:
¢ Marketing Update
e Review PMH IT Security Plan




Month

Goals & Objectives

July

SERVICES:
¢ Approve Nuclear Medicine
Renovation
¢ Acquisition of ENT and Urology
Equipment
¢ Replacement Facility Update

August

EMPLOYEE DEVELCPMENT:
» Attend end of summer Engagement
Activity for BOC, Medical Staff, and
all staff

Septemhber

EMPLOYEE DEVELOPMENT:
e Attend midsummer BOC, Medical
Staff, and Leadership Engagement
Activity

QUALITY:
¢ Review/Approve Board Polices

Education

SERVICES:
e EMS Review
s Review Nuclear Medicine Services

QUALITY:
¢ Quality Committee Report
+ Strategic & Patient Care Score Cards

EMPLOYEE DEVELOPMENT:
»  Employee Health Update

| FINANCIAL STEWARDSHIP:

= Review Semi-Annual Financial
Performance Report for PMH Clinics
* Review HR/Payroll Software (IT)

"No Board Work Session

QUALITY:
» iVantage Update

FINANCIAL STEWARDSHIP:

s Centralized Scheduling/POS
Collections Update

| FINANCIAL STEWARDSHIP;
e Auditor Selection Review

EMPLOYEE DEVELOPMENT:
* Review Employee Benefit Changes




Month

Goals & Objectives Education
FINANCIAL STEWARDSHIP:
* Approve Audit Firm
QUALITY:
¢ Conduct 2021 Strategic Planning
Retreat
* Strategic & Patient Care Score Cards
FINANCIAL STEWARDSHIP
e Compare PMH Financial Metrics to
National Standards (Cleverly)
EMPLOYEE DEVELOPMENT: QUALITY:
s Approve AFSCME Contract * iVantage Update

FINANCIAL STEWARDSHIP:

Approve Budget and Property Tax
Request for County Commissioners

EMPLOYEE DEVELOPMENT:
¢ Review LDIs and status update on key
Studer initiatives

SERVICES:

e Review draft 2021 Strategic Plan;
2021 Marketing and IT Plans; and
Medical Staff Model/2021 Provider
Recruitment Plan

FINANCIAL STEWARDSHIP:
s Review draft 2020 Budget

QUALITY:

Complete Board Self-Evaluations

QUALITY:




Month Goals & Objectives Education

e Review/Approve Board Polices * Review the 2020 Environment of
s Approve the 2021 Environment of Care Plan
Care Plan
FINANCIAL STEWARDSHIP:
SERVICES: e Review Banking Services

s Approve 2021 Strategic Plan; 2021
Marketing and IT Plans; and Medical
Staff Model/2021 Provider
Recruitment Plan

FINANCIAL STEWARDSHIP;
e Approve 2021 Operating and Capital
Budgets
» Select PMH Banking Institution

EMPLOYEE DEVELOPMENT:
= Attend holiday celebration
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Major Goal Areas & Indicators 015Goal | Jan | Feb | March | Apet | May | June | iy | mwg | Sem | Om | Nov 2018
Dunlity
Laft Without Baing Sean [ED & iv! ) <L0% 103% 1.00%
Al-Cause Unpl, d 30 Day {npatient Readmisslons [AC & aga) <1 T% 6.67% 89% -2.94% 2.7%
Sapsks - Early Bundla }AF) »H4.8% 84.6%
Haad CT Intarp i within 45 mil - Straka {DI} >0 NfA
Healtheare A lated Infection Rate per 100 Inpatient Days <0.07% 0.10%
Dinbstas b -0 ALE or missing rasult {FT) <30, 25% 30 27%| 3z262% 32.00% 34, 50%
[Medicatlon Reconcilation Completad a0 89, 26% 44.72% Ik L] : 6 2019 valus fs 85.16%
und tirre of 30 mihUtes or kess for STAT testing (LAB) %30 MI 3 30
dlan Time to ECS {CP & iVantags) <7 Minutes NA
Surgical Site Infection (GR) <200 0.3%
Colonoseopy Follow-up (OR/Clink & Mantage} >80% 833%%| 67 500 NA
Safy Medicatlon Scanning >80% 8B ALY, NA
*Owerall Quallty Per Benchroark { ga) »48 [
*Inductions <39 Wesks without Clinkcal Ind) (OB & { npn) <1 3
*Falls with Infury <3 3

Yeliows within 10% of Goal [2}
Rad More than L% below Goal (0]
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W5 Memorlal Health 2020 - Strategic Plan Scorecard
Majos Goal Arens & Indicators 2020 5ol | Jan | Feh | Marh | Apml | mMay | fmme | July | Aug | Sept | Ot Nov 0194w | 20184
Pationt e : T = — e il ] — 2o . e
IP - "Weuld i = 85.1% B4 4% B4.4% a5.1% 83,54
|ED - "Would Recommend" > 80.7% 71E% BO O TFA4%| LT HO.0%. B0.3% B0.7%
Acute Cars - "Wauld " » 70.7% T5.0% 78.6% To%
0B - "Would Recammend* = 92.2% 85.4%, 90.7% 92.2% 88.6%
[+] lent Surgery - "Would R 1" > 91% 8647 83.3% B5.0% B1.5K £4.8%
Swing Bed - "Would R d" > 94,1% o04.1%
Clink - "Would Recommend” » 87.1% §3.3%| seou| sulN £5.2%
Q nt - "Weoufd R d" > BB.A% §5.0% BE.00E 84.7%
edical Developme: i ——— 1 = = ————— [
Iadical Staff Turnever < 0.2% 0.6%
Speclalty Clink: Visits > 1063 1,021 28 685 30 539 1,027 B2
Benton Ciky Clinic Vishs » 1005 950 984 B4 856 630 40 ) B57
|Prasser RHE Clinle Yisits >1052 1,030 1,001 e 84 871
|Grandvinw Clinic Visits > 618 474 570 564 35 578 N/A
‘Wamen's Health Cantar » 709 673 4 44 B45 50 NfA
Comprehensive Pakn Clink »91 BE B3 2 55
*4 of Activa Madcal Staff »51 4 A 4 47 48 40
|Mgnmlmﬂ— - - ‘ 1 ] | ] (A | —] -
Average Racruitmant Thma (daya) <28 28 0 9 NfA
# of Opan F [\ ias) <23 0 0 0 240 0 0 ¥
Haurs of Overtime - Svartime/Tatal Hours Warked < 4.5% 4% 5.0% & 4,5%
Agency - CastfTotal Labor <8.7% B 10.5%
Turnover Rate <0.7% ¢ 0.7% 0.7% 0.7%
‘Timely Evaluations > 79.6% u o 78,0% 74,25 69.69 BOL5%
|Ed Hours{FTE >2.15 0.0 H 0.8 D 49 215
anw Hire [Tenure) < 1 year < 10% Nfa
* Lost Werkdays dua to On-the-lab Injurfes « 167 163
== - - R A . —
ED E; Laft Without Baing Sean < 1.0% 1.03% 1.0%
*Falls with |njury <3 L]
Healtheare Assockated infaction Rate per 100 Inpatisnt Days <f.1% 0.1%
All-Cause Unpk d Read missiens within 30 Days < 2.7% 2.9% 2.7%
Dlabetes Management - & ant A15-9 or missing Fsult < 30.3% 33% 3% 3% 34.50%
Services = [ | . i T ii| I — |1 ] —
|ED visits »1,023 1,000 | 6 s3n
Inpatient Admissh »86 B3 o 79 9 75
OB Daliveries =38 B 36 3
|Surgarias and Ends i =126 0 117
o ing Proced »2,116 2,078 1,649
Lab Procedures > 133632 12, 11,587 8,776 S00 D 8,671
J d Patlent Days >1,769 1,601 0 1,573
Therapy Yisits 1,706 1,692 { g 1,084
o] innt Spacial Froced Visits > 225 227 211 235
Financial Performance — 1 & E i ) | | = I = ——
Het Days in A Receivablh < 48.62 9 g 4835 4870 50.96
*Total Margin > 7.06% 0.20 18%
Net Operating Revenue/FTE »$16753 |5 16075 14,867 | 5 15320 5 15,719 515,094
Labor 85 % of nat Revenua < 60.2% E0.3X 65.0% 63.5% 60, 6% 3 ELE5%
Operating Expense/FTE < §15,760 15965 | § 16562 | 5 15823 S 16474 8,16 $16,180
*Dayz Cash an Hand »120.3% 106,25
G ial % »237H 27 1% 274% 28.2%
Total Labor Expansa/Total Expnnsa < 62% 62.4% | B2.6% £3.7% B5,1% $23% 63,84 &3%

! |
Vellow within 10% of Goal

Ret More than L0% below Goal
*Cumubtive Total - poal Is year end number
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BOARD WORK SESSION September 22, 2020 WHITEHEAD CONFERENCE ROOM
COMMISSIONERS PRESENT STAFF PRESENT GUESTS COMMUNITY
MEMBERS
o Dr. Steve Kenny e Craig Marks, CEQ
o Keith Sattler ¢ Merry Fuller, CNO/COO
» Glenn Bestebreur » David Rollins, CFO
» Susan Reams ¢ Shannon Hitchcock, CCO
» Brandon Bowden ¢ Kevin Hardiek, CIO
» Sharon Dietrich, M.D. | » Kristi Mellema, CCO
| o Dr. Brian Sollers
AGENDA DISCUSSION ACTION FOLLOW-UP
I. CALL TO ORDER Meeting was called to order by Commissioner Kenny at 6:02 p.m.
Il. EMPLOYEE DEVELOPMENT
A. PMH Retirement Plan Craig and David gave an overview of the None This will be
(Attachments M, N, O, P} current PMH Retirement Plan and discussed again at
proposed options for increased employee the September
participation. _ Board Meeting.
B. Employee Compensation Craig shared the proposed Employee Naone None
Award { Attachment Q) Compensation Award Plan with the Board.
Ill. SERVICES
A. Replacement Facility Update Kurt Broeckelmann and Paul Kramer gave None None
1. Tour Mock Rooms an update on the Meock Rooms and
provided a tour for the Board.

IV. ADJOURN

There being no further regular business to attend to, Commissioner Kenny adjourned the meeting at 6:55 p.m.
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BOARD MEETING September 24, 2020 WHITEHEAD CONFERENCE ROOM
COMMISSIONERS PRESENT STAFF PRESENT MEDICAL STAFF GUESTS
¢ Dr. Steve Kenny » Craig Marks, CEO
e Glenn Bestebreur » Merry Fuller, CNO/COO
» Susan Reams » David Rollins, CFO
¢ Keith Sattler » Kevin Hardiek, CIO
o Sharon Dietrich, M.D. ¢ Shannon Hitchcock, CCO
¢ Brandon Bowden s Dr. Brian Sollers
e Kristi Mellema
| AGENDA ~ DISCUSSION ~ ACTION FOLLOW-UP
{. Call to Qrder Meeting was called to.order by Commissioner Kenny None None
at 6:00 p.m. B -
| Il Public Comment None None None
Ill. APPROVE AGENDA None Commissioner Dietrich made a motion to None
approve the Agenda. The Motion was
| seconded by Commissioner Reams and
| passed with & in favor, 0 opposed, and 0
| abstained.
AGENDA DISCUSSION ACTION FOLLOW-UP
None | Commissioner Sattler made a motion to | None

‘ IV. APPROVE CONSENT
AGENDA

approve the Consent Agenda. The
Motion was seconded by Commissioner
Bowden and passed with 6 in favor, 0
opposed, and 0 abstained.




V. MEDICAL STAFF DEVELOPME!\IT

ACTION

A. Medical Staff Report
and Credentialing

| Dr. Sollers presented the following New
Appointments:

Joseph Freeburg, MD - Provisional/Telemedicine staff
with requested privileges in Neurology effective
September 24, 2020 through March 24, 2021.

Kyle Ogami, MD — Provisional/Telemedicine staff with
requested privileges in Neurclogy effective
September 24, 2020 through March 24, 2021.

Kishan Patel, MD - Provisional/Telemedicine staff
with requested privileges in Neurology effective
September 24, 2020 through March 24, 2021.

A motion to approve the New Appointments | None
and requested Clinical Privileges that have
been reviewed and recommended by the
Department Chair, the Credentialing
Committee and Medical Executive Committee |
for the following providers was made by
Commissioner Reams and seconded by
Commissioner Dietrich. The Motion passed
with 6 in favor, 0 opposed, and 0 abstained.
» Joseph Freeburg, MD
e Kyle Ogami, MD
» Kishan Patel, MD

_

Dr. Sollers presented the following Reappointments:

Yung Huang, MD — Reappointment to Active staff
with requested clinical privileges in General Surgery
from Septernber 24, 2020 through September 23,
2022,

Toni Diane Microulis, MHNP — Reappointment to
Allied Health Professional staff with requested clinical
privileges in Mental Health from September 24, 2020
through September 23,2022.

Richard Unger, DO — Reappointment to. Locum

| Tenens staff with requested clinical privileges in
General Surgery from September 24, 2020 through

| September 23, 2022.

| Katheryn Norris, DO -~ Reappointment to Courtesy

| staff with requested clinical privileges in Family
Medicine from September 24, 2020 through

| September 23, 2022,

A motion to approve the Reappointments and

requested Clinical Privileges that have been

reviewed and recommended by the

Department Chair, the Credentialing

Committee and the Medical Executive

Committee for the following providers was

made by Commissioner Reams and seconded

| Commissioner Sattler. The Motion passed
with 6 in favor, 0 opposed and 0 abstained.

Yung Huang, Mb

Toni Diane Microulis, MHNP

Richard Unger, DO

Katheryn Norris, DO

Flint Orr, MD

Jeffrey Lehr, MD ‘

Praveen Korimerla, MD |

Dane Sandquist, MD

Yi Mao, MD ‘




Flint Orr, MD — Reappointment to Courtesy staff with
requested clinical privileges in Internal Medicine from
September 24, 2020 through September 23, 2022.

leffrey Lehr, MD - Reappointment to Consulting staff |

with requested clinical privileges in Cardiology from
| September 24, 2020 through September 23, 2022.

Praveen Korimerla, MD = Reappointment to

| Consulting staff with requested clinical privileges'in
Cardiology from September 24, 2020 through
September 23, 2022.

Dane Sandquist, MD — Reappointment to Consulting
staff with requested clinical privileges in Pathology
from September 24, 2020 through September 23,
2022,

Yi Mao, MD — Reappointment to Telemedicine staff
with requested clinical privileges in Neurology from
September 24, 2020 through September 23, 2022,

VI. FINANCIAL STEWARDSHIP

DISCUSSION

ACTION

A. Review Financial
Reports for August 2020
{Attachment V)

David Rollins presented the August 2020 Financial
Reports.

|

B. COVID-19 Financial Plan
(Attachment W,X)

Commissioner Sattler made a motion to accept | None
the Financial Report for August 2020 which
was seconded by Commissioner Bestebruer.
The Motion passed with & in favor, 0 opposed
and O abstained. |

David Rollins presented the COVID-19 Financial
Operations Forecast through December 2020. We will
be applying for the SBA loan forgiveness when it
opens up.

None None

€. Audit Firm Selection
{Attachment V1)

The Finance Committee recommended to the Board
‘ that we stay with our current audit firm, DZA, for the
next three years,

Following a recommendation by the Finance None
Committee , Commissioner Sattler made a

motion to accept DZA as the PMH Auditor for




the next 3 years which was seconded by
Commissioner Reams. The Motion passed
with & in favor, O opposed and 0 abstained.

Vll. EMPLOYEE DEVELOPMENT

ACTION

A. PMH Retirement Plan
{Attachment M,N,O,P}

David Rollins gave an gverview of the current PMH
Retirement Plan and shared the recommendation
made by the Leadership Team that PMH maodify its
current retirement plan contributions from an
automatic 3% to all employees, to a matching system
of up to a 4% contribution and auto-enroll employees
in the new retirement plan, with an opt-out option.

None.

| The Plan will be re- |
worked and be
brought back to the
Board in October. |

B. PMH Employee Craig gave an overview of the proposed PMH Commissioner Bestebruer made a Motion to None
Compensation Award Employee Compensation Award, which included all approve the payment of a one-time
(Attachment Q) employees and providers (excluding leadership) who | compensation award as outlined on
worked from March 22, 2020 — August 23, 2020 to Attachment Q, to the PMH Staff, not to exceed
receive an additional compensation award related to | $245,000, which was seconded by
the number of paid hours during this period. The Commissioner Reams. The Motion passed
hours include Regular, Overtime, Holiday, Vacation, with & in favor, 0 opposed and 0 abstained.
Sick, CME, and callback excluding On-Call hours. The
awards would range from $250 to $1,000 per
employee depending on how many hours our staff
| were paid for and be distributed next week to staff.
| VIII. SERVICES ACTION
A. Replacement Facility Our Financial Advisor for USDA funding, Gary Hicks, is f Commissioner Dietrich made a Motion to None
| Update — Board Resolution | preparing documents to submit to the USDA for their | approve the Board Resolution as outlined in
— USDA Application review prior to submission of the full application. The | Attachment B, allowing David and Craig to
{Attachment B) Board will once again need to approve a Reselution submit a final application to the USDA to
allowing David Rollins and Craig Marks to submit a | provide funding for the replacement
formal/final application to the USDA to provide Facility for PMH, which was seconded by
funding for the replacement facility for PMH. Commissioner Reams. The Maotion passed
J - with G in favor, 0 opposed and 0 abstained.
. QUALTY
A. Special Board Meeting — | Commissioner Kenny shared the urgency to Commissioner Reams made a Motion to | Dr. Kenny will
Board Candidate Interviews | reschedule interviews of the Board Candidates, when | approve two options for the interviews, contact the
(Attachment EE) the previous date had to be cancelled due to COVID. September 29, 2020 or October 12, 2020, candidates and
depending upon the candidates’ availability, notify Carol to make
which was seconded by Commissioner arrangements,




Dietrich. The Motion passed with 6 in favor, 0
opposed and 0 abstained.

B. COVID-19 Update

Merry Fuller gave a brief update on COVID-19. Kristi
Mellema reported that she has scheduled dates for
employee flu shots. Kristi will be available at
October's Work Session {10/27) to give flu shots to
the Board.

None None

C. Legislative and
Political Updates

Commissioner Bestebreur gave a brief overview of the
current hot topics on the political front both Federally
and State-wide.

None | Nene

' D. CEO Report

Craig reminded and encouraged the Board to take the
MBS test. Shannon will email the MBS link to the
Board. The employee feedback was very positive
following Kurt Broeckelmann's site visit (Sept. 21-23})
and the opportunity given to employees to visit the
mock-up rooms for the replacement hospital was
greatly appreciated. Kurt and the Design Team will be
back on site on October 12-14.

' None

X. ADJOURN

There being no further business to attend to, Commissioner Kenny adjourned the meeting at 7:24 p.m.
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SPECIAL BOARD MEETING September 29, 2020 WHITEHEAD CONFERENCE ROOM
COMMISSIONERS PRESENT STAFF PRESENT "y MEDICAL STAFF GUESTS
e Dr. Steve Kenny » Craig Marks, CEO
¢ Glenn Bestebreur
e Susan Reams
e Keith Sattler
# Sharon Dietrich, M.D.
s Brandon Bowden
~ AGENDA DISCUSSION - ACTION FOLLOW-UP
I. Call to Order The Special Meeting of the Board of | None None
Commissioners was called to order by
Commissioner Kenny at 5:25p.m. followed by the |
Pledge of Allegiance.
I. Board Candidate Each candidate was interviewed as scheduled for | Following discussion of each of the Dr. Kenny wili call
Interviews/Selection: the vacant board position following the candidates, Commissioner Bowden made a | each candidate with
A. Neitan McPartland 5:30 p.m. | resignation of Kit Watson, July 17, 2020, motion to appoint Neilan McPartland to the results tonight
B. Samantha Markus 6:00 p.m. the vacant position. The motion was and email Craig’s
€. Petra Atilano 6:30 p.m. seconded by Comnmissioner Reams. And assistant to contact
D. Evan Tidball 7:00 p.m. passed with 5 in favor and 1 opposed. the Benton County
Auditor’s office to
[ notify them about
| ‘ the appointment.
X. ADJOURN

 There being no further business to attend to, Commissioner Kenny adjourned the meeting at 8:33 p.m.
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JOINT CONFERENCE COMMITTEE

October 21, 2020

VINEYARD CONFERENCE ROOM

COMMITTEE MEMBERS PRESENT

NON-MEMBERS PRESENT

to approve the minutes
as presented. The
motion was seconded
by Dr. Dietrich

and passed with 7 in
favar, 0 opposed.

¢ Commissioner S. Reams o Kristi Mellema, CQO, CCO

» Commissioner S. Kenny s Merry Fuller, CNO, COO

o Commissioner $. Dietrich s Dr. S. Hashmi

s C. Marks, CEO

s Dr.B. Sollers

e Dr. T. Murphy

e Dr. D, Weaver

I
AGENDA ITEM DISCUSSION RECOMMENDATION FOLLOW-UP

CALL TO ORDER | Meeting was called to order by Commissioner S, Reams at 0704.
APPROVAL OF MINUTES | Minutes for September were reviewed and approved. C. Marks made a motion | Standing

agenda item.

QUALITY

COVID-19 Update

| .
Strategic & Patient Care

Scorecards

Dr. Murphy reported that Washington State now has 99,000 positive
COVID cases. Benton Franklin Health Department reports the
number of patients hospitalized at 21 today. There has been a lot of
discussion in a variety of healthcare forums of a second wave of flu
plus COVID. S

K. Mellema reported that for the month of September there were 6
patient’s who left the ED without being seen out of 767 ED visits. No
30-day readmissions or sepsis cases that were within criteria. 100%
for head CT interpretation. No HAls. Diabetes 24.56%. Medication

For informational
purposes only.

For informational
purposes only.

| No follow up
| necessary.

| No followup |
necessary.




reconciliation continues to be a struggle at 36.83%. STAT labs went
up to 38 minutes due to the analyzer machine being down for over a
week. Median time to ECG increased to 12 minutes. No SSis. 100%
on Colonoscopy follow-up. Safe medication scanning at 92.15%.
iVantage quality number of 49, This is done quarterly and should
have an updated number for October. No inductions <39 weeks and
no falls with injury.

Highlights from the Strategic Plan Scorecard for September:
3 departments got 100% on “Would Recommend”
Prosser Clinic had a total of 1552 visits
Agency-Cost/Total labor was 7.5%

Lab procedures were 12,306

PATIENT LOYALTY

Patient Experience
Results

M. Fuller reported that the mid-year “Would Recommend” was at
86.7%. YTD is 88.6%. ED “Would Recommend” was at 22% for
September. The lowest it has ever been. However, there were only
9 surveys that went out. Of the 9 patients, two were extremely
upset, five said we were fine and two said phenomenal. Patients are
asked open ended questions. The two most common complaints
were wait time and people not being treated with respect.

There were three departments with 100% “Would Recommend”.
We are planning to move to Press Ganey from PRC in January. We
will be transitioning from phone surveys to maited surveys.
Unlimited email surveys and text invitations. Email surveys are for
our information. Mailed surveys are for publicly reported data.

For informational
purposes only.

No follow up
necessary.

MEDICAL STAFF DEVELOPMENT

Medical Staff
Recruitment

Dr. Sollers reparted that Dr. Unger officially signed his contract and
should be starting mid-January. We continue to look for a Gl
physician.

C. Marks reported that we continue to look for a dermatology
provider. We have plans to speak with one today and another will

| be visiting Monday from Seattle. Primary Care remains an area of

focus for Benton City and Grandview. We would like to get an IM for |

Benton City since they see an older population. Dr. smiley will be
coming back for another visit.

For informational
purposes only.

Standing

| agenda item.




MBS (Management by
Strengths)

C. Marks reported on MBS, Studer program has an expert that will
explain the MBS profiles at the November Medical Staff meeting.
We have been doing this survey throughout the hospital with all
employees. Each department will sit down and look at this as a
team to recognize the different personalities to help with
communication.

For informational
purposes only.

No follow up
necessary.

EMPLOYEE DEVELOPMENT

Employee Engagement

C. Marks reported that Halloween activities are planned with
pumpkin decorating contest between departments. Engagement
surveys went out to Medical Staff and employees on Monday. We

| are giving staff a $5 gift card when they complete the survey.

For informational
purposes only,

Standing
agenda item.

Replacement Hosbital
Update

the Board. This was also done with the employees and Medical
Staff. We are still doing the regular Strategic Plan and asking for
input from staff as to what they want to do while we are still here in
this location. Department directors have been asked to complete
the Fiscal Year 2021-2024 form with their staff and return to
Administration. Our future goal would be to get the Strategic Plan

| on one page.

HR Director Update | C. Marks stated that we have hired a new HR director, Bryon Dirkes. | For informational No follow up
Engagement and development of leadership is what stood out the purposes anly. necessary.
most. Bryon has a track record with an emphasis on leader
development, negotiations and commitment of law. Bryon will

‘ start the beginning of December.

Employee Flu Vaccine K. Mellema reparted that employee flu vaccine clinics started last For informational No follow up
week on Monday morning and Tuesday afternoon. Last flu clinic will | purposes only. necessary.
be this Friday morning. Employee flu vaccines were taken to all the
clinics for self-administration. Current, compliance rate is 34%. |

SERVICES el
2021 Strategic Planning | C. Marks reported that we are actively engaged in the process with a | For informational Ne follow up
Update focus on the new facility. We will be doing a Visioning process with | purposes only. hecessary.

C. Marks reported that there is a lot of activity going on. Our
challenge is we want to invoive everyone which includes 7am

| meetings for physicians and having multiple sessions for staff to
| attend when they can. Next week we will be reviewing the floor

plans with leaders and staff. We had created mock rooms where

staff toured and gave feedback. Based on that feedback, the mock

rooms were torn them down and rebuilt again.

For informational

purposes only.

No follow up
necessary.




FINANCIAL STEWARDSHIP

Financial Performance —
| September 2020
|

C. Marks shared the Income Statement/Statement of Operations.
For September, we had a $1.3 million profit which was driven by
51.3 million of HHS funds. Year to date we are at a 54.5 million
profit.

For informational
purposes only.

| Standing

agenda item.

COVID-19 Financial Plan

C. Marks reported that we have a $12.2 million profit. The reason is

from the Payroli Protection Program {PPP} has not been forgiven yet.

However, we can start submitting data to have that forgiven by the
end of the year.

For informational
purposes only.

Standing

| agenda item.

ADIOURNMENT & NEXT SCHEDULED MEETING

Meeting adjourned at 0843

Next scheduled meeting is November 18, 2020

Km 10/21/2020
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FINANCE COMMITTEE MEETING
WEDNESDAY — OCTOBER 28, 2020
12:00 p.m. - ORCHARD CONFERENCE ROOM

AGENDA
MEMBERS: STAFF:
Keith Sattler Craig Marks
Glenn Bestebreur David Rollins
Brandon Bowden Stephanie Titus

CALL TO ORDER

I. APPROVE MINUTES
Action Requested - September 23, 2020 Minutes

il. FINANCIAL STEWARDSHIP
A. Review Financials — September 2020 (Attachment CC}) David
Action Requested — September 2020 Financial Statements

B. Review Accounts Receivable and Cash Goal Stephanie
€. COVID-19 Financial Projection Plan (Attachments KK,LL) David
D. Voucher Lists

Action Requested - Voucher List Payroll and AP Vouchers #153785 through #154514, David
dated 09-17-20 through 18-22-20, in the amount of 57,060,590.30.

E. Surplus Items Resolution

Action Requested - Surplus Items Property Description: 4 Mattress Overlays (FBC) David
#001038 OR Table.
F. Capital Requests David

Action Requested — Capital Requests
1. Elevator Railings Upgrade
2. Water Cooled Ice Machine/Water Dispenser

lil. ADJOURN

QOctober 28, 2020 Finance Committee
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FINANCE COMMITTEE MEETING MINUTES
WEDNESDAY - SEPTEMBER 23, 2020
NOON - ORCHARD CONFERENCE ROOM
MEMBERS: STAFF:
Keith Sattler Craig Marks
Brandon Bowden David Rollins

CALL TO ORDER

Keith Sattler called the meeting to order at 12:24 p.m.,

APPROVE MINUTES
ACTION ITEM

Stephanie Titus

A motion to approve the Finance Committee Meeting minutes for August, 2020 as
presented was made by Brandon Bowden. The Motion was seconded by Keith Sattler and

approved.

FINANCIAL STEWARDSHIP

A. David Rollins reviewed the Financial Statements for August 2020 showing Net Income as negative
{51,219,339) due to reversal of recognizing SBA Paycheck Protection Program (PPP) Funds as
government entities have to receive written forgiveness before recognition of income. Net
Income would have been $187,749 without any adjustments or COVID Funds.

ACTION ITEM

A motion to recommend acceptance of the August Financial Statements as presented to the PMH
Board of Commissioners was made by Brandon Bowden. The Motion was seconded by Keith
Sattler and approved.

. Review Accounts Receivable and Cash Goal

Stephanie reviewed accounts receivable and cash receipts of $5.3 million and updated progress
on Revenue Cycle initiatives.

. COVID-19 Financial Projection Plan {Attachment W,X)

Current projection is 2020 Net Income of $12,649,643 with $12,973,265 of COVID Funds, SBA, PPP
Funds for $6,350,000 will be recognized in December 2020 or final audit calculations.

August 26, 2020 Finance Committee Minutes



D. Voucher List #153360 through # 15378 In the amount of $5,336,372.75.)

ACTION ITEM
A motion to recommend approval of the Voucher List #153360 through # 153784 in the amount

of $5,336,372.75) as presented to the PMH Board of Commissioners was made by Brandon
Bowden and seconded Keith Sattler and approved.

E. Surplus ltems Resolution: Everest Side by Side Refrigerator-Freezer; Office Chair;
Bookshelf/Cabinet; Bookshelf; Desk.
ACTION ITEM

A motion to recommend approval of the Surplus ltem Reselutions Everest Side by Side
Refrigerator-Freezer; Office Chair; Bookshelf/Cabinet; Bookshelf; Desk as presented
to the PMH Board of Commissioners was made by Brandon Bowden and seconded by Keith

Sattler and approved

F. Audit Firms Responses — Recommendation

ACTION ITEM
The submissions by DZA, Fide Bailly and WipFli were discussed. DZA was low bidder and since

there were no performance issues, a motion to recommend approval of DZA as the Audit Firm
was made by Brandon Bowden and seconded by Keith Sattler and approved.

lii. ADJOURN
Having declared no further business, the meeting was adjourned at 1:17 p.m.

August 26, 2020 Finance Committee Minutes



MEMORANDUM

TO: BOARD OF COMMISSIONERS
PROSSER MEMORIAL HEALTH

FROM: CRAIG J. MARKS, CEO

DATE: OCTOBER 2020

RE: CEO REPORT

SERVICES

1. 2020 Strategic Planning

We are off and running on our 2021 Strategic Planning Process with the distribution of our
2021 Strategic Planning Packet (Attachment A) to all members of the PMH Team. In addition,
printed versions of the packet will be distributed throughout PMH. As in past years, the
planning packet and process take an external look at the healthcare industry and an internal
lock at Prosser Memorial Health, and how we are performing and positioned for the future.
There is a tremendous amount of information in the packet that will help us plan for the future
but unfortunately there is no information about the impact the COVID-19 pandemic will have
on the industry. While there is some speculation (e.g. increase in telehealth) it is still too early
to know what permanent changes the pandemic will bring.

While there is much to look forward to in the coming year, our largest project focuses on
the replacement of our current hospital. To that end, a significant portion of our planning
process is dedicated to meeting with all PMH Team members to discuss their vision for our new
facility. In other words, using our six Pillars of Excellence as a guide to understanding what is
important for them to see included in the new haspital (Attachment B). We began meeting
with our team and asking this guestion last week {Attachment C) and will ask the Board to
respond to this question at the October Board Work Session. We will use this information to
create a Project Vision By Pillar with measurable goals, which will be approved by the Board
and used to hold us accountable on this significant project.

We are also asking for input from our team on what they would like to see us accomplish by
Pillar in 2021 {Attachment D). We are asking each department to meet with their staff and
complete this worksheet. We will also ask the Board for their suggestions on this worksheet at
the October Board Work Session. We will use this input to create our 2021 Strategic Plan which
will be reviewed with the Board in November and the Board will be asked to approve it in
December. One of our goals with the 2021 Strategic Plan is to make it shorter and less
complex. Our ultimate goal will be to eventually have a strategic plan that fits on one page.
While a worthy goal, that may take several years to accomplish.



2. Replacement Facility Update

While our replacement facility is the primary focus of our 2021 Strategic Planning Process,
we also continue to work on many other fronts of the replacement facility project. This past
week we spent several days (Attachment E) refining our plans for our acute care, LDRP and ED
patient rooms {Attachment F). These drawings represent the feedback from the first mock
rooms, and were once again built as mock rooms for our staff to tour and try out. Based on the
feedhack received last week, additional adjustments will be made to each room and these
rooms will be what we plan to build. In addition to viewing the rooms again, we also asked our
staff where to put light switches, electrical outlets, gasses, etc. While no one was able to get
everything they want, we did reach a consensus that will address the needs of our patients,
staff, and providers. | would like to thank everyone that has participated in the process, we
could not do this without your input!

The team has also been focused on MEP (Mechanical, Electrical, Plumbing) plans, initial floor
plans and site layouts. Since there is no natural gas service on the north side of the Yakima
River in Prosser, we have been planning for an all-electric facility. However, with the assistance
of the Prosser Economic Development Association and the City of Prosser, we have been able
to discuss the possibility of a new gas line that would run to our property by Cascade Natural
Gas. While we are still early in this discussion, Cascade Natural Gas has informed us they will
know the feasibility and cost of such a line by November 1, 2020. We need an answer by then
to continue ocur MEP planning for the new building. We also met with our civil engineer to
begin looking at possible site layouts for the hospital, roads, parking lots, medical office
buildings, a heliport, the irrigation canal, etc. We are early in the process, but they hope to
have some ideas to share with the Board next week.

Our design team has been busy working on possible floor pians for the first and second
floors of the facility. We plan to spend a lot of time next week reviewing the floor plans with
department leaders {Attachment G) and continuing to work on site, MEP and building exterior
{massing) plans. Our Owner’s Representatives (NV5) are assisting us with a review of these
areas. They are also helping us with conversations with the Department of Health regarding
our need for a Certificate of Need {CON} for our replacement facility (Attachment H). Our
interpretations of the State statutes indicate that we do not need a CON, but we are required
to pay $1,965 to the DOH to have them officially telt us whether or not we need a CON. We
sent the letter and are now waiting for their response. Last month we planned to discuss the
construction contracting methods used by public entities in the State of Washington with the
Board, however, we forgot. Therefore, our Owner’s Representatives plan to discuss our options
(Design, Bid, Build/ General Contractor/Construction Manager (Attachment I-1) with the Board
during the October Board Work Session. | have also included our application to the Capital
Project, , Advisory Review Board {CPARB), which will allow us to utilize the GC/CM method if we
so choose (Attachment I-2). Finally, we have begun to collect Letters of Support for our
replacement facility to share with the USDA when we submit our final/formal application
{Attachments ] & K).



3. Nuclear Medicine Update

Work continues at a very rapid pace on our nuclear medicine renovation project. This
project is another reminder of when it is better to build new as opposed to renovate. At times
the noise levels are very disruptive and if this was a larger project, it would cause problems.
Fortunately, the area is temporarily walled off and the primary area impacted is Administration
{the CEO’s Office}, so it is not a problem. We continue to work with the Department of Health
and recently received letters sent by the City of Prosser announcing our intent to have
radioactive material on our campus for the provision of nuclear medicine services {Attachment
L). At this point, everything appears to be progressing as expected regarding our license.
Aurora Weddle, Director of Diagnostic Imaging, is beginning to conduct interviews for our
nuclear medicine technician. She has several candidates and plans to make a decision in the
near future so that the technician can be here as the new equipment is being installed (first
week of November) and become oriented to the renovated space and new technology. Our
plan remains to be operations before the end of 2020, which will enable us to say that
something good happened in this crazy year!

4. da Vinci Robot

Woe have begun to explore the feasibility of acquiring a da Vinci Robot to perform urology,
gynecological, colorectal and general surgery cases. Our new general surgeon, Dr. Unger and
Urologist, Dr. Tieu are interested in robotic surgery and our two OB/GYN's are already trained
in robotic surgery. This technology can enhance patient outcomes {e.g. less invasive, faster
recovery times) and most surgeons are now trained with this technology. Originally, we were
planning to add this service in our new hospital, but with the current level of interest by our
surgeons we are exploring the option now. As you recall, we are currently performing robot
assisted joint (knees and hips) replacement surgeries with a Stryker Mako Robot. Because we
are a critical access hospital (CAH) we have a distinct advantage in paying for this technology
{cost reimbursement) compared to fee for service hospitals. To begin the process, we recently
met with representatives from Intuitive, the owners of the da Vinci Robot. intuitive and their
DaVinci platform have pioneered new capabilities in the OR, transforming the fietd of minimally
invasive surgery over the last 20 years {Attachment M).

Intuitive is working with us to identify the type of robot we would need, the space
requirements, number of cases we need to perform to pay for the technology, etc. We are also
reviewing additional sources of information (Attachment N) and discussing this with our
providers. One of our big questions is whether or not a da Vinci Robot will fit in our largest
operating room without disrupting our other surgeries. Because this is a large investment {$1-2
million) we will do our homework to ensure we are ready for this technology. If we determine
we are prepared, we will budget to acquire the technology in 2021. We may also determine
that it is best to wait until we have a new hospital in 2024, but we will be more prepared when
that day arrives. In the meantime, if we delay acquisition of this technology until 2024, our
providers can be privileged at Kadlec and/or Trios and use their da Vince Robots. We will keep
vou informed as we study this exciting technology and remember, even if this technology
appears in the 2021 Capital Budget, the Board will have an opportunity to review the proposal
and approve or reject it before acquisition of the technology.



5. EPIC Annual Report

| recently wrote about Providence Health taking their Community Connect product {the
ability for independent, smaller hospitals to share EPIC with the other Providence-owned
hospital) and creating a new organization centered around it called Community Technologies
The Community Technologies organization is now off and running and conducted a day-long
virtual seminar to discuss their new organization, global IT challenges {e.g. cybersecurity) and
new offerings for Community Technologies customers. One of these new products is an EPIC
executive packet that contains our EPIC performance compared to other EPIC users
{Attachment 0). We are just beginning to sort through all the data contained in the report, but
believe it will help us identify opportunities for improvement and celebrate areas where our
performance is strong. Kevin Hardiek, Chief Information Officer, will briefly review this report
at the October Board meeting.

6. Lab Equipment

A capital request for an Abbott Abaxis Piccolo Xpress Chemistry Analyzer is being submitted for
approval this month ($14,298). The chemistry analyzer utilized in the central lab is both expensive and
requires a large amount of space. When the chemistry analyzer goes down, patient care delivery,
especially in the Emergency Department, is significantly impacted. Failure of the chemistry analyzer
occurred earlier this month for several days, required multiple courier trips to Tri-city laboratory around
the clock to have critical tests run. A cost-effective and space-sparing way to prevent delayed results of
critical tests is the Piccolo Xpress. This analyzer will provide another alternative for muiti-chemistry and
electrolyte test results. All departments are considering innovations of this kind as we are planning the
new hospital. The goal is to ensure the reliability of providing critical diagnostics through redundancy
without duplicating more expensive equipment.

PATIENT LOYALTY

1. Patient Thank Yous

We continue to receive a steady stream of thank yous (Attachment P) from patients as our
team provides outstanding care to our patients. It is wonderful to read how our staff have
positively impacted our patients and their families in many different ways. it also says a lot
about the communities we serve, when our local citizens take the time to say, “thank you!”
This doesn’t happen everywhere and demonstrates that we live in a very special place. | also
want to let the Board know that our staff is very appreciative of everything they have done for
them during these challenging times, ranging from the Pool Party gift cards (Attachment Q) to
the COVID-19 thank you gift (Attachment R). I cannot objectively tell you how many staff have
asked me to thank the Board, but it has been a lot. It would not be possible for us to be where
we are today without the strong support of our Board. Thank you!!



EMPLOYEE DEVELOPMENT

1. HR Director Update

After several months searching for the best candidate to become the next Director of
Human Resources at PMH, | am pleased to announce that | have selected Bryon Dirkes
{Attachment S}. Bryon is currently the Director of Human Resources at Forks Community
Hospital in Forks, Washington, and has over twenty-five years of healthcare human resources
experience. Included in his experience is seventeen years within Providence Health and three
years at Trios. Bryon's strengths include employee engagement and leadership development,
and he is very excited to join PMH and assist us in our pursuit of excellence. Bryon currently
lives in Walla Walla and plans to join us in early December. Please join me in welcoming Bryon
to our team and thanking Rocky, Nora and Crystal for the outstanding job they are doing every
day in Human Resources!

2. Engagement Surveys

The Annual PMH Employee and Medical Staff Engagement Surveys were sent out October
19 and will close on November 13 {Attachment T). We are using the same basic survey
instrument we have used in past years, but have included the opportunity to provide specifics if
staff believe communication is less than expected (Attachment U). We have worked hard to
improve communication and need more actionable ideas so that we can continue to improve.
The survey is 100% confidential and will identify areas where we are performing well and also
opportunities for improvement. | encourage everyone to participate in the survey and give us
your honest feedback. Everyone that participates in the survey will receive a $5 gift card for the
Busy Bean or Hole in the Wall, for taking the time to engage with us. Regardless of the results
of the survey, we will never stop trying to improve engagement with our team!

3. PMH Retirement Plan

For the past several months we have been discussing with the Board, ways to enhance
employee participating in the PMH Retirement Plan. Currently, PMH contributes 3% of each
employees’ gross pay toward their retirement and only 38% of our staff contribute any
additional funds. Across the country, 73% of employees participate in contributing to their
retirement plans. In addition, 3% is not nearly enough for anyone to retire comfortably. After
looking at many different options, we have developed a plan which is a combination of our
current plan along with the addition of a matching component that would be rolled out over
the next four years (Attachment V). We are proposing that full and part-time employees will
continue to receive the automatic 3% contribution from PMH. Per diem staff will no longer
receive it because they already receive a 10% hourly increase for not receiving benefits. PMH
will then contributed $1.00 for every 510 employees contributed up to a total of 1%. Each year
we would increase the match and decrease the automatic hospital contribution until 2024
when the program would be 100% match up to 4%. Depending upon the participating levels,
the match could also be increased in future years. We are also proposing an opt-out approach,
meaning that 4% will automatically be set aside for retirement, unless the employee choose not
to participate or opts out. The current annual cost of the PMH Retirement Plan is $658,823 per



year and the cost of the new plan will range over the years from $818,313 to $796,547,
depending upon the participation level. We will discuss this plan at the October Board Work
Session and the Board will be asked to vote on it at the October Board Meeting, with a
proposed implementation date of January 1, 2021.

4. Employee Engagement

Now that we are officially into fall, we are looking forward to our Annual Halloween
Extravaganza. The Employee Engagement Team is once again hosting the fun which will include
a departmental and individual costume contest, pumpkin decorating contest and lunch served
by the Administrative Team {Attachment W). Unfortunately, because of the pandemic, we are
not able to have our Annual Chili Cook-off, but it will return next year. We will have our
departments decorated, so we are encouraging our staff to trick-or-treat to each department
utilizing appropriate COVID-19 precautions. It is also time to start thinking about the upcoming
holidays. At this time, we are still planning to host our Annual Holiday Party on December 12,
however, with the resurgence of the COVID-19 virus in the area, and across the country, it is
getting less and less likely that we will be able to have our party. We will notify everyone as
soon as a final decision is made. 1 have also included the October newsletter which highlights
some of the activities at PMH in September/October {Attachment X).

5. 2020 Leadership Evaluation Management (LEM)

For the past three years we have been using the Studer Leadership Evaluation Management
system to evaluate the performance of our Leadership Team. Our current LEM {2020} indicates
that we are performing well with the exception of the Services Pillar {Attachment Y). The
reason for this is that the Services Pillar is measured based on adjusted patient days and they
are down at PMH and all hospitals across the country because of the pandemic. Because we
lost several months of patient volumes due to the pandemic, it is virtually impossible for us to
achieve our budgeted goal. This decline in volumes was unexpected and outside of our control.
For this reason, | would like to purpose to the Board that for this year, and this year only, the
Service Pillar be excluded from the LEM and the weights redistributed to the Quality and
Financial Stewardship Pillars. This change would make the Quality and Finance Pillars worth
15% rather than 10%. We can discuss this idea at the October Board Meeting,

MEDICAL STAFF DEVELOPMENT

1. Medical Staff Recruitment

| am pleased to announce that after several months of discussion Dr. Richard Unger, general
surgeon, has decided to join the PMH Team (Attachment Z). Dr. Unger provided locum tenens
services at PMH after Dr. Chaugle left and was well liked by our patients, staff and providers.
Dr. Unger has a long history of practicing in smaller rural communities and is looking forward to
expanding the scope of general surgery services we provide at PMH. Dr. Unger plans fo join us
full-time in January. Please join me in welcoming Dr. Unger back to PMH. With our general
surgery needs addressed, we are now actively recruiting for a gastroenterologist, dermatologist



and primary care providers {IM, Family Practice, Pediatrics) for Benton City and Grandview. We
currently have two dermatologists interested in our opportunity and one of them currently
resides in the Seattle area, but would like to relocate. We plan to have at least one of these
candidates visit in the next couple of weeks. One of the keys to our current success has been
our ability for everyone to review our draft 2021 Medical Staff Model and Provider Recruitment
Plan. The proposed Plan continues to build our primary care base, while adding two specialists
(Gl, dermatology). We welcome your feedback as it relates to this Plan, which will go to the
Board for approval in December.

FINANCIAL STEWARDSHIP

1. Financial Performance - September

We continue to work our way back to normal, but continue to be 5-10% behind our
expectations (budget) while exceeding our last year’s performance (Attachment CC}. For the
second month in a row, we were profitable without the benefit of COVID-19 Relief Funds.
While our profits without the Relief Funds were small {Operating Income - 5,075, Net income -
$53,443}) they were positive and begin to position us for a strong 2021. In September, our gross
revenue was 7% below budget as a result of hospital and clinic volumes continuing to be slightly
below expectations. Qur deductions from revenue were better than expected and with the
addition of $1.3 million of COVID-19 Relief Funds, our net revenue was $1.675 million {31%)
better than budget. Our expenses in September were higher than expected because of our
COVID-19 incentive payments to our staff and the purchase of supplies and minor equipment
for our new surgeons {urology, ENT). The net resuit was an operating income of $1.3 million
and a net income of $1.353 million, both significantly over budget and last year.

As a result of our slowly recovering volumes and COVID-19 Relief Funds, our year-to-date
financial performance is excellent. Our gross revenue is trending at 13% below budget, but
only 1% last year at this time. Our deductions from revenue are in line with our decreased
gross revenue and budget expectations and we have recognized $5.1 million of Relief Funds. As
a result, our net revenue is 3% ($1.6 million) better than budget and 13% ($5.6 million} better
than last year. Cur expenses, in total, are trending right at budget despite the recently
unbudgeted incentive compensation payments. The result is a year-to-date operating income
of 54.1 million (8.3%) and a net income of $4.568 million (10.2%). Both margins far exceed our
Pillar Goal {6.0%} and position us well for the future. As good as our income statement looks,
our balance sheet looks even better. We currently have 222.58 days of cash on hand and our
payor mix continues to be strong. While we have not yet recognized the $6.35 million of
Payroll Protection Program funds on our income statement yet, we are beginning to submit the
required forgiveness data and expect to show the $6.35 million of our income statement before
the end of the year. Our primary financial epportunity for improvement is to enhance our
billing and collection process. We currently have 57.18 days in net accounts receivable, while
our long-term goal is 45 days. Our team is aggressively attacking this opportunity and plan to
improve in the coming months.



2. PMH Clinic Quarterly Financial Performance

The past several months has been a struggle for our clinics and clinics all across the country.
Volumes are down, but slowly recovering. However, the lack of volume has created financial
deficits that cannot be made up in a few months. Our clinics in total are $1.4 miilion below
their budget and $1.5 million behind last year (Attachment DD). However, if we allocate their
share of the COVID-19 Relief Funds to the clinics {approximately $1.2 million), they are much
closer to budget and last year. In addition, our clinics contribute significantly to overall hospital
volumes and revenue.

3. 2021 Budget Process

As we begin to collect information as part of our Strategic Planning process, we have also
begun to develop our Operating and Capital Budgets for FY 2021, Our department leaders are
currently projecting their revenue and expenses for next year. Because this was such an
unusual year, we are advising our leaders to start with their 2020 Budget and make
adjustments as necessary for 2021, If we use 2020 actual data and annualize it, we believe our
numbers will be artificially low. To say the lease, 2021 will be a challenging year to budget. By
the end of October/early November, we will total all department input and see how close we
are to our total margin goal of 6.0%. We will then meet with department leaders to identify
additional opportunities for improvement (revenue growth and expense reduction), if need to
meet our total margin goal. In addition to working on our Operating Budget, we are also
collecting capital acguisition requests from our Medical Staff and all PMH departments,
including our clinics. A preliminary budget will be presented to the Finance Committee and
Board, for review and setting tax rates, in November and the final 2021 Operating and Capital
Budges will be presented to the Board for approval in December.

4, Malpractice Costs

While we are all speculating what the future holds as it relates to the COVID-19 pandemic
and its aftermath, we were recently notified by our malpractice insurance broker, that
malpractice costs are going up across the country. At PMH we have been very fortunate and
have not had any significant malpractice claims or payouts for well over 5 years,. Despite our
positive track record, Physicians Insurance is telling us to expect premium increases going
forward (Attachment EE). While this is only one expense area at PMH, we are concerned that
the cost of the pandemic may be passed on to us in other areas. This is another reason why
2021 will be very challenging to budget.

5. Cleverly Hospital Dashboard Report

Cleverly and Associates is a top hospital financial consulting company in the country. For
the past several years we have used them to assist us in setting our charges which has been
very successful. Cleverly helps us keep our charges below our competition, yet maximize our
revenue potential based upon our payor mix. Cleverly is also known for their Dashboard Report
which compares hospitals’ financial performance against other U.S. hospitais. (Attachment FF)
We just received our report and are beginning to examine it to identify opportunities far
improvement. Our report compares us to hospitals with similar net revenue and all U.S.
hospitals. It should be noted that Cleverly obtains this information from Medicare Cost Reports

’



filed by every hospital in the country. Unfortunately, however, our data is from our 2018
Medicare Cost Report, while most hospitals are using their 2019 Cost Report. Our 2019 Cost
Report should be available to Cleverly in a couple month and we will have them run the report
again. Regardless, the information is very valuable and David Rollins, CFO, will briefly review
the Dashboard with the Board at the October Board Meeting.

6. PMH Foundation Update

The Foundation began phase 1 of the capital campaign feasibility study this week, including
the development of a PMH New Hospital Prospectus (Attachment GG). For the next three
weeks we will have Andy Coe and Jay Werth from Convergent Non-Profit Solutions, in town
conducting one-on-one, canfidential interviews with people on the donor prospect list we
created. The goal is to have a minimum of 50 interviews done in that three-week span.

When the interviews are completed, Convergent will supply the Foundation with a report
based on feedback from the interviews with a recommendation on what a realistic capital
campaign goal should be set at. They will also provide qualitative information in an aggregate
form on what the overall community support is for building a new hospital. Both the financial
target and the aggregate will be included in our USDA loan to demonstrate community support
for the project.

QUALITY

1. New PMH Board Commissioner

On September 29", the PMH Board of Commissianers interviewed four individuals
interested in the position vacated by Kit Watson when he moved out of the Hospital District.
All four candidates interviewed were well qualified and in the end, the Board selected Neilan
McPartland to fill the vacant position (Attachment HH). Neilan will begin his duties in October
and will fill the remainder of Kit's term, which was through December 2021. Please join me in
welcoming Neilan to the PMH Board of Commissioners! We plan to schedule orientation for
Neilan to PMH at his convenience and before the end of the year if possible.

2. COVID-19 Update

The PMH COVID-19 Task Force continues to meet on a weekly basis and the good news is
that the number of positive cases has been declining at PMH and Benton -Franklin Counties
(Attachment I1}. Nationally the number of cases is increasing again, but the average age of
those infected is younger and the deaths from COVID-19 have significantly decreased. We are
doing a much better job protecting the vulnerable and the treatment regimens (e.g.
Remdesivir, zinc, vitamin D, Dexamethasone, etc.) are more effective. PMH has done a good
job of maintaining adequate supplies of PPE, medications, COVID-19 lab reagents, etc. and we
do not anticipate any challenges in the near future, but we are closely monitoring COVID-19
activity throughout the area. With the onset of fall and colder temperatures, we are aiso
opening up all of our clinics to care for patients with respiratory issues, rather than sending
them exclusively to the Prosser COVID-19 Clinic. Each clinic is establishing a well and sick



section in their waiting rooms, and the sick patients are being cared for in designated treatment
rooms, Itis also important to remember that all patients are masked when they enter a clinic.
The Prosser COVID-19 Clinic will also remain open seven days a week for the foreseeable

future,

Now that fall has arrived, that is also a sign that it is flu season. We are now offering flu
shots to our staff and encouraging everyone to get one {Attachment JJ). The last thing we need
is for hospital beds to be filled with both COVID-19 and flu patients, which would put our
capacity to care for everyone at risk. Hospitals have reinvented themselves in many ways to
respond to COVID-19. Since March, decades of standard operating procedures have been
reexamined, redesigned and refined, with the goal of saving lives while protecting our
caregivers and patient’s’ families during the pandemic. For example, we have increased COVID-
19 testing capabilities; implemented social distancing and mask use through our facilities;
timited visitors, etc. The precautions have made PMH and other hospitals among the safest
environments found anywhere today. Despite this, we continue to see evidence that people
are putting off necessary care due to unfounded fears of contractingCOVID-19 from a hospital
visit. A CDC study found that during the first five moths of 2020 the number of visits to
emergency departments for life-threatening illnesses declined by 42%. In addition, it was found
that there was a dramatic drop in Medicaid pediatric visits for primary and preventive care
services. These delays can have an adverse effect on a person’s health and have caused us and
the AHA to promote the safety and availability of our services. Hopefully, with the support of
organizations like the AHA, and the ads we are running, focal citizens will pursue the healthcare
services they need and deserve, without the fear of contracting COVID-19.

3. COVID-19 Financial Plan

PMH continues to perform well financially because of our ability to access COVID-19 Relief
Funds and our patient volumes consistently being over 90% of our 2020 budget. Year-to-date
{through September) we have received $19,971,754 of COVID-19 Relief Funds {Attachment KK).
Of those funds, $5,196,271 have been recognized on our income statements, leaving
$8,183,503 to be used or recognized in the future. We have already determined that we will
not need the $6,35 million of Medicare Advanced Payments and will pay this back over the next
year. We also have not recognized the SBA Payroll Protection Loan of $6,35 million because it
has not yet been forgiven. We anticipate that is will be forgiven before the end of the year
which will add 56,35 million to our net income (Attachment LL). As a result, we are projecting
that our net income for 2020 will be $12,299,041. This would be an incredible financial year for
PMH and is based on the guidelines we were given by HHS several months ago. However, they
recently changed the guidelines which would have a negative impact on PMH.

In June, HHS stated that hospitals could “use any reasonable method of estimating the
revenue during March and April 2020 compared to the same period had COVID-19 not
appeared. For example, if hospitals had prepared a budget without taking into account the
impact of COVID-12 (such as PMH]), the estimated lost revenue could be the difference between
budgeted revenue and actual revenue. It was also considered reasonable to compare the
revenues to the same period last year. However, on September 19", HHS issued a new



definition of lost revenue, stating that is was “represented as a negative change in year-over-
year net patient care operating income.” This definition change has serious financial
implications for the hospital industry and is being fought by the AHA and several members of
Congress {Attachment MM). This change could cost PMH up to approximately $5 million.
While that would be a significant loss, we would still end 1010 with a net income of
approximately $7.3 million. This would far exceed our budget expectations and our Financial
Stewardship Pillar goal.

4. October Board Meetings

We have a busy October Board Work Session planned as we continue to work on our
Replacement Facility Project by discussing the Board’s Vision for the new facility, learning about
the construction methods we are allowed to use in Washington and receive an update the work
the Design Team is doing. We would also like to spend a brief time discussing items the Board
would like to see in the 2021 Strategic Plan. Finally, we have two Employee Development
topics we would like to discuss which include another revised PMH Retirement Plan and the
2020 PMH LEM Scorecard. The October Board Meeting will be very straight forward with a
possible action item related to the PMH Retirement Plan and informational reports regarding
the Cleverly Dashboard Report and the PMH EPIC Annual Report. Also, a reminder that the
November Board Meetings will be held on November 17 and 19™ and the December Board
Meetings will be held on December 15 and 17", These changes were all made to avoid
conflicts with the upcoming holiday season.

If you have any questions regarding this report, or other Hospital activities, please contact me
at (269) 214-8185 (cell), {509) 786-6695 {office), or stop by and see me at the Hospital.



Attachment &

‘.‘ 3 \ W SR SN . -

Strategic Planning
Document

* Patient Loyalty
- Employee Engagement

« Medical Staff Development

* Quality

» Services

* Financial Stewardship

y Prosser

Memorial Health

723 Memorial Street
Prosser, WA 99350
Contains Confidential Information ProsserHealth.org



Table of Contents

|. Strategic Planning Model ... 4
II. Mission, Vision, Values, and Standards of Behavior ...........cccocomeninnncneceeennn, 8
lHl. External ASSeSSMENt.........cccoo oot 24
B. Hospital & Health Network Environmental Scan 2020 ...........ccccciiieneeninen. 25
C. J.P. Morgan’s Top 10 Questions Every CEO Must Answer ..................... 45
D. Top 10 Trends to Watch (and Act Upon) in 2020.........coeovieeecieieeceeee 53
E. ASHE 2020 Hospital Construction Survey ........c.ccecevvrveeersrinnessneeeeeeeenes 60
V. Internal ASSESSMENT .....iiviiviiiireer e cerre e e e e eneen s eennenaree e e e s ses s mmm i en 69
A. Demographic Data ... cccrecinirr e rese s erenseenas 70
B. Community Health Needs Assessment...............ccccciierrrirrrriciiinecnnee. 83
C. Prosser Community Health Needs Assessment ..o, 110
D. Market ANGIYSIS.......ccc.ooeeee e s esasr st sesan s sb s e a s 117
E. Patient Loyalty......... e e e 129
F. Historical Financial Performance........ ..o e 158
i. Hospital Dashboard Report.........cciii e 159
ii. Balance Sheet & Statement of Operations............ccoocveeneen e, 164
G. Service Line Analysis.......cccccci e iireiriir s e e 177
i. Organizational Chart...........ocoeecrmmerrinirerniesere s e eaeene 178
[ =L o 179
jii. Trend Line GraphiCs.....cccviimiinenn e mnnnsesnsneessreesnne 160
V. Replacement Facility Update ... e 190
A. Draft Prospectus RepOm........ccoriiiieiiiimeeciineennie e rnee e erssessemsrsneeeemnne 191
VI. Medical Staff ANAlYSiS.....cccceiei e s e 199
A. Medical Staff Recruitment Model ..........c....cc i, 200
VIl. PMH Medical Strategic Plan Performance Update 2017-2020 ..........cccccoeeo.... 213
A. FY 2020 Strategic Plan Update...........cccomcrce e 214

Vi PMH Team WOIKSNEELS ...t eiiinea e irsese s srresessrrranesennnssernsnsas 234



Patients P ro S S % ﬁf Accountability

Employees ¥ Memorial Health Service

Medical Staff Promote Tearmwork
Quality Integrity

Services Respect

Einancial To improve the health of our community. Excellence

QOctober 9, 2020
Dear Team,
“Success is what happens when ocpportunity meets planning.”- Thomas Edison

It's once again time to rall up our collective sleeves, put pencil to paper, and chart our course for 2021, during
the Strategic Planning process we have estoblished at Prosser Memoriol Health. While the process can be a
little daunting, and the information provided to you more than a little overwhelming, | would like each of you
to reflect on the lost four yeors thot we hove engoged in strategic planning and think of Thomas Edison's
quote.

In2017, we put a plan together, establishing our Six Pillors of Excellence, created a Mission, Visionond
Values that we holdeach otherto, and identified specific goals and objectives to achieve excellencein each
of our pillars. The growth and success we hove experienced sincethattimeis not by accident. Risa true
reflection of what we can doas an organization when we have a clear road map that defines where we
want to be and the commitment of every team member to do their part to help us getthere.

Yes, 2020 has brought incredible disruption to our organization and the goals and objectives we had in our
Strategic Plan this year. However, our continued success is our resilience and trust in one another. We are
committed to our Mission: 7o Improve the Heolfth of Those We Serve. We believe in our Vision: 7o Become a
Top 100 Critical/ Access Hospital in the Country, and we are committed to our ASPIRE values. We've had to
be flexible and pivot to meet the needs a pandemic has brought to PMH, but we have not lost sight of what
is important,

In our planning process this year, we will focus on recommitting te each of our Six Pillars of Success that will
toke us into 2024, and how these Six Pillars will make building a new hospital an attainable geal for our
organization in 2024, It won't always be easy, but | commit to you that it will be worth it.

Part of the 2021 strategic planning process, is to seek out your ideas. 1 encourage you to read through the
2021 Strotegic Planning document and share your ideas and feedback on how we can make Prosser
Memarial Health stronger in each of our six pillars for 2021 and beyond. There are twao worksheets in this
packet; cne is called New Hospital Visioning Worksheet, please provide feedback about what you would like
to see for the new hospital as it relates to our Six Pillars of Excellence, and the other is our standord Strategic
Planning Session Worksheet for general ideas and feedback.

Thank you for everything you do for our patients, their families, our community and each other.
#ThislSHowWeCare #ThisISWhereHereosWorkl

Sincerely,
Craig J. Marks, FACHE
Chief Executive Officer

Prosser Memorial Health
{Find the hidden syringe and email the page number to Caral Allen to win a gift certfficate)
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Mission, Vision, Values
&
Standards of Behavior

Our Values

Accountability  Service  Fromote Teamwork  Integrity Respect Excellence



Prosser Memorial Health will improve the health of our community.

FY 2021-2024

Prosser Memorial Hospital will become one of the top 100 Critical Access
Hospitals in the country through the achievement of the following Pillars of
Excellence.

1. Patient Loyalty Pillar: PMH will provide outstanding customer service,
aspiring to treat those we serve the way they want to be treated.

GOAL: PMH will achieve a patient satisfaction rate of 95% or higher.

2. Medical Staff Development Pillar: PMH will respond to Medical Staff
concerns and needs in a timely manner, pursue initiatives in
collaboration with our Medical Staff and ensure the availability of the
appropriate providers for those we serve.

GOAL.: PMH will achieve and maintain an annual Medical Staff
satisfaction rate of 90% or higher.



3. Employee Development Pillar: PMH will encourage and provide for the
ongoing development of our employees. We will provide an atmosphere
that values our employees and promotes:

Open communication.

Competitive wages and benefits.

Selection and retention of effective, caring personnel.

Utilization and development of talent throughout the organization.

On-going education.

Employee recognition.

GOAL: PMH will achieve and maintain an annual employee
satisfaction rate of 90% or higher.

4. Quality Pillar: PMH will develop and maintain a system of continuous
improvement which is incorporated into the daily work of every
employee and Medical Staff member.

GOAL: Achieve an iVantage Quality score of 49 or higher.

5. Services Pillar: PMH will develop and maintain appropriate facilities,
technology and services to meet the needs of those we serve that
includes building a replacement facility.

GOAL: PMH will achieve a 50% market share of our greater community
for those services we provide.

6. Financial Stewardship Pillar: PMH will continue to strengthen its
financial stewardship position to enhance the ability to develop new
services, obtain needed technology, modernize facilities, recruit
physicians and ultimately ensure long-term viability.

GOAL: PMH will achieve an annual total margin of 6% or more.



Pillar Champions

Patient Loyalty

Chief Nursing Qfficer
Chief Cperations Officer

Medizal Staff Development Employee Engagement

Chief Human

Chilef Madcal Officer Rosources Officor

Quality Services Financial Stewardship

Chief Quality / Compliance Chief Communications Officer

Risk Oifficer Chief Information Officer Chief P @l Qtficer

ccountability ervice romote Teamwork ntegrity espect xcellence
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ASPIRE to soar to a great height
Accountability: Take responsibility for our own behavior
Service: Care enough to exceed the expectations of those we serve
Promote Teamwork: Work together to achieve common goals
Integrity: Do the right thing even when no one is watching
Respect: Respect the inherent value and worth of each person

Excellence: Exceed the expectations of those we serve
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Our Shared Values

standards of Be

havior



Prosser Memorial Health has a rich heritage of leadership in our
community, consistently offering new and innovative services. While our
Mission calls us to deliver compassionate, high-quality, affordable health
services to our community, we also strive for excellence in every aspect of
the way we care for our patients and their families. When we enhance our
service excellence, we will establish a lifelong relationship with our patients
and their families, securing our future and the next generation of quality
health care.

These standards outline the behaviors necessary to achieve excellence in
the way we work together as a team to serve our patients. We have the
opportunity to practice excellence in every interaction we have with a
patient, a family member, physician, visitor, or each other. In order to
achieve and sustain service excellence, we request that each staff member
read and incorporate these behaviors and follow these standards in their
daily work lives. These expectations will be added to each job application
and description as well as Medical Staff, Board member and auxiliary
applications. All team members will be accountable for their customer
service attitude and actions. Creating a workplace where everyone is
willing to go the extra mile to show kindness and meet the needs of our
patients, family members, physicians, and co-workers will be greatly
beneficial to everyone.

Craig J. Marks, FACHE
CEO
Prosser Memorial Health

13



Prosser Memorial Health strives to fulfill its Mission by expecting all staff to
embrace our values and adopt our Standards of Behavior.

We believe each and every department and individual adds value to our
organization and is accountable for its success.

We need to rejoice in the accomplishments of our coworkers, always
recognizing them for a job well done.

We believe that by consistently living and following these Values and
Behaviors we will be proud of and take ownership with PMH, making our
work enjoyable while exceeding the expectations of those we serve.

Our Values are to ASPIRE to soar to a great height.
Accountability: Take responsibility for our own behavior
Service: Care enough to exceed the expectations of those we serve
Promote Teamwork: Work together to achieve common goals
Integrity: Do the right thing even when no one is watching
Respect: Respect the inherent value and worth of each person

Excellence: Exceed the expectations of those we serve

14



We will become one of the top 100 Critical Access Hospitals in the country
by living our ASPIRE Values and the achievement of the below Pillars of
Excellence.

Patient Loyalty

Goal 25% Exceed
Patient Fxpeactations

Medical Staff Deveiopment Employee Engagement

Goal: 90% Medical Goal: 90%
Staff Satisfaction Emplovee Satisfaction

Quality Services Financial Stewardship

Coal: 10% Selected

Quality Attribut Goal 50% Market Share Coat: Total Margin - 6%

ccountability ervice romote Teamwork ntegrity espect xcellence
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ASPIRE Values &
Standards of Behavior

Our Values

Accountability  Service  Promote Teamwork  Integrity  Respect Excelience



Take responsibility for our own behavior.

| WILL:

Set a good example, project self-confidence, and not allow personal
issues to interfere with the quality of my work.

Anticipate and correct problems before they become complaints.
Apologize to those we serve for problems or delays, do my best to
make it right, initiate service recovery as warranted, and thank them

for their understanding and patience. -

Seek out available education opportunities to improve my personal
and professional skills so | can participate, learn, and grow.

Avoid blaming others when problems occur by becoming part of the
solution, and take responsibility for my own behavior.

Take initiative to hold myself and others accountable for creating a
positive environment.

Take pride in what | do and my professional appearance, language
and behavior.

Own and resolve guest problems.

17



Care enough to exceed the expectations of those we serve.

| WILL:

Immediately acknowledge everyone | meet, smile and, if possible,
address them by name.

Assist and/or escort those we serve to their destination or introduce
them to someone who can help them.

Contribute to the creation of a clean, safe environment for those
we serve.

Answer the phone with a smile in my voice and identify myself by
name and department.

Be professional, providing help in a friendly and
compassionate manner.

Seek out opportunities to promote a positive experience for
our customers.

Thank customers for choosing PMH.

18



Work together to accomplish great things

| WILL:

Focus more on “we” and less on “me”.
Be open to new ideas and embrace change.

Speak favorably about PMH, all departments, and coworkers, and go
out of my way to make my team-members look good.

Welcome new employees.

Recognize and praise achievement.

Communicate effectively.

Have a positive, encouraging attitude when encountering co-workers.

Seek partners in the community with common values and goals.

19



Do the right thing even when no one is watching.

I WILL:

Do the right thing even when no one is watching.

Be honest, trustworthy, responsible, and dependable.

Be considerate of how | am perceived in my body language, eye
contact, verbal tone, and writing style, realizing that this perception

affects others and the outcome | am trying to achieve.

Take ownership in positively representing PMH in and out of
the workplace.

Follow through with what | say.

Take pride in what | do.

Promote mutual respect and build community within PMH.
Seek input from those impacted by decisions.

Always wear my name badge.

20



Treat others with Dignity.

| WILL:

Protect everyone’s privacy and confidentiality.

Be aware and considerate of generational, physical, religious,
financial and cultural diversity.

Praise in public, coach in private.

Recognize each person, situation and idea as significant.
Not engage in gossip, inappropriate behavior or language.
Treat others as they want to be treated.

Provide services to the underserved and encourage others to do
the same.

Anticipate and provide for the needs of those we serve.

Provide fairness and justice in internal policies and practices and
external relationships.
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Exceed the expectations of those we serve.

| WILL:

Participate in continuous improvement, recognizing that everything
| do is a process that can be improved.

Contribute to the creation of a just culture and not accept excuses,
mediocrity, and carelessness.

Do my best and remain positive.

Use my time effectively.

Anticipate and provide for the needs of those we serve.

Provide compassionate and personalized service in a timely
manner, and build strong relationships that create PMH guests for
life.

Strive to “raise the bar” in exceeding expectations.

Promote effective use of resources.

Ensure accountability for the development and use of resources in
the present and their availability for the future.

Always begin each day and each activity with quality in mind.
Begin each customer interaction by considering their expectations

and going beyond their expectations by providing care with
compassion, integrity, respect and stewardship.
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These Values and Standards of Behavior reflect the level of
professionalism that we will demonstrate in providing services to our
community.

These Values and Standards of Behavior have been developed by
employees of Prosser Memorial Health to establish specific behaviors that
all employees, medical staff, and volunteers are expected to model.

We believe that by adopting these Values and Standards of Behavior,
those we serve will receive outstanding service, making PMH one of the
finest hospitals in Washington.

| have read, understand, and agree to comply with the Prosser Memorial
Health Values and Standards of Behavior.

Signature Date

Print Name Department

23
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Welcome to the
2020 Environmental Scan

lite. That certainly holds true today. Fresh

technolegies, new players in the market.
increased emphasis on population health and
social determinants of heaith, the advance of
consumer-friendiy care delivery models ... all of
these factors and more promise a significant and
lasting transformation of health care.

For thosse in hesith care, we
welcome this change. Because as
wo have always done, hospitals
and health systems are leading this
transformation, helping o shape and
direct the future,

As a field, we have a remarkeble
track record for adaptability,
seamlessly integrating decedes of
major breakthroughs in technology,
biology and science — evolving
treatments for cancer come to mind
— into improved patient care.

In health care, change brings with it
the opportunity te continue improving.
it means better care for our patients.
Change is what hospitals have been
doing for far longer than any of us
have been arpund. We know thet
there will always ba changes we nead
to make to prepare for the future.
That’s what we're doing today.

To help you, each year, we publish
the AHA Environmental Scan. This year's scan offers
an overview of the trends, statistics and economic
forecasts likely to affect patients and providers st
every level of care.

Woe track, interpret and share developments to
meke your job eagier. With that in mind, we have
identified sevasel key topic areas that will likely
irmpact health care in 2020 and beyond.

» Access. The comerstone of healthy commu-
nities is having accass to the right care at the right
time in the right setting. Many factors affect this:
availability of govemment progrems such as
Medicare, Medicaid and the Children's Health
Insurance Program, private insurance coverage and
a strong and resilient workforce.

T hey say that change is the only constant in

» Health. The health care systern continues
1o evolve beyond the walls of the hospital as
hospitals and health systems seek to manage and
prevent chronic disease and improve the well-
being of patients. This includes addressing the
sotial determinants of health such as housing, food
insecurity and violence in partnership with community
organizations, providing access to behavicral heatth
resources and working 1o stem the tide
of tragic drug overdose.

« Innovatlon. Innovative strategies
are becoming the norm. Eighty-six
percent of health systems have at
least one executive dadicated to
exploring partnerships, investments
and other tactics to position for the
future. Top priontiss for innovation
initiativas and invastments will include
IT/data analytics, patient/consumer
. engagement and use of artificial
intelligence ta improve care delivery.

* Affordability and vahse,
Affordable health care is ona of the
biggest concems facing families,
employers and government. Hospitals
and haslth systems am doing their
part to moeke care more effordable.
They are leading the chargs toward
value-based care with new models
thet provide better coordinated care at
& lower cost. They are using the best
technology and date ¢ improve patient outcomes.

» Individual as pertner, Today's consumers
want health care when and whers they want it.

The avaitability of virtual care, patient-friendly online
portals and alternative places of cars such as retail
clinics will ba more important than ever.

This scan offers facts, predictions and statistics to
think about and plan for, but nothing to fear. We've
embraced change in the past and grown from it, and
wa will again.

As plways, the AHA will stay on topofitas
part of our commitment to helping America’s
hospitals and heaith systems as they care for their
communities ... saving lives, performing miracles
and keeping people healthy.
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ACCESS

Access to affordable,
equitable health, behavioral
and social servicas

Hospitals, health systems
and health care organizations i
recegnize that access to cara for !
individuals is the comerstone for
developing heslthy communities

across the nation. Insurance

coverage and a strong workforee

are key elements that influsnce

access 1o health care.

COVERAGE
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2010 20m 2012 2013 2014 2015 2018 207 2018

Jtml, UL Goosyus Bureeu.

TOP REASORS FOR BEING UNMNSURED
ARONG NONELDERLY ADULTS

Cost is too high

[T s g e e 5 45%
Lost job or changed employers

B e e 2%

Lost Medigaid

A 11%

Marital status change, death of a spouse or
parent, left school

R 11%

"Kéy Facts sbout the Uninsurad Kalter Famiy
Pumdd::.”kﬂ.ﬂn.nm 7. 2004 Popmien,’

= |n 2018, high outof-pocket sosts and deductibles contributed to
undarinsurance,

s The greatest growth in the numbser of underinsured adults oogumed
among those with employer plans.

*  Continuously insured adults, including the underingunad, ane more
likely to got preventive care and cancer screenings.

Coling, Sara R, et nl. "Heahh lrsumnce Coverda Eight Years After the ACA: Fower Linind Arnerioon
and Shorter Coverege 5903, But Mare Lindarinsured, ” The Commonweslth Fund, Feb., 7, 2018,
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The ACA individual marketplaee

WCE ENROLLMENT {inn eiMones)

183 ! |
b1y 127 122 11. 11.4 I

2014 2015 2016 2017 2018 2019

AVERAGE MUMBER OF PARTICIPATING INSURERS
PER STATE

6 s.o—]—l - 35'“—!
3 3
T Viili

2014 2015 2018 2017 2018 2019

MARKETPLACE AVERAGE BENCHMARK PREMIURS
$481  s477

2014".‘ 2015 201€ 2117 2018 2019
Mcte: Aversga calouiated uaing sacond Howest cost siver plens per market,
“Marketplace Enrolimant. 20142018, Mmmw ntuiug:mh:m

of lsywen Panicipeting In the Indivisual Hssth nsirancs iiskeipinoss Keiser
Faundation. kdd.org. Accassed July 29, 20719.

Viedicare

As measured by expenditures, Medicare is the largest health
carg insurance program in the U.S.

2077 ENROLLMERNY

Medicare PastA | 58 mbliion | 18.0%
Medicare Part B | 83 miflion | 160%
' Medicare PartD | “44million | 13.5%

Kleas, Babwn 5. and\Woifa, Christien J, “Brief Summaries of Medicars & Madicals,” Offica of
the Autisary, CMS, Departmeniod Heelth & Human Sanvces, Oot. 15, 28,

N n e

* More than 72 million people, or 22% of the LLS. population.

¢ Medicaid expansion adult enroliment: nearly 17 million people.

* 47% of Medicaid and CHIP recipisnts are younger than 21,
* 11% of Medicaid recipients are 85 years or oldsr.
“Wiha anmofe in Medicald and CHIP, " Medlcaid.gov, July 28, 2016,

Fy—

P ———

IPACT OF SUBSIDIES ON ENROLLMENT
{between 2017 and 2018)
-'.

24%

Subsidized enrollment - 4%

MhWanuW&mm*mmm&Mm
Sarvices, Aug. 12, 2018.

The ACA linked to reduced disparities

» (3aps ininsurance coverage among racial and ethnic groups
decreased after implementation of the ACA coverage
expansions. These effects were greatest in states that

expanded Madioaid,”

= Undsrthe ACA, women with ovarian cancer were more
Tikely to be diagnosed &t an early stage and receiva treatment
within 30 days of diegnosis.t

* Cheudry, Alty et el, “lasua Prial; Did tha Affordahie Care Aot Fedurs Racial el Ethni
Digprities in Helth nsycinet Covemgo?™ The Comrnormasalth Fund, Augeist 2018,
tMMmbwmmmmdwmmmMmm
Olbgnosis aod iepmment for women with tvariin cancee, ™ Jrome of Ciniee! Oncology, vol.
33, no. 18, Juna B, 2019, Regrintad with parmisaion. O 208 American Soolety of Clinies!
Onoology. All righta ressrved.

AFRICAN AMERICAN CANCER PATIENTS
¥ g/ Increasa in African American patients
0 beginning treatment within e month of
receiving diagnosag of advanced cencers
in Medicald expansion states post-expansion, ‘

Dogrr, Anne. "Yale study finds ink batwaen Matficsd wipangdon and etulty in condar cine,”
Yaieivews, June 2, 2019,

Impact of a potential Medicare public option
» By 2026, 6.3 million people would gain covarags, as

opposed t0 9.1 million peopis gaining coverage through

additional support of the ACA.
® A raduction of $8386 billion to hospitals over a 10yesr pariad.
» A signilicant disruption $o the employersponsored

insuranca markat, which provides coveraga to mare than

150 miflion Americans.

Koanig, Lene st 2, "The mpact of MetbcarsX Choice on Cioversge, Healthcire Use, snd Homs-
[ A mauummmmmmz,ms and supplemants] report Aug et 6, 219

MEDICAID PATE:

» $1 in $8 in the health care system.

* %1 in $3 1o safety net hospitals and health centers,

* 31 in $2 for long-term care.

* For nearly hetf of ail births in & typical state.

“Medieald i the United States,” fact shoet, Kalser Fornby Foundation, November 2018,

Rz, Rahin, at al. “10-things b Kncw sbaut Mecdicald: 5 {bo Foci Strsight,”
Kasiwer Family Foundation, March 8, 2016, i
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WORKFORCE

Workforce shortages

PHYSICIAN SHORTAGE PROJECTIGNS BY 2032

| Primary core physiclans I 21008200 |

| Non-primary care specialties 24800-06,200 |
Strglcal specinitios 14,300-23.400 !

“201 Lipdeere The Complelides. of Physiolan Supely and Derniend: Frojeotiond fom 2017t
202, propared for the Assaciation of Ameticen Mecioad Colisgea; submittad by IS8 deid:

Lnd.. Apafl TUVR.

HEALTH CARE WORKFDIRCE SHORTAGE
PROJECTIONS BY 2026

Homshealth sides 466,300
Nursing assistents 93,608
 Madical and Isb technologists/technicins | §6,709

Nurnprnﬂtlonm

Stavenson, Maithew. “Demand for Hestthcare YWorkers Wil Oulpaes Supgly by 2026: An
mhdh LS Haatheare Lsbor Wiarkot, © Meszar HPA, May 2018,

PSYCHIATRIST SHORTAGES BY 2080
Peychlatrist supply Psychiatrist demand

]

Fehaviom! Health Workforos Profections, 20162070, HRASA Metional Canter for Health
Workirce Anslysia, 2118,

PERCENTAGE OF COUNTIES WITHOUT A
PSYCHIATRIST

—
Norewssoonsn N =

Andrilla, €. Holy A. st e, ~Gangmphio Varinion in the Supply of Seleciad Betrvioml Heokh
Providess,” Amenosn Journs! of Preversive MieTcine, vol, 54, rao. 8, supplemant 3 bune 2018

B188-8207,
RURSING EDUCATION CAPACITY
Number of qualified applicants turmed
away from baccelaureate and graduete

J 5 K nursing pragrams by U.S, nursing
schools In 2018 due 1o an insufficlent

nurnber of faculty, clinical sites, classroom space, clinical
precaptors and budget constraints.

“Fact Shecd: Nuraing Feoutty Sheriage, ® Amesiaan Assodision of Coftages of Nusing,
nscnmursing.om. Apd 2018,

Workforce and immigration

IN 2017, WINMIGRANTS ACCOUNTED FOR:
15.5% of the U.S. population.

275% of
drect carg —
workers !

18.2% of haalth =~

ke ® 30.3% of nursing horme house-

keeping nd maintenance workers
=immigrents sre delined as thoks bom putsids the LS. and ams reysralbeeed chinens, iyl
nenciizany s unsuthordred fmi

mignants.
Zollrren, Looh at of. "Caza For Amarica’s Bderly And Disabind Pacole Rellas On immigram
Labos," Huslth Affeis, vol. 38, nt. B Lune 2010,

Drivers of workferce changes
¢ Generational shifts  *» Open talent models (e.g. gig,
* Consumerism * Diversity*

Radin, Jennifer et el ﬂhmumﬂcﬂuwmhulmmlmhamm
peepmng and tmefomm their workiorea?” Deloite Insights, Deloftie Canter far Hestth
Sohainng, March 7, 2018, € 20719 Deloite Development LLC.

* “The kmpevetive frr Strawaghc Wiekioron Plnning and Devalopment: Clwllenges nd
Oppartunitins,”™ Armedice Hospilal Aczociation, 2017,

Artificial intelligence (Al)
and the workforce

PERCENTAGE OF TASKS THAT CQULD BE
AUTOMATED IN HEALTH CARE

[}
p— L
I}
Practitionars/technical occupations _ 23%
Implications:
* |mproved efficlency, productivity and performance.

* Expanded job responsibilities.
» Practicing at the top of license.

e "Soft” skills will matter more.
e Workforce will acquire new digital skills 10 be able to

oollaborate with Al taams.

“Ad gnel tha Health Cara Weddoree,” Mardet insights, AHA Cinter for Health inncrvation,
Sapt. 28 2018.
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ACCESS

Distribution of physicians
by employment status
5.0% NN N - 8.7% = Owner
Empioyse
41.8% — W Independent
* 2018 marked
the first year
in which there
63.2%— — 45.9% were fewer
physician
owners than
employess,
2018
K, Ciol. Polizy Alesessch -~ "Lpcioted Dasa on Physicisn Preotice

Economic #nd Heeith Policy Reswarch, Amercan Madicel Aggaciation, May 2010,

Clinician burnous
PHYRICIAN BURNQUT AND DEFRESSION
Bumot [ o

Colloquial depression [ 11%
Clinicsl depression [Jj] 4%

Kana, Lastie. "Modpcape Metlomal Phyelcian Bumout, Depraasion & Swisida Repact 2015,
Madseape, Jan 16, 2016,

HURSE BURROUT

Nursesreporing umout I 52

Nurses considering changing "
jobs due to burnout |_

"Wake Lip witha Facts About Fatigus sBook,” Kimnog, 2(18.

PHYSIGIAN BURNOQUT COST*

Focusing on physician tumower and rediuced clinicel hours, the
annual cost of bumout on & national scale:

$4.6 billion, or $7,600 per empioys
nhysician

HURSE BURMOUT CoET?
Annual cest of nurse burnout to the average hospitat:

5.2 - $8.1 militon

* Han, Shasha st ol. "Estimeting the Ataibuteble Cost of Plnysicien Blumowt in the Unked
Stetes,” Annab of imemaf Medicing, vol. 170, na. 11 (2018): 784-780.
T m& g:m Healthears Retention & AN Staffing Rapart. " NEI Mursing Sehwiors Inc.,
h N

< A —r———

Jonmedical tasks take time

* Primary care physicians spend more than ong-half of their
workdey, neerty 8 hours, interacting with the EHR during
and efter clinic hours.”

» During the time spent interacting with the EHR, 44% is
focused on administrative tasks like order entry and billing
and coding, snd 24% is focused on inbox managernent.”

» An ED physician makes 4,000 mouse clicks over the course
of & shift.!

+ Arndt, amns.nd.'rmwmannhmmmanw

Using EHR Evant Log Deta and Time-Motan Cisendgtions,” Annafs of | wmd

36 na. 5{Sepl/Oct. 2017 415426,
tFry, Bl end Schutte, Frod. “Death by e Fhousand Cheka; Whane Electronic Haelth Records

Went Wiong,® Farfune, Margh 18, 2018,

HOSPITALS THAT HAVE FORMAL WORKPLAGE
VIOLENCE PREVENTION PROGRAMS

8%  471% E2.0% . Sh5%

40%
2% "“- *L-ﬂ -
o% -

2018

AHA, Anrwusl Survey of Hospitals date, Americen Hospid Association, 2017 - 2018
* Y15 cina is prafiminary.

RATE OF INTENTIONAL INJUFIES BY OTHERS,
PER 10,0060 WORKERE IN 2017

Hostihcore 200 505! N ©.

assistance workers
Al privateindustry [ 19

“Infurins, [Ensasas, and Fatelites,” Deparsent of Latror, Bureet of Labor Statistion,
v hia poviwehioshicd,_rS htm. Accessed Aug. 7, 2018

VIOLERCE iIN THE EMERGENGCY DEPARTMENT (ED)

» Nearly half of emengency physicians steted they heve been
physically assauited at work.

¢ 71% personally witnessed others being assaulted during
their shifis.

= 96% of fernale emergency physiclans and 80% of male

smergency physicians reparted that a patient or visitor
made inappropriate or unwanted advances toward thern.

“ACEP Emaga Fedoprh Recults,” Merketing Ganeral inc. and

ﬂmMmilln Oullunuf Enmwﬂnddmwma
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H EALTH

Focus en hohstic wal-being
in parinarship with
COMTILNItY Fesodrces

The health care system is evolving
outside the walls of the hosgital
and into the cornmunity in an
effort to manage and prevent
chronic dissase and improve the
woll-being of patients.

s =

Social determinants of health

SOCIETAL ISSUES HAVE A MAJOR IMPACT ON CONSUMER HEALTH

Factors that contribute 1o health outcomes, %

Social determinants of health

Heaith behaviors
Clinical care
Nonmaodifisble factors (e.g., genetics)

Note: Thiz graphie hes bean adjustad from the original verslon,

Avarage amount of date generated over a parson’s Rfistime

1,100 tersbyias (volume, veriaty, valocity, veracity)

0.4 tarabytes {clinical data)
—— G terabytes

Singhel, Stwbham snd Carlion, Steghanis. “The ane ol exponasndal improvemam in healthoene?™ McKinesy & Company, My 2018,

HOUSING”

* 11% of households spend more than half their income
on housing costs.

» Severe housing-cost burden is associated with an
increase in food insecurity, child poverty and paople in
fair or poor health.

FCOD INSECURITY?
* 11.8% of houssholds weare food insacure in 2017.

* 40 million peeple kved in food-insecure households,

* Ghvmng, Majory etel, wsmmm Reyy Finefings Riport, . Robert Wood
Juhneon Foundetion soxd Bm:himlhllhmmmll
“Fonﬂsm.f,mnfu.s Households in 2017, " Bepariment of Agrcuthure, Eccnomic

Renserch Bervice, wew.arousds.gov, Sept. 5, 2018,

SOCIAL DETERMINANTS AND YOUTH VIOLENCE

Manw risk factors of youth viclence ara the resuft of chronic stress
from living in impoverished neighborhoods or poor housing, food
insecurity, raciam and cthar instability.

& Each day, 14 young paople bacomae victims of homicide and 1,300
are trested In EDs for nonfaml, assaultselated injurios.

21 E‘;.:'";fm;fum l 1|n 5 hlgh school

"= L' yiplence
BILLION annually being bullied atauhool

"Presmnting Youth Violeaea — Fast Facts, ” Cendars for Diseass Conbrml and Fravention, coc.gav,
Feb. 28, 2018.
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HEALTH

SCREENING FOR SOCIAL DETERVMENANTS

neeads.

UNMET SUCIAL NEEDS ARE ASSORIATED WITH:
s Nearly twice the rats of depragsion.

® B0% higher prevalence of disbetes.

» More than double the rate of ED visiis.

= Naore then double the rete of missed medical
appantments.

TOP & GOALS UNBEREYING HOSPITALS' STRATEGY
ON HEALTH-RELATED 80CIAL NEEDS

improving heaith outcores NN 70%
improving patient expedience [N 57%
Building community reletions [N 50%

TOP 3 TYPES OF SOCIAL NEEDS METRICS TRACKED
BY HOSPITALS
[

Number of refemels {e.g., 57%
community providers)

bkl — 5%

Number of people connectsd _ 5%
o community resources =

Lo, Joxh amd Korba, Casay. “Sodil determinants of howitic How are hieapitiio and health
apsteaa iveeting in and addressing soolal neocs?” Daloltte Cermer for Health Sotutkns, 217
D 27 Deitltte Davalopment LLC.

Cehsvicorgl healih
MATIONAL LANDSCAPE

i Tin G ==

* 70% of adults with bahavioral health disorders eiso have
ptiysical health conditions.

» Costs are 76% higher for people with both behavioral and
physical conditions.

* Fewer than haif of adults with any menta! healih disorder
receive treatment.

“Bahawiersl Hasith Car ks HighValus Cars,* Amarican Hospitel Assoclation, Nisy 2016,

a1

HOSPITALS, HEALTH ORGANIZATIONS AND
BEHAVIORAL HEALTH

s Nearly 30% of patlents who visited a hospital ED had et
least one behavioral health disgnosis.

Numbesr of community mental
health centers in operation across
the couniry In 2017

rmlan:TruinunWaFm Armrevican Hospitel Asstcision
canwhﬂullhm

PERCENTAGE OF HOSPIT/ALS REPORTING
INTEGRATION OF POUTENE BEHAVIORAL HEALTH
SERVICES INTO THE FOLLOWING AREAS:

49.6%
Acute inpatiant
services

17.3%

Extendad care

AHA Anmal Survey of Hesphuts tets, American Hosphe! Assocstion, 2018, Date ks prefimioery.

Major depression
DEPRESSION AND TREATWERT N THE U.S.

People in the U.S. reporting at least one major deprassive
episode in 2017:

| % ofthe % not
':!;:,‘ C;L } respective | receiving
PEap population | treatment
Adits  173mlllon  7.9% ! 36.0%
Adolescents . §
.L__.. 1210_1'_& ‘ 32milion ;. 13.3% i 80.1%

+ The prevalsnce of adults with a major depressive episods
was highast emong individuals ages 18 1o 25.

» The prevalance of a msjor depressive episode was 132%
higher among adolescent fernales compared with maes.

"Major Deprassion,” Metionl instihaa of Miante! Heatth, wwwenimiundb.gev, Fetrmuery 2010.

Suiclde

IR 2017

« More than 47,000 Americans died by suicide.

* The most commaon method of suicide - firearm (51%),

o Tenthdeading cause of desath in the U.5.

» SecondHesading cause of death among individuals ages 10-34.
+ Thera were twice &8 many suicides as there ware homicidss,
* 4.3% of adults 18 and older had thoughts about suicide.

Sulcide Statisfics, Nationel instftute of Mantal Health, wwswnimhnlh.gov, Aoel 2018,
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Veterans' behavioral health
v About 20 formar and current veterans die by suicide sach day.
= The suicide rate & 22% higher than the general population.

s The Department of Veterans Affairs {VA) is using algorthms
to identify potential veterans at risk.

= Since the VA adopted this technology in 2017, 250 fewer
veterans have died hy suicide than would have been
enpected based on the previous rate.

Revirtranath, bsheng, "How the VA uses algarithms 1o pradict suisde,” Polica, Jume 25, 2018,

Reversing the tide of drug mrisuge

DRUG OVERDOSES

Preliminary datg from the CDC indicates that overdose deaths
declined 51% in 2018, the first drop in the U.S. since 1980.

;.?.ggg [ 72,000 T s T s -
65,000 T e
2017 2018

¢ Deathg from heroin and prescription painkilers are
decreasing.

Firnegan, Joanne. MHIMWWNMWD&QMMWMD
fariha finst e in decedes,” FlerosHestihoore.com, Juty 18, 29,

Oploids and naloxone
HIGH-DOSE GPIOID PRESCRIPTIONS {fn milfions]

ﬁnrr etal “Vited Sgre: Phamecy-Based Nl nmm—mm
2-2016," Marbitkty and Mortaitly Woskly Report, (2015) 62:676-880,

MISUSE OF PRESCRIPTION PAIN REUEVERS
BY U.5. RESIDENTS 12 OR OLDER {in millions}

2_____..__

2017 2018

“Kery Subwstance Use antd Montel Hesith Indioatom in the Unbed Stetrs: Recults from the 201
fationdl Survey ah Diig Use and Heslth,” Degartroan? of Heelth & Humen Senvioss, Substanca
Abuss end Mimsal Hoalth Sarvices Adminigtstion, Camtsr Bor Babsviorel Health Statistics and
Cuntty, MHS Publication Mo. PEPD-E08E, 2018,

[

Aging population

AMERICANS 65 AND OLDER
TN ST

(o8] semmon | wx

0| min |z

AMERICANS 65 AND OLDER REGUIRING NURSING
HOME CARE (In millions)

2 19

D

2007

Mathar, Mark. et al. “Fact Shast: Agingin the United States,” PomAmian Rafesonce
Buremy, July 15, 2078,

LONELINESS
Oldar adults ages 50 1o 80;

Feel a iack of compenionstip [ 2o%
Feel isclated from others [ 27%

» Chronic loneliness ¢an impact memory, physical welHoeing,
mentat health and life expactancy.

almy.t'rhltll. *Lonsiinaxs and hedith,” Univacsity of Michigan Instints for Haalthcis
Pohty end tnnevation’s Nationsl Pofl on Hasltty Aging, March 2018,

ALZHEIMER'S DISEASE
& The sixth-leading cause of death in the U.S.
= 5.8 million Americans are living with the disease,

s By 2050, It Is projected that 14 miilion Americans will have
{he dissase.

* Every 65 seconds sornaone in the U.S. develops the disesse,
In 2019, Alzheimer's and other
dementia will cost the nation $290

$29 billion. By 2050, these costs could rise

BILLION to$1.1tilion.
“ZNg Alzheimet's Disests Factx and Fiyures [nfographin™ Alhelmar's Assoelation,
alrom, 2N9-

-
Leare more abou: he
AHA's effurts o oreate

uge-Triendly hoalth sysiems
! s‘aha.o_fgragefrien_dly P
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Seamiess cars propelled by teams.
technology, nnovation and data

The health care field is transforming. The digital health
evolution, consumerism, clinical advancements, new

entrants and unigue partnerships are accelerating this
transformation. Hospitals and health systerns are taking
a lsadership role in preparing for the future by investing

in Innovative technologies, practices and cultures
with the geals of improving cutcomes, addrassing
affordability and reducing friction for individusls.

Healih system innovation

TOP PRIORITIES FOR INNOVATION INITIATIVES
AND JNVESTMENTS

hocasn | 8%
/Data anayics I 5%

PeTieTyLONSuMa’ | g SNt s
angagement 0%
e [ w TN RS,
Clinical restructuring 0%

innovation infrastructure

% of health systems have one or more
8 6 executivas responsible for innovation
- strategy and oversight.

HEALTH SYSTEMS THAT HAVE A BEANED
DEPARTMENT DEDICATED TQ INNOVATION

Forces driving health system innovation
* Prioritizing consumerism,
» Disruption from new entrants.
= [mproving quality of carse.
* Increasing value-based contracting.
» Dacreasing oparating margns.

INNOVATION INVESTMENT

of health systems hava aformal
1 4 O Investment or venturss amn.

MOST COMMORN HEALTH SYSTEM INNOVATION
PARTNERSHIPS

Technology comperies (NN o7
Academic institutions NG 52%
Pharmeceutical companies [[INNEGEEEN 45%

SPEED OF IMPLEMENTING AND SCALING
INNOVATION

* 38% of health systems report the ability to scale quickly.

¢ 88% of heslth systerns with a formsal process for scaling
nnovetion report the ability to scale quickly.

“Trende for Scallng innovation in Health Care,” Contor for Cennstted Madicine and the Haalth
Managamant Academy, June 2018,
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HesalthIT

Based on g survey of heafth care IT lsaders

TOP HEALTH CARE IT SECTORS TO EXPERIENCE
GROWTH IN THE NEXT YEAR

s

Telernedicing
Waearebles/Consumer sensors as%

TOP CHALLENGES TO HEALTH CARE IT
INNOVATION BN THE NEXT YEAR

TatenyHiring RGN 72%
Economic uncertzinty [REMMRIIIN 54%
Competition |G 54%

FAnbaris, Bryan. “2018 Healthcare Pmancais. " Venioek, AxP 12. 2018

Digital Health Forecast

Health care IT leaders predict that digital heaith innova-

tars will work to demonsirete realworld applications.

Examples:

* Broacer edoption of Al and machine learning in
population health to improve identification of thoss at
tisk and dedivery of personaiized services.

s Virtual reality/augmentsd reality as a routine
traatment for pain contral.

¢ Wearables and implantable health devices to
enabis detection of chronic conditions and monitor
treatments.

» Broader use of voice recognition and intelligent
assistants to reduce clinician burden.

* increased vae and Impact of digitat therapeutics.

"2019 Haslthcars Trends Forecast: The Beginring of @ Consumer-Driven Reformatian,
Heelthtze infomiition el Menogamant Systems Sockety (HIRESS, 2018,

HEALTH TECH AND DIGITAL HEALTH
INVESTMENTS (in billions)

$40 - #@ee

$20--- 4108 . +186%
. ]

2010 2018

Singhed, Shwbhern and Cartton, Stephanis. “Tha ara af exgeonential Inprovedment in
hre=altiana?™ McKinsey & Company, Mey 2019

Disruptive innovation

Based on a survey of heelth care leaders

SERVICE LINES MOST RIPE FOR DISRUPTION FROM
TECHNOLOGY

Behavioralhealth © L M0%
Primary care |0 Tos%
Cardiology [T 295%
|

TECHNDLOGY THAT WILL HAVE THE BIGGEST
IMPACT ON HEALTH CARE IN 2020

Teisheatth |, =2+
Data analytics/Big dete [N 348%
Imemet of medical things _ 2B6%

Machine leaming and Al [ 22.5%

Survy to Health Cive Lesdars pnd Strateqlate, AHA Soelety for Heolth Caro Strategy & Markot
Cavakpment, hutle 2078,

ORGANIZATIONS POSING STRONG COMPETITION
TO HOSPITALS AND HEALTH SYSTEMS

Crmikovich, Paul wt &l “2019 Stete of Conaurneriam kn Heelthcars: The Bar Is Rising,*
Kinatfrnan Hak, 271§,

Health analytics

+ Haalth systems with & higher number of value-based care
arrangements are more likely to have a mature approach to
analylics,

HEALTH SYSTEMS’ INVESTMENT IN ANALYTICS
I 2015 ‘M 2018

]
Heve a chief analytics officar w

—_— ——————— ——

Have a clear and integrated
70‘!6

srategy for analytics deplovment
otveriashes gy -i”‘
analytics sevvices to the organizaﬁon 88%

o deliver business intelligence/
Hagan, Allson ot al, -snm lrmhhhnear Heatth syatens have B growing efmsents focus on
lnalwnaﬁwhrﬂa * Defoits faights, Dalalite Center for Heolth Soh:tions, 20018, &
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Artificial Intelligence (Al}
HEALTH Al MIARKET SIZE
$8B |-
i $6.6B
$6B | T | -
| +40%
S4B Cormpound
I annual
$2B rate
$800M
0 i~
2014 2021

mr-.mmwmm Lucy. “ Artiticipd intaligerste: Hoalthewra's New Narvos
Syatom,” Aceantym, fune 2017

10 Al applications with the greatest
ear-tenm impact in hesith care
* Robot-assisted surgery
s Virtual nursing assistants $1 50
* Administrative workflow essistance i | JOR

» Fraud detection possible

= Dosage error reduction resulting

» Connected machines ”";gg; by

» Clinical trial participant identifier

* Praliminary diagnosis

» Automated image disgnosis

* Cybersecurity

m M&F&" nmnﬁm_’m Intetiganiy; Heekhcare's Mow
Parsonal genetic data

= By the start of 2019, more than 26 million consumers
added their DNA, to four lkeading commenzial ancestry and
health databases.

= As many people purchased consumer DNA tests in 2018 as

in alf previous years combined.

= [f the pace continues, these companies could have the
penetic makeup of more than 180 million peopie by the
start of 2021,

Fegakde, Antonin. "More than 28 milion peoplke eve tekan an #-horme ancestry test, ™ AT

Technology fimisw, Feb, 11, 2019,

Intemet of Things (loT)

AVERAGE NUMBER OF INTERNET-CONNECTED
DEVICES PER PERGON IN THE U.8.

2017 oS i) 8.1
2022 PN RS T R 135

Claco “Carnplets Visual Netweorking Indi (W) Foranast, 201320827

Opportunities and challenges of loT

Opportunitios:

Telehealth and remote monitoring, Smart 5ensors,
medica! device integration, health care building facilities
that optimize clinical processes and operational
systerns, voice assistants, robotiss, smart pils and
treatments of diseases.t

Challenges:

Data storage capability, cybermisk, the nead o update
hospital infrastructure and humsan emor.*

f‘bTh}gﬂlwArOWle Mew Revohution?™ Seitoce, Madium am,

+ Matthaws, Keyls "% Cheflsnpes Facing Health Cem kT In 201, iotforel.com,
Deo. 27, 2MB.

mgem ia

PERCENTAGE OF HOSPITALS THAT SEND RECORDS
TO ARBULATORY GARE PROVIDERS OUTSIBE
THEIR EYSTEWS

100% 1

0% - —

2012

BARRIERS T0 INTEROPERABIRITY
+ Other providers do not heve an EHR or leck imsm
gg_pablhty to reile_lfa _lnfonnauon
Experience challenpes sendmg!racamng data B7%
 across dlﬂerermfendorplat&_:rms 4 i
Dlﬂicult to match or identify the correct patient %
betwaen systems L i
Additional costs to send/receive data with 35%
. Organizations outside aystern
Had to develop customized interfaces to exchange 28%
informtion efectronically gl

=Eduing Detn, Seving Lives: Tha Hospitd Apanda for intgroperstfity,” Amarican Hogpite!
Aasocietion, Janary 2016,

Learn mora zboul the
HA Center i1 Hpaht

fnfthvation ah'éh‘lﬁfcemer
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AND VALUE

The besi care that adds value 1o lives

Alffordable health care is one of the biggest
concerns facing famniliss, employers and
government. Health care transformstion
and vaiue-based cane models focusing on
populations can improve the quality of care
at & lower cost.

COST TO STAKEHOLDERS

U).S. national health expenditures

Amount

% growth

27 | 29% ! $3Bwillon | 170%
2018+ 44% $38tilllon | 17.8%
2019* 48% | $3.8uillion !l 178%
) 5.7% $6.0uillion | 194% by
2002027 L by20z7 | 2021 |
*Projection
National Heslth Exponditres Projacthans 2018-2027 — Tablag, Offios of the Actuardas Achrary,
CMIS, arragov, Fab, 20, 2018,

———

Financial impact for hospitals

HOSPITALS’ COST TO PROVIDE UNCOMPENSATED

CARE (in billions)
576.6

$50B - ggg. — 413

-1 i

BILLION
" Combined Medicare
2017 2018 and Medicaid
AHA Anrul Surveey of Hospitals dsta, American underpayments 1o
iy hospitals in 2018*

!

Patient perspective

o / Reducing health care costs should be a
O top national priority.
TOP HEALTH CARE PRIDRITIES

Lowvering prescription drug prices 82%
Health insurance caoverage 91%

for pre-existing conditions

Making sura Medicars
benefits are not cut — B8%
Lowering the oversl cost of heslth cere a8t

increasing spending on research
to find cures for diseases _ ou

Slanwion, Robert J. etel, “The Lipcoming U.S, Heatth Care Cost Deteris — The Public's Views,”
Wow England Joutel of Msdkcing, vol, 380 no, 26 [1E): 245T-2482,

OUT-OF-POCKET COSTS

» Qut-of-pocket costs increased by 12% for inpatient,
outpatiant and ED care from 2017 10 2018°

¢ Medical fundreisers account for 1 in 3 campaigns for the
crowcdsourcing website GoFundivie.t

* "Ou-of-Pocket Costs Rising Even aa Patiants Tenstion ta Lowar Cast Settings of Cana,”

Trarwlinion Heelihears, Jurs 25, 2018
+ Edechif, Mark. “Pasients At Tuming To GoFuncMa To Fil Health Insursncs Gaps, = Netlnal

Pubfic Redin, npr.ong, Dec. 27, 2in8.
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onsored plans

INDIVIDUALS ENROLLED IN EMPLOYER-
SPONSORED PLANS

o Half of Americans say they or an immediate family member
have put off going 10 the doctar, not filled a prassription or
delayed other medical care because of cost.”

s Fourin 10 had cifficulty paying a medical bilt or insurance
premiumn within the past year.*

» Fourin 10 enrolled in a high-deductile plan do not have
enough savings to cover the deductible

& One In & say health cars costs have used up all or most of
their sevings.

* partin, Rachal, “Employess Start Ta Fes! The Bqueeze OF High-Dodcotible Heath Plane,”
Netional Pubi; Redic, npr.ong, May 3, 2019

T Levoy, Noaxm & “Health marssncs deductbies soar, leeung Arnesicans with unafisedahls
i, Los Angeles Tipes, May 2, 2019,

ool g prana
Employers;

TRENDS AMONG COMSUMERS WITH EMPLOYER-
SPONSORED INSURANGE FROM 2012 TO 208

Visits 1o primary care physicians ' «18%

Visits to nurse prectitioners end : 129%
physician assistants _

Froat, Arnmncisund Hargraves, John. “HCC! Eried Toaneis in Prinmary Cana Vishs, * Health Cora
Caet Inatiue, Qotobse 2018

THE MEDICAL GOSTS IN THE EMPLOVER
INSURANCE MARKET PROJECTED TO INCHEASE

8% 5.7% ——"5.7_% —= __::=-ra-.-°"s
+— ——
5% e
2018 2019 2020
Retall drugs

Between 2020 and 2027, ratail drug spending under private
haalth inswurance is projected to increase 3-6% & year,

Chronic disease

Adults with one chronic diseesa — 60%
Aduiis with two or more [N 40%

» Foremployars, per capita spending on an individual with e
complex chranic diseass is 8 times that of a heslthy indivitel.

*iviacicel cost trand: Badind the rarnbers 2020, PN Hashh Raseamh institute, Juns 2018,

Mental health services

PERCENTAGE OF EMPLOYERS OFFERING MENTAL
HEALTH DISEASE-MANAGEMENT PROGRAMS

B0% [ TSR =l —
2018 207 2018

» Costs will go up In tha short tarm. In the Jong term, addressing
rmental health Is a significant deflator of medical cost trand.

“Bistiical cost trend: Eshind tha numbers 20120, PWC Hegtth Resasrch Mettume, June 208

= Averagae deductibles for employer-eponsored plans tripled
between 2008 and 2018."

s Average annual rate of cost sharing outpaced growth in
wages from 2006 10 2016."

Costabarvg. NN 45%
Annua! median wages - 1.8%
» 849 of employers offered a High-Deductible Health Plan
(HDHP} in 2019."

» Envoliment in HDHPs reached 479 of the commercially
insured, pre-Medicare population in 2018, representinga
3.3% increase from 20171

*“Mindlol et trand: Bahind the ravibem 2020," PYWVE Hesith Reassrch Instituta, June 2010,
ey, Bich. “High-Deduciibls Plene Swge: CDC, " Healthoan Rnanols Manegarhant
Association, Avg. 29, 2018.

Prescription drugs

PRICES FOR MOBE THAN 3400 DRUGSE INCREABED
i THE FIRET SIX MONTHS OF 2018 ,

s An increase of 17% in the number of drup price incressss.
» Average increase is 10.6% — five times the rate of Inflation.

Plcchl, Almea. mmmhmeummmnnmm CHBS Nows,
cherpewg.com, July 1, 201

HOSPITAL PRESCRIPTION DRUG SPERNDING
» Average total drug spending per hospital admission
increased by 18.6% from 2015 to 2017.

“Facent Trends in Hospitsl Drug Spanding and Menifactares Shortagas, * NORC at the
Univarsity ol Chicapo, Jon 15, 2018,

MEDICARE AND MEDICAID DRUG SPERIDING

From 2013 to 2017, prescription drug spending grew at an
annugl rate of 10.8% in Medicare Part D, 10.0% in Part B and

14.8% in Maedicsid.

*CMS5 Updates Drug Cashbourds with Prescription Dug Pricing end Spanding Date,” oms.oov,
Mareh 14, 2018
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PRESCRIPTION SPECIALTY DRUG COSTS IN 2017

$78781 vs. $60,336

The everage annual cost of The median U.S.

prescription specislty drugs househaold income
TIWO vs' 2:1 n/ a
Increase in cost General rate
vs. 2016 of inflation

Schandeimeyar, St=phan W_and Putvig, Lalgh, *Trends in Reteil Prices of Spaciany
Prescription Drogs Widsly Usod by Qider Amricans: 2017 Yeer-Enn Updats, = AARP Pubfic
Policy lastitinte, Jsne 2019,

Drug shortages
» Cost hospitals $359 miflion & year in additional laber costs.

* More than half of hospitals reported they had managed at
lesst 20 shortages during a six-nonth period.

vizlent, Inc. Survey, “Drug shorteges and kbar cops, Meastaring the hicitien coma of drug
shoringes on LS. hospitals, “ Videm), Ina., Jne 214

SR MpIE 3 tgur.b'Hh &
The Vaiye n.ghativn 51
aha Grg,ualue-mmalwe

CARE MODELS

Advanced ilness and palliative care

o Advanced ilinass accounts for 4% of the Medicare
population and 26% of its costs.”

& 12 million .S, adults and 400,000 children are living with
sefious ilinass.”

s 72% of hospitals with 50+ beds have & paliative care pragrarn !

PALLIATIVE CARE IMPACT
per yesr savings if hospitais nationwide
3 5 implemant high-guality paltiative
2 programs
BILLION

OA, reduction in symptom distress reported
' by pailiative care patients

* Stuart, Bradotsl. ~A Langh-Srale Advansad [nees kntarvertion infoms Medicamn's Hew

Sarous Hineas Payment Modsl,* ety Affiaine, wof. Bs.no BI'.‘D‘!O] $E0-S55.
1 “Changing htme v think ehout pellisth " A i antion, sha.ofgpakess,
Accesssd Aug. D, PNY.

~ Lparn mors aboutihe AHA
nd’"’b'bh'ﬁ with
Adsdnce p-.illlx'h Ve _'i-'-"

abz.orypalcate

Trends in delivery models

HOSPTALS PARTICIPATING IN AN ACCOUNTABLE
CARE ORGANEZATION [ACO)Y

2014
NOTE: 2018 survey queetion is not drectly comparmiia o prior yeara,

HOSPITALS WITH CONTRACTS WITH COMMERCIAL
PAYERS TIED TO QUALITY/SAFETY PERFORMANCE"

f0% 48.7%

30% -

0%

2014

HOSPITALS WITH SOME PERCENTAGE OF NET
PATIENT REVENUE PAID ON A SHARED RISK BASIS®

17.6%.—

20% T
105%
10% -
0% - '
2014 2016

HEALTH CARE LEADERS THINIK VALUE-BASED:
RELATIONSHIPS THAT COMTAIN BOTH UPEIDE
AND DOWNSIDE RISK WILL OCCUR?

® [Lessthaniysar | 8.7%
i i2yees | 267%
L 3oyears 388%
®  Bor more years 17.5%
®  Never 63%

» Obstacles 1o sharedHisk, value-based contracts: [iImitations
in ¢tata sharing, ne agreement on outcomeas messures and 8
leck of incentivas for payers and providers to work together

8 AHA Anmwss Survey of Haspliala eats, Amarican Hoeplisl Associetion 2018-2018.

2018 datn ks
£ "Whita Paper: The Bth Amusl industry Pulse Suney, ™ Ciidniye Heslthoare and the
HuogithCoss Exacitiive

anoup, March 15 2018,
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ACOs BY THE NUMBERS

e The number of ACOs has multiplied 5 times since 2012,

« At the end of the first quarter of 2018, there were more
than 1,000 ACOz across the U.S., covering 33 million lives
and representing simost 1,500 commercial and public
payment amangemeants.

» 33% of ACOs had at least one contract with downside risk.

IR 2098, AGOs CONTRACGYED WITH:
Mecicare | 5%
Gommercia povers NN 72%

Net savings generated by
Medicare ACOs in 2018.

$740

MILLIORN

Vemmg, Emena “Irisnes: in Pattwiye To Eucness Browe: XNE ACD Resuls Show Trends
Buppcrting Progrem Redesion Continue,” HasBhifieisilog, Sept. 30, 2014,

Top ACO prioritles

TOP 5 PRIDRITIEES OF INTEGRATED SYSTEM/
HOSPITAL-LED ACOs

: Reduce avoidsble emergency department visits 57% ]

, &nd inpatient admissions N
Manage post-acute care spendng and quality Eq_%
thent réadmissions through bettsr care transitions | 42%

i Aclwelv menaga high-need, high-cost patients _37%
Reduce svoidablefunnacessary care ! 20% '

TOP § CHALLENGES OF [NTEGRATED SYSTEM/
HOSPITAL-LED ACOs

Diﬂlculty aligning physician compensation with

value-based contacts . .

i Ability to design and implement core delivery | 7%
changas R K
thlnyofdataprwdedbypayars 26% !
. Lack of data analytic capabitity and tools | 33% |
Pmspect offparticipation in mandatuw downside 229,

 isk

Edwards, Keeatin, et ol, “The 2018 AC0 Survay: Unftuns Faths t0 Suctass, ™ Leavitt Parmam,
Muarch 2019,

VALUE AND PERFORMANCE
IMPROVEMENT

Performance improvement

practices yield positive outcomes

HOSPITAL-ACOURRED CORBITICHS: PROGRESS

BETWEREN 2014 AND 2077

« 13% decrease in conditions

= 20,600 lives savad

» $7.7 biflion saved in health care costs

=AHRO Nxonml Scorscand on Hospital-Aoguingd Conditions,” Aganoy for Healthcare Ressonch
e, Qovirofeasiona afusity. prient-setstydpltfnad=,

end Cuslity, Rociodle, M. htipsfinanvwe.sh
harnd, Jemiery 2018,

PERCENTAGE DECREASE IN HOSPTAL-ACCOLERED
BIFECTIONS RETWIEER 2078 AND 2817 I AGUTE
CARE HOSHTALS

Clostridicidas difficile events —
bacterium that causes colitis or
inflammgtion of the colon

' Contral ling-gssociated
% I . icorcom inections
4% I  MRSA bloodstream events
5% Catheter-associated urinary
tract infections
3% B Ventilatorassociated svents
1% J Surgicalsite infections

-13%

= 2017 National and Saste Heallheans-Asancisind infeciions Progres fnport, ” Canters fi
Diseese Condrol and Prevemition, £tc.oov. Acceased July 28, 2008,

Top 5 patient safety concems

s Disgnostic stewardghip and test resuit management
using EHRs

+ Antimlcrobial stewardship in physician practices and
aging senvices

« Bumout and its imnpact on patient safety

« Patient asfety concems Invoiving maobile health

® Reducing discomfort with behavioral health

“2t18 Top 10 Patlemt Safety Concems —- Exegutive Brisf,” EORI iestuts, hops:y
ng=p-10-patent-mefety-concama- 7018, Akl tid

Merch 12, 2018,
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INDIVIDUAL
AS PARTNER

Recognize the diversity ol individuals
and serve as partners in their health

Heslth care providers are fosteting true patient
engagement, recognizing that individuals are
increasingly viewing health care through a
consumer tens and connecting in ways that
make senss in today’s digital world,

Request prescription refills
6I%

Recsive reminders via email or text for preventiva
or follow-up care
7%

70%

Communicate with provider through secura email

83%
68%

Book/changa/cancet appointmants onling

!

68%
se rerote or telemeonitoring devices to record health indicators

!

B3%
Communicate with provider through video conferencing

!

49%

Safoi, ¥aveh et Kalis, Brien. “Today's Consumans Revaal the Future of Hesthcere: The
Anogmiure 2018 Digital Mentth Coneumer Survey.” Accenture, Fab. 12, 2095,

MOST IMPORTANT HEALTH CARE FACTORS
INFLUENCING CONSUMERS” DECISION-MAKING

Comnverient, eesy eccess [N 51.3%
Insurancecoverage [ <6.4%
Docter/nurse conduct — 44.2%
Brand reputation _ 39.8%
Quality of cere [N 34.6%

2019 Hesiheare Consumeec Trands Repart,* NRC Health, Jan. 8, 2018,

Virtual care

Interast in viriual care is higher among consumars with more
complex needs.”

EMPLOYERS OFFERING TELEHEALTH SERVICES'

61%5=

lower for telemedicine
-~ visits than in-person visits
2016 2018 in 2019,

CONSUMERS WITH EMPLOYER COVERAGE ARE
WILLING TO USE TELEHEALTH FOR:*

5 Ongoung assessment of a physical condition or %
’ allment

i Inmal assessment of a physical onndmon or allmeni ' 43%
rMMEWeWmI heaith servlaes 2%
i Emargemv sntuauuns such as urgent care . 5%

* Safavi, Kaveh ang Kaiis, Bren. “Todey's Consurnem Reves] the Futuye of Hreithcams The
Accantu 2018 Dighsl Health Consurmer Survey, ™ Accontum, Feb. 12, 2018,
1 “Medicsl ost trer; Babind the numbers 2020, " PANC Heatth Resaarch Insiftuts, June 2019.

Online Access

PERCENTAGE OF HOSPITALE THAT PROVIDE
PATIENTS WITH THE ABILITY TO VIEW HEALTH
INFORRBEATION ONLINE

100% 3
50%
25%

2012 2018
AHA Sl Sorvesy information Teaimoiogy Supplemant, Aepecicen Moaspi] Apsocisfon, 2018.
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Alternative places of health care
setvices: Consumertrends

UTILIZATICN GROWTH RATES FROM 2018 TO 2017
ACCORDING TO PRIVATELY INSURED HEALTH
CARE CLAIMS DATA

Teienesth [N =3%

Urgent care centers - "%
Retai clinics [ 7%

Ambulstory surgery centers | 6%

Utilization of emarngency 2%
departments

"FH Healttveana Inticrtone® snd FH Madioal Prioa Indved® 2018 An Annusl Vilw of Place of
Survice Trande ard Metiicel Pricing,” Wiits Paes, FAIR Hagith®, Inc., Ap 2018,

-
92%
Stent Baby GenXers  Milennials
generation boomers

MuocCraghken, Linds and Makiaus, Gy, ~Dipital Heelth: Whan Primary Care is not Always
Primay," Aceontrs, Sapt, 19, 2018

GBTQ disparities

= 16% of psople who identify as tasbian, gay, bisex.sml,
trans, queerfquestioning (LGBTQ) report being personally
discriminated against when going to a doctor or heafth clinic
becauss they are part of the LGETQ community.”

* 1B% of pecple who identify as LGBTG say they have
evoided medical care, even when in need, citing fear of
discrimination.”

* High school students who identify as LGB are almost5
times as llkely to atternpt suicide compared with their
heterosexual peers.?

s Adults ages 50 to 95 who identify as LGBT reported greater
retes of disabflity, depression and loneliness and increesed
fkaliness to smoke and binge-drink compared with
haterosexuals of similsr ages.*

* *Digcrirmination i Amercs: Experiences snd View of LGSTO Amodoans,” Netlonal Prdfi:
Radic, Robert Woad Johnsan Faundetion end Mervard T.H. Chan Sohoo! of Pubiic Hoeslth,
Novernber 2017,

‘Immiﬂllmm Momial Heatth, Aooessed

1 18.

$ Seogort, Liz. “Notionad study finds LGBT saniom faos toughar old sgw,* Associstfion of Heatth

Caon JoumaBsts, July 18, 2078,

2101 Dive uﬂtyanﬁ!!eauh

Rue;:kon.om -

IMPACT AND
LANDSCAPE OF
HOSPITALS AND
HEALTH SYSTEMS

Hospitals and health systems serve patients
and communities as critical access points of

health care services across the country.

Health care and the economy

0/ of all jobs in the overall U.S. economy
O &tthe end of 2018 were in the heath

tara sactor.”

B new jobs In the overall U.S. economy
In at the end of 2018 were in the health care

Number of jobs added to the health care
sector between 2008 and 20186, a rete of
growth almost 7 times faster than the rest
of the sconomy*

2.8

MILLION

Projections

= Employment of health care occupations is projected 10 grow
18% from 2016 to 2026, much faster than the average faral!
occupations, adding about 2.4 miliion new jobs.!

s Job growth in the home health field is projected to grow
549 from 2016 to 2026.*

mmhl‘h*um Job Growth Distpacad Nearly Evary Dthar Sactor In 2618,

¥ Eatsherg, Ecwand end Martiniont, Robest. *Haglh MJMMTOWTOM
Far Fexwr ThanJoha in The Genessl Economy, " Healeh Affie, Mey 3, 2.

# “Ocoupationat Outiook Handbook, * Degartrment of Esbor, mumm
Aeceesand Aug. 13, 278,
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Hospital prices
HOSPITAL PRICE GROWTH REMAINS LOW

in August 2019, annual health insurance inflation hit a five-
year poak of 18.6%, while hospital prices increased jus1 2.1%.

Buraay of Lubor Stafebas Consumat Frics Inde date, 2014

Community hospitals

INPATIENT/OUTPATIENT REVENUES FOR
COMMUNITY HOSPITALS

¥ Inpatlent & Qutpatient

1886
2018

AHA Arsnual &wwd Hoapitel detn, Srmarican Haspite) Ansociation, 1088-419.
*2018 deta b pimbininecy.

Health care cyber incidents
NUMEBER OF U.5. HEALTH CARE DATA BREACHES

. | m

2018 Jan.~Juns 2019

NUMBER OF PATIENT RECORDS AFFECTED

{irv mitions)
40M : 316
20M 14.2
L st

2018 Jan.~June 2018

FROM JANUARY THRDUGH JUNE 2018:

» Extemnal hacking was responsible for 88% of breached
regords.

* 72% of Incldents occurred in the provider setiing.

* [ncidents involving business associates/third parties
affacted 74% of total patiert reconds.

“Proternz 2017 MickYeer Sraach Basmeser, Bragrhid Patient Racords In first Hal.af 2018 Doubls

the Total for Aol 2018L" Froteamus, I, in oclizboration with Databineachen net, July 2019,

The rural landscape

Rural hospitals at risk
¢ According 1o a study of hospital closure impacts, rurel closures
ware associated with 8 5.9% increase in inpatient mortality.”

AS OF SEPFTEMBER 2019"

s 118 rural hospitals have closed since January 2010.

» 17 hospitals closed in 2019 alons, outpacing previous years.

¥ Gajeal, Keitea, et ¢, “bmpact of Runel and Urban Hospite! Clsures on rpotient Mortality,
Warking Penor Series, National Bureew of Ecenemic Ressurd:, July 22, 2018

1 The Caul 3. Shepa Canlar for Helth Services Fasswch, Univetsity of Novth Carckina,
shepecenterunc.adu Accessad OOt. 10, 2018,

Rural health care workforce shortages

+ While aimost 20% of the U.S. population lives in rural areas,
less than 10% of physicians practice in these communities.”

0 of primary care physician shortages in
6 6 /ﬂ the U.S. in 2018 were located in rural or
partially rural areas.!

o of mental health professional shortages
62 /0 in the U.S. in 2018 were located in rusal
or partislly rurel ereas.!

Decrease in tha supply of physicians
m_ in rural areas by 2030 while
ramaining steady [n urban areas'
» |n 2017, more than 50% of rural physicians were at least 50
years old and mora than 25% wers at least 60 years old."

* Joynt E. Kagmn, &t al *Furt Hospital Partinipation el Peformianca in Valve-Basad
mng‘muoummmwnmlm'mmﬂmm-mm,
October 19, 2018,

+ Skirmenr, Lucy, ot al., "Implicenions of an Aging Ruts! Physheien Worklonos, ™ Aew Englsnd
Journal of Medicins, 201%; 38109301,

Health care access in rural America

» 429 of rurat adults without haslth insurance reported they
did not get care when they needed it, whils 24% of those
with health insurance did not get care when they needed it.

REASONGS FOR NOT GETTING CARE

Could not atford t [N <=
Physical access/Distance - 2%

Difficulty getting anpointments
during the hours they nesdad - 2%

Could not find e doctor who 19%
would take their health insurance

“Lifw in Rural Amedica, Part I, Netions] Pubdc Aada, Rabart ¥Wnod Johneon Foundetion and
Harverd T.H. Chan Sohoot of Public Heafth, May 1, 2018,

R e AT I
FCRESTT S
a_!;a:g_rg{r_.ural
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AHA Agenda for Innovation
and Transformation

The AHA continually examines the environment to develop sirategies that both ackiress the issues of today
and proactively prepsre our field for the future. The AHA's Agenda for Innovation and Transformation advances
the areas of public policy, field angagament and innovation to enhance our support, value and leadership for
rmembers. Maryjane Wurth Is responsible for AHA's ovaerall strategic direction and is the lead executive for the

AHA Center for Health Innovation.

CLESTION: Hospitals and

QUEETION: Can you tell us more
about the AHA Design Studlo? How

heaith systems are investing In
innovetion to address access,
affordability and outcomes. What
role does the AHA play In assisting
and encouraging Innovative
culture, procesees and solutions
throughout tha hospital field?

WURTH: Over a year ago, we launched
the AHA Center for Heaith Innovetion

to help members drive high-impact
innowvation and transformation within
their organizations end communities.
The Center provides market intotigance,
key insights, targeted education and
actionable data and tools that support
the unique situations of our members,
One goal is to help hospitels and health '

.
systemns build innovation capecity within vuhlF

Eacmndia e
Ryesabett $aif L0
Gpurking Ofbcm of

thp Fupartian Hoaule
RSO

their institutions,

Additionally, the AHA s uniquely |
positioned to provide a nations!
perspactive on forwardlooking ideas
and solutions, helping members lesm
from @ach other as weil as traditional
and nontraditional stakeholders.
Exarmples include the AHA's work
with mora than 1,800 hospitals in the
Hospital improvement Innovation Network, efforts
to address affordsbility through The Value Initiative,
creation of a data collaborative with state hospital
associations, exploration of new delivery models
and development of resources to support population
heaith management.

We're teking the work of spreading ideas and
best practices to the next level. We are devsleping
a process 1o scale transformation throughout the
field through the Center’s new virtua! entity called
the Design Studio, craated in partnership with
membars, that focuses on advancing the next-
generation health care system.

1o it different from hospital end
health system innovetion centers?

WRIRTIH: The purpose ot the Design
Studio is 10 accelerate and lead
transformation, addressing complax
challenges in the field with unique
member collaborations. The Design
Studio will not duplicata what
hospitals and systems are doing

in their labs. The goal i2 to harness
hospitais” and health systems’
coliaborativa energy to discover novel
solutions that would be much mone
challenging, or perhaps impossible, to
develop alone.

The work in the Design Studio is
based on a human-centered design
approach. As the virtual studio
‘rooms’ progress, the design teams
may take different paths and employ
unique approaches. The Dasign
Studio will emphasize issues that
matter to our members and will
raly on their input, engagement
and enthusiasm. Cur initial aroas
of focus, supported by the AHA's
Boerd of Trustees, are behavicral heafth, EHR data
usability and risk approaches.

A key outcoma of the Design Studio will be
the spread of curated iearnings to all members
throughout the design process, Other outcomes
could include transformational partnerships,
products, resources or tools or other outcomas we
hava yet to imagine. Our journey may take surprising
tums. All together, the Design Studio idees, solutions
and results will drive value to addness affordability
and better health for patients, families and
communities.
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lll. External Assessment
B. J.P. Morgan's Top 10 Questions Every CEO Must Answer




The top 10 questions from the 2020 J.P.
Morgan Healthcare Conference that every
CEO must answer

son, ), dtrata Deci1s10
- Thursday, January 16th,

As we enter a new decade, everyone is searching for something to truly change the game in
healthcare over the next 10 years. To find that answer, an estimated 50,000 people headed to San
Francisco this week for the prestigious J.P. Morgan Healthcare Conference. Every one of them is
placing big bets on who will win and lose in the future of healthcare, The shortcut to figuring this
out is actually a question — or 10 questions to be more precise. And what matters most is
whether or not the right people are asking and answering those questions.

. ) 1 “.\ ’

While the prophets are ever present and ever ready to pitch their promises in every comer of the
city, the pragmatists head up to the 32nd floor of the Westin St. Francis Hotel to hear from the
CEOs and CFOs of close to 30 of the largest and most prestigious providers of care in the
country. Why? Remember, this is an investor conference and if you want to understand any
market, the first rule is to follow the money. And if you want to understand the future business
model of healthcare, you better listen closely to the health providers in that room and take notes.

What providers are saying matters to everyone in healthcare

Healthcare is the largest indusiry in our economy with over $4 trillion spent per year. Healthcare
delivery systems and healthcare providers account for over $2 trillion of that spend, so that feels
like a pretty good place to start, right? For that reason alone, it's critical to listen closely to the
executives in those organizations, as their decisions will affect the quality, access and cost of
care more than any other stakeholder in healthcare.

Some will say that what they saw this year from healthcare providers was more of the same, but I
encourage you to ignore that cynicism and look more closely. As the futurist William Gibson
once said, "The future is already here — it's just not evenly distributed.” The potential for any
health system to drive major change is certainly there and the examples are everywhere. The
biggest blocker is whether they are asking the right questions. One question can change

everything. Here's proof.
The stunning power of and need for good questions

Last vear I titled my summary "The #1 Takeaway from the 2019 JP Morgan Conference - 1t's the
Platform, Stupid,” The overwhelming response to the article was pretty surprising to me — it
really resonated with leaders. One example was Jeff Bolton, the chief administrative officer of
Mayo Clinic, who told me that the article had inspired their team to ask a single question, "Does
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Mayo need to be a platform?” They answered the question "yes" and then took aggressive action
to activate a strategy around it. Keep reading to learn about what they set in motion.

Soon after, I had a discussion with John Starcher, CEO of Cincinnati-based Bon Secours Mercy
Health, one of the largest health systems in the country, who shared with me that he is taking his
team off site for a few days to think about their future. It occunred to me that the most helpful
thing for his team wouldn't be a laundry list of ideas from the other 30 healthcare delivery
systems that presented, but rather the questions that they asked at the board and executive level
that drove their strategy. Any of those questions would have the potential to change the game for
John's team or any executive team. After all, if you're going to change anything, the first thing
you need to do is change is your mind.

The wisdom of the crowd

So, I set out to figure this out: If you were having a leadership or board retreat, what are the 10
questions you should be asking and answering that may change the future of your organization
over the next 10 years? I didn't have the answers, so I decided to tap into the wisdom of the
crowd, listening to all 30 of the nonprofit provider presentations, spending additional time with a
number of the presenters and reaching out to dozens of experts in the market to help define and
refine a set of 10 questions that could spark the conversation that fires up an executive team to

develop to the right strategy for their organization.

A special thank you to a number of the most respected leaders in healthcare who took their time
to contribute to and help think through these questions:

Mike Allen, CFO of OSF Healthcare (Peoria, I11.)

Jeff Bolton, CAO of Mayo Clinic (Rochester, Minn.}

Robin Damschroder, CFO of Henry Ford Health System (Detroit)

JP Gallagher, CEO of NorthShore University HealthSystem (Evanston, I11)
Kris Zimmer, CFO of SSM Health (St. Louis)

Wright Lassiter, CEO of Henry Ford Health System (Detroit)

Mary Lou Mastro, CEO of Edwards-Elmhurst Health (Warrenville, 111.)

Heye are the top 10 questions from the 2020 J.P. Morgan Healthcare Conference

Based on the wisdom of the crowd including the 30 nonprofit provider presentations at the 2020
JP Morgan Healthcare Conference, here are the Top 10 Questions that every CEO needs to
answer that may make or break their next 10 years.

1. Business model: Will we think differently and truly leverage our "platform?" As
referenced earlier in this article, this was the major theme from last year — health systems
leveraging their current assets to build high-vatue offerings and new revenue streams on top of
the infrastructure they have in place. Providers are pivoting from the traditional strategy of
buying and building hospitals and simply providing care toward a new and more dynamic
strategy that focuses on leveraging the platform they have in place to create more value and
growth. Maye Clinic is an organization that all health systems follow closely. Mayo adopted the
platform mode] around their 'digital assets' into what they refer to as Mayo Clinic Platform,
which initially targets three game-changing initiatives: a Home Hospital to deliver more health in
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the home even for high acuity patients, a Clinical Data Analytics Platform for research and
development and an Advanced Diagnostics Platform focused on predictive analytics, using
algorithms to capture subtle signals before a disease even develops. Children's Hospital of
Philadelphia, one of the top pediatric hospitals in the world, is leveraging their platform to drive
international volume, where revenue is 3.5x more per patient. They are also making investments
in cell and gene therapy, where their spinoff of Spark Therapeutics returned hundreds of millions
of dollars back to their organization. Both organizations were clear that any returns that they
generate will be re-invested back into raising the bar on both access to care and quality of care.

2. Market share: Are we leveraging a "share of cup” strategy? Starbucks had dominant share
in the market against Caribou Coffee, Peet's Coffee and Dunkin' Donuts. Instead of solely
focusing on how to grab a little more market share, they reframed the definition of their market.
They called it "share of cup” meaning that anywhere and any time a cup of coffee was
consumed, they wanted it to be Starbucks, In that definition of the market, they had very little
share, but enormous growth potential. Hospital for Special Surgery in New York is the largest
and highest volume orthopedic shop in the world, Their belief is that wherever and whenever a
musculoskeletal issue ocours, they should be part of that conversation. This thinking has led
them to build a robust referral network, which 33 percent of the time leads to no surgical
treatment. So instead of fighting for share of market in New York, they have a very small share
and a very big opportunity in a "share of cup” approach. NorthShore University Health
System in Hlinois has taken a similar approach on a regional level, converting one of their full-
service hospitals into the first orthopedic and spine institute in the state. The results have
exceeded expectations on every measure and they already have to increase their capacity due to
even higher demuand than they originally modeled.

3. Structure: Are we a holding company or an operating company? There has been a
tremendous amount of consolidation over the last few years, but questions remain over the merits
of those moves. The reality is that many of these organizations haven't made the tough decisions
and are essentially operating as a holding company. They are not getting any strategic or
operational leverage. You can place all health systems on a contintrum along these two endpoints
— being a holding vs. an operating company — but the most critical step is to have an open
conversation about where you're at today, where you intend to be in the future, when you're
going to get there and how you're going to make it happen. Bon Secours Mercy Health's CEO
John Starcher shared, "Tt makes sense to merge, but only if you're willing to make the tough
decisions." His team hit the mark on every measure of their integration following their merger.
They then leveraged that same competency to acquire the largest private provider of care in
Ireland, as well as seven hospitals in South Carolina and Virginia. Northwestern Medicine has
leveraged a similar approach to transform from a $1 billion hospital into & $5 billion health
system in a handful of years. Both of these organizations prioritized and made tough decisions
quickly and each has created an organizational competency in executing efficiently and
effectively on mergers and acquisitions.

4. Culture: Do we have employees or a team? Every organization states that their employees
are their most important asset, but few have truly engaged them as a team. Hospitals and
healthcare delivery systems can become extraordinarily political, and it's easy to see why. These
are incredibly complex businesses with tens of thousands of employees in hundreds of locations
and thounsands of departments. Getting that type of organization to move in the same direction is
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incredibly challenging in any industry. At the same time, the upside of breaking through is
perhaps the most important test of any leadership team. JP Gallagher, CEO of NorthShore
University HealthSystem, shared his perspective that, "Healthcare is a team sport." The tough
question is whether or not your employees are truly working as a team. Christiana

Care provides care in four states — Delaware, Maryland, Pennsylvania and New Jersey. They
have taken a unique approach that they frame as "for the love of health,” incorporating the
essence of what they do in every communication both intetnally and externally, in their values
and in their marketing. In a multi-state system, it is tricky to create a caring and collaborative
culture, but it's critical and they've nailed it. Their CEO shared that, "If you lead with love,
excellence will follow." That's not only well said but spot-on. Creating a world-class team
requires not only loving what you do, but the team you're part of.

5. Physicians: Are our physicians optimistic or pessimistic? There's a lot of concern about
“physician burnout" with a reflex to blame it on EHRs, cutting off the needed conversation to
dive deeper into where it really comes from and how best to address it. The challenge over the
next decade is to create an optimistic, engaged and collaborative culture with physicians. In
reading this, some will react with skepticism, which is exactly why leadership here is so
important. One suggestion I was given was to make this question edgier and ask, "Are our
physicians with us or not?" However the question is asked, the bottom line is that leadership
needs to find a way to turn this into a dynamic, hyper-engaged model. A little while back I spent
the day with the leadership team at Cleveland Clinic, At the end of the day, their CEO Dr, Tom
Mihaljevic was asked what he would tell someone who was thinking of going to medical school.
He said he would tell them that, "This is absolutely the best time to be a doctor." His answer was
based on the fact that there has never been a time when you could do more to help people. He
wasn't ignoring the challenges, he was simply reframing those issues as important problems that
smart people need to help solve in the future. Those who adopt that type of optimism and truly
engage and partner with their physicians will create a major competitive advantage over the next
decade.

6. Customer: Do we treat sick patients or care for consumers? Words matter here - patients
vs. consumers. Most hospitals are in a B2B, not B2C, mindset. Patients get sick, they try to
access care, they check into an ER, they get admitted, they are freated, they get discharged.
People get confused, anxious and concerned, then they seek not only care, but simplicity,
compassion and comfort. With half of America coming through their stores every

week, Walmart is already the largest provider organization that no one thinks of as they provide
'consumer’ care, not 'patient' care. But they are starting to broaden their lens, and health systems
will need to make moves as well. Competing with Walmart, CVS and other consumer-centric
models will require a different mindset. I think Dr. Janice Nevin, the

CEO ChristianaCare, captured this really well when she said, "Our mindset is that our role is to
ensure everything that can be digital will be digital. Everything than can be done in the home
will be done in the home." Henry Ford Health System CEO Wright Lassiter commented, "Trust
is the fundamental currency in healthcare.” Building that trust will require a digital experience in
the future that is just as compassionate and caring as what health systems strive to deliver in
person in the past.

7. Data: Will we make data liquid? The most undervalued and misunderstood asset of health
systems may be their data, While some at the conference refer to this as having the economic
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equivalent of being the "oil of healthcare," the real and more practical question is whether or not
your organization will make data liquid, available and accessible to the right players on your
team at the right time. Jeff Bolton from Mayo commented that, "The current model is broken.
Data and tech can eliminate fragmentation.” In a recent Strats survey, we asked leaders in health
systems whether they had access to the information they needed to do their job, and 90 percent
said no. For many health systems, data is a science project, hidden behind the scenes primarily
used for research and impossible to access for most stakeholders. The call to action is activating
that data to improve clinical outcomes, operations and/or financial performance.

8. Cost: Are we serious about reducing the cost of care and delivering value? Affordability
is a hot topic, and for good reason, as high deductible plans, price transparency and other factors
have accelerated its urgency. As Intermountain Healthcare CEQO Dr. Marc Harrison shared, "We
have an absolute responsibility to make healthcare affordable." While the consumer side will be
a moving target for some time, the No. 1 chailenge for hospitals right now is to lower their cost
structure so they can compete more effectively in the future. Advocate Aurora Health, Baylor
Scott & White Health, CommonSpirit Health and many others are targeting cost reductions of
over $1 billion over the next few years. As most hospitals are now in a continuous process to
reduce cost in order to compete more effectively in the future, organizations like Yale New
Haven Health in Connecticut have implemented advanced cost accounting solutions to better
understand both cost and margins. Yale is using this data to understand variation, supporting an
initiative that drove over $150 million in savings. Additionally, they have combined cost data
with clinical feeds from their EHR to understand the cost of hanm events, which turn out fo be 5x
more expensive. As more providers take on risk, having a "source of truth" on the cost of care
will be essential. Advocate Aurora Health CFO Dominic Nakis shared that, "We believe the
market will continue to move fo taking on risk." Many of the presenting organizations shared
that same perspective, but they won’t be able to manage that risk unless they understand the cost
of care for every patient at every point of care across the continuum every day.

9, Capital: Do we have an "asset-light" strategy? Traditional strategy for health systems was
defined primarily by what they huilt or bought. Many hospitals still maintain an "if you build i,
they will come" strategy at the board level. Yet, Uber has become the biggest transportation
company in the world without owning a single car and Airbnb has become the biggest hospitality
company in the world without owning a single room. These madels are important to reflect upon
as healthcare delivery systems assess their capital investment strategy. Intermountain
Healthcare CFO Bert Zimmerli refers to their overall thought process as an "asset-light
expansion strategy.” In 2019, they opened a virtual hospital and they have now delivered over
700,000 virtual interactions. The number of virtual visits at Kafser Permanente now excecds
the number of in-person visits at their facilities. With that said, there will be a balance. I really
like how Robin Damschroder the CFO of Henry Ford Health System framed it: "We believe
healthcare will be more like the airline and banking industry, both of which are fully digitally
enabled but have a balance of 'bricks and clicks' with defined roles where you can seamlessly
move between the two. Clearly, we have a lot of "bricks' so building out the platform that

integrates ‘clicks’ is essential.”

10. Performance: Do we want our team to build a budget or improve performance? The

most significant barrier to driving change that many organizations have baked into their
operating model is their budget process. The typical hospital spends close to five months creating
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a budget that is typically more than $100 million off the mark. After it's presented to the board, it
is typically thrown out within 90 days. It creates a culture of politics, entitlement and inertia.
According to a Strata survey of 200 organizations, close to 40 percent are now ditching the
traditional budget procesz in favor of a more dynamic approach, often referred to as Advanced
Planning, OSF HealthCare leverages a rolling approach, radically simplifying and streamlining
the planning process while holding their team accountable for driving improvement vs. hitting a
budget. When it comes to driving performance, SSM Health CEQ Laura Kaiser captured the
underlying mindset that's needed: "We have a strong bias toward purposeful action." Well said,
and it certainly applies to all of the questions here among the top 10.

5 additional questions to consider

As you would fimagine or might suggest, the questions above cen and in some cases should be
replaced with others. Additional critical questions to answer that came from the group included
the following:

1. Competition: Who else will we compete with in the future and are we positioned to win?

2. Digital health: Are we going to be a "digital health" company, providing tech-enabled
services?

3. Affordability: How are we making care more affordable and easier to understand and
access?

4. Social determinants: Is this a mission, marketing or operations strategy?

5. Leadership: Have we made the tough decisions we need to make, and will we in the

future?
Start asking questions

The point here isn't to get locked into a single list of questions, but rather to force your team to
ask and answer the most important and challenging ones that will take you from where you are
today to where you want to be in the future. After reviewing these questions with your team, the
one additional question you need to consider is one of competency: Do you have the ability and
bandwidth to execute on what you've targeted? In the end, that's what mafters most, While there
are many interesting opportunities, too many teams end up chasing too much and delivering too
little.

The next 10 years can and should be the best 10 years for every health system and every
healthcare provider, but meking it happen will require some really tough questions. "The current
path we’re on will leave us with a healthcare delivery model that is completely unsustainable,"
stated Randy Osstra, CEO of ProMedica Health System. "We need to take meaningful action
toward creating a new model of health and well-being — one that supports healthy aging,
addresses social determinants of health, encourages appropriate care in the lowest cost setting,
and creates funding and incentives to force a truly integrated approach."

Strong leaders are needed now more than ever. The rest of healthcare is watching, not just

professionally but personally. We are all grateful to you for the extraordinary and often heroic
care that you deliver without hesitation to our family and friends every day both in our
communities and across our country. But now we all need you to not only deliver care, but a new
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and better version of healthcare. So, ask and answer these and other tough questions. We know
you will do everything that you can to help make healthcare healthier for all of us over the next

10 years.

Dan Michelson is the CEO qf Chicago-based Strata Decision Technology. Mr. Michelson has
authored recaps of JP Morgan Healthcare conferences for the past several years for Becker's.
Read his account of the 2019 event here, 2018 event here and the 2017 event here.
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lll. External Assessment
C. Top 10 Trends to Watch (and Act Upon) in 2020
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TOP10 TRENDS

to Watch (and Act Upon) in

2020

BY LAURA R JACOBS .
eyond election-year dialogus, ¢} Economic Pressures
which wilt continue to place )
health care front and center, BB\ & For many, the continual financial

what should health care system pressures created by expanses

rising faster than revenues will be
alkconsuming. A slowing economy,
™ orworse, a recession, could pose
8. new challenges, including shifting
v~ payer mix 10 ncreased Meadicaid
&% or uninsured patients as well
¥’/ as deferred elective care.The

=, continued growth of high-deductble
health plans will require an attentive
point-of-service collections process
and a thoughtful pricing strategy.
With relentiess capital needs for
IT infrastructure and replacing/
expanding facilities,
a focus on margin

improvement will be

trustees be watching in 20207 In
some cases, what may seem
routine trends will require more
innovative and bold solutions, and
some ground-breaking trends may
inclicate “watchful warting.”

The Fundamentals

Don't be fooled if these seem
“ordinary.” Solving the challenges
that some of these ongoing trends
present may require bokd
thinking and creative solu-
tions to achieve the kind of
impactful and sustainable

results that this environ- critical. Pharmacy
ment raquires. ¢ost management will
p TRUSTEE « Fundamental trends include ongoing » Acceleration of telemedicine, virtual
@ TALKING POINTS £CONOMIC pressures, fsing consumsr care and edvances in biotachnology,

expectations, an evolving workforce diagnostic equipment and analytic

* Routine trends present challenges that and continued movement toward value- and digital tools have the potential for
may require more craativa soktions to based payment. dramatic impact
effect sustainable change,
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be top of nmind, as the volatility of
drug costs can create surprises in
managing expenses. Taking a new
look at ways to optimize human and
capital resources through re-engi-
neering care delivery and ieveraging
technology sffectively will be neces-
sary, as “the low-hanging fruit” of
prior cost-reduction efforts has likely
bean plucked. A renewed focus on
ways 1o reduce waste and unwar
ranted care varigtion through inte-
grating data and analytics with lean
processes and team engagement
will require strong leadership. The call
10 make health care more affordable
will be foud and continuous, as will
the need to challenge traditional
approaches and solutions to yiekd
sustainable cost reduction that main-
tains or improves patient cutcomes.

Thustees Shouid Discuss: Does
current operating performance
match the expectations built into
your long-term financial plans and
target bond ratings? That is, does
your current cash flow generate the
cash required to fund cument and
anticipated capital neads? If not,
what actions are being taken to
address costs and revenue growth?
Have previous improvement efforts
been sustained? How does the
organization foster an environment
that encourages new thinking and
bold sclutions that position it for
future success?

€3 Consumer
Expectations

Rising consumer expectations of

a multiculiura/multigenerational
demographic coupled with an aging
population will continue to create
both opportunities and threats to

— e ——— e ==

traditional health systems. Health
care consumers seeking accessible,
affordable and Amazon-like experi-
ences will be atiracted to the many
new entrants that seek to fill that
woid. These will include technolo-
gy-based companies, new primary
care models, national providers of
outpatient surgery and imaging, and
hospitalat-home providers, all lever
aging an ability fo test new models of
care, unencumbered by the politics
and complex decision-making (and
fixed costs) of a large hospital or
health system.

As the population ages, keeping a
watchful eye on Medicare payment
policies as well as continuing to
improve the coordination of care
across the continuum for patients
with complex, chronic conditions
must be a priority for all health
systems. Implementing strategies
and working with other community
organizations to address mental
health and health issues caused by
poverty and hunger or malnutrition
also must receive attention from
health system leaders; the overuse
of emergency departments and
averlong hospital stays are often
due to these issues and can best be
addressed through influsncing social
determinants of health.
Trustees Shoukd Discuss: Who
are the nontraditional competitors
in your market and how is your
organization addressing consurmer
expectations? How is the organi-
zation poised to succeed under
Medicare payment models? How
are care delivary models adapting
1o address patients with multiple
chronic conditions? What commu-
nity needs beyond medical care
does your community health needs

— e

EMERGING ISSUES

assessment identify — e.g., housing,
poverty, hunger, mental health

— which your health system can
atldress either directly or through
community partners?

£} An Evolving
Workdorce

As a field that is primarily depen-
dent on human resources to deliver
services, attention must be paid to
an evolving workforce. With high
dernand for physicians of many
specialties, especially primary care,
to serve in various roles across the
health care sector beyond direct
patient care, health systems will have
te refresh recruitment approaches and
evalugte retention strategies. This also
holds true for most clinical and tech-
nology roles: Health systems must
provide a workplace that is appealing
10 a multigenerational and multicul
tural workforce seeking flaxible work
hours, multipie venues for leaming,
competitive wages and benefits, and
cpportunities for advancement,
Union activity will continue
to put pressure on organizations
to sngage employees in effec-
tive ways. This will put additional
economic pressure on hospitals, so
going beyond productivity moni-
toring will be required to assure
individuals are working “at the top
of their license” in efficient ways.
Stress over concem that artificial
intelligence (Al) will replace jobs
must be replaced with strategies
to effectively use Al to reduce the
stress of boring, repetitive tasks.
Effective change management
lsadership also will be paramount
as “change fatigue” can impact
marale, not to mention patient
care, across the enterprise.
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Trustees Should Discuss: Dogs
your organization have a well-defined
hurnan rasourcas strategy that incor
porates all elements of the human
capital value chain and their interrela-
tionships: recruitment, performance
management, compensation and
benefits, learing systems, produc-
tivity management, leadership
development? Does the strategy
anticipate more changes in the future
1o the roles of care team members
across the continuum — serving
patients in their homes, through
virtual technology, as well as in
traditional settings? In what areas are
vacancies (or overuse of agency or
overtime pay} most severe, and what
recruitment or retention strategies
are being deployed 1o address the
challenge? Has the health system
played an active roke in working with
academic institutions and educational
resources to promote the training of
individuals at all skill fevels in creative
ways? What is your organization's
leadership developrnent and succes-
sion plan?

Market movernent in the following
areas is highly variable, depending on
your state, region or town. But they
remain highly impactful and reguire
constant observation to avoid missing
signs of rapid change.

() Value-Based Payment

Despite some fits and starts, the
ongoing march to value-based
payment will continue through 2020
and beyond. While no payment mech-
anism has yet to become a panacea,
most payers continue to move away
from “vanilla” feeforservice 1o an

—————— e

expectation that value be demon- -
strated by cost savings and improved
quality. Medicare Advantage plans
already cover 35 percant of individ-
uals eligible for Medicare across the
country, and enroliment continues to
grow &t a steady pace year over year.
Many Medicaid plans are organized
around HMOHike structures with
defined provider networks and, in
some cases, atyisk payment models.

Watch for increasing activity
of employers in your market to
contract directly with providers
for certain speciaity services
{e.g., Amazon with City of Hope
for cancer care} or to take risk for
total cost of care. Payers such as
UnitedHealth {through OCptum) and
many Blus Cross Blue Shield plans
are developing their own provider
networks. Health systems with
a blind eye to changes in payer
strategies run the risk of being
marginalized.

All of these trends require
increased collaboration and data
sharing between physician organi-
zations (either employed or affili-
ated groups) and hospitals — and
physician leadership to driva the
necessary changes in care models
to effect value-based care delivery.

Trustees Should Discuss: VWhat is
the health system’s payer strategy
to address commercial, Medicare
and Medicaid trends in your region?
How is the organization fairing under
the current value-based payment
structures? How “healthy” are
hospitakphysician relationships to
drive improvements in care across
the continuum? What opportu-
nities exist to work directly with
aemployers both within and outside
your community?
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7} Regulatory Changes

Health care is one of the most
highly regulated fields in the U.S,,
so keeping a pulse on federal and
state regulatory changes is crucial.
Currant “hot buttons” revolve
around price transparency (beyond
just posting your charge master),
site-neutral payments and drug
costs. Nationwide shifts to single-
payer or public options will receive
a lot of talk but no action this elec-
tion year. Site-neutral payments
go beyond CMS policies: Many
health plans {e.g., Anthem, United)
have instituted payment policies
requiring pre-authorization and
potentially disallowing payment for
certain surgical or imaging proce-
dures in hospital-based settings.
Whether mandated or not,
being ready for retail medicine by
enabling technology and simpli-
fied pricing structures to provide
consumers accurate information
about their potential out-of-
pocket costs will be a competitive
advantage. Be alert to changes in
state-specific Medicaid policies;
shifts in coverage, payment models
and rates can be severe depending
on stresses an state budgets and
the political climate.,

Trustess Should Discuss: How
is your organization prepared for
pricing transparency? What is its
strategy to respond to site-nsu-
tral payments for outpatient
care? Does it have a competitive
outpatient network — inclusive of
outpatient surgery and imaging
servicas? What do you antici-
pate at the state level in terms
of regulatory changes or shifts in
Medicaid policies?
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' Growth of Outpatient
and Post-Acute Care

The growth of outpatient and
post-acute care is not new, but

it is receiving greater attention

as cornpatition heats up and
financial performance is scruti- ‘
nized. Virtually all health systems
continue to grow their physician
enterprise, either through acqui-
sition of physician practices or
through contracting in clinically
integrated networks. But there

is also a plethora of primary care
and specialty care models that
are either privately funded (e.g.,
Oak Street Health, One Medical)
or sponsored by lerge public
companies {CVS, Walmart} that
are expanding rapidly across the
country. This will put pressure on
health systems to assure that their
outpatient strategy is competi-
tive in terms of patient service,
affordability and care coordination,
and provides facilities and other
resources attractive to physicians
and other clinicians.

Likewise, the high demand for
post-acuta care, given the aging of
the population and push for “right
care/right place” has fostered the
expansion of a variety of post-
acute providers and venues of
cere, including hospital care at
homs. Many health systems are
finding that partnering with orga-
nizations that specialize in rehab,
skilled nursing and home care
is more feasible than operating
their own post-acute services.
But setting up service-level
agreaments and assuring smooth
transitions of care still require
the constant attention of health
system leaders.

Trustess Should Discuss: How

is your outpatient network poised
to compeste with the likes of CVS
and Walmart? {s its financial perfor
mance sustainable, and how easy
is it for prospective patients to
access your services? Do you have
a post-acute strategy that assures
patients can move seamiessly
across the continuum of care and
receive care consistent with your
health system'’s standards?

¢ ) Health System
Complexity

Health system complexity will
continue to increase. Whether your
organization is a single community
hospital or a multihospital, multidi-
mensional system serving multiple
states, extarnal trends demand that
health systems operate effectively
across the care continuum and
across multiple functions. Your
organization could play arole as 2
pavyer, technologyfinnovation accel-
arator, clinical research resourcs,
educator and professional training
site as well as a care provider in
acute, post-acute, outpatient, virtual
and retail care.

The sheer complexity of running
the information technology or
analytics function for many health
systems is daunting, let alone the
revenue cycle procsss for so many
different care venues and payment
models. This level of complexity
demands new types of leaders and
approaches to leadarship. It also
requires organizations to determina
what thay can and should do alone
and where partners can bring exper
tise and focus. Even more impor
tantly, hospitals and health systems
must articulate a clear vision of the

EMERGING ISSUES

organization they aspire to be, and
what they will {and will not) do to
achieve that goal,

Trustees Should Discuss: Do

our strategies and actions match
our stated vision? What degree of
transfornation is required to get us
there? Do we have the right leaders
or leadership approach to get us
there? Has organizational structure
and function matured consistent
with the size and scope of the
health system? |s our govemance
structure and function geared to
lead the current and future health
care enterprise?

While not new, many of these trends
are gaining traction quickly — how
dramatic will the change be in your
environment? Close monitoring and,
in some cases, advencing the apphk-
cation of these disruptive elements
warrant attention for organizations to
remain relevant as the futurs unfolds.

¢} Telemedicine and
Virtual Care

Telemedicine and virtual care have
come of age. They have moved from
the pilot stage and use in select
areas to being a key consideration
for virtually every service — from
primary care to intensive care, For
many health systems, telemedicine
and virtual care are still viewed as a
care model in its infancy, but many
of the new entrants laverage the
convenience of telemedicine and
virtual care to attract consumers and
create loyalty. They also provide a
critical linkage with many specialty
services for rural providers.
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EMERGING ISSUES

For axample, voice recognition
in the hospital and home setting
is growing and assisting patients
with everything from adjusting the
temperature in their hospital room to
contacting their care manager from
home. Wearables {think Apple watch)
that track key health indicators {EXG)
as well as using cell phone apps to
manage chronic care and leverage
behavior modification tools have
been and will be widely promoted,
The only holdup will be the pace at
which payment models keep up with
these digital and virtual advances.

Trustees Should Discuss: What is
your health system’s plan to adopt
and scale the use of virtual tech-
nology? Has it gone beyond the
pilot stage to being a routine way
that care is deliversd for appropriate
services? How are wearable tech-
nologies or cell phone apps being
incorporated into chronic care path-
ways — or when is the timing right
for that?

€) Biotechnology and
Clinical Advances

Biotechnology and clinical advances
continue to incorporate precisian
health concepts. Many of the most
advanced are primarily provided in
academic medical centers (e.9.,
CAR Tcell therapy), but genomics
is being applied in many settings
to take population heaslth to a new
level. Diagnostic equipment is
bacoming more portable (hand-held
devices) and increasingly incor
porates Al imaging equipment),
which changes both the venue
and role of clinicians in using the
equipment,

With organizations like Apple

TRUSTEE @
TAKEAWAYS

Board discussions in the year ahead should address hoth routine and disruptive
trends.

« How does our organization foster an environment that encourages new thinking
and hold solutions that position it for future success?

* What needs beyond medica! care does our community health needs assess-
ment identify — housing, poverty, hunger, mental health — which our health
system can address either direcily or through community partners?

* Does our organization have a well-defined human resources strategy that
incorporates all elements of the human capital value chain and their interrela-
tionships: recruitment, performance management, compensation and benefits,

learning systems, productivity management, feadership development?

» How is our organization faring under current value-hased payment structures?

* |s qur grganization prepared for pricing transparency?

» How is our outpatient network posed to compete with nontraditional competi-
tors such as CVS and Walmasnt?

» In what ways are waarahle technologies or cell phore apps being incorporated
into chronic care pathways?

* Do our medicat staff approval processes ant care pathways consider new
therapies or diagngstic approachas?

* How are we levaraging technology and analytics to make husiness decisions,
drive clinical decisions and improve effliciencios?

* |5 our governance structure and function geared to lead the current and future
health care enterprise?

nity setting? How are we consid-
ering genomics in our care delivery
approaches? Have we set priorities

and Google increasing their role in
medical research, leveraging their
powerful analytic engines, traditional

clinical research organizations may to focus philanthropy on the most
aither be challenged or will nesd | critical research efforts?
to find new partners to accelerate .
research efforts. ¢[) Advanced Analytic

| and Digital Tools
Trustees Should Discuss: How do ‘
our medical staff approval processes | Blockchain, Al and other analytic
and care pathways consider new and digital power have the

potential to create naw levels of
efficiency in traditionally cumber
some processes — for example,
in revenue cycle. But in many
cases, these applications are just

therapies or diagnostic approaches?
Do we have a strategy to work
with academic medical centers to
extend the reach of research and/
or new therapies into the commu-



Trusteelnsights

be unleashed in significant ways,

At the same time, organizations

that seize the powaer of some of
these advanced digital tools could

be the game changers in both
reducing administrative costs and ‘
driving out waste,

Partnering with technology
companies that are working on these
applications could be an opportunity
or a distraction for hospitals and
health systems, Determining the
organization'’s readiness to radically '
transform key functions will be
critical, but in any case, leveraging
the potential of advanced analytics in
your organization is a first step. Most
leaders acknowledge their current
dilemma: being data rich and insight
poor. Improving basic business
intelligence across the organization is
fundamental to understanding both

emerging and are still waiting to (

EMEREING ISSUES

— e =

current performance and shedding
light on opportunities for redesign.

Trustees Should Discuss: How
are we leveraging technology and
analytics to {1} make business deci
sions; (2) drive clinical decisions; and
3} improve efficiencies? What are
our plans to embrace Al within the
organization? Should we be part-
nering with others to see how we
could transform key functions like
revenue cycle or population health
managernent?

Health care remains & tornado
of change due to the many
demands from all stakeholders:
Consumers demand change to
make our services more acces-
sible, less fragmented, more

affordable; payers demand more
efficiency, less waste, lower cost;
our workforce demands greater
flexibility, less stress, competitive
pay...the list goes on. We ¢an

be daunted by the complexity
and often conflicting changss
expected of health care systems,
or we can embrace many of

the opportunities that will make
health care better for consumers
and providers of care. As the
saying goes, “running away from
the problem only increases the
distance to the solution.” 2020
will be another year to seize the
challenge and embrace change 10
improve health care.

Laura P Jacohs. MPH ( -

sy is managmgpm—
cipal of GE Hea!thcare Partners. She
is based in Los Angelss.
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D. ASHE 2020 Hospital Construction Survey




2020 HOSPITAL CONSTRUCTION SURVEY

2020 Hospital Construction Survey

Advanced planning, design and construction technology helps drive building project
efficiency
March 19, 2020

Beth Burmahl and Jamie Morgan
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Architects who began designing Piedmont Tower in Atlanta in 2016 knew the project
would have to move swiftly to mest the target goal of opening by the end of 2020,

The $600 million medical tower is a massive undertaking that will add a cardiovascular
care center, mare than 400 beds and 13 operating rooms to Piedmont Atlanta Hosplital.
Designers planned to buiild the entire structure and up-fit 10 floors of the 16-floor tower,
including the cardiovascular center, and then complete one floor per year after that.
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ADVANCED CONSTRUCTION TECHMNOLOGY
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Click on the image above and click on the arrows to view data from the 2020
Hospital Construction Survey

To accelerate the project, HKS Architects, Chicago, is relying heavily on building
information modeling (BIM) and cloud-based collaboration that allows designers,
contractors and engineers to coordinate the project in real time and ellminate the need
to exchange design models, among other time-savers.

As of early this year, the project is on budget and on schedule to open In late 2020.

“From a design standpoint, BIM is a continually important tool,” says Joe Sprague,
FAIA, FACHA, FHFI, senior vice president and principal at HKS Architects, Dallas, and
a member of the American Society for Health Care Engineering (ASHE) Board. "Along
with allowing the team fo coordinate throughout the entire project, BIM provides 3D,
realHime visualization and allows for input of critical project data. | continue to believe
that CAD is also very important in that regard.”

Technology ilke BIM not only helps hospitals save time and money, it offers a
cohesiveness that designers even two decades ago could not have imagined.

“BIM is surging in use partly because it's hard not to have BIM in your system,” says
Brad Pollitt, AlA, vice president of facilities at UF Health, Gainesville, Fla. “BIM is great
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for clash detection, enhanced collaboration and easier decision making. It's becoming
necessary for most hospital projects.”

BiM is just one of the advanced technologies hospitals are relying on to guide the
design and construction process from conception fo realization, according to the 2020
Hospital Construction Survey conducted by ASHE’s Health Facilities

Management magazine.

The survey, which included responses from more than 400 facilities professionals at
hospitails across the country, asked a wide range of questions on everything from
design trends and budgets to certification and commissioning.

For the first time, the survey asked respondents which advanced technologies they
have used on construction projects in their health care organizations.

Benefits across the board

Along with BIM, prefabrication, 3D projection mapping, modular construction and 3860-
degree photography are among the most-cited technologies for design and construction
projects, according to the survey. Most cited benefits are cost control (80%), enhanced
communication (53%) and staying on or ahead of schedule (52%), which is in line with
what is happening throughout the field, according to Mark Nichols, AlA, ACHA, LEED
AP, principal at Eckenhoff Saunders, Chicago.

RELATED ARTICLE
Technology infrastructure drives renovation projects

“Each of these technologies is different, but they all support one another. And in a
sense, they all have a data component,” Nichols says. “Hospitals using these
technologies are seeing lower costs, faster results and better coordination of

documentation, leading to better outcomes all around.”

In the survey, respondents were asked open-ended questions about technology-driven
projects and offered comments, including:

» “We have used virtual reality, 3D imaging, light detection and ranging (LIDAR),
and BIM 360. So far, all have saved time and reduced changes.”

» "BIM, prefabrication and 3D projection mapping were used in our construction of
a full replacement hospital.”

After BIM, prefabrication — building or manufacturing parts of a project at a location
other than the job site — was the second most cited advanced technology by survey
respondents. While it is not a new construction tool, technology is ampllfying the
benefits of prefabrication.

63



Sald one respondent: “Using prefab bathrooms has become a standard in our
organization. it saves a great deal of time.”

RESOURCES

» "State of U.S. Health Care Facility Infrastructure” monograph

Modular structures — those constructed In a factory and transported assembled on-site
— continue to grow In popularity and are especially beneficial for larger hospitals, says
Pollitt. "For something like bathroom design, you can build hundreds of these a year and
stockpile them, which saves time and costs. But it wouldn’t be as effective for a 200-bed
hospital. You would have to get in front of the design team to standardize all the
elements from the beginning.”

Pollitt says some health care providers in Florida are using modufar structures “as big
as a semi-truck” to build freestanding emergency rooms.

Said one survey respondent: “Exterior wall panels were constructed at a factory,
shipped to the site and assembled in record time with less labor. Cost and time savings
benefit.”

Though not yet in widespread use, more designers are relying on augmented reality,
which layers computer-generated enhancements over an existing reality; and virtual
reality, a computer-generated simulation or recreation of a real-life environment.

McCarthy Building Companies Inc., St. Louis, is using 3D technology and augmented
reality to create a real-world experience for clients, says Alex Belkofer, director of virtual

design and construction at McCarthy.

“We are doing virtual mockups for health care clients and walking them through the
project using a 3D model, or doing it live on the job site,” Belkofer says. “The feedback
we are geiting is great. Health care clients say the technology creates an environment
that feels real and gives them a feeling of comfort. It gives the health care owner
confidence about the project and really helps with buy-in.”

Rendered ficor plan technology is a great way to provide clients a clear understanding
of the project’s expectations, says Nichols. “This gives us a 3D approach that leads us
to that ‘turn on the light' moment, where the stakeholders truly understand the design
before construction is underway. Rendered floor plan technology eliminates the
possibility of walking into a completed space and saying, This is not what | expected.”

Other technologies gaining in popularity are 360-degree photography, which captures
building data for future reference; drones, which can be used to capture construction
progress photos and perform 3D scans of existing structures; and radio frequency
identification (RFID) to track workers and equipment.
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And just as it is disrupting all of health care, Belkofer says artificial intelligence (Al) is
among the exciting new technologies that will transform health care design and
construction in this decade.

“We are starting to figure out the many ways Al can aid design and construction,”
Belkofer says. “How do we automate some of these human fasks related to modular
and prefab construction? How does the evolution of robotics drive the ability of 3D
printing? They are now testing ways Yo lay brick and concrete blocks with robots. These
technologies are the future of design and construction.”

Funding construction projects

in terms of funding, hospital construction budgets were in line with the previous year. In
2019, funding for new construction dipped slightly from 25% to 19%, increased from
18% to 20% for infrastructure and stayed level for facllty renovation at about 28%.

About this survey

SPONSORED BY

£ PREMIER

Health Facliities Management (HFM) and the American Society for Healthcare Engineering of the American
Hospital Assoclation surveyed a random sample of 4,199 hospital and health system executives fo leam about
trends in hospital construction. The response rate was 2.2% percent. HFM and ASHE thank the sponsor of this

( ASHE _

survey: Premier Inc., Charlotte, N.C.

While more than half of the respondents said projects came in under budget and on
and/or ahead of schedule, more than 18% said projects were over budget and behind
schedule — a number that has increased gradually over the years.

Pollitt says this steady rise may be related to the increasing complexity of hospitals and
the need for contractors to get involved earlier. “Hospitals that don’t hire the right team
early in the process will soon be dealing with schedule overruns and budget overruns.
Even 10 years ago, hospital systems were not this complex.”

And the vast majority of hospitals are funding renovations and expansions (74%) of
acute care hospitals versus new construction {31%), a trend likely to continue in 2020,
according to the survey. Forty-eight percent of respondents are planning to increase
spending on renovations/expansions this year.

Pollitt says these numbers are consistent with what he is seeing in the field.



“Hospitals are upgrading older facilities to incorporate the latest technologies and
services to better please patients, which is cheaper than new construction,” he says.
“The rise in physical plant infrastructure upgrades is in line with the increase in
renovation.”

ASHE President Jeffrey Henne, FASHE, CHSP-FSM, CHEP, CHC, safety and
emergency manager at the University of Pennsylvania Health System, Philadelphia,
says the increase in funding for boilers and chillers is also linked to energy measures
and incentives that provide payback to the facility. *l| know for our hospltal, we received
more than $200,000 for chiller optimization,” Henne says.

Although the percentage of facilities increasing funding for off-site building dropped from
51% to 41% In the last year, Sprague says the move toward ouipatient facilities is still a
trend. Health care systems are moving more procedures from inpatient to outpatient
settings to diversify revenue and prepare for new payment models. It's also a smart way
to move into a new area without building an entirely new facility.

“Consumer willingness to get care in nontraditional environments continues to push
health care off-site, which drives workload, staffing and facility operation,” Sprague
says. “Alternative payment models are aiso a factor in the shift toward outpatient care.”

The survey shows more than 26% of hospitals are building or planning to build medical
office buildings over the next three years; and roughly 22% have ambulatory facilities in
the pipeline. Freestanding imaging centers and emergency departments are also on
the rise.

“There is a continuing effort to take patient care into the communities,” Nichols says.
“New equipment and communication technology are improving home care support.
Through the design and construction of urgent care centers and hospital system-
sponsored speclalty clinics, the trend continues towards off-site patient access.”

The survey also showed an increase in critical access hospital projects, which continue
to grow in importance, Sprague says. "Critical access provides emergency treatment to
any demographic a health care system plans to serve, including rural areas. Critical
access is a key concem when planning a network of facilities,” Sprague says.

And although the survey found that construction for acute care hospitals dropped
slightly from the previous year, that doesn't signify a major shift in that area. "Hospitals
are putting a huge amount into renovation and construction of existing acute care,” says
Pollitt, citing survey results showing 74% of acute projects will involve expansion

and/or renovation.

Investing in the future

Continuing ongoing trends, the survey showed hospitals are investing in behaviorai
health care and emergency and ambulatory care. While funding for behavioral health
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dipped from last year, it is still very much a focus for hospitals and health systems
dealing with increasing numbers of behavioral health issues.

“We're doing a lot of behavioral health work, and that will be a trend for the near future,”
Sprague says. “As a planner, we are working to integrate behavioral health with the rest
of the system to make sure it's compatible. Blending these systems together in one
design maximizes efficiency and minimizes duplicity.”

Major expansion and renovation is often needed in older hospital buildings that aren’t
equipped to handle the needs of today’s behavioral health patients, Pollitt says. “Today,
we have drug issues, more violence and lockdown units. The anti-ligature requirement
alone often requires major construction,” he says.

The survey showed hospitals are also investing in pharmacy, imaging, and emergency
and ambulatory care construction projects.

Twenty-six percent of hospitals have pharmacy projects, with roughly 36% planning new
or replacement projects in the next three years, and more than 65% planning
renovations or expansions. Nichols says the pharmacy construction is likely linked to
U.S. Pharmacopeia regulations, which usually require infrastructure and operational

changes in the facility.

“Meeting these regulations has generated a big push right now for phammacy renovation
and expansion,” says Nichols, whose firm Is now handling 18 pharmacy projects in the
Chicago and central {llinois area.

Other building projects on the rise Include cancer centers and children's, heart and
rehabilitation hospitals. In terms of what to watch, Pollitt says orthopedics are quickly
shifting to an outpatient model, driven by advancing technology that negates the need
for an overnight stay. “A lot of orthopedic work Is moving toward an ambulatory
environment,” Pollitt says. “You can get a new hip at 7 a.m. and be home later that day.”

Certification and commissioning

A growing number of facllitles are commissioning — conducting an audit to review
energy performance, safety and sustainability, among other factors. This year, 74% of
respondents reported commissioning, up from 72% last year. ASHE, which offers
Health Facility Commissioning Guidslines as part of its Sustainability Roadmap, would
like to see these numbers increase, says ASHE Deputy Executive Director, Advocacy,
Chad Beebe, AlA, CHFM, FASHE.

New this year, the survey questioned hospitals about qualifications required of general
contractors.

The majority (62%) require contractors to complete Infection Control Risk Assessments.
In addition, 26% require contractors to have Certified Healthcare Constructor (CHC)
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credentials, while 6% require ASHE's newest certification program, Cerlified Health
Care Physical Environment Worker.

“Hospitals are different. We operate around the clock, and we work hard to protect our
patients from construction issues that may be common in other types of buildings, such
as dust or noise,” Beebe says. “By requiring workers to eam this new certification,
hospitals can reduce risks by ensuring people working in their facilities understand

important patient safety concepts.”

Beth Burmahl is a freelance writer based in Lisle, lll., and Jamie Morgan is edifor
at Health Facilities Management.
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ii. Statistics
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V. Internal Assessment
A. Demographic Data
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2019 CHNA

EXECUTIVE
SUMMARY

PURPOSE:

The Community Health Needs Assessment (CHNA} helps
determine which critical heaith needs the community will
focus on addressing over the next 3-5 years, It is a systematic
and shared process for identifying and analyzing community
needs and assets throughout Benton and Franklin counties,
from Prosser to Connell, from Hover to Hanford. The 2019
CHNA is the result of dozens of stakeholder interviews and
focus groups, hours upon hours of research, and multiple
community and partner surveys. Not to mention the maglc of
two large-group exercises to identify and agree on three
priority health needs.

Just as our community is more than the sum total of residents
and visitors, the health of our community is more than just the
health of the individuals who live, work and play in Benton and
Franklin Counties. The health status of pur residents is
important, but equally important is the strength of families
and the communities where they live,

Over the past several years, there have been some significant
changes in the way our community views itself and its
challenges and needs. Those changes are reflected in this
document. in 2012, for example, the two strategic pricrities
were pramoting healthy weight/reducing obesity and
improving access ta heaith care services. The 2016 CHNA
added improving the mental/behavioral health system to the
priority needs for our two-county area. The Community Health
Improvement Plan (CHIP} was updated in 2017 and highlights
on the progress to address these issues are detailed on pages
5-8 of this document.
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METHODS:

The framework for the 2019 CHNA is based on a modified
version of the Mobilizing for Action through Planning and
Partnerships (MAPP) reflecting the mode! used in the prior
CHNAs and also provided by Providence St. Joseph Health (PSJH).
The CHNA Steering Committee began meeting in March, made
up of representatives of the Benton-Franklin Health District
{BFHD), Kadlec Regional Medical Center {Kadlec), Trios Health
(Trios), Lourdes Health (Lourdes), Prosser Memorial Health
(PMH), and the Benton-Franklin Community Health Alliance
(BFCHA). PSJH Community Health Investment staff provided
invaluable technical assistance including a Spanish-speaking
facilitator and qualitative data analysis.

As a result, the 2019 CHNA reflects the health of the community
in different ways. The numbers (quantitative data) often tell only
part of the story. We were able to flesh out our understanding of
the numbers with a formal analysis of the quality of the data by
reviewing body language, tone, and frequency of key
words/concepts in our interviews and listening sessions, This
gives us a much fuller understanding of the needs of our bi-

County community.

RESULTS:

Over fifty representatives including public health, haspital and
health systems, behavioral heaith, community service
organizations, first responders, business and education gathered
for facilitated compression planning session to review and reflect
an the data, identify important issues and come to agreement
on the critical priorities for change. The three priorities are
behavioral health challenges, access and cost of all healthcare
and social determinants of heaith. Social determinants of health
are the conditions in the communities where people live, leam
work and play. Incuding them as a priority reflects the growing
recognition that factors such as housing, transportation, poverty
and even discrimination play an important role in overall health
and well-being.

¥

Behavioral Health Access and Cost of Social Determinants
Challenges All Health Care of Health



HEALTH EQUITY

Health Equity works to optimize condltions so that everyone in the
community has the opportunity to attain their highest level of health
and achieve positive health outcomes. Health outcomes are

influenced by a multitude of factors other than genetics and biology,

including behavioral, environmental, and sacial factors. These external

factors, known as Social Determinants of Heaith (SDOH) inciude
housing, education, income, healthcare, public safety, and food
access. Race, culture, and gender identity are forces in determining
how these social determinants are distributed.
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Certain population groups are disproportlonately impacted by these
factors and are, therefore, at a higher risk of various negative health
outcomes and adverse health disparities, Health Disparities are
differences in health status between groups of people related to
factors such as race, gender, income, or geographic region. It is
important to recognize that differences in health status related to
race, cuiture, and gender identity may, in fact, reflect systematic
inequlties in how social determinants fike housing, food access, and
education are distributed.

Health
Care

The CHNA steering committee made intentional efforts to utllize
disparities data during the CHNA process. The steering committee
worked to ensure there were a variety of stakeholder interviews and
listening sessions for various demographic groups either highlighted
in the 2018 Disparities Report published by BFHD or recognized as
historically marginalized groups. Some of these priority populations
included the elderly, people of color, people who identlfy as LGBTQ+,
people with low-incomes, people experiencing homelessness, and
people living with disabilities. This also led to a greater effort to
increase the number of Spanish-speaking sessions offered which
resulted in three separate Spanish-speaking listening sessions with a
Spanish-speaking facilitator and notetakers present.
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Pveryone receives equal treatment; assumas everyone
benefits from the same supports.

'Everyone receives equitable treatmerx Is when
everyone gets the supports they need.

BARRIER REMOVAL

When the systemic barriers are removed, everyone
can see without supports.
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OUR COMMUNITY

Benton and Frankiin Counties, located in south-central Washington,
have a total population of approximately 290,000 peaple. Each of the
three main municipalities that make up the Tri-Cities are located within
one of these two counties; Kennewick and Richland within Benton
County and Pasco within Franklin County. There are numerous other
smaller cities located within this jurisdiction induding Prosser, Connell,
Eltopia, Benton City, West Richland, Finley, Mesa, Basin City, and
Kahiotus.

The population estimates for the cities and towns within Benton and
Franklin Coundes in 2019;
o Benton City: 3,520
Connell: 5,500
Kahlotus: 165
Kennewick: 83,670
Mesa: 495
Pasco: 75,290
Prosser: 6,145
Richland: 56,850
o West Richland: 15,340
Given these numbers, the estimated population of residents living in
unincorporated areas in either county {ex: Finley, Eltopia, Basin City) is
43,000 people.

2 92 0 0 0 0 O

While the Race Beanton County Franklin Count
population

remains Whize 70% 39%
predominantly  |usenic gas a race) 22.5% 5.5%
white, there isa :
substantial Black 1.5% 1.5%
Hispanic/Latink  |americsn indsan/Alssien Native 5% 5%
population that _H -
has more than 3% %
doubled over the |wunirace 25% 1.5%

past two decades.
Approximately 41,000 people living in the bi-county region are foreign
born, regardless of citizenship status, and 30% of households report
English is not the primary language spoken in the home.

The age distribution for Benton and Frankfin Counties Is approximately:
o (-17years: 28%
o 18-34 years: 22%
o 35-64 years: 37%
o 65+ years: 13%

Sources:

Washington State Office of Financlal Management
Benton-Franklin Trends

Community Health Assessment Tool (CHAT)
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Counties
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Primary service area

Secondary service area

,_—/vhsmstc.n
L 3

" Lol

The map below illustrates the approximate hospital service area of the four local
healthcare systems in the region: Kadlec Regional Medical Center (Kadlec), Trios
Heaith (Trios), Lourdes Health {Lourdes), and Prosser Memorial Health (PMH).

The bi-county region is also considered to be a heaith care provider shortage
area for primary care providers, mental health providers, and dental providers,
meaning there are not enough providers for the popuation size, geographic
location, or facility type. Franklin County is also considered to be a medically
underserved area which the federal government dassifies as an area that has
too few primary care providers, high infant mortality, high poverty, or a high
elderly population. These definitions and more information can be found on
the website for the Health Resources & Services Administration (HRSA).
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2017 CHIP
ACCOMPLISHMENTS

The updated 2016 CHNA resulted in three priority issues to be
addressed by the 2017 Communlty Health Improvement Plan {CHIP,
These priorities were:

o Improve access to health care
o Reduce obesity and diabetes rates
o Improve the mental/behavioral health system

Each priority issue was assigned related goals, along with SMART
objectives {Specific, Measurable, Achievable, Reallstic, and Time-

Bound} to support those goals.

Improve Access to Health Care

The priority issue related to access to health care was broken up int
three goals:
o Resources will be identified to reduce barriers and costs of
health care
o The community will experience coordinated health care
o The health care delivery system will have the capacity to meet
the needs of the community,

To achieve these goals, community partners surveyed the populatios
over the course of two years to fully understand the local barriers tc
health care, increased the number of Community Health Workers
(CHW), expanded enrollment of uninsured citizens onto health care
coverage through the Washington Health Benefit Exchange,
Increased the number of partners distributing community education
and engagement materials (rack cards, booklets, etc.}, and increasec
dentist interactions with providers and the community through the
annual Eastern Washington Medical-Dental Summit.

The goal of Improved access alse ties heavily into health equity. To
address this, Kadlec has expanded its Family Medicine Residency
Program that Includes rotations with a [ocal clinic that provides
primary care for the uninsured. Prosser Memorial Health (PMH})
made similar efforts to increase outreach to under-served
populations in need of primary health care with their Community
Paramedic Program that resulted in over 600 free home visits to
community members in 2018 alone.



Reduce Obesity

The priority issue of reducing obesity and diabetes rates
was also divided into three goais:
e Community members will be more physically active
o Adults will make more nutritious food choices
o Promote breastfeeding and improve child nutrition

To achieve these goals, the Benton-Franklin Health
District (BFHD) has been working in partnership with local
schools to implement Safe Routes to Schools programs
and support local cities with enacting Complete Streets
policies for new commercial and residential development.
Both of these programs are nationally recognized ways to
improve access and encourage more physical activity.
The Health District has also led the community in
breastfeeding best practices through partnerships with
local hospitals aimed at eventually applying for the
Breastfeeding Friendly Washington status and by
operating a peer counseling program through WIC that
has received state recognition and awards for excellence.

PMH has sugported local farmer's market events to
promote healthy eating and hosted free events
promoting breastfeeding that provided in-person
provider support for breastfeeding patients. Kadlec has
partnered with more than 30 area schools to offer a free
program that teaches health and wellness information to
school-age children.
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Improve the Mental/Behavioral
Health System

The priority issue of improving the mental/behavioral
health system was assigned three goals:
o (Create more awareness about whole perscn health,
including behavioral/mental heaith
© Work to eliminate gaps in the system
o Improve integration and coordination of services

BFHD has partnered with Kadlec and other community
pariners to host community events such as a lockbox
giveaway for storage of handguns. BFHD and Kadlec have
also been actlive in offering various community trainings
related to behavioral heaith including Signs of Suicide,
Youth Mental Health First Aid, and Adult Mental Health
First Aid. Local partners and businesses have worked hard
to stand up the first syringe exchange program in the bi-
county region and expand treatment services for those
with substance use disorders. Lourdes began working with
local law enforcement in Richland, Kennewick, and Pasco
to establish mobile outreach teams, This program pairs
mental health professionals and counselors with local law
enforcement officers In order to respond immediately to
any calls with a mental health component. This innovative
approach is another example of health equity work in
action; a program specifically aimed at serving popuiations
who are often cutside the traditional health care system,
or those who struggle with access to care.

BFHD also hosted a summit In 2018 that brought together
community partners to do compression planning arsund
the topic of youth suicide. Priority issues were identified
and potential solutions were outlined in the community
work plan.




PAGE | 07

METHODOLOGY

The steering committee consisted of representatives from
ali the local health care systems (Kadlec Regional Medical
Center, Trios Health, Lourdes Health, and Prosser Memorial
Health), the Benton-Frankiin Community Health Alliance
{BFCHA), and the Benton-Franklin Health District {BFHD).
The steering committee was formed in March 2019 and
began meeting weekly shortly thereafter. From the
members on the steering committee, only one person, the
Health Officer from BFHD, had been involved in the
previous CHNA process from 2013 and the update in 2016.
The group decided to use a modified version of the
Mobilizing for Action through Planning and Partnerships
{MAPP} guidance model promoted by the National
Assoclation of County and City Health Officials (NACCHO).

Local Health Status Indicators

Health related data points were identified using the list
from the stakeholder survey, the previous 2013 and 2016
CHNA data books, and based on priority issues highlighted
by community members and stakeholders. These data
points make up the Local Health Status Indicators. The
Performance Management team from BFHD then compiled
the list of desired data points and determined which ones
could he supported by a reliable source. Sources used
during this process included the Healthy Youth Survey
{HY5). Behavioral RIsk Factor Surveillance System (BRFSS),
Community Health Assessment Tool (CHAT), Office of the
Superintendent of Public Instruction (OSP), Department of
Education, American Community Survey {ACS), and partner-
collected data from the local heaithcare systems and
community organizations. Using all of these sources, the
BFHD epidemiologist compiied the most current data on
120 individual data points into a 2019 Data Workbook to
bring back to the steering committee for consideration.



Community input

Qualitative data, or data in the form of words instead of
numbers, provides additienal context and depth to the
CHNA that may not be fully captured by quantitative data.
Qualitative data was gathered in an attempt to galn
insightful and equitable Community Input. This took a
significant amount of time and effort In the form of
listening sessions with members of priorlty populations
and stakeholder interviews and surveys with those who
serve these populations. Based on feedback from the
Public Health Officer who participated in the CHNA process
in 20186, the steering committee identified community
input and involvernent as an area of opportunity for
improvement. The group wanted to be more intenttonal
about incorporating health equity into this engagement
process. One way in which this was accomplished was by
utilizing existing tools, like tha 2078 Health Disparities
Report published by BFHD. This report helped to inform the
ultimate decisions on which priority population groups
would be a primary focus for the listening sessions,
specifically highlighting the Hispanic/Latinx and the
LGBTQ+ communities. Another way the group sought to be
more inclusive was to offer multiple listening sessions in
Spanish, the other predominant language in Benton and
Franklin Counties besides English. A facilitator provided by
PSJH was able to conduct three of the 10 listening sessions

=

2holp Credit: Prosse
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completely in Spanish with Spanish-speaking notetakers
present at all of them. Finally, the steering committee
worked diligently to ensure a wide variety of sectors and
populations were represented in the 16 stakeholder
interviews including representation from the following
population and sector categories: behavioral health,
homelessness, healthcare, senior population,
Hispanic/Latinx population, domestic and sexual violence,
first responders, substance abuse, Pre-K-12th grade
education, post-secondary education, LGTBQ+ population,
refugee population, and persons living with a disability
population. The sessions were typically recorded with
participant permission, and one or two notetakers were
present to capture response information. Data from zlf of
the stakeholder interviews and listening sessions was sent
to a qualitative data analyst provided by PSJH for review
and analysis,

in an effort to Include input from as many community
partners as possible, the steering committee opted to
disseminate the stakeholder survey from the stakehoider
interview packets. An electronic copy was created to
distribute through email distribution lists from BFHD, the
hospital partners, and BFCHA_ Paper surveys were also
distributed to 20 coalitions, boards, or communlty partner
agencies. Over 200 survey responses were received and
analyzed as part of the Community Input data section.

A ' '
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2019 CHRNA

LOCAL HEALTH STATUS INDICATORS

Since the Steering Committee chose to utilize the survey provided in the stakeholder interview packet, the Performance
Management Department at BFHD identified 120 individual indicators that fit within one of the 26 categories outlined in the survey.
From there, the Steering Commiittee compared those 120 indicators with the state numbers and kept only the data points for which
the local numbers ware performing worse than Washington state as a whole. Members then compared this list of remaining data
points ta the overarching qualitative data themes from the community input and induded a handful of indicators where local
performance was better than the state's overall, but still a concern to this community. This resulted in approximately 70 indicators
that fit within nine overarching topic areas. The following tables list these indicators, followed by a (B), (P, or (B&F) to indicate if the
data point is specific te Benton, Frankin, or both Benton and Franklin Counties,

Obesity
Breastfeeding at birth as noted on birth certificate 89% (B&F) 94%
Exclusive breastfeeding while in hospital Kadlec: 42-51% 51.53%
Trios: 38-46%
Breastfeeding 6 month duration among WIC clients 45% (B&F) 51% o7
Children (1-5) in the iop 15% BMI envolied in WIC 27% (B&F) 25%
Teens in the top 15% BMI 16% (B&F) 14%
Aduits 18+ who have a BM! of 30 kg/m2 33% (B&F) 28%
Physical Health
Aduite reporting excellent or very good heatth status 49% (B&F) 53%
Adults who have been told they have asthma by a
doctor 14% (F) 13%
Adults who have had a stroke 3% 3%
Hospitalization rate due to chronic obstructive
pulmonary disease and bronchiectasis 154.16/100,000 (BEF) 87.44/100,000
Aduits who have been told by a doctor they have
diabet 10% (B&F) 9%

Rate of unintentional injury hospitalizations 470.71/100,000 (B&F)  435.18/100,000
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Suicide and Mental Health

g e . IBLESO] = " ks ( ocalRate | ':._i A ::-jmlj_‘j,ﬁ
Suicide rate - overall 20.11/100.000 (B&F) 17.1/100.000
Youth suicide rate (10-17) 5.54/100,000 (B) 4.69/100,000
Young aduit suicide rate (18-24) 17.7/100.000 (B) 16.43/100.000
Suicide rate {(65+) 23.3/100,000 (B&F) 18.58/100,000
Youth suicide ideation 23%* (B) 23%

Youth suicide planning 19% (B) 18%
Hospitalization from self-ham 6.39/100.000 (B&F) 10.09/100.000
Youth depression 40%* (B&F) 40%
Adults reporting 14 poor mental heaith days a month 15% (B&F) 12%

* indicotes thot other grade levols had Insger differances from the atate lovel date

Sexual and Reproductive Health

jicator ~ lLocalRate WA State Rate

Youth who did not use a condom last time they had sex 48% (B&F) 47%
tﬂ;;x;ﬂmﬁv;?z g st;o: use any form of contraception last 26% (B&F) 229,

Teen birth rate 11.6/1.000 (B&F) 7.211,000

Rate of reported cases of gonorrhea 142.81/100,000 {F) 137.09/100,000
Rate of reported cases of syphilis 13.02/100.000 (B&F) 16.97/100,000
Rate of reported cases of chlamydia 3,623/100,000 (B&F) 2,950/100,000
Percent of reported chlamydia cases that were treated 91% (B&F) 896%

HIV test done in the past 5 years 18% (B&F) 22%
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Violence and Community Safety
Youth who have been bullied 20%* (B&F) 19%
Youth feel safe at school 78%* (B&F) 79%
Domestic violence - overall  761.65/100.000 (F} 742.71/100.000
Domestic violence - youth 10% (B&F) 11%
Physical abuse by an aduit -
24% (B&F 25%
youth (B&F)
Verbal abuse by an adulf -
yom Loy e 15% (B&F) 15%
Child abuse and neglect rate 3971.000 (B) 37.8/1,000
Reported sexual assaults — 125.4/100,000
ovirsil (B&F) 91.6/100,000
Sexual assault - youth 18%"* (B&F) 19%
Youth witnessed sexual "
assault 32%* (B&F) 31%
Youth gang invoivement 6% (B&F) 6%
Youth amrests 42.3/1,000 (B&F) 8.8/1,000
Youth dnug related arrests 6.5/1,000 (B&F) 2/1,000
* indicates thet other grade levals hed larger differences from the stats level date
Substance Abuse
¥ : I ULl aie o S it ol JI_I
Youth alcohol use 18%* (B&F) 19%
Youth Rx drug abuse 4%"* (B&F) 4%
Youth cigarette use 5% (B&F) 2%
Youth E-cigarette use 22% (B) 21%
Youth marijuana use 18%* (B&F) 18%
Opioid overdose hospitalization 19.86/100,000 (B&F) 17.73/100,000
Opioid overdose deaths 8.6/100,000 (B&F) 9.25/100.000
Opioid Prescribing rates 88.9/100 (B) (57.2/100)

* indicataw that other grada fevels hed larger differences from the stote level data
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Homelessness and Poverty
ator SEaty ) ICaAl Rate WA State Rate

Population experiencing food insecurty 9% (B&F) 12%

Youth living outside parent's home 11%* (B&F) 11%

Elderly living in poverty 2% (F) 8%

People living at or below the federal poverly level 13% (B) & 16% (F) 12%

Families living at or below the federal poverty level 16% (B) & 19% (F) 13%

Population living in a food desert 9% (B&F) 10%

* Indicates that olfwar grada lsvels had more significant differences from the state leve) data

Access to Health Care

Aduits with heaith insurance 83% (B&F 87%

Adults with a personal doctor 72% (B&F) 74%

Adults who have visited a dentist in the past 1-2 years 77% (B&F) 80%

Primary Care Provider (PCP) to population ratio F: 4100:1 ) i )
B: 1470:1 WA: 1220:1

PCP (non-physician) to population ratio F: 2047:1 | fame
B 10714 WA: 1171:1

Mental Healith Provider to population ratio F:780:1} .
B: 470:1 WA: 3053

Access to nearby medical facilities NA NA

Aging Issues

Hospitalizations for falls - Aduits 65+ 2.239.35/ 100.000 (B&F) 1,823.ﬂ9!1 OO.ﬂOO

Death rate from Alzheimer's disease 70.72/100,000 (B&F) 45.41/100,000
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The CHNA steering committee recognizes the value in having

community members and community stakeholders participate in

the CHNA process and share their perspectives. As the people

who live and work in the counties, they have firsthand knowledge
of the needs and strengths of their comsmunity. To gather these
perspectives, the steering committee conducted listening sessions

with community members and surveyed or interviewed
community stakeholders.

Listening Sessions

Ten listening sessions were caompleted with a total of 96

commurity members. Participants shared their vision for a healthy
community, the health-related needs of their community, and the
assets that currently heip their community be healthy. Foliowing

are the dominant themes from the sessions:

o Community members' vision for a healthy community

» Peaple are outside playing, walking, and being active

= The community is diverse and inclusive, where all people can iive

well

Community members feel safe and kids can play freely
People spend time together and take part in soclal events
Local heaith care services are accessible and affordable

support
o Health-related needs of the community
» Affordable medical care, dental care, and prescriptions,
specifically low-cost or free
= Timely, convenient, and local medical care

= Respurces for people who need help and increase knowledge of

local resources

= Affordable mental health services that are responsive to pecple's

unique needs

a Shelters and services for individuals experiencing homelessness
u Safe, affordable, clean housing, especially for individuals with low-

incomes
» Increased community safety
© Community strengths and assets
Community resource fairs and financial assistance programs
Multlple tocal haspltals and access to free medical services
Educational opportunities for adults and children
Access to healthy and fresh food

Close proximity to natural rescurces and activities

fit
» Good transportation services

People take care of one another, especially those who most need

Cammunity openness to diversity and peapie’s unlque needs

Opportunities for people to exercise outdoors and be physically
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Community Stakeholder Surveys

The CHNA steering committee wanted to include as many
opportunities for input from stakeholders as possible.
They surveyed 256 stakeholders to provide additional
insight into the prioritization of health-related needs.
Stakeholders were asked to identify their top five health-
related needs in the community. Stakeholders prioritized
one health-related need substantlally above the others:
behavioral health challenges, including both mental
health and substance use disorder. After this need, two
more needs were given high priority and tied for
importance; access to behavioral health services and
homelessnass and housing instability. These top three
health-related needs mirror those of the stakeholders
who completed interviews. The top three health-related
needs are summarized as follows:

o Behavioral health challenges
o Access to behavioral health
o Homelessness and housing insecurity

Community Stakeholder Interviews

The steering committee completed 16 community
stakeholder interviews, including 40 stakeholders, or
people who are invested in the well-being of the
community and have firsthand knowledge of community
needs and strengths. Stakehoiders were asked to rank
the unmet health-related needs of their communities. For
those identified needs, stakeholders shared which
populations are most affected by the needs, gapsin
communlty services to address the need, and barriers to
services for community members. The top three unmet
health-related needs Identifled by stakeholders were
classified as high priarity. The next three unmet-health
related needs were classified as medium priority.
Stakeholders were also asked to identify community
assets that help make the community healthier and
opportunities they see for community organizations to
better work together
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High Priority Unmet Health-Related Needs

e Behavloral health challenges {includes both mental health and
substance use disorder): Stakeholders were concerned about
the high amount of substance abuse in the community and
lack of treatment options. Additionally, they were concerned
about youth mental health and rising youth sulcide. They
identifled people experiencing homelessness, young people,
older adults, veterans, and individuals who identify as LGBTQ+
as more affected by behavioral health challenges.
Stakeholders named stigma and a lack of funding for
treatment as barriers to addressing this issue. They saw
mental health services In schools and integration of behavioral
health screenings in primary care as gaps in services.

Homelessness/lack of safe, affordable housing: Stakeholders
identifled housing as foundationai to addressing all other
health-related needs. They spoke to needing more shelters,
affordable housing, transitlonal housing, and resources to
support pecple experiencing homelessness. They specificalty
identlfied young parents, transgender people, women, people
with substance abuse disorder, people leaving dornestic
violence, young people, and families with low-incomes as
partlcularly affected.

Access to behavioral health care: Stakeholders were
particularly concerned about not having a detox center or an
inpatient treatment center in Benton and Frankdin Countles.
Additionally, they shared that a lack of mental health providers
and lack of affordable mental health care contributes to the
behavioral health challenges.

U
1
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Medium Priority Unmet Health-Related Needs

* Access to medical care: Stakeholders shared that the
complexity of the healthcare system is a barrier to people
getting the medical care they need. They stated there are
currently not enough providers in the area, particularly
spedialists, contributing to fong wait times for appointment:
Specifically, there are gaps in medical care for veterans,
people identifying as LGBTQ+, and people who are
undocumented.

» Domestic violence, child abuse/neglect: Stakeholders were
concerned about the long-term impact child abuse has on
children’s healthy development, as well as the interaction
betweenh domestic viclence and other issues such as
substance abuse and homelessness. Teen girls, individuals
identifying as LGBTQ+ and/or people with disabilities were
identified as groups disproportionately affected by violence
Stakeholders saw safe places for children currently in dange
and cornmunity spaces for survivors of domastic violence tc
support one another as gaps in community services.

e Aging problems (such as memory, hearing, and vision loss):

Stakeholders felt their community is aging and the current
support services are not sufficient to meet the growing nee
To better meet this need, stakeholders stated Benton and
Franklin Counties need a memory care unit, more geriatric
providers, and more caregiver support groups. Additionally,
stakeholders shared there needs to be more education
around healthy aging, dementla, and Alzheimer's for the
general community and providers.
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?r .
4 “We got alot of organizations in town that, while
5 they're doing greot things, they think they're the only

kids on the block or are the only ones that can do it
F or they're doing it the most perfect way and it ends
| up sifoing everybody involved, whether it's
community members or other organizations.”

- Community Stakehoider
——
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Stakeholders were asked, "What existing community health
initiatives or programs in your community are helpful in
addressing the health-related needs of the persons you serve?”
Participants named a variety of organizations, programs, and
focal services they see as a community strength (See
Appendices for a full list). The most shared themes were as
follows:

Opportunities for Community Organizations to Work
Together

« More collaboration and less competition: Stakeholders
shared they need more opportunities to collaborate with
one another. They see the current cealitions as a strength
and think there need to be more opportunities to learn
from one another and collaborate on salutions.

s Communication and relationship building: Stakeholders
named numerous community arganizations and programs
that are currently working to meet health-related needs, but
there is little cornmunication between them. They would like
to see more relationship building among organizations and
sharing of up-to-date information and resources.

Community Strengths and Assets

¢ Collaboration between organizations and coalitions to
address needs: Opportunities for organizations to work
together and leverage their unigue strengths were
highlighted as a community asset.

¢ Innovative approaches to addressing behavioral health
challenges: Programs such as the Trueblood Program and
the Mental Health Court are working to provide support to
individuals whose mental health impacts their criminal
behavior.

* Providing services in schools: 3 Rivers Wraparound with
Intensive Services {(WISe) and Communities in Schools are
providing supports and access to services to students in
schools, addressing behavioral heaith challenges and other
needs,

“We aiso have a couple of really great community organizations that are doing a lot of that
coordination and faying over like Communities in Schoofs. That's been a tremendous boon to all
of our school districts that have access there. And every school in the district wants a site
coordinator because it allows education folks to do education ond then all of those systemic
barriers that our families in poverty are often focing, there is somebody that ¢can help coordinate

those communily services for them. * - Community stakeholder
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Data Blending

Community members and stakeholders identified many of
the same health-related needs as priorities. The speclfics
of the need may have varied slightly. An overview of the
health-related needs of both community members and
stakeholders biended together is as follows {in no
particular order):

Behavioral Health Care {access to and challenges)
Both groups identifled the Importance of having affordable
mental health services available, particularly for youth and
people identifying as LGBTQ+. Both groups identified
stigrna as a barrier to addressing behavioral health
challenges and noted a need for more mental health
providers. Stakeholders emphasized a need for substance
use disorder treatment and a detox center.

Homelessness/Safe, Affordable Housing

Both groups shared a need for more shelters, more low-
income housing for famllies, more affordable housing for
clder adults, and more resources (such as showers and
laundry facilities) for people experlencing homelessness.
Community members emphasized wanting good quality,
clean homes. Stakeholders identified a need for more
transitional housing and wet shelters.
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Access to Medical Care

Both groups identified a need for more specialists and
primary care providers to increase access to appointments.
Both groups identified a need for more accepting medical
services for LGBTQ+ individuals and more affordable
services for people who are undocumented. Stakeholders
emphasized the need for patient advocates te help navigate
the complexity of the health care system, while community
members emphasized the need for more affordable care,
including dental care,

Community Safety and Child Well-Being

Both groups were concerned with the well-being of children
and their safety, as weli as the importance of schools in
meeting children’s social-emotional needs. Community
members were most concerned with gang violence in their
community, while stakeholders emphasized a concern for
domestic violence.

Aging Prablems

Both groups acknowledged a need for more speclalists and
services for older adults, especially those living alone in
their homes. Stakeholders were espedially concerned about
access to services for people with varying forms of
dementia, such as Alzheimer's disease, and saw a need to
better educate community members on local resources
related to aging issues.
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PRIORITIZATION
PROCESS & CRITERIA

The steering committee chose to evaiuate the Local Heaith
Status Indicators by comparing them to Washington State
rates. Data points that were worse than the state numbers for
Benton, Franklin, or Benton and Franklin combined were
identified first, The data points were then narrowed down
further by the steering committee by considering cther factors
like change over time, comparison to target numbers outlined
by Henlthy People 2020, and the severity of the difference
hetwean the local and state numbers, These data points were
then grouped into like categorles of overarching topics and
the steering commitiee added additional data points related
to each topic and based on the pricrity issues highlighted
through Community Input, regardless of lacal numbers vs
state numbers, to present a more complete picture. This
resulted in a list of approximately 70 data points categorized
inta nine topic areas: obesity, physical health, mental health
and suicide, substance abuse, homelessness and poverty,
aging issues, community violence and safety, access to health
care, and sexual and reproductive heaith.

Community Compression Planning

The steering committee then scheduled a community partner
compression planning session to which they invited agencies
and partners from their respective distribution lists and
specifically invited partners who participated in listening
sessions and stakeholder interviews. The compression

—— -
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planning session was held in july 2019 at the location of the
normally occurring BFCHA meetings with a professional
facilitator, Over 50 representatives from community partners
and agencies attended the compression planning session and
participated in prioritization activities. Particpants incfuded
representation from health care networks, local clinics, public
health, first responders, behavioral heaith, long term care
facilities, local chambers of commerce, student nursing
programs, and other service-oriented community-based
organizations. Participants reviewed the 70 data points in a
small group discussion format. Participants were also provided
visual aids that indicated whether a data point was worse than
the state number, identified by community members and
partners as an issue, or selected previously as a health priority
in the pricr CHNAs from 2013 and 2016. Each group shared the
data points that were significant to their group and lumped like
data points together based on overarching themes, resulting in
seven priority health issue topics: obesity, youth sexual and
reproductive health, violence and community safety, social
determinants of health, behavioral health challenges, access
and cost of all health care, and aging and long term care issues.
Participants then proceeded to select their top three priorities.
This resulted in three issues rising to the top as clear priorities,
three falling to the bottom, and one mid-range priority.
Participants selected the top three priority issue topics:

o Behavioral Health Challenges
o Access and Cost of All Health Care
o Social Determinants of Health

; _
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Disparities Data

One thing that was clear from the majority of stakeholder
Interviews, community listening sessions, data review, and
compression planning discussions was that not all population
groups are affected by these health issues equally. Some
population groups, specifically the elderly, youth, and LGBTQ+,
experience additional barriers, challenges, or negative health
outcomes related to the top three heaith needs.

Some of these challenges were brought to light in qualitative
data from the listening sessions or stakeholder interviews. For
example, access to healthcare is ah issue for many residents
regardless of demographic group, as evident by the provider
to population ratios in the area. If someone requires more
specialized care, like members of the LGBTQ+ community,
tiving in an area that is already experiencing a heakhcare
provider shartage makes finding someone whe is gualified
and able to provide services to them even more difficult.

Other challenges and outcomes were quite apparant in the
quantitative data from the local health status indicators. For
example, young adults and, even more so, the elderly
population, show alarming rates of suicide deaths when
compared to other age groups.

These kind of clear disparities in health outcomes and
challenges should not be ignored and need to be addressaed
with targeted Interventions. The steering committee,
therefore, Intends to incorporate these population groups

Photo Credit:
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into the upcoming Community Health Improvement Plan, with
focused objectives and activities aimed at better addressing
the needs of these specific demographic groups.

Public Discussion

The steering committee also wanted to include the general
public in the CHNA process and health priorities discussion.
They chose to host a Facebook Live event with Dr. Amy
Person, a member of the steering committee, to review the
three priority health issues and answer questions from
community members. Leading up to the event, the steering
committee shared advertlsements on their social media
platforms and sent out invitations to community partners, A
summary of the top three health priorities was published on
the BFHD website for the community to view before the event
and a link was provided for the public to submit questions
ahead of time.

The Facebook Live event was held in August 2019 and was
viewed and shared from the Banton-Franklin Health District's
Facebook page. It also included an incentive for cammunity
members to share the video, resulting in 25 shares and over
850 views from just BFHD's Facebook page. Dr. Person
answered several subrnitted questions from the public and
walked the audience through the selection process and results
with help from visual aids and a Kadlec staff member
conducting the interview.
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“I would just be repetitive in saying that -
addiction is a real disease and yet we
don'’t treat people who are addicted
like we treat other sick people. We tregt
them like outcasts and throwaways |

and bad people.” ;
- Community Stakeholder '
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FINDINGS: 2019 PRIORITY
HEALTH NEEDS

The priority health needs identified through the 2019 CHNA
process are as follows:

® © @

Behavioral Access and Social
Health Cost of all Determinant
Challenges Health Care of Health

Behavioral Health Challenges

The compression planning group identified this topic as one of the
most important unmet health-related needs in the community.
Local health status indicators suppor this as a community issue,
as well community input from the Stakehelder interviews and
Listening Sessions. The compression planning participants
grouped mental health, suicide, and substance use disorder unde
this topic.

Stakeholders agreed that mental health needs are so important
because they affect almost every population. Groups named as
being especially affected by mental health challenges were the
following:

o People experiencing homelessness {aduits and youth)

o Young people (ranging from elementary school through high

school)

o QOlder adults

o Veterans

o [ndividuals who identify as LGBTQ+

' Participants highlighted the complexity of this issue, stating that
! these groups often overlap with one another, For example, a

person may be experlencing homelessness and also be a veteran
or LGBTQ+. Youth were specdifically mentioned by multiple
stakeholders as a group that has unmet mental heaith challenges
due to exposure to violence and content related to suicide online.
Adverse Childhood Experiences {ACEs), such as abuse and neglect,
were also cited as strong contributers to merttal health issues and
substance use disorder later in life. Many stakeholders also

13 mentioned the lack of treatment options and detox facilities, as

well as the continuing stigma towards people who use drugs, as a

¥ e i . .
f ‘: .| gap in the community that has perpetuated the issue of substance
~use disorder.



Access and Cost of all Health Care

The compression planning group identified this topic as a
priority issue fram the previous CHNA that needed to be
continued and expanded in this iteration. In the 2013 CHNA,
insurance enroliment was a focus under the access priority, but
after systematic changes at the federal level that resulted in
higher insured rates, the focus for the 2019 CHNA has been
shifted. The compression planning participants chose to
combine the issues of behavioral health care access and access
to medical care, since both components are experiencing
similar issues. Another area of focus related to access that was
highlighted both through community input and the
compression planning session was the cost of health care, even
with insurance, and how it can be too much of a financial
burden for struggling residents. Finally, ancther significant area

of concern for

those at the Henton CoumTy ié‘;::::': " ;r:::flm
planping meecng | "eeee

Frovides to

popuemen | 147071 | 41000 | 122011
was the provider to par=in
population ratios | wenprysicien
forthe bi-county | {(oePoser)  soret | 2047:1 117114
region. This ratio;
CQNCern was u;f-:m
echoed in the Pposulation 4701 7801 o
listening sessions Extle:

with community members expressing frustration and concern
about the wait times to see a provider or access to a provider
who also has specialization in the unique needs of specific
poputation groups like LGBTQ+ or adults living with disabllities,
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“The key to getting people healthy, is keeping
them stable and in one location so that they're
not, you know, if | have to worry about where
I'm going to sfeep tonight, probably going to be
less concerned about taking that medication or
having the ability to go to that doctor to get
that medication that | need.”

- Community Stakeholder

Photo Credit: Kim Fetrow and Kallas
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Social Determinants of Health

Social Determinants of Health (SDOH) was identified as the
third priority issue by the compression pianning group. SDOH
are external factors that affect one's health besides biology an
genetics, Examples of SDOH include housing, education,
income, healthcare, public safety, and food access. The
compression planning group referenced Maslow's Hierarchy of
human needs which asserts that physiolegical and safety need
like a home, food, water, and employment are the most basic,
fundamental needs a person requires to survive, Similarly, as
the group discussed, these needs are necessary te ensure a
person can achieve their greatest level of health and a lack of
resources related to these needs affects a person’s ability to
meet the other health needs addressed in the CHNA.
Stakehalders held these same sentiments, arguing that a
person who has no home or no foed is not going to be able to
effectively focus on addressing their mental health challenges
or treating their chronic disease. Understanding how these
factors are so interconnected to all other health priorities and
how broad of a scope
SDOH truly is, the Self-actualization
compression planning

1 0 DI W W T e o
group chose to focus

on poverty, housing
and homelessness,
and food
insecurity.
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Physiological needs
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COMMUNITY ASSETS &
RESOURCES

The listening sessions and stakeholder interviews also gave
the steering committee the chance to identify community
assets and respurces that currently help address these health

priorities.

Participants in the listening sessions identified the following
aspects of their community as a strength or asset:

o Community resource fairs and financial assistance
programs

o Multipie local hespitals and access to free medical
services

o Educational opportunities for adults and children

© Access to healthy and fresh food

o Community openness ta diversity and people’s unique
needs

o Close proximity to natural resources and activities

o Opportunities for people to exercise outdoors and be

physically fit
o Good transportation services

Participants in the stakeholder interviews identified the
following aspects of their community as a strength or asset:

o (Collaboration between crganizations and coalitions to
address needs: Opportunities for organizations to work
together and leverage their unique strengths were
highlighted as a community asset.

o Innovative approaches to addressing behavioral health
chalienges: Programs such as the Truebiood Program
and the Mental Health Court are working to provide
support to individuals whose mental health impacts their
criminal behavior,

o Providing services in schools: 3 Rivers Wraparound with
Intensive Services (WlSe) and Communities in Schools
are praviding supports and access to services to
students in schools, addressing behavioral health
challenges and other needs.
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Community partnerships are essential in implementing a
collective action approach for any community wide level
efforts. This CHNA was orly possible thanks to the
dedication from numerous sectors, agencies, and partners
spanning both counties. This list identifies the partner
organizations who assisted In the CHNA process through
stakeholder interviews, listening sessions, data sharing,
compression planning, or completion of the stakeholder

survey:

Adverse Childhood Experiences (ACEs) Collaborative
Aging and Long Term Care

Alzheimer's Association

Amistad Elementary

A New Start in Life (ANSIL)

Behavioral Health Committee

Ben Franklin Transit

Benton Franklin Community Health Alliance
Benton Franklin Early Learning Alliance (BFELA)
Benton-Frankiin Health District

Benton Franklin Recovery Coalltion

Benton Frankfin Youth Suicide Prevention Coalitlon
Boys and Girls Club of Benton and Franklin Counties
Chaplaincy Healthcare

Columbla Basin College (CBO)

Columbla Basin Veteran's Center

Community in Schools Benton-Franklin

Domestic Violence Services of Benton and Franklin
Countles (DVS)

Educational Service District 123 (ESD123)
Emergency Medical Services (EMS)

Grace Clinle

Human Servicas Coalition
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Kadlec Regional Medical Center

Law Enforcement/Police Chiefs

Lourdes Health

Lower Valiey Kiwanis

My Friend's Place; Safe Harbor

Parents and Families of Lesbians and Gays (PFLAG)
Pecple for People; 2-1-1

Planned Parenthood of Greater Washington and North
Idaho (PPGWNI)

Prosser Memorial Health

Prosser School District

Prosser Thrive Coalitton

Senior Life Resources; Meals on Wheels
Suppaort, Resource, and Advocacy Center (SARC)
Tierra Vida

Tri-Cltles Cancer Center

Tri-Cities Community Health (TCCH)

Tri-Cities Food Bank

Tri-Cities Residential Services {TCRS})

Tri-City Reglonal Chamber of Commerce

Trios Health

Lourdes Mobile Qutreach Team

Tri-City Unlen Gospel Mission

United Way of Benton and Franklin Counties
Vintage at Richland

Washingtan State University Tri-Cities (WSUTC)
World Relief

You Medical

Thank you to all the dedicated members of these agencies
and coalitions for their assistance on this project.
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IV. Internal Assessment

C. Prosser Community Health Needs Assessment




Prosser

Memorial Heaith Community Benefit 2019 Report and 2020 Plan

COMMUNITY BENEFIT 2019 REPORT AND 2020 PLAN

At Prosser Memorial Health (PMH), we believe that a healthy and safe community is a strong
community. Our commitment to healthier families comes to life in the programs and activitles
featured in our 2019 Community Beneflt Report which meets requirements in Washington State
law that not-for-profit hospitals produce an annual community benefit report and plan.

in 2019, PMH provided the following patient financial assistance:

| Charity Care Program | 61,671,832 |
 Bad Debt $4,031,596 |
 Medicaid/Medicare Shortfall $8,799,638
| Total 2019 Uncompensated Care | $14,503,066 |

2019 Uncompensated Care

S4/081, 586
Bk

$8,795 638
51%

Charity Care Bad Debt & Medicald/Medicare Shortfall

11
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Community Health Needs Assessment

Prosser Memorial Health has a tradition of addressing health service needs and providing
benefits to the populations we serve. We continue to prioritize the health and well-being of our
communities through our triennial Community Health Needs Assessment (CHNA).

In 2019, PMH participated in the development of the 2019 Benton & Franklin Counties
Community Health Needs Assessment in collaboration with the Benton-Franklin Health District,
Benton-Frankiln Community Health Alliance, Kadlec, Trios Health and Lourdes Health. The CHNA
helps determine which critical health needs the community will focus on addressing over the next
3-5 years, It is a systematic and shared process for identifying and analyzing community needs
and assets throughout Benton and Franklin counties, from Prosser to Connell, from Hover to

Hanford.

Over fifty representatives including public health, hospltal and health systems, behavioral health,
community service organizations, first responders, business and education gathered for
facilitated compression planning sessions to review and reflect on the data, identify important
issues and come to an agreement on the critical priorities for change. The three priorities

identified are:

Behaviora! Health Actess and Cost of Sorial Determinants
Challenges All Health Care of Heaith

Behavioral Health Challenges include mental health, suicide, and substance use disorders.
Groups identified as being especially affected are people experiencing homelessness, youth,
older adults, veterans and those who identify as LGBTQ,

Access and Cost of All Health Care includes access to behavioral health care and medical health
care as well as the abliity to pay for care. While insurance enrollment rates have increased due
to systemic changes at the federal level, the cost of health care remains a financial burden for

many in our community.

Social Determinants of Health are conditions in the places where people, live, work and play that
affect a wide range of health risks and outcomes. Significant health-related areas identified

include poverty, housing and homelessness and food insecurity.
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Memorial Health Community Benefit 2019 Report and 2020 Plan

i is not enough to research ways in which our community’s health could be better. As we
continue to grow and expand the medical services we offer, we are taking the important data
uncovered by the CHNA Into account. That way, when we bring in new providers or building new
facllities, it is in direct response to a community need.

SENTON & FRANKLIN COUNTIES

COMMUNITY HEALTH
NEEDS ASSESSMENT

2019

Aty Cari) Metatie Wwoskarts Showecoon
e ——

The Community Beneflt provided by PMH is far-reaching from making healthcare available for all
community resldents, educating the next generation of healthcare professionals and supporting
community health initiatives through activities and programs that improve access to health
services, enhance public health, and advance the community’s knowledge.

In addition to the $14,503,066 in Uncompensated Care in 2019, this Community Benefit Report
is an important opportunity to highlight the substantial community contributions that PMH made
in 2019 to support Behavioral Health Challenges, Access and Cost of all Health Care and Social

Determinants of Health, :
As a resuilt of the findings of the 2019 CHNA and through a prioritization process aligned with

our Mission, resources and hospital strategic plan, PMH has placed focus on the following areas
with specific activities targeting the three community health priorities for 2019 and 2020.
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2019 Community Benefit Activities

s Behavioral Health Challenges

<
o

Q
Q

Recruitment of Diane Hanks, ARNP (Mental Health}

Providers obtained Medical Assisted Treatment {MAT) training to prescribe
Suboxone for opioid addiction (Dr. Staudinger and Dlane Microulis)

Mental health services are provided in all PMH Rural Health Clinics

Stop the Stigma (Suicide) Presentation

o Access and Cost of all Health Care

(8]

o
e}
Q

Schedulers are pre-registering patients as they schedule appointments
Opened the Grandview Clinic
Expanded Wound Therapy Program
Recruitment of the following providers:
=  Dr. Karan Bhatti (Cardiology)
»  Rebecca Warnick, ARNP (Primary Care)
= Dr. Shem Rode (EM)
Dr. Samuel Strebel {Orthopedics)
Dr. Heidi Weaver (OB/GYN)
Dr. Lindsey Smith (EM)

¢ Social Determinants of Health

o
»]

Q00 0O0OO0OCO0OO0Q

Diabetes education was provided at the Senior Center
Providing care to veterans when they have greater than a two week wait to
receive primary care

Veterans Day Breakfast

Ongoing Community Paramedic visits

Annual Health Fair

Go Red Health Fair

Valley Vista Health Fair

Big Latch Event

Whitstran Resource Center Literacy Night with Dr. Min
Red Cross Blood Drive
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2020 Community Benefit Activitles Plan

s Behavioral Health Challenges

o Provide psychiatric services including tele-psychiatric services
Recruit a Mental Health Counselor (Prosser Clinic)
Partner with Prosser Thrive to focus on mental health for local youth
Facebook tive Mental and Physical Health
Stop the Stigma [Suicide) Presentation
Facebook Live on Chronic Pain & Suicide Correlation

O 0 0 C O

e Access and Cost of all Health Care
o Increase current utilization of self-check in
Implement at least two additional self-check in options
Implement the Provider Recruitment Plan {APCs, MDs and Mid-Wives)
Explore e-consult and telehealth options
Enhance and expand cardiopulmonary services
Enhance the orthopedic surgery program
JoInt Replacement Lunch & Learn

0O 000 O0CO0

¢ Soclal Determinants of Health
o Create a calendar and promote educational seminars for the community
o Conduct lunch/breakfast and learns for residents in the community
o Study the feasibility of providing home health services and implement if
‘appropriate
Develop a comprehensive diabetic education program and implement
Offer annual Medicare Wellness Exams for Seniors
Go Red Women'’s Luncheon
Red Cross Blood Drive
Annual Health Fair
Veteran's Day Breakfast
Diabetes Education Panel
Facebook Live Events:
»  Sudden Cardiac Death
= Concussions
= Heat Stroke vs. Heat Exhaustion
= Healthy Aging
»  Women's Health Cancer Screenings
» Breast Cancer and Mammograms
» Influenza

00 0O 0O0O0COQ O
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2020 Uncompensated Care Budget/Plan

| Charity Care Program | $2,001,181

' BadDebt $4,220,415

| Medicaid/Medicare Shortfall $16,089,283

| Total 2020 Uncompensated Care | $22,310,879

2020 Uncompensated Care Budget/Plan

$16,089,283
2%

Charlty Care Bad Debt = Medicald/Medicare Shortfall
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IV. Internal Assessment
D. Market Analysis




;‘sProsser

Memorial Health

Overview of Service Area and Demographics

October 2020

Prepared by:

‘ HEALTH FACILITIES PLANNING & DEVELOPMENT

RESEARCH - DATA - ANALYTICS - STRATEGY - IMPLEMENTATION
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A. Brief History

The Prosser Hospital Association was established in 1943 to raise funds for a community
hospital. In 1945, after intense community-led fundraising, construction crews broke
ground on a new 19-bed hospital. Two years later, on December 26, 1947, Prosser
Memorial Hospital (Prosser) opened, dedicated to the memory and service of veterans of
World War II. The Prosser Public Hospital District was formed in 1948, and the Prosser
Hospital Association was disbanded.

Over the years, there have been numerous additions and expansions to the hospital and its
services, and in the recent past, there has been significant clinic development. Today,
Prosser is a robust rural health system providing family medicine, specialty care, advanced
surgical care, inpatient care, obstetrics, and emergency care. PMH'’s mission is “to improve
the health of our community”, and its vision is to become one of the top 100 Critical Access
Hospitals in the country.

B. Prosser Today

Prosser is a 25 bed Critical Access Hospital {(CAH), meaning that it is rural, operates 25 or
fewer beds, meets other applicable requirements and is paid allowable costs from Medicare
and Medicaid. The intent of the CAH program is to mitigate financial vulnerability of rural
hospitals, thereby assuring that essential services exist in rural communities.

Prosser is located in western Benton County. Its services include a broad array of primary
care, specialty care, acute care, outpatient, and post-acute care, including:

Level 4 Trauma Center
Emergency Cardiac Level 11
Emergency Stroke Level 111
[npatient & Outpatient Surgery
Obstetrics

Swing Beds

Behavioral Health
Teleradiology
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Primary Service Area

Patient Origin data for Prosser’s inpatients for the period of 2016-2019 is depicted in
Table 1. As depicted in the Table, the primary service area includes all three of the
communities within the legal boundaries of the District, as well as several adjacent
communities. The three communities within the legal boundaries of the District: Prosser,
Benton City and Paterson, are all located in Western Benton County, and the rest of the
primary service area is in adjacent Yakima County.

As seen in Table, in 2019, approximately 44% of Prosser’s patients came from the District
in 2016, but by 2019, only 34% resided in the District. The adjacent Yakima County cities of
Grandview and Mabton consistently account for another 31-34% of discharges.
Collectively, these communities account for about 70% of all Prosser inpatient discharges.
Hospital primary service areas are typically defined as the geography from which 70-80%
of a hospital’s patients reside.

Table1
Prosser Health Patient Origin, by Zip Code and City-2016-2019
2018

99350 Prosser 39.2% 41.7% 39.4%, 34.2%

99320 Benton City 4.8% 3.8% 3.1% 3.9%
99345 Paterson 0.1% 0.3%
Subtotal -
District 44.0% 45.4% 42.7% 38.4%
28930 Grandview 29.8% 23.2% 25.3% 26.3%
98935 Mabton 4.2% 5.5% 5.9% 51%
PSA Subtotal 78.0% 74.1% 73.8% 69.7%
PSA Emerging Market -Sunnyside
98944 Sunnyside 14.6% 15.3% 14.8% 18.2%
Subtotal PSA
+ PSA
Emerging 92.6% 89.4% 88.6% 87.9%
Market
Other 7.4% 10.6% 11.4% 12.1%
Total 100.0% 100.0% 100.0% 100.0%

Source: 2016-2019 Inpatient CHARS Data, excludes newborns and swing bed patients
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Per Table 1, almost 20% of Prosser’s inpatients come from Sunnyside. For the purposes of
this report, HFPD has elected to identify Sunnyside as an ‘emerging’ part of the primary
service area. Inclusion as part of the PSA is reasonable for a number of reasons, including
1} Prosser’s commitment to expand services to Sunnyside following the bankruptcy of
Astria Health and closure of one of its hospitals in Yakima County and 2} available patient
origin clearly depicts that, as a percentage of Prosser’s total inpatients, the Sunnyside zip
code (98944) has increased by nearly 25% between 2016 and 20201, Outpatient data
provided directly by Prosser, identifies the same patient origin pattern.

As defined by the Federal Health Resources & Services Administration (HRSA), the entirety
of Benton and Yakima Counties are Health Professional Shortage Areas, (HSPA) with
designations for primary care, mental health, and dental care. Table 2 reflects the service
area HPSA designations and scoring. The highest score {greatest shortage) for a HPSA is 25,

Table 2
HPSA Designation by Select Coun

Geagraphy Designation Type Designation
Date

Benton County Primary Care Low Incomne Population HPSA 10/02/2017 16
Dental Care Low Income Population HPSA 8/31/2017 18
Mental Health Geographic: Entire County 8/27/2017 17

Yakima County Primary Care Low Income Population HPSA 09/24/2017 17
Dental Care Low Income Population HPSA 07/26/2017 19
Mental Health Geographic: Entire County 08/23/2017 18

Source: HPSA Find (https://datawarchouse hrsgov/tools/analyzers/hspafind.aspx).

C. Demographics - Primary Service Area

Throughout the report, the PSA is the five communities of Prosser, Benton City, Patterson,
Mabton and Grandview. When Sunnyside is added, we refer to the area as the PSA+

Emerging Community.

As depicted in Table 3, in 2020, the PSA had a population of nearly 46,000 and nearly 57%
of the population is Hispanic. Since the 2010 census, the PSA’s total population has grown
by 9.3%, while the Hispanic population grew by nearly 20% and the population age 65+
grew by 40.3%. The District is slightly “younger” than the rest of the State, with 12.7% aged
65+ in the District vs 15.9% statewide,

In comparison to the PSA’s 9.3% growth, the State grew by nearly 13%; however, the
growth in the PSA far surpasses the average growth rate in communities served by the

1 HFPD would also typically look at market share in defining the service area. However, Astria Health
underreported in 2018 and CHARS, the state data base from which inpatient market share is calculated
recently notified all hospitals that 2019 data was not nploaded correctly and understates discharges. They
are attempting to correct this data, but there js no ETA.
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State’s other CAHs (4.9%). The PSA is expected to continue to grow (5.5%) through 2025,
with the fastest growth occurring in the 65+ and Hispanic populations, Again, and for
comparison, the State is expected to grow by 6.3% between 2020-2025.

The population of females of childbearing age (15-44) grew by nearly 9% between 2010
and 2020 and is expected to another 7% by 2025.

Tahle 3

Primary Service Area Population
2010 Pctof 2020  Pctof Pct 2025 Pctof Pct
Tot Pop Est TotPop Chg. Proj TotPop Chg.

2010- 2020-

2020 2025
Tot. Pop, 41,910 100.0% 45811 1000%  9.3% 48340 100.0%  5.5%
Pop. By Age
0-17 13552  323% 14071 307%  3.8% 14561 301%  3.5%
18-44 14,497  346% 16,153 353% 114% 17,264 357%  6.9%
45-64 9708 2320 9762 213%  0.6% 9,787 202%  03%
65-74 2457  59% 3654 80% 487% 4125 B5% 12.9%
75-84 1,224  29% 1636  36% 337% 2048  42% 252%
85+ 472  11% 536  12% 13.5% 555  11%  3.6%
Tot. 0-64 37,757 90.1% 39,986 873%  59% 41613 861%  41%
Tot. 65 + 4153  09% 5825 127% 403% 6728 139% 155%
Hispanic 21,674 517% 25988 567% 19.9% 28668 59.3% 10.3%
Fem. 15-44 8236 197% 8962 196%  88% 9590 198%  7.0%

Source: Nielsen Claritas 2019 and includes: Prosser, Benton City, Paterson, Grandview and Mabton

As seen in Table 4, within the PSA, Prosser and Grandview have a higher percentage of
Hispanic residents that the PSA as a whole. The District is proper is also growing faster
than the communities of Grandview and Mabton. whole. It is also projected to growing
more slowly than Benton County, and the State, but faster than Yakima County between
2020 and 2025.
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99350 - Prosser
99320 - Benton
City

99345 - Paterson
E 3

Subtotal District

98930 -
Grandview

98935 - Mabton
Subtotal PSA?
Benton County
Yakima County
Washington

Table 4

Primary Service Area Population Com
2020 Total 2025 Total . 2 02y
Population Population Chdrge -Hiandiic

20-25 Population
14,889 15,892  6.7% 7,019
10,334 11,028 6.7% 2,545
POBox
25,223 26,920 6.7% 9,564
16,225 16,944  4.4% 12,808
4,360 4,482 2.8% 3,613
45,808 48,346 5.5% 25,985
207,508 219,250 5.7% 48,369
259,116 267,132 3.1% 133,651
7,661,468 8,143,617 6% 1,012,383

parisons
% of

Total
47.1%
24.6%

35.5%
78.9%

82.9%
56.7%
23.3%
21.8%

13%

2025

Hispanic

Po

pulation
7,949

3,004

10,953
13913

3,805
28,671
55,089
144,375
1,159,778

Source: Nielsen Claritas 2019. *Patterson is a POBox and is reported with Prosser (99350).

D. Demographics-Emerging Primary Service Area, Sunnyside

%
Change
20-25

13.2%
18.0%

14.5%
8.6%

5.3%
10.3%
13.9%
8.0%
15%

As depicted in Table 5, in 2020, Sunnyside had a population of nearly 23,000 and more
than 80% is Hispanic. The community is exceptionally young with only 9.6% over the age
of 65. Since the 2010 census, Sunnyside’s total population grew by just over 4%, while the
Hispanic population grew by almost 11% and the population age 65+ grew by nearly 12%.
The growth in Sunnyside is less than the growth rate of the PSA. Sunnyside is expected to
continue to grow (3.6%) through 2025, with the fastest growth continuing to be in the 65+
cohort and Hispanic populations. Again, and as with the PSA, women of childbearing age
are expected to continue to grow as well.

2 *numbers may not match Table 3 exactly due to rounding.

123



Table 5

Emerging PSA -Sunnyside
PctChg,

Pctof 2020 Pct of

2025 Pct of PctChg.

2010 yotPop  Est  TotPop 22%12‘1’)' Proj g:; 22%22"5'

Tot. Pop. 21,879  100.0% 22,808  100.0% 42% 23,634 100.0% 3.6%
Pop. By Age

0-17 8,077  369% 8,115 35.6% 05% 8234 34.8% 1.5%
18-44 8,034  36.7% 8,447 37.0% 50% 8,777  37.1% 3.9%
45-64 3,805  174% 4,054 17.8% 65% 4,265  18.0% 5.2%
65-74 999 4.6% 1,228 5.4% 229% 1,322 5.6% 7.7%
75-84 634 2.9% 642 2.8% 1.2% 731 3.1% 13.9%
85+ 330 1.5% 323 1.4% -2.1% 304 1.3% -5.8%
Tot. 0-64 19,916 91.0% 20,616 90.4% 35% 21276  90.0% 3.2%
Tot. 65 + 1,963 9.0% 2,193 9.6% 1.7% 2,358  10.0% 7.5%
Hispanic 16939  774% 18,715 82.1% 10.5% 19,987  84.6% 6.8%
Fem. 15-44 4505  20.6% 4,711 20.7% 46% 4903  20.7% 41%

Source: Nielsen Claritas 2019
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E. Demographics PSA+ Emerging

Combined, the PSA and the emerging (Sunnyside) communities have a combined
population of almost 70,000. Since 2010, the PSA + Emerging area has grown by nearly
9%. The PSA + Emerging is younger than the State (12% age 65+) and is nearly 66%
Hispanic. Growth will by 2025 is estimated to be about 4% with the 65+ age cohort
growing more than twice as fast. The females 15-44 are expected to continue to grow.

Table 6

Pct of Pct Chg.

Tot 2020-
TotPop Est  TotPop Proj oo 2025

Petof 2020 Pctof } 2025

2010

Tot. Pop. 63,789 100.0% 69,270 100.0% 86% 71,971 100.0% 3.9%
Pop. By Age

0-17 21,620  339% 22,306 32.2% 31% 22,795  31.7% 2.2%
18-44 22,531 35.3% 24,882 35.9% 104% 26041  36.2% 4.7%
45-64 13,513 21.2% 13,863 20.0% 26% 14,051  19.5% 1.4%
65-74 3,456 54% 4,990 7.2% 44% 5447 7.6% 9.2%
75-84 1,858 2.5% 2,370 3.4% 27.6% 27718  3.9% 17.2%
85+ 802 1.3% 859 1.2% 7.1% 850 1.2% 0.0%
Tot. 0-64 57,673 90.4% 61,051 88.1% 59% 62,887 87.4% 3.0%
Tot. 65 + 6,116 9.6% 8,219 11.9% 344% 9,084  12.6% 10.5%
Hispanic 38,613 60.5% 45468 65.6% 17.8% 48,654  67.6% 7.0%
Fem. 15-44 12,741 20.0% 13,833 20.0% 8.6% 14493  20.1% 4.83%

Source: Nielsen Claritas 2019
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F . Socioeconomic Characteristics

Unemployment data is available only at the County level. While unemployment rates had
generally improved between 2016-2019, rates in Benton and Yakima Counties are still
higher than that of Washington State. Benton County's unemployment had decreased by
229 between 6.0% in 2016 (6.0%) to 2019 (4/7%). Comparatively, Washington State’s
unemployment rate decreased from 5.0% in 2016 to 4.1% in 2019 (a decrease of 18%).
Yakima County’s unemployment rate has also decreased since 2016, going from 6.4% to
6.1% (a decrease of 4%). However, as a result of COVID-19, unemployment rates have
increased to unprecedented levels throughout the State. The data is summarized in Figure
2.

Figure 2

Unemployment Rates 2016- August 2020
12.0%
10.0%
8.0%
6.0%
4.0%

2.0% I I

0.0%
2016 2017 2018 2012 2020

» Yakima County = Benton County  » Washington

Source: [L.S. Bureau of Labor Statistics, Not Seasonally Adjusted, {fune)

Table 7 shows the PSA’s major employers, which is generally agricultural or public in
nature.
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Table 7

Employers, by Number of Employees within the PSA

Ste. Michelle Wine Estates 1,100
Walmart Grocery Distribution 719
Center
Grandview School PSA 562
FruitSmart 368 {218 in Prosser)
Prosser School PSA 316
Prosser Memorial Hospital 300
WSU/IAREC 207
Benton County Government 144
Tree Top, Inc. 125
Milne Fruit 120
Yakima Valley Farm Worker's 116
Clinic
Conrad Adams Fruit 100 + 316 seasonal
Chukar Cherries 100
Bleyhel Farm Services 89
M Smucker Company 75
Yakima Valley College 70
Welch Grape 60
Zirkle Fruit 60 (in Prosser)
City of Grandview 58
Benton Rural Electric 54
City of Prosser 50
Shonan (USA) 50
Source: H H

The average household income for the entirety of Benton County, Yakima County, and the

PSA is lower than the State (Table 8). Within the PSA, the communities of Prosser and
Grandview are lower than Benton County and the State.

Table 8
Average Household Income by Area, 2019

Average HH Income

99350 - Prosser $79,626
99320 - Benton City $83,538
99345 — Paterson *
District
98930 — Grandview $62,868
98935 - Mabton $62,457
PSA
Benton County $90,475
Yakima County $71,263
Washington $101,633

Source: Nielsen Claritas 2019, *Reported with Prosser (99350).
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Table 7

Employers, by Number of Employees within the PSA

Ste, Michelle Wine Estates 1,100
Walmari Grocery Distribution 719
Center
Grandview School PSA 562
FruitSmart 368 (218 in Prosser)
Prosser School PSA 316
Prosser Memorial Hospital 300
WSU/IAREC 207
Benton County Gevernment 144
Tree Top, Inc. 125
Milne Fruit 120
Yakima Valley Farm Worker's 116
Clinic
Conrad Adams Frult 100 + 316 seasonal
Chukar Cherries 100
Blevhel Farm Services 89
] M Smucker Company i
Yakima Valley College 70
Welch Grape 60
Zirkle Fruit 60 (In Prosser)
City of Grandview 58
Benton Rural Electric 54
City of Prosser 50
Shonan (USA) 50
Source: www.trytricitiessites.org; www.portofprandview.org; Www.prosser.org

The average household income for the entirety of Benton County, Yakima County, and the

PSA is lower than the State (Table 8). Within the PSA, the communities of Prosser and
Grandview are lower than Benton County and the State.

Table 8
Average Household Income by Area, 2019
Average HH Income
99350 - Prosser $79,626
99320 ~ Benton City $83,538
99345 - Paterson *
District
98930 - Grandview $62,868
98935 - Mabton $62,457
PSA
Benton County $90,475
Yakima County $71,263
Washington $101,633

Source: Nielsen Claritas 2019. *Reported with Prosser (99350).
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IV. Internal Assessment
E. Patient Loyalty




Prosser Memorial Health

Patient Satisfaction
Strategic Planning 2021




el

Prosser Memorial Healih

Patient Loyalty Somamary Report-August 2020

& Data pulled: 9.35.20 mi
Survey Group 200 | current| #of Ym 4 of Notes
Goal 2028 | Surveys | 2080 | Surveys
Emergency Depart. | >BD.7% | 80% 10 8L3% | 299 174 | + |69 + | 299 = [ @3
5 + |3 + 10 = &0
HCAHPS-inpattent »835.1% | 95.5% 22 89.2% 247 265 + + 297 = 89.2
21 + + 22 = 95.5
Acute Care *19.7% | 92.3% 13 86.9% 169 146 + + 169 = 85.3
12 + z i3 = 923
Family Birthpiace | >92.2% | 100% 3 3% 128 119 | + 2 | 128 | = 93
9 + = 9 = 160
Out-Patient swigery | >88.4% | 87.5% 16 g9.7% @ 292 262 | + = | 292 | = | g7
ia + + 16 = 875
Swing Bed »94.1% 509 2 75% 15 9 +* 3 + 16 = TS
b 3 +* 0 + 2 = 50
Clinic Network >87.1% | B31% -] 87.3% 264 566 + 188 - 864 = 87.3
34 +* 15 + 59 = 83.1
Out-Patient Services | >88.4% | 88.6% as 89.9% 293 149 + |74 + 248 = | 859
20 + |11 * 35 = | 886
2020 1D Equation *Compasite scove hased on 2029 departmental
Goal Score revenve coniributions
Compusite Scote | 86.61% ED J5% | B1.3 ED: 15%
p 200 | B9.2 IP: 20.9%
op AS7x | H9.F OP Surgery: 15.7%
sw A64x 75 Swing: 6.4%
Op | .336x| 873 Quipatient; 32.6%
Chinic | OB4x | £9.9 Clirtc: 8.8%
TOTAL 86.61%
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PMH MEDICAL CENTER

2020
Overall Quality of Care
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Care Transitions Team Goal:
Improve the “Care Transition” score
on HCHAPS

* Recognizing Patient Preferences for
Care Continuum (Improving

continuum of care improves clinical
Outcomes, reduces preventable
readmissions and maximizes
reimbursemerit)

* Helping Patients Understand Post-
Discharge Responsibility

* Purpose of Medications




gel

Measures being used to
improve Care Transitions

* 1. Interdisciplinary Rounds
*» 2. Bedside shift report

* 3. Post visit patient calls on Inpatients,
Observation, & Swing bed:
» Confirm patient is continuing to improve;
» Answer Questions;
» Verify access to clinic follow-up;
» Verify access to medications.
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medications and side effects.
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» Revised staffing for COVID-19 aSlEE N @ =4 '
Isolation patients. . ~dL_

» New Beds being purchased.
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Patients are reporting improved
medication education!

2018-85.0%; 2019-89.8%
2020 YTD-90.82%
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seciol Delivery,

Family Birthplace

COVID-19 accommodations for positive moms.

Rapid cross training of Resource and Acute Care Staff
for care of the post-partum patients.

Qur first midwife has been onboarded and doing
proctored deliveries and the second starts in August.

Facus on post-partum depression screening.

Childbirth Education has been offered on-line with a
good reception.
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o/ Emergency Department

» Studer will be completing a two
day Patient Flow evaluation in
August.

* Dr. Wenger has assumed the ED
Medical Director role.

* Providers and Staff done an
extremely effective job adjusting

May: National Stro areness Month

Act for Stroke

Strokeis an emergancy and a “lrain attack” to the Cha"enges and aCUEty Of .
COVID-19.
. L4 - a )
ﬁf‘ﬁ‘a’&‘é Prosser Stroke Education in May
ASSOCIATION"
- .Prosser
L Memarlat Health
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Prosser Memorial Hospital

2020
Overall Grality of Cars
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Surgical Services

* While elective case on hold,
Surgical Department staff
provided PPE training and staffing
support.

* Pre-operative phone calls to help
alleviate any pre-surgery anxiety
or concerns,

* COVID-19 rapid tests completed
the day of surgery.
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Updated the design and layout of the department to create better work flow and comfort for the
patient

Sent an internal nurse for training to become Wound Care Certified
Brought in E.P.L.C. services for PICC line placement {1-2 hr turn around time)

Cross trained several nurses from OB and Acute Care to care for OSP patients after hours and as
heeded

Working to extend hours of coverage for patients treatment

Met with PMH Medical Providers and visited our clinics to assure the process of getting patients
seen in the OSP department.



I ' ! Areas of expanded services
being reviewed :

1. Hyperbaric Wound Care
2. Home Health Services
3. Oncology Services

14512



GGl

- "

S = !E CLINIC ROLL-UP Goal: >87.1%

June 2020-83.3%

Likelihood of Recommending

24
13

e e

Excrllont VeryGond Onod Far Paor

o = 8 2 2 REEELEBIRER Z I

<~ Tuget W Excottort ¥ Other

cung 83 FEEAREEERSS

YTD 2020-87.9%

Likelthood of Recommending

55
_m

Excallent VeryGood Qood Poir Poor

<= Targl W Excenet W Oinr

" Prosser

Memorial Health



951

2020
Overa¥l Doctor Rating

t6

; R 0
bS] 2]

oo Targm B Bet U Qe

Target: B0th Parcentile w 92.5% of patients saying "S-10*
Your current Percant "8=10" = 91.9% of patiants
Your current Percentile “9-10" Ravking 1= 86.7
Norm Group: Prov-FP/GP
Your Target = 35 of 37 patients rating you “9-10"
Your Achsal = BQafS?paﬂqlbrl&lgm'shm'

rr Misssd By 1 patient

For Prozcer, Wi - COGCARP = phows'wab) 10073020 4:19:12 PAL

3 8 ¥ &

Dactor CourteayFriwnclingss
3 = 1
T s
Excatlont Basd Py
Sery Bagd Fire

= Tugn W Excsorr U Ottw

Doctor Listen Carafully

—

3

-_— ... 7 __

Alviayy sy Sormatmes v

= Torget W Blwnys 1 Oves

Doctor Knaw Medica! History

-4

MrwyE Jwunhy Sometmes
oo Torges W Alwma 0 e

3
e L. [

Hever

~ Prosser

" Memorial Health



)
X

» . .
sl This <Whers Heroes Wort
_ & _

Prosesr

=

CLINIC ROLL-UP

COVID-19 Clinic has been well received and utilized,
Prosser extended hours will begin agam in August.

Benton City extend hours will begin againin
September.

Customer service training for all clinic staff will occur
in Q3-4.

A clinic manager is being hired for Benton City to assist
with standardizing the quality of service across the
clinic network.
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IV. Internal Assessment

F. Historical Financial Performance
i. Hospital Dashboard Report




Hospital Dashboard Report

Prosser Memorial Hospital [501312]

© Copyright 2020 Cleverley & Assoclates. All Rights Reserved.

Overall Financial Position Fair
Performance Drivers

Market Factors Fair
Coding & Bliling Falr
Pricing Average
Cost Position Fair
Labor Costs Good
Supply Costs Fair
Service Intensity Average
Non Operating Income. Falr
Investment Eficency . kAR Gaod
Plant Obsolescence o " . Awerage

Capita! Posiion . Average
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Hospital Dashboard Report

Prosser Memorial Hospital

® Copyright 2020 Cleveriey B Assoclates. All Rights Reserved.

Currant Llabllltls
Long Term Debt

Equlty

Income Statement
Gross Patient Rwenue

- Deductions

Net Patient Revenue
Other Operatlng Revenue

Totzl Operatmg Revenue

Total BEqpenses
Operating Income

1,221,556
876411
10,845,529
12,224,144
a.
30,261,063
6,098,331
6,648,741
26,513,991

115,391,490

66,792,440
51,598,050

72 e
53,310,771

52,969,155
341,616

124,109
465,725

. 49,188,710

4,138,853
8,349,140
15,168,371
25,468,376
3,433,203
9,329,174
13,155,379
26,445,035

214,915,014

164,423,331
50,491,684
2,639,269

753,130,953

51,862,512
1,248,841
377450
1,625,891

41,464,550
54,928,583
130,767,151
144,191,228
62,014,666
378,842,729
60,330,039
88,939,713
226,306,226

1,212,652,520
912,243,379
300,409,142

22,876,701 _

373,285,843
306,171,928
17,113,915
3,152,831
20,266,747
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Hospital Dashboard Report

Prosser Memorial Hospital
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Hospital Dashboard Report

Prosser Memorial Hospital
€ Copyvight 2020 Tlavariey & Accacies, AN Rights Reserved,
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IV. Internal Assessment

F. Historical Financial Performance
ii. Balance Sheet & Statement of Operations
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Prosser

Memorlal Health
Balance Sheet

Assets
Campent Assats
Cash and Cash Equivalents
Short term investments
Repehables
Allowances for uncollectibla accounts
et Patient Accoumts Recelvablas

Dispropertionate Share and Prashare Recelvablas

Estimated third-party payor settlements

Electranic heslth reconds incantive payment

Taxes

Grants

Other

Imvantories

Physidan Advances

Prepald Expenses

Partiertt Trust Fund Assots

Current porton of assets Brmived a5 to usa
Total Current Assets

Assets Senibed 25 30 Usa
Assets Limited as bo use, leas curreant portion
Cach and cash wiuilents fimited a5 to use for capital ecquisitions
Cash and cash equivalents restyicted by bond sgregment for caplts] scqulsitions
Invegtmenty limited as to use for capial acquisitions
Physictan Advamoes
Hatamote Bmited asto use

Capttal assats, met
Dafarred Finaseing Casts
Tota) noncurrent assats

Totl asets

Prajecied
2011 2012 201 2014 2015 26 2017 2018 2019 2020
2,211,030 4,788,245 3,262,608 5,065,944 12,118,492 15,356,869 2,282 799 1279823 217,760 10,939,566
835,780 87,538 8,228
8,046,909 5,600,245 8,203,154 1,347,821 8,238 0S8 8,356,331 10,004,503 17,006,188 26,422,775 26,187,665
2,048,635 872 A16 1,752,00¢ 574,951 1,542,678 1,516,520 1,683,000 8,340,000 15,682,880 16,360,000
5,998,168 4,727,833 6451154 6,772,830 6,595,420 6,878,811 8,121,908 8,166,553 10,744,795 9,BB7,565
184,338
791,870 73,386 378,254 72,844 622,040 1,355,482
200,000 1,651,000 305,494
12,009 21,514 18,958 18,546 14,531 28,065 23,124 24,789 26,908 791
111,342 79.529 65,365 52456
457,604 361,716 239,958 134,161 12531 75438 171,564 0,756 195,041 1E3,83
120,923 126,045 171,788 199,338 197,654 29,16 291,763 357.940 413,231 464,263
192,798 220,234 266,613
274,795 197,720 96431 165,659 143,768 375,390 304,717 304,724 L226958 1,165,505
8272847 10,334,418 11132344 12,695,327 21,264,105 21908633 11,501,859 11,215,203 14,083,160 24,348,602
1,392,313 -
1,099,974 1,101,672 1,102,077 1,103,934 1,108,279 15,999,425 1,376,480 1,250,261
6,526,911 1,799,252 973,565 976204 346,920 1,212 866
12,534,987 13,680,674 17,995,502
190,267 156,015
1,392,313 1,089,974 1,101,572 8,028,938 503,186 1,082,248 12,975,629 14,101 734 15,633 270 19,208,368
10,257,155 8.930504 9,504,554 10,453,800 13,168,571 12,087,487 12,367,798 14,313,900 18,314,760 17,898,123
8,025 6252
11,649,468 11,090,578 10,606,226 18,462,797 15,101,767 14,169,735 26,343 427 28,415,533 23,949,630 36,906,491
20,830,340 2 ITLIS6 11,718,570 31,178,124 37,365,873 37,158,368 37,843,796 39,730,737 48,031 750 51,265,009
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Prosser

Memorial Health
Balance Sheet

Liabliitas

Current Habllitles

Accounts pavable

Construction Rayables

Accrued payroll and related llablities

Accrued paid tme off

Estimated third-party poyor setbements

Deforred Revenuwe

Accrued interest payable

Current portion of long-tevrm debt

Current maturities of capital 1=ase obligations
Total Currant Liabllithes

Other Lisbilitles
Long-tarm debt, net of current portion
Capital Lease Obligations, less currant portion

Totaf Lablitles
Deferrad alectronlc haalth records Incentive revenue

Nat Assuits
Net investment in capltal assets
Restricted, expendable
Unrestrictad
Total Net Pasition
Total llablfities, deferred Inflow of resources, snd net position

Profected
2011 2012 2012 004 2015 2016 2017 2018 219 2020
949, 543 (45,022 715,103 921,137 1,431,512 1,539,541 1,160,673 915,866 1,192,142 1,211,885
11,060

281,131 375,951 408,645 524,643 795,675 751,863 1,105,709 1,586,757 2,282,536 1,265,684
532,305 618,201 642,229 798,919 861,642 811,520 245,705 953,506 1,233,493 1,278,736
560,000 696,150 300,270 408,118 582,075 1214797 856,120 1,148,700 7,704 1,401,127

82,169 -
1,747 1184 389 21,099 21,000 21,099 21,059 20,307 19,570 59,008
198,672 201,000 215,000 228,000 242,000 230,000 245,000 255,000 806,614 a52,808
3 £73,075 418,578 478,193
2,626627 2,537,608 2281636  2,%L916 3,934,008 4569220 4,234,306 5,553,211 6425737  §347A52
BE6,648 685,000 470,000 7,301,844 7,065,440 6,821,028 5,571,624 6,312,292 11,152,228 10,967,008
336,049 1,096,379
3513,275  3,222608 2751636 10203760 10,989,443 11300248 10805930 12,201,552 17,577,965 18,410,839

1,651,000 1,320,800 990,600 660,400 330,200
9178113 949,662  BB19165 9829777 2,679,296 5589329 7506278 6716677  GI64550 4,564,795
2,191

8,136,771 9,098,956 10,147,769 11,144,587 17,045,136 18,457,991 18,541 987 20,151,708 22,859,035 38,279,458
17,417,065 18,148,628 15,966,934 20,974,364 24,725,430 24,447,320 26,048,266 26,868,385 30,123,625 42 844 354
20,930,340 21,371,236 21,718,570 31,178,124 37365872 37,158,368 37,844,796 39,730,737 48,031,750 61,255,093
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Prosser

Memaorial Health

Statement of Operations
Prolecied
2011 212 013 2004 2045 26 2047 A8 2019 2020

Operating Revenuos
Net Patient Revienue, net of provision for bed detts 28,990,690 28,535,795 81,366,573 37,055,710 42,993,763 42,766,039 47,220,568 51,512,050 55,133,934 58,575,383
Hactranle heslth records Incantive payment 1,108,842 669,495 710,230 60,813 522,747 991,835 330,200 330,200 730,200
Dispropartionata Shase snd Proshare Programs 317,692 -
Grants 23,662 &9,885 623,468 564,277 326,227 57,334 15,480 19,341 1,040,213 13,723,124
Other 118,259 135,789 424,371 557661 476,004 445,487 595,059 451,283 343,700 241,412
Total operating revenues 25,440,303 29,974,122 33,088,907 38,927,878 43,858 8307 43,591,607 42,822,942 52,312,874 60,848,048 72,889,119

Operating Expenses
Salaries and Wages 15,583,851 14,946,295 15,757,400 17 501,007 19,573,766 15,573,401 20,444,314 23,287,263 27,475, 681 28,511,644
Employes Benefits 3,345,605 3,282,164 3,205,532 2,347,M9 3,202,052 3,716,382 4,714,799 6,118,772 6,260,013 6,173,102
Professinnal fexs 3,729,999 3,284,158 441941 5314,238 6,404 831 7,505,694 7,530,166 T,565,035 7,399,636 6,768,480
Purchased Sanvicas 2418.12% 2517650 238,004 3,252,361 3,671,812 3,597,312 4,150,206 4,003,715 4,568,821 2,959.723
Suppllas 2621505 2,176,892 2,565,911 3,263,492 2,904,007 3,511,537 4,750,644 4,960,370 5,566,480 7,456,132
Insurance 550,767 503,955 542,592 550,832 482,524 62,067 255,248 241,381 312,599 B23.2R7
Ulilitiess 38637 421,430 450,810 474,444 472,512 476,345 455,846 520,065 535,779 573,047
Depreciation 1,186,333 1155509 1,184,500 1215387 1,220,902 1,897,848 2,063,342 1,988,410 2,443,534 2,755,865
Repalrs srd mantenance 177,289 55273 246,494 20 A15 267 BOR 18024 489,253 303,142 279,995 460,173
Licamse and taxes 190,701 210902 194,922 259,297 293,818 344,137 234,240 343,191 425,776 433,526
Leasas and rentals 908,585 1,035,366 1,186,234 LA76,517 1,725,438 1,978,800 1,858,223 1,998,258 2157531 2.066,676
Other 374,709 3£9,7RD 349,755 478,039 485,078 425,139 967,318 LIT6AT0 1,161,924 STLO4Y
Total Oparating Expensez 31,487,848 30,070,280 32991785 37,363,242 41,704,337 44,406 870 47 874 559 52,602,572 58,567,229 59,553,105

Opexrating Ivcome {2,047,545} (96,158 92,132 1,564,796 2152410 {815,263} 948,343 {2B9,5658) 2260819 13,336,014
Taxation for meintenanca end cperations 862,204 704503 714,568 734,247 762,583 751,210 734,005 821,455 846,680 922,372
Irvastment fncorme 4,139 2833 1873 4876 B,TB7 15,002 17,530 192,001 423,827 137,261
Interest Expense {26,501) {22030 (22,065) 112,153} {92.290) {253,318} {178.423} (167221} {351,114} {425,602}
Galn (foss) on disposal of assats [5.159) 44,820 119,870) 5,027 {5,741} 1,000 {150,726} 61,850 {59,297}
Gift shap revenue 63,687 81,282 40458
Gift=hop expenses 162,853} {93,534} {31.978)
Contributions made to Others {15,327) {19,263)
Fundratsing end other Foundation expenses {12,910) (4513} (8631}
Contributions 241,741 38406 64,286
Bond Issuance costs [164,407) )

Total nonoparating revenwe [expensas], net 630,542 680,247 648,556 542,604 584,107 537,153 624,200 L109,317 594421 633,869

Fxcess of revenues over sxpenses before capital {1,407,60%) 584,080 741,678 2,107, 430 2,836,577 (78,110} 1,572,545 B20,119 3,255,240 13,974 RB4
contributions and loss cn contributions recsivable
Capital contributians 428,864 14747 76,528 914,489 - 284Mm N - -
Loss on contributians receivable {100,000)

Met income {978,739) FAA563 818,306 2,007,430 3,751,068 {278,110 1,600,995 820,119 3,255,240 13,974,584
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IV. Internal Assessment

G. Service Line Analysis
I. Organizational Chart
ii. Statistics
ili. Trend Line Graphics
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Prosser

Memorial Health

Statistics
Projected
Description 2011 2012 2013 2014 2015 2016 017 018 2019 2020
Admissions o
Haspital 613 656 678 627 838 887 982 BSa 952 966
Swing bed 89 a4 76 127 1689 142 145 132 141 123
Kursery 3 293 Fro 174 325 ar 389 83 439 430
Patient eyt
Hespital 616 746 835 1089 1,108 1,185 1533 L334 1,595 1,544
Swing Bed 1,158 1,133 249 1,669 2,427 2,170 2,069 1049 2,160 1,682
Nursery 581 95 465 300 523 552 i1 [ 584 669
Averags Dally Consus
Hospltal 2 2 2 2 ] 3 4 4 4 4
Swing Bed 3 3 2 5 Fi 6 6 6 [ 4
Nursery 2 1 1 1 1 2 2 2 2 2
Casa Mix Index
Hisphal o480 083 083 DY9s 063 054 089 0,68 0.85 0.Ba
Medicare 128 131 1.38 1.1¢ 0.84 130 1.27 114 116 116
Length of Stay
Hpspiial 1 1 z 1 1 2 1 2 2
Swing Bad 153 14 11 13 14 15 14 16 15 13
o8 2 ri 2 2 2 1 2 2 2 1
Adustzd Potlent Days 5,642 10,042 8,742 12419 15,479 14,410 14,568 16,480 18,454 16,311
Surgeries - Inpatient 236 228 240 186 138 158 261 228 -l 249
Surgeries - Outpstient D] [ - . ! L0235 1,094 1,360 1176 1,192 858
Total Surgeries 45 [ [T 1847 1263 1,253 1,821 1404 1,118
Birthe 343 a9 s 174 325 E ] 385 388 439 480
Laborstory Tests 123,206 114,348 89,184 93,529 56,612 104,528 105,247 116050 132 610 135,885
EKG Tests 1,603 1,686 2,600 2,227 4,647 3,396 3,085 3202 3,767 4,195
Cardsopulmonary Tests 23,300 18,316 M7 6,210 G880 8442 9,886 7866 7,618 EAZE
Diagnostic Imaging Exams 14,923 14,013 14,341 12,798 18,756 12,734 17,622 19,786 13,484 5,068
Phermacy wms 102,581 108,966 101470 138,024 217,191 HEA2% 713,914 684,545 884,229 878,451
Nulrittonal Sarvices Meals 16533 14,448 13,756 19,070 24,140 37,383 45395 62,602 32,783 40,913
isundry Pounds 144 026 145,028 143,454 164,286 196,779 192,177 24,741 213,144 n7emg 7 0as
Cuipmtient Speckal Procadures 1,051 1,250 1,523 2431 1,047 1,721 1920 2,705 2,688 2,802
Tharapy CAnlc Visits 9,592 0,128 11,618 13,900 15,924 15,143 16,654 18,589 18,289 14,877
Ememgency Department Vizits 8293 8,242 8,004 9,237 9,558 2877 10,365 11,162 12,190 9,858
Hoespltalists Visite 4] & 1} a 2,956 2915 3.587 3,552 140 2,742
EMS Trips fw. LPP) 2,000 200 1832 21612 2825 3,030 2,939 2842 %791 2,307
Benton Clty Clinle Visits B.165 6,620 8478 10,797 11,513 11,506 2,734 10387 11,483 10455
Prozser Spetiatty Jinie Visits 7198 2,317 6,900 2,605 9,316 8,870 9,709 10,459 11404 11,136
Pressas Clinle (w. Ooc Health} Wisits o a o 2,038 2,764 2,984 4,808 9454 11,522 12,876
Comprehengiva Pain Mg CEnle Visits o (] o [} o ] a 443 955 ™
Grandvisw Clinle VIsits 0 1} o o 1} 0 0 [+ 6,812 7,395
Prosser Waornen's Haalth o 0 o a o 4] a o 5,627 65,5992
Outpatient Hospital Visits 45,485 40,154 42,139 49,652 51,561 52,561 53593 491,084 109,275 103,830
Labor Full-Time Equivalant
Employed Staff FTE's 21434 2473 185.45 209.685 219.65 241.57 243.20 25331 262 90 260.00
Employed Provider FTE's . 5.94 1796 258 1172 12.70 11.20 12.21 17469 ol 2610
ALL EmMeLOYIR FTR'S - 2438 221,63 196504 z21.37 3255 ™2 n7 28541 2.0 snal 22619
Outsourced Therapy FTE'S 10.85 10.96 10.86 12.96 13.90 i5.21 15.11 1615 16.87 16.35
Contracted Staff FTE's T.00 7.00 700 1.39 4,60 a.03 an .68 411 413
Comracted Provides FTE'S - 385 299 5.64 4.54 451 564 554 848 591 571
ALL MURCHASED FTI'S nm 20.98 .60 24.88 A1 2808 gz 24, e 26,19
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V. Replacement Facility Update

A. Draft Prospectus Report




{‘) Prosser

\! Memorial Health Foundation

Prosser Memorial Health

New Hospital
Prospectus

prosserhealth.foundation
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For more than 70 years, Prosser Memorial Health (PMH), a rural, 25-bed critical access
hospital, has served Prosser and its surrounding communities. After years of enthused
community-led fundraising, PMH's rich history began in 1845 when construction crews broke
ground on the 19-bed facility. Two years later, on December 28, 1947, Prosser Memorial
Hospital opened, dedicated to the memory and service of World War Il veterans.

This modest, small-town hospital blossomed into a community-focused center for exceptional
medical care serving thousands of patients every year. Our care and provider base scope
includes family medicine, advanced surgical care, laboratory, state-of-the-art diagnostic
imaging, obstetrics, and emergency care.

Today, the hospital's facilities are dated and not fully compliant with the Americans with
Disabilities Act. Building a new facility is a more cost-effective approach than renovating the
hospital. We have land for a new hospital. We plan to sell the existing grounds and facility.

Prosser Memorial Health will improve the health of our community.

We will become one of the top 100 Critical Access Hospitals in the country through the
achievement of the following Pillars of Excellence.

#1 Patient Loyalty: PMH will provide outstanding customer service, aspiring to treat those we
serve the way they want to be treated.
GOAL: PMH will achieve a patient satisfaction rate of 95% or higher.

#2 Medical Staff Development: PMH will respond to the Medical Staff concerns and needs in a
timely manner, pursue initiatives in collaboration with our Medical staff and ensure the
availability of the appropriate providers for those we serve.

GOAL.: PMH will achieve and maintain an annual Medical Staff satisfaction rate of 90% or
higher.

#3 Employee Development: PMH will encourage and provide for the ongeoing development of
our employees. We will provide an atmosphere that values our employees and promotes:
s Open Communication.
Competitive wages and benefits.
Selection and retention of effective, caring personnel.
Utilization and development of talent throughout the organization.
On-going education.
Employee recognition.
GOAL: PMH will achieve and maintain an annual employee satisfaction rate of 80% or higher.
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#4 Quality: PMH will develop and maintain a system of continuous improvement which is
incorporated into the daily work of every employee and Medical Staff member.
GOAL: PMH will achieve an iVantage score of 49 or higher.

#5 Services: PMH will develop and maintain appropriate facilities, technology and services to
meet the needs of those we serve that includes building a replacement facility.

GOAL: PMH will achieve a 50% market share of our great community for those services we
provide.

#6 Financial Stewardship: PMH will continue to strengthen its financial stewardship position to
enhance the ability to develop new services, obtain needed technology, modemize facilities,
recruit physicians and ultimately ensure long-term viability.

GOAL: PMH will achieve an annual total margin of 6% or more.

Major Employer

$35,300,000 Salaries & Wages

Hospital Admissions

Hospital Admissions and outpatient services have consistently increased since
2015. Infant births have increased by nearly 24%. Adjusted patient days that
include inpatient and outpatient services combined have more than doubled
since 2013. We have grown our active medical staff 66% since 2017.

All statistics are 2020 budget or annualized.
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The Prosser Memorial Health Foundation purstues, receives, and administers donations and
gifts for PMH. The Foundation supports and enhances healthcare for the Lower Yakima Valley
and the surrounding region. The Foundation assists with new equipment purchases, funding for
scholarships, building projects, and other organizational advancements.

The Foundation has several designated funds. The Wayne Hogue Capital Fund will “host™ gifts
for the new hospital.
| The Wayne Hogue Capital Fund: Financial support for
staff training, hospital equipment, and facility
improvements, including building the new hospital.

Wayne, a generous philanthropist and businessman,
leads by example. As a past Chairman of our Board of
Commissioners, he used his many resources and
talents to improve the high-quality healthcare we enjoy
today.

- Wayne believed for fundraising, "You just have to ask."
The Hospital and Wayne's objectives are well-aligned for the best options and treatment with
advanced technology and resources delivered in an inviting environment.

Community support from businesses, individuals, and foundations for the new hospital will be
administered through this fund.

Before the COVID-19 pandemic, PMH grew at a rate of 10% each year for the last four years. We
have expanded service lines, purchased new eguipment, and added clinics and providers to our
team in response to community needs. Today it is clear we must continue o grow and respond
1o the increased demand for high-quality, low-cost healthcare in the communities we serve.

Our patient count from both east and west of Prosser continuas to grow. Patisnts have changed
their healthcare provider because they trust PMH, and they know they will receive excellent care
with dignity, respect, and optimism.

Our current facility is from a post-World War |l era with many renovation and expansion rounds
{o stay current. Unfortunately, we have run out of room to expand the hospital at its current
location. The facility is not ADA compliant and struggles to meet state and federal regulations for
hospitals.

The haliways are narrow, operating rooms are too small to contain all the new equipment needed,

with no private rooms for inpatient care. There is a lack of parking and treacherous winter
conditions make navigating the hill upon which the hospital sits challenging.
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This is How We Care is not merely a PMH slogan; it is our way of life. We are committed to
delivering high-quality healthcare. To serve our community now and well into the future, we plan
to build a new hospital off i-82 and Gap Road. PMH purchased 33 acres there in 2017.

Since 2017, we have worked closely with the United States Depariment of Agriculture (USDA)
on the extensive application process to secure a loan. The USDA approved our pre-application
in 2019, which included a site visit to our current hospital. They agreed, PMH requires a new
facility to care for patients.

With the USDA foan PMH will not bring a levy or bond to voters to fund this project. The
architect and construction consultants project we would open the doors to the new hospital in
early 2024, following the hospital’'s 75" anniversary in 2023.

The USDA [oan requires community support as a component of the loan. To demonstrate

substantial community support. We anticipate needing to raise $5 million dollars from the
community.

Preliminary Cost and Revenue Projections

Estimated USDA loan proceeds $47,300,000
Estimated PMH contribution $12,700,000
Community fundraising goal $5,000,000
Funding Total $65,000,000

With the support and generosity of our community we will be able to build a state-of-the-art facility
that will serve our needs for the next 100 years.
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Preliminary Layout for a New Hospital

(This is a first phase draft. As the project progresses, we will share the most current

renderings with our donors.)
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Prosser Memoarial Health will be a Center of Excellence, providing high-quality, low-cost
healthcare services to the communities we serve. This includes:

» State-of-the-art surgical suites and technology to respond to the needs in our
community.

» New Birthing suites will allow for water-birth opportunities, enabling more flexibility to
accommodate mothers' preferences in delivery.

s All inpatient rooms will be a private room with amenities to accommodate family and
support people for our patients comfortably.

s 16% of rooms will be equipped for ICU, providing a higher level of care for our patients
and keeping them close to home.

e Expand the Cardiology Clinic to include cardiac rehab and pulmonology, allowing

patients recovering from a heart attack or pulmonary issues to stay in Prosser for their
rehabilitation.

o A savings of 10 to 15 percent annually in utility costs with a new facility.
« Expanded Emergency Department.

« Medical Office Building for Specialists.

With most of the new hospital funding proposed to come from a USDA loan, some have
questioned the necessity of a community capital campaign. A critical component of the USDA
loan process is to demonstrate community support for this project. The capital campaign is the
most effective means to illustrate the engagement by our region’s stakeholders.

Campaign Oversight and Accountability

The Foundation Board of Directors and Hospital Board of Commissioners will oversee the
capital campaign initiative. The Foundation Executive Director Shannon Hitchcock and
Foundation CFQ Stephanie Titus will manage administrative support and financial reporting.
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We appreciate you reviewing this summary of our plan. Your thoughts and counsel about this

exciting endeavor are essential.

Prosser Memorial Health Foundation Board of Directors

Officers

President — Julie Sollers

Vice President — Rich Legerski
Secretary — Lois Chilton
Treasurer — Evan Tidbali

PMH Staff

Craig Marks — Chief Executive Officer

Shannon Hitchcock — Foundation Executive Director
Stephanie Titus — Foundation Chief Financial Officer

Board Members
Elisa Riley

Emily Carl

Frank Schroeder
Glenn Bestebreur
Keith Sattler

Lisa Veloz

Neal Ripplinger
Stephen Kenny
Susan Reams
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VIi. Medical Staff Analysis

A. Medical Staff Recruitment Model




Memorial Health

MEDICAL STAFF MODEL
&
PROVIDER RECRUITMENT/SUCCESSION PLAN
FY 2017-2024
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Memorial Health

October 1, 2020

This Medical Staff Model and Provider Recruitment Plan provides us with a roadmap for provider
recruitment, retention and succession planning for the next few years. A roadmap alone does not
guarantee a successful journey, however, the data presented strongly suggests provider recruitment
must remain a top priority for the coming years. The Model will be used as a tool to not only better
understand current and future healthcare needs of our Service Area, but also to guide our critical
evidence based decisions to address those needs and improve the lives of the residents in the PMH
Primary and Secondary Service Areas.

Methodology/Overview

The Model is based upon many different data sources Including the Merritt Hawkins Cooper Physician
Requirements Model, US Census Bureau, and secondary data from local sources. The most recent data
available was collected for this report and five year trends are presented:

1. Population data was divided among five logical geographic communities: Prosser, Grandview,
Sunnyside, Benton City, and Mabton. The purpose of the divislon was to align with the current
primary and secondary PMH service areas. Population growth was also factored into the model
to give an overall picture of each community;

2. All physicians and advanced practice clinicians in each community service area were Identified,
regardless of affiliations or specialty;

3. The Cooper Modet {which indicates the number of providers by specialty that a community can
financially support) was used to identify the physician needs for the communities based on a
100% market share goal; and

4. For each community, the provider shortfall is noted. From this evidence based data, the
recruitment plan can begin which will drive our strateglc planning and budgeting.

As you review this Medical Staff Model and Provider Recruitment Plan, you will note the obvious: we
have plenty of work to continue. If you have any questions, comments or suggestions for improvement,
please contact us. We welcome your input in the process as we work together to design the future
Prosser Memorial Health.
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{‘s Prosser

LJ Memorial Health

Comprehensive Pain Management Clinic
701 Dale Ave, Suite B, Benton City

Benton City Clinic
701 Dale Ave, Benton City

Weaver Family Medicine**
2935 Allen Rd, Sunnyside

Prosser Memorial Hospital
723 Memorial St, Prosser

Prosser Clinic

Prosser Women's Health Center
336 Chardonnay Ave, Suite A, Prosser

Sunnyside

. {98944}

Grandview Clinic Prosser General Surgery Center

Benton City

(99320) .
1003 Wallace Way, Prosser Heart Center
Grandview Grandview Prosser Orthopedic Center

(98930) @ Prosser Prosser Urology Center
(99350) 820 Memoaorial St, Suite 3, Prosser

Mabton Prosser Allergy Center

(98935) . Prosser Ear, Nose, & Throat Center
713 Memorial St, Prosser

Prosser Therapy & Rehab Center
326 Chardonnay Ave, Prosser

Mabton Clinic*

o 1 = Primary Service Area

S M= Secondary Service Area

% = Under Consideration Thls IS hOW we Ccare.
% % = Affiliated Clinic ProsserHealth.org



PFROSSER MEMORIAL HEALTH

Medical Staff Recrultment/Succession Model
2017-2021
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PMH MEDICAL STAFF RECRUITMENT & SUCCESSION PLAN BY LOCATION AND FISCAL YEAR 2017-2024

FY 2017
Family Practice- O'CONNCR 1.0 Prosser Clinic
Mental Health- MORSE 1.0 Prosser Clinic
Family Practice- IOHANSING 1.0 Benton City Clinic
Orthopedic Surgery- HALVORSON 1.0 PMH Specialty Clinic
Family Practice- SANTA-CRUZ 1.0 Grandview Clinic
Pediatrician- CARL 1.0 Benton City Clinic
PA/NP- LUTHER 1.0 Benton City Clinic
Subtotal 7.0
! FY 2018
Internal Medicine/Family Practice - ZHMUROLSKI 1.0 Prosser Clinic
Family Practice - STAUDINGER 1.0 Benton City Clinic
Pediatrician — MIN 1.0 Prosser Clinic
Emergency Medicine - WENGER 1.0 Prosser Memeorial Hospital
General Surgery — CHEW 1.0 PMH Specialty Clinic
General Surgery — HUANG 1.0 PMH Specialty Clinic
Radiology - ZUCKERMAN 1.0 Prosser Memeorial Hospital
Mental Health - MICROULIS 1.0 Benton City Clinic
Physiatry — GRONER 10 Comprehensive Pain Management Clinic
PA/NP - GARZA 1.0 Grandview Clinic
Subtotal 10.0
FY 2019
Cardiology - BHATT! 1.0 Prosser Heart Center
Mental Health - HANKS 1.0 Grandview Clinic
OB/GYN — H.WEAVER 1.0 Prosser Women’s Health Clinic
PA/NP — WARNICK 1.0 Grandview Clinic — Urgent/After Hours Clinic
Orthopedic Surgery — STREBEL 1.0 PMH Specialty Clinic
Emergency Medicine - SMITH 1.0 Prosser Memorial Hospital
Subtotal o 50
FY 2020
Emergency Medicine - RODE 1.0 Prosser Memorial Health
ENT- TIEU 1.0 PMH Specialty Clinic
Urology- TIEU 10 PMH Specialty Clinic
Certified Nurse Midwife- B.PADILLA 1.0 Benton City
Certified Nurse Midwife- R.MORRIS 1.0 Grandview Clinic
PA/NP- DUNHAM 1.0 Prosser Clinic — Urgent/After Hours Clinic
Subtotal - 6.0
FY 2021
Internal Medicineg/Family Practice 1.0 Benton City Clinic
Dermatology 1.0 Prosser Specialty Clinic (ENT)
Gastroenterology 1.0 Prosser Specialty Clinic
FP/Peds 1.0 Grandview Clinic
Mental Health Counselor 1.0 Grandview Clinic
PA/NP 1.0 Grandview Clinic — Urgent/After Hours Clinic
Subtotal 6.0
FY 2022
Internal Medicine 1.0 Grandview Clinic
Pulmonology/Sleap Medicine 10 Prosser Clinic
Endocrinology 0.5 Prosser Clinic - Telehealth
Neurology 0.5 Prosser Clinic - Telehealth
Subtotal 3.0
FY 2023
Family Practice 10 Benton Clty Clinic
Family Practice 1.0 Prosser Clinic
Endocrinology 1.0 Prosser Clinic
| Rheumatology 0.5 Prosser Clinic - Telehealth
Subtotal 35
FY 2024
Nephrology 1.0 PMH Specialty Clinic
Ophthalmology 1.0 PMH Specialty Clinic
Neurosurgery 10 PMH Specialty Clinic
Hematology/Oncology 1.0 Prosser Cancer Center
Subtotal 4.0
TOTAL 45.5

10.20.2020
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PROSSER MEMORIAL HEALTH

MEDICAL STAFF RECRUITMENT & SUCCESSION PLAN BY SPECIALTY

FY 2017-2024
} 2023 2020
| SPECIALTY QUANTITY CURRENT
Family Practice 7.0 3.0 |
PRIMARY CARE ‘ Internal Medicine o | 2.0 | 10 ‘
iiﬁfkp —Family Practice | 9.0 . 50 |
Pedlatrics — | 3.0 20
Women's Health 5.0 40
‘ | Cardiology 20 1.0
|
SECONDARY CARE ematology/Oncology = 10 — 0
Mental Health - ) a0 | 30
| | Urology B 1.0 ] 1
Pulnionology o : [ 10 | 0o
Orthopedic Surgery T 3.0 N
I Otorhinolarvng@ W 10 1.0 |
‘ " Ophthalmology - 10 i 0 |
| | Dermatology 10 0 |
General Surgery o o 2.0 2.0
Neurclogy 0.5 0
| Nephrology 1.0 0
‘ Gastroenteroclogy e 0
| Rheﬁmatoldgy - 0.5 0
 Endocrinology . 1.0 : 0
Physiatry/Physical Medicine 1.0 1.0
Emeréency Medicine - 6.0 50
TOTAL |8 1 us 54.0 320
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PMH Service Area: Total Primary/Secondary Service Area

|Physician Need 2023
Population Needed Current Supply Supply Needed
2018 Population: 67,344 Needed/Provider (FTEs} {FTEs) (FTEs)
2023 Population: 70,395
Primary Care
General/Family Practice 3,226 21.8 495 27.7
General Internal Medicine 3,247 21.7 7.0
Pediatrics 5,682 124 7.0
OB/GYN 7,143 9.9 7.0
Primary Care Subtotul 65.7 70.5 4.8
Secondary Care
Allergy & Immunology 71,429 1.0 0.2
{Cardiology 12,821 55 3.1
Dermatology 25,000 2.8 0.0
Gastroenterology 22,727 3.1 0.0
Hematology/Oncology 23,810 3.0 15
Nephrology 40,000 1.8 1.0
Neurolagy 19,608 3.6 15
Mental Health Provider 6,250 11.3 16.0 4.7
Pulmonology 25,000 2.8 0.0
General Sucgery 8,772 8.0 3.0
Ophthalmology 18,182 3.9 0.0
Orthopedic Surgery 11,905 59 3.2
Otorhinolaryngology 31,250 2.3 13
Plastic Surgery 41,667 1.7 06
Urology 27,778 25 0.5
Secondary Care Subtotol 59.2 319
Tertiary Care
Cardio Thoracic Surgery 66,667 1.1 0.0
Endocrinology 50,000 1.4 0.2
Infectious Diseases 58,824 1.2 0.0
Neurosurgery 62,500 1.1 2.0 0.9
Physical Med/Rehab 37,037 19 1.0
Rheumatology 66,667 11 0.0
Vascular Surgery 66,667 11 0.0
Tertlary Subtotal 8.9 3.2
Total 133.8 105.6
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Revenue by Specialty

UNITES STATES NET REVENUE BY PHYSICIAN SPECIALTY

Specialty In Patient Net In Patient Net Out Patlent | Total Net Revenue
Discharges Revenue Revenue {5 in thousands)
“With the use of Hospitallst. (5 In thousands) {$inthousands) | o
Family Practice® 156 $92 $213 $305
Intemal Medicine® | 11 | $108 $172 ? $285
Pediatrics* n/a n/a nfa | %856
OB/GYN* 144  §759 $481 _1_ $1,240 |
Hospitalist 486 | $3,936 $190 $4,127 ,
~ Cardiclogy 104 ~$1,359 $1,010 $2,368
~General Surgery 112 $1,522 $852 $2,374 '
Gastroenterology ‘ 15 $103 $728 $831
Neurology | 11 $160 ~ $387 574
~ Oncology ] 57 $751 $2,629 $3,380
Otolaryngology _f % | $163 5608 $771
Orthopedic Surgery | 85 $1,526 ,_ $638 $2,164
Podiatry 1 s 564 | %260 §324 _
Mental Health Provider | 344 | $1458 $173 $1,642
. Pulmonology 65 $981 | %233 $1,214
Urology 39 $368 $75s | 51,123

Source: James Lifton, “Gauging the financial impact of physicians on hospitals.” Healthcare 2 Financlal Management Assoclation;

April 2012,

AVERAGE ANNUAL REVENUE BY SPECIALTY

o Cardiovascular Surgery - $3,697916
Cardlology (Invasive) | 83484375
_Neurosurgery . $3,437,500
L Orthopedic Surgery B $3,286,764 B
D _ Gastroenterology B $2,965,277 B
| Hematology/Oncology L $2,855,000
General Surgery $2,707,317
~Internal Medicine $2,673,387
Pulmonology - $2,361,111
- Cardiology (Non-Invasive) o $2,310,000 B
o Urology $2,161,458 _
- ~ Family Medicine i $2,111,931
- _ Neurology | $2,052,884
- OB/GYN Il $2,024,193 -
Otolaryngology 1$1,937,500 _
B Psychiatry . 81,B20,512
3 Nephrology B $1,789,062
Pediatrics $1,612,500

U.S. Average Net Revenue per Provider (2018} $2.4 million

PMH Average Net Revenue per Provider (2018) $1.5 million

Source: Merritt Hawkins, 2019 Physician Inpatient/Outpatient Revenue Survey.
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Benton Clity Clinlc
701 Dale Avenue
Benton City, WA 99320
509.588.4075

|
| Prosser Clinic
336 Chardonnay Ave. Suite A
Prosser, Wa.99350
| 509.786.1576

Primary & Secondary Service Area Provider List

Benton City

Dr. Patrick Johansing {Family Practice)
Dr. Suzanne Staudinger (Family Practice)
Dr. David Carl (Peds)

Dr. John Groner (Physiatry)

Jessica Luther, ARNP

Diane Microulis, ARNP (Mental Health)

Prosser

Dr. Carolyn O'Connor (Family Practice)
Pam Morris, ARNP (Occupational Health)
Dr. Sarah Min (Pediatrician)

Heather Morse, ARNP (Mental Health)

Dr. Dzmitry, Zhmurouski {Internal Medicine)

! Prosser Women's Health Center
336 Chardonnay Ave B
Prosser,Wa.99350
509.786.0031

Prosser General Surgery Center
820 Memorial St #3

Prosser,Wa 89350

509.786.5509

Proaser Orthopedic Center
820 Memorial St #3

| Prosser,Wa.89350

| 509.786.5599

Prosser Heart Center
820 Memorial St #3
Prosser,Wa.99350

' 509,786.5599

Prosser ENT& Allergy Center
723 Memorial St.
Prosser,Wa.99350
509.786.5579

| Dr. Brian Sollers (OB/GYN)
Dr. Heidi Weaver (OB/GYN)
Teresa Charvet, PA-C

' Dr. Weslea Chew (Gen Surgery)
Dr. Yung Huang {Gen Surgery)

Dr. Jared Ciifford (Podiatrist) o

' Dr. Thomas Halvorson (Orthopedic Surgery)

Dr. Samuel Strebel (Orthopedic Surgery)

Dr. Karan Bhatti (Cardiology)

|

Dr. Combs (ENT}
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Valley Vista Medical Center
820 Memorial St Suite 1
Prosser, WA. 99350
509.786.2010

' Astria Health Center Prosser-Plastic Surgery,
‘ Cardlology, Family Medicine

| 355 Chardonnay Ave

Prosser, WA, 99350

509.781.6366

Grandview Clinic
1003 Wallace Way
Grandview, WA 98930
509.203.1080

' and Steep Medicine
208 N. Euclid Rd
Grandview, WA, 98930
500.882.1855

Grandview Farmworkers Clinlc
1000 Wallace Way
Grandview, WA 98930

| 509, 882,3444

Mountain View Women's Health Center
Yakima Valley Farmworkers

Grandview, WA 98430

509.882.4700

Astria Health Center
222 E. 2« St
Grandview, WA 98930
509.203.6501

Dr. Gloria Abacan {intemal Medicine)

Dr. Flint Om (Intemal Medicine)

Dr. Gelar Paul N, Biscaro {Family Practice)
Dr. Edward Lane (Family Practice)

Pennen Frazier PA-C

Rebecca Wray PA-C

' Dr. Davis Bronson (Plastic Surgeon) (0.1)

Dr. James Knaller {Cardlologist) (0.1}
Johnson Otong, ARNP (FP)
Selina Diaz, ARNP (FP)

Grandview

| Dr. Santa-Cruz (Family Medicine)

‘ Erica Garza, ARNP (FP)
Diane Hanks, ARNP (Mental Health}
Steve Zirker, PA-C

Astrla Health Center ~ Family Medicine, Psychlatry ' Dr. Luis Vincenty (Intemal Medicine)

Dr. Muhammad Riaz (Sleep Medicine)
Dr. Pedro Femandez {Psychiatry)
Jody Gray ARNP (Family Medicine)

Dr. Katheryn Norris (Family Medicine) (0.25)
Dr. Tad White ( Family Medicine)

Dr. Tamera Schille (Peds)

Dr. Thatcher Felt {Peds)

Brianne Johnson, PA-C

Caleb Knight, PA-C

Katrina Aguilar, PA-C

' Jeffrey Johnson, PA-C {0.5)
Thomas Jerkins, PA-C (0.5)
Mathew Schneider, PA-C (0.5)

' Dr. Ridhima Gupta (OB/GYN)
Dr. Benno Marx {Family Medicine) (0.25)

Dr. April Biggs (Family Medicine)

Deborah Titus, FNP-C
Manuel A. Jimegnez, PA-C (Intemal Medicine)
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Weaver Family Medicine
2935 Allen Rd.
Sunnyside,Wa.98944
509.837.0070

Sunnyside Pediatrics
812 Miller Ave Suite C
Sunnyside, Wa.98944
509.837.7551

Astria Health

Multi-Speciatty Clinic- ENT, Podlatry
2705 E Lincoln Ave Suite B
Sunnydside, Wa 98944

509.837.1524

Sunnyside Immediate Care
Yakima Valley Farmworkers
2680 Yakima Valley Highway Sulte B
Sunnyside Wa 98344
509.839.3000

Astria Health Center ~Primary Care
2705 E Lincoln Ave Suite C
Sunnyside Wa. 98944

509.836.4848

Sunnyside

| Dr. Darek Weaver (Family Medicine)
Jason Redd, PA-C
Ty Nielson, PA-C

| Dr. Ana Garcia (Pediatrician)
Mark Gardner PA-C

|

| Dr. Suzanne Cleland Zamudio (ENT)(0.5)

Dr. Jeff Lecheminant (Podiatry) (0.2)

| Sarah Dawson, ARNP
Danny Thibautt, ARNP
' Maria Elena Thibault, ARNP

Paul Furan, PA-C
Johnathan Alvord, PA-C

Swofford & Halma Clinic
2303 Relth Way
Sunnyside,Wa. 98944

| 509.837.3933

Mid Valiey Community Clinic
700 S 114 St

Sunnyside,Wa. 96944
509.839.6822

' Astria Health Center-Family Medicine,
Endocronology
803 E. Lincoln Ave
Sunnyside,Wa. 98944
509.837.6911

Dr. Harlan Halma (Famiy Medicine) (0.5)
Dr. Blake Bond {Family Medicine)
Marivel E. Sandoval, PA-C

Susan Bussert, PA-C

Maricela Ramirez, PA-C

Rebecca Souza, PA-C

Dr. Harlan Halma (Family Medicine) {0.5)
Dr. Douglas Wrung (Family Medicine) (0.5)
irma Z Mejia, ARNP

Elba Femandez, ARNP

Ovidio Demiar, PA-C

Dr. Kristin Bond (Family Medicine)

Dr. Tatiana Antoci (Family Medicine)
Dr. Lincoln Westfall (Family Medicine)
Dr. GaryTrescs (Endocronologist) (0.2)
Benjamin Rodriguez, PA-C

 Sherry Johnson, ARNP
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‘ Astria Health Center
2025 Allen Road
Sunnyside, WA 98944
509.836.4830

| Astria Health Center- Cardiology
812 Miller Ave, Suite F

Stnnyside, WA 98944
509.836.4825

Astria Health- OB
803 E. Lincoln Way
Sunnyside, WA 98944
509.837.1550

Astria Heallth- Occupational Health
802 Miller Ave

Sunnyside, WA 88944
5098371564

Astria Health Orthopadics

2705 E. Lincoln Ave, Sulte A
Sunnyside, WA 98944

509.837.1570

! Astria Health Cancer Center
' 1013 E. Edison Ave

| Sunnyside, WA 98944

| 509.837.1587

Astria Health Speclalty Center
Surglcal Group
500 5. 118 &t
' Sunnyside, WA 58944
500.837.7722

Astria Health John Hughes

Student Health Center

1801 E. Edison Ave

Sunnyside, WA 98944
| 509.836.4840 o

Virginia Mason Lower Valley Speclalty Center
| 1812 E. Edison Ave.

Sunnyside, WA 98944
| 909.837.0653

Dr. Tim Caylon (Intemal Medicing)

Dr. Andrew Gustavson {Neurology} (0.5)
Dr. Vansi Kanneganti (Nephrology) (1.0)
Dr. Anna Madej (Intemal Medicine)
Christina Zoric, ARNP

Dr. John Adan (Cardiology)

' Dr. Michae! Becker (Cardiology)

Dr. Miguel Brizuela (OB/GYN} (1.0)
Dr. Robert Wells (OB/GYN) (1.0)

' None Listed

' Dr. Valentin Antoci {Orthopedic Surgery) (1.0)

Ex. Danko Martincic (Hematology/Oncology) {0.5)
Lee Jackson, NP-C (1.0}

Dr. Lori Alvord (General Surgery)

Dr. Tracy Berg (General Surgery)

Dr. Whitney Pamell (General Surgery)

Dr. Manuel Ybanez (General Surgery) (1.0)
Dr. David Shoemaker (Interventional Radiology)
Dr. Natalle Mosley {Urology) (0.25)

Dr. Richard Mynatt {Urology) (0.25)

Dr. Bard Ward {Neurosurgery)

Dr. Donial Drazin (Neurosurgery)

Dr. Dave Attebarry (Neruosurgery)

(Plastic Surgery) (0.5) _

None Listed

I_

' No specific providers listed.

Cardiclogy, Urology, ENT, Podiatry, Pulmonology, Gl,
Hematolgoy/Oncology, Orthopedics, Pain Management

B i " |
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Yakima Neighborhood Health
617 Scoon Road

Sunnyside, WA 98944
509.837.8200

| Comprehenslve Healthcare
1319 Saul Rd
Sunnyside, WA 98944
500.837.2089

' Sue Dennis, ARNP, CNM (Women's Health)

| Christopher C. Devilleneuve

Dr. Nana (Pediatrician)

Brady Moss, ARNP
Cynthia Hurtado, ARNP

Held| Graf-LMHC
Mary Lamarche
Maria Montelongo
Melissa Morin
Paul O'Neal
Susana Martinez
Cory Kingsbury
Dawn Maxwell
Demetrius Straws
Miguel Diego Mendoza
Jose Sabalsa
Crystal C. Lisbert
Alfanzo Meza
Rachel Ramos
Debra Dale

Jaime Ortiz
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. Prosser

Memorial Health Accountability

Service
. . Patient Loyalt Promote Teamwork
Prosser Memorial Health will
improve the health of our community. Goal: 95% Exceed Patient Expectations |nteg rity
2019 - 86.6% R
2018 - 84.6% espect

2017 - 84.8%
2016 - 82.3%

Medical Staff Development Employee Engagement

Excellence

% Medical Staff Satisfaction Goal: 90% Employee Satisfaction

2019 - 89.0% 2019 - 85.6%

2018 - 90.6% 2018 - 85.0%

2017 - 80.0% 2017 - 83.2%

2016 - 82.6% 2016 - 83.0%

Quality Services Financial Stewardship
Goal: 10% Selected Quality Attributes GF;J;E}??;:;S;?S:;T Goal: Total Margi: > 6%

2018 - 63.6% 2018 - 16,480 days 2018 - 0.6%
2017 - 65.95% 2017 - 14,564 days 2017 - 3.9%
2016 - NA 2016 - 14,487 days 2016 - {0.6%)

1414

We will become one of the top 100 Critical Access Hospitals in the country by living our ASPIRE Values
and the achievement of the above Pillars of Excellence.
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"‘; Prosser

Memorial Heatth

Gozl Areas & Indicators 2020 Goal Jan Feb
IP =*Would Racomrimend™ > B5.1%
ED - "Woul Recommand” » EO.7TH
|.Am|n Cane - "Would Recotwmand™ >79.7%
OB - "Would Rezomivand” > 92.2%
Outpetlent Py - "Weld Racamesend® »91%
Bed - "Would R end” =04.1%
Clinic - "Wauld Recommend” > §7.1%
Outcztiont - “Would Racornmand™ > 88.4%
mdieal Senff Turmover <02%
Ity ENndc Vishs = 1083
Banton City Cinfe Visks » 1005 950
rosser RHC Clinic Vit = 1052 .
jview Clink Visits > 518
n's Henlth Cantar > 709
henshea Pain Clinks =91
*# of Artive Madical Staff >51
Recrultmart Time (days) <28
# of Open Pasitions (Vacancies) <23
Homiry of Orviartinhe - Overtima /Total Haurs Yarked < 45%
I&m = Cioat/Totel Labor <87%
Tinrover Rate =0 7%
Bvahanticrs » TRE%
Edueation Hours/FTE >31%
Naw Hire nej 1 year < 10%
* Loat Warkduys duw to On-therjob Injuries « 167
ED Encocntrs = Laft Without San 21.0%
*Fafs with Infury <3
Hanlthcars Assoclated Infection Rats per 100 Inpatient Drys =0.1%
U Urpis nrved Resdmissions within 20 Days <2.7%
Dizbates ment - O ALC>D ar misting result < 30.8%
D Vishts >1,023
Inpatiem Adnaalons > 86
OB Deliverfes »58
Surgaries and Encloscoples » 128
roste Imaging Procadures 2114
Lab Procedures » 12,2532
ustad Patient »1,789
Vs = 1,706
0 nt Spacial Proesd s Vizits > 288
Nat Days in Accourts Raceivably <48.02
*Totad Ma » 7.00%
Net Operating fisvanus FTE = §18,183
Labsar ez % of reet AL < B0.2%
|Oparating Bepore/FTE <&1a3780
*Darys Cosbr o Hurmd » 120,39
|Commeancfal % »B.7% ] .
|Totsl Laher Exponye/Total Bupense <E1% aL.4% &2 6

‘cmujntm MI luﬂkwlrundmﬂnr

March M Sune

137% s3] S

Aug Oct Nov Dec 220YTD 2018
XL ] B3.8%
0.5% 7%
% Fio ]
S2.2% B8.5%
91.0% BA.9%
25.5% 54.1%
57.1% 2%
BB.4% A%
0.2%% 0.6%

950 17}
953 857
960 821
e NfA
L] NfA
= 60 20 5
a4 1 40
F- ] NiA
3 28
5.7 4.5%
14.5% 0.5%
7% 0.7%
V. 50.9%
153 215
0% Nf&
167 163
k) 0%
3 E)
0.1% 0.1%
5.4% 7%
30.9% 34.50%
1,008 93n
B 75
27 31
118 1z
1957 1,689
1051 9,671
a3
1,345 1,664
i) 275
279 50.96
5,30% 18%
7| Geoa |
59.5% BN
$15,190 $18,190
12039 108.23
-] 28.2%
629% 52% axx
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;) Prosser

Mernortal Health

WMalor Goal Areas & Indicators
Qualiry

Latt Without Belng Sean {(EO & Va) ]

All-Cuusa Unplanned 30 Bay Inpatiant Readmisstons (AC & Waneage)

|Sa&—arg£ Management Burslia (AC)

Head CT Interprotation within 45 mimues - Stroks (D1]

Healtheare Astociited Infaction Arte por 100 npatien Dy

Disbutns Marmmparnent - Cutpatiant A1C-0 or mlssing rasult [PT)

Ewmhnmmm 7l

d time of 30 mimtes or fecs for STAT tasting {LAB}
3]

*Oversll Guality Ferfarmance Banchmark

"Inductions <25 Weeks without Clinfeal Inds OB & IV

*Falls with inury -

Rud More than 1 balow Geal
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Stravegi Areas of Focus
& Gosls FY202D Dhjectives Mezsures/Metrits Semi-Annical Progress % Coemplete Obfective Lead
Patient Loyaity - Merry Fuller, Champlon Ind QTR | 4thQTR
Provide outstanding | 19. Develop and implement innovative * Leverage the Nurse Staffing Committes and |Staffing analysis diverted to COVID-19 response, 5taff | | Differed to CND/OCO: Meery Fuller
customer sevvice, aspiring nurse/support staff procasses that will Professlonal Nurse Practice Counddl to aducation provided for FPE and mre of the COVID-19 COVID-10 |
o treat thosa we serve Increase the reliabifity and timely dellvery | provtde avarsight ard momentum for this patient. Spotter were initially sssigned to areas with response. '
e way they want to be of pattent care, vedurs unnecessary time NSCAPNPC goal (120 COVID-15 positive patients to sssist with donning snd
traated expeniiiome , allow patientsffamifes to | » \dentify abstacles and problems currenthy doffing of PPE and running for supplies to minimize
Adhieve sn overall perticipats: a5 membars of their care ancounterad In each patlent corg area and  |entries in and out of isolation raoms. Staffing
orgenieations patient team, and crease smployes joby pripritize based on a fallure mode asigmmonts modified when needed to 3 COVID-19
satisfaction rate "would satisfaction. Assatsent Evaluation {3/20). |poskive patients to 1 nurse. Mandatory nixasking at 2l
recanmmentd™} of 95% or « Resesrch and presant evidenca based |times in public and chinical areas Implamented and
higher.

prectice fdeas to the NSC/PNPC, The
commiitee with nursa lsadership to
prioritize and plan Implementation of
greates than ar equal to 1 innovative
practica in each department by the
beginning of 02, 2020 {4/20}.

fach Innouative Ides Implemented will ba
evaluated wsing a Plan-DO Study Ack
methadalogy and reparted to the NSC/PNPC |
and asch participating department.
Whenever possibie, evaluation wild include
patiant percaption of cars, Impact on
productivity, smployee percaption of
satigfaction, and any relevant quelity/risk
outcome data (6/20).

remains in place.
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Strategic snmes of Fodaes

& Gasly o0 _Weaasucey/ Metrics Soend-annual Progress % Compiete Chomplon
| Medice! Staff Dovel nt - Dr. Brian Soflers, Champlon Il QTR | 4th MM
| Respond to Medicel Staff | 1. Intiute racrultmant offorts based o the PMH |+ Imph the Provider Recrultment Plamae | Through tha fitet =iz momths of 2020, wa hay fully % ACMIO: Dr. Hashml
eontamms and noedaina | Madiest Stoff Modek Idontified in the Madfcal Staft Model for FY | racrulted the following pravidars: £EMO: Dr, Soflers
timely crammer, puos = impleemant FY 2021 Pravidar LG, with goals ivcliding; = Emargency Madizing - Dr. Steve Reods L] I Ciractor of Emangency
Inftixtives in collsbaration Aecrultmsnt Pan and suppart = PASHP (Prosser Clintc » Urgent/After ENT - Dr. Cors! Thsu | Sarvizes/Provider Recruttmant B
with our Medical $aif snd Frdrantrseturs for ongalng merultmant. Haours Clink) » Urekogy - Dr. Thomas Tiea Ankontion: Christ! Doomink
ahsurs tee avallabibty of = Famdly Practica/Pedixirdan/oa = CHM - Balley Padth
tha sppropriate providers {Grandvisw Cnic) = CNM = Backy Morrs
for those we seTve. » PA/NP (Mabton Cieie) *PH/HP - Afton Dambam
« BT [PMH Specialty Clinie)
Achleve m swnusl » Emangancy Madicine (FAH)
Meclerel $talf * Women's Heatth {Granulew Clinke) |
satisfaction rata of 90% * Women's Health [Berton Clty Clink} |
o Wgher, = Mantal Health Caunselor {Promar
Chnich !
| Ir 2. Cordyct en anrmal Madic! St engagament | = Cruate a 2020 Satistwction Survey for the ]mMHIMEnwmwmeHMHMh ] % CME: Dr. Soltars
| wrvey. Madical Staff | Detabar/Nevamber,
= Actriews 8 > B0% parbicipation rete.
* Dittsin o 90% or better sathsfwction rating on |
| the Mudical $tatf Bngagemant Survey, |
MW Maintaln u physkin retention otan, Includa the| « Ml o Medical Stalf ratontion rato of | Wes hewe retainad 100% of our Medica! tafTin the first ki of | AC0; Dr, Avern
| folowing: 5K or betoar (annu). 2020, We aniicipate Iosing thres previders v the second half ' ACNC: D, Sollars
* Un-boarding process: OF 203D, howwrnar, we havg plang b rep e sach pravider that nbwufw
= Include providars b new amployes Iz laaving/ratirig. vitues Providur &
fardlfor develop n p Retention: ChrisH Doomink
apacifk odaniation; | Chiwf Hureanm Resourea e
= Eple Qptimiead Traiving Parn; | P Ktz
¥ Mentoring; and |
= Randing !
4. Devalog an afactive pertor i * Dovwfop B anmual physican parfarmance | The Providar Annual Parformance Review Fonm hasbass | | | AENAD: Dr. Rhvaro
and fusficak tool for PMH-emplayad

Ancvidert, which supporte tho Mission, Vision,
___8nd Vahues of PASH.

ated feesback modsl for Prosser Memorial - |developed, The form wi be revieved with MR In July, and we
Heatth smnployad Providers [6/20) | Pt on testing the new procass In Augert

| Director of PV Clinks: Abna
|Punphrey

5. Pre mmmmmmmmma

—— .
* Develop and Implorment o Medicul Steff | In tha fiest quarter of 2020, our markating sfforts focused on

* Athualy enguge phy2icians on key bausy
8 organbeatiomal Bomg;

» Dwvalop and Ineplemen t 2 formal
recognition program;

« Conduct Medlul&tal’fﬂls. nnd

a L proactva
betwasn the Leadorship Tenm and

Medical Staff.

ComMunicatian toofs in 2020 {ig. COVID-19. Frovider Lipdata,
M), Wa crvos vuin recognized aur providers Suring Hosphal
| Woark amd Nationa! Providars’ Day with giTts.of uppacistion
and varous advartisamant,

[ | 002 Shanmon Hitcheock
‘ariety of marketing methads, as cutiined In arimting Plam in supoort of tha overs(] | Cardiclogy - Cir, Bhatti, our Soint Replacemant Program - Dr. Cirectw af PMH linfcs:  Almnn
the 2020 Marketing Pfan, 2120 Prosser Mermorial Meslth Strategic Plen |Strabal and COVID-19. Tha secand quarter focused on | Pumphrey
{3/20; darmatiopy - D, Sante Cra, Padiatrics - Ors, Carl and Min snd
» Feansna naw Bid eurmant Medical Siaff QurOVID Ciinke. O estire Mudieal Staff was oo highahted |
In tha PMH K Kewsiettar, |{n aur Annust Providers’ Dy thank yeu adverticemsnt b
| ThePule(1/30). varicus pubScations
[ 5. Continus t cptimbe recogniton and. ® Crestosnd implement & lina ferninthe F¥ [ The PMH 2020 Budget fully funded savess! phnned blodieal | SOo%, ACMO: Dr. Rivara
appracistion of the Mudicsl Staft: 2020 Budgat to fund Madical StF Staft racognition activities, howaver, tha COVID-9 pandamic | ARCME: Drr. Sollars
* tnchuda Modical St in PMH Actiites mecgnition snd appractstian acthwtia hus negativety impacted our plons. Evants that cn be |Mufimww
{e.g. Hoapital Hofkizy Perty, Hosptal (37200, | hottponod (8.8, Annusl Bimer Crulse), have bees postponed, \ovider &
Week, ate.k L P& sehadile feulender} of b Ihutﬁlwmwnutheahhwhmmhv& Wer continue to |Ruumlur| Christf Dannink
= Spechl racognition on Dottor's Dey; 5taff evants znd coordinate activithawith | focus.on commamication and have added several new
* Highlight Achievementy; Adeninistretion for FY2020 {2/20).
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[Strategic Areag ol Focus

& Goals

FYZ028 Objectives Mertures/Metricy Semi-Anmul Progross % Completg Champlon
Medical Staff Developrnent - Dr. Brisn So¥ers, Champlon : I QW | AthOTR
1 7. Continue to ganarste sed mafnein Epic + Naintatn one Super User / Credentizled IT Bagan boureling cn Madical 5wt in Junw, 2020 during tha 20% Chiaf Information Officer
smecifle tralning tallomd for Medical Staff, Trainar in snch hospltel depar i 2019 |Epte Ungrade. ITwil continde o round on two 2] Praviders Tevin Hardlek
wrhich will allow fior better Epk supportand |Monthly and Ing pach masting golng ferward tor Increase Epic
tnﬂrumu] Communicaticn and awarensss afong with recalving mndmnl
. a machaniem to get | Enle feadback. Additianally, Providers will be h
mlmrﬁwmkﬁmﬂuwhlm an s raguinr bapk gaing forwand Huseﬁsdtﬂtpﬁ:smrtk | |
regarding Epic {6/20). sfwoyn avellable to-them.
The: Supar User pragran bor sometiing simikr) will be
rodeaigned [n the sacand halt of 2020 to help Providers and
staff goving forward,
W arw alop contdaring adding » Cradantiated Tralner (CT] In
Admitting in Q4 of this vear, |
— : i | |
Respand to Medical Saff | 2. Enhance and axpend the Telw-Heatth Program | = Dwwtiop snd Implmant a strategy for Crisis Virtual visits for spoctaty ane primary eare cliniles were bt Diruetor of PMH Cinks; Alarm
Carelrns and naesds In a within Prosser Wemarial Hasit Fesitiey. wrpanding the Tete-Heaith mmﬂ Impiamentad in April (Due to COVIDY b 0 we wll) bagin to Pumphrey
timely TRNNEY, prTRUS | Prossar Mamorial Haalth 4, | loak xt i flor specialty coverage vin telehealth, Chnlc Information Dfficar; Eovin
Initfatives In collsboration facitittes {9200 Hardisk
with our Medicat Staff and | ® Explere the various econsuf and wisheatth
ansure tha avafinhifty of options w0 axpedite the pationt expariance
the spiprpriute providers for miner Niness. (9/20].
for those we serve. | —_— —
8. E\'mlnulwuemm-d aducational | » Research topkcs of for educatk 2010 started offwith 2 Lunch & Laam Go Red For Women T OO Shannon Hitcheock
Achieve m snavel d-tearns for PMH staff and sammias {4720), Limcheon with Dr. Siwtt] focised £n wamen's il heafth.
Mediical Staff e commmnity. I- Cranta ¢ colandor and promete educational |Wa faliswad that up with a Facekook Lve wwent with Dr. Bhattl
sxtishaction rate of 80X seminars for skalf and the community for viewars to ask ¥ Dt Bhett! Bve. Dr. Strabal
I or higher, (Af20}, hosted a Lunch & Leann in Yekdma on curaint Raplaoement
I |Pragrem. Itwas told out and resulted in 2 confireed surgarias
| ad 5 new patiants {pte-OCANDL. In Aprl, Hesther Mo and
Pan Morris hosted m Facehaok Uk svent on staying mentally
and physically health during the pandemiz and lock down. As |
hanitheare “hot toples™ tontinue to avolve and change repidly
s oy Ut reEpancs with umnmmhandhnnu,mummn
| srograming and hiwing aur p recard videax
‘ that enn be referenced by ta pubrk: at thelr eisure,
10. Continice ba grenv sid gogsend the | s Actlvaly racruit soitiens] S0 {as newded] | No adulitlonal staff has bean resrulted, We have szan 2 vary 25% Directar of PMH Clnfcs:
Compreharsiva Pain Management Pregram, and rassiirgmn to make tha pafn lerge dropin nfu-r-lulnuowlbmnuhdu- 1t rcreaad |Atane Puryphryy
mansgament ciec a comprehsnsive pain | p Vcara A y-Anrch wolumes were at 2 10%
managansint program {12/20]. hmmw-umhmnwm:mmumuhnfmm
& Incrsase pein ransgement vishs by 73X i | Graner begianing dn Augus.
FYZon.
= - - ! - — —
[ 11, implamant sacurs taxting pioflcy and program | & IMlement a sccure bazting paliey and | Micromoft Teams wil be L3ed 2 tha Sesure Tenting Platform 55| | chieF information Gfficar edn
] for Prossey Mamarkl Hoatth Medies! Staff, pregram for Modical Se¥ {430, |and wit bagin Implementstion In the 3rd Qustr of 2020, Hardigk
| Mikeroscdt Toamp ks HIPAA Rand and fully funetional with
‘ Appia 105 and Andrshd mobile devices,
12 Enb d expand cadl yaarvces |+ Shoap Lab (3/20). We are currantly warking with o sleap bab specialists Intarested 10%| Director of Cardlopuimornary:
at PMH, + Carobae Servicas [9/20), In opening a comprafisnaiva sieap [85 sarvice st PMM in early | At Wilson
[ « Pulmenelogy Sarvices {4720}, |3021. Wi plan o complete a businass phan in the thind quarter | Diructor of Dugnostic maging:
* Implamvart Nuoleer Medicine Serviess of 2020 and kmph the plan ¥ priste, Moclvar | Aurora Weddle

(7720}

Mexdicing services are evrrently scheduled to ba fully |
cpesational by the end of 2020, which will diprtteantty snkance
our cirdialagy services. We sre aiso suplering the sddition af I
trans asaphogesl echas aid candiac proemaker ncertions in
|warly 2021. Na swpansion of putmonolagy services has been
pursid to dats.
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Stramgic Areas of Focus

& Goals F12020 Objactives MeRsuref et Serl-fanud Progress __ % Complete Cnammon
Medicol Staff Drvelopment - Dr. Brinn Sollers, Champian 2nd QTR | athamr
| 43. Maintain and snkancs the crthopedic surgary | s Develop a Joint Program of comprahensive Tha Joint Program woekfiow, educatian modat, and aducstion 25% fndc Divactar: Trick Hawley
pragrm wt PMH. erthonedics (5/20) incuding the uss ofthe | mebsral heve all baen completed. Dess to COVID we hava not
MAKD Joint Replncsment Systam, bagur our pi d formal Jalne claasey;
« Incrarsw orthopedic vishs by So% and L] the R aghons vidkto revinw af | |
wurgaries by 25% (12/20]. preamd post op ed The pregr L] |
* Eqand snd provide orthopadic services to | complete In March st $ha oneet of COVID, Wnllmnmvll
loca! high schools, Rikn an In dus te af el
« Parfarm > 30 Mako P ck {12/20). |
14, Comtinue the PMA CMT Modal which T+ Educty staff about the current CMQ Model | The PR CMO modal [compoiad of four PMIH, Medical Suff 50%| CMRX: Dir, Solfers
oncourapas Medieal Staff particlpation In PRH I 2020, | memhars) continues b be utiized and meots gumrtarly with CMD: Dr. Heshm)
Administrative fumetions, | & Poeim on attha Admink tha CED. Tha CMQ - Dr. Sollers attends and participates on tha CWIT: D, Murphy
| Teaw mawtings, attending at lasst 20% of all . Adminietrative Team and plans to stiand Lasdsrahip Team CMD: Or. Rivarg
meetings i 2020, and 30% of A1 Leadership |Meatings {inchuding LD#) whan vailable In 2020, 1 shauld ako
Teae rumtings. b ncrtod that Dr. Danedk Wasver was added to the Ioint
Conference Committas, sguanding represantation o mor
PMH wmployed providers on Administesiive/Bommd
Committees, {
{ | !
| 15. Explors expending mental health sarvicesat |+ Provids mental heafth counaalor 1arices [n 1Mb0€lﬁowhwunulmmﬂmdmmlm n!‘ Prosssr Clinic Kunager: Melly
PMH 1o battar mest ths growing neads of our the Progser clinke (8/20). counzoling In our clinles. Wa are § with Comprehesnsh Schutt
graater communlty, v Explora tha easiblity of previding MnnHHzahhmamnlhlpHthfarMu
pmhhnhumnmrlmdlwhmt g sarvices in our prima y cara cinkes, |
piriste (6/20),
1E. Contivie to collubprute with tha Yaidma Valley | = hd‘udewrwcﬂmmlum"h In juna 030, PMH entared Into o Mamarandum of 75%/ " |Dr. Santa Criz
Farm Workers Clinks {YVFWC] ond other MR Medical Staff sctivithos. Untderstanding for YVFWCE to ance sgain have thair providers | Medical Steif Coardinetor: Lyan
cammunity peeviders to improwa the healthof | = kedte YVFWC and ¥ providess 4 | partizipats on aur Madicad Stolf snd refar thelr pytiants 4o Smith
tulr cotramim by particiate on the PMH Comsmmily Ciinke | PRH. Wi are working &t plsns 1o fully re-Introduca YUFWE |
Committee {£/20) provicars to PMH and the serviess we provids. YRwe
| previdars will partictpatean peversl PMY Medial Staff
; [cammaHumd participate In our provider call rosters, |
| 17. tmplement s coding adueation program for | » Hoid 2 twlca yuarly coding chasfor | Brown Consuiting has baen sought out = the cansutting firm to | V0! Dr. Soltars
providar providers (37200, | perfosmy tha codimg auwdh and coding education. Tha rell out of | Diractor HIM: Andren Valle
|hwdhdmmmnmmhmwlmku
dua tor o o patient d COVID-
15, Curvantly, mummmmmm
and sank 1y Brown's Consfting to bagin sudlt Avirtis?
mating with the providars is schacuind to begln Saptamber 29
| - Octubar 1, 2020, A provider group training Wil be conducted
o pressnt audit and cading resulis. Tha individual clnician
trelning sessions will be conducted to provide coding
\adueatian, Post tralning on coding education will ke conduched |
|th Decambar.
18. Develop a Madice) Staff Memtorship Pragram, | » Cavelop and mplemant 2 Madical Staff This pian Ix curremtly still baing developed in con|unction with | | 5% | ACHO! Dr. Sollers
Mantarship Program (37205 Dr. Alvaro end Christl Doornink, wha aro ading ta Medical | Diractor of PMH Clinlcs: Alane
* Asign all new Madical Staff membar toa | Stff Engegement Committea afforts, Pusrphrey
muntsr n 2020, | | - .
' !.! Enbance the PMM Frovidar Rounding Pragrm, | = mmdhmlem:ntlpﬁnh mmmmﬁﬂhlwhhln rounding on 2 providers =% |ACMIC: Dr. Rfvar
f Direstors, and ¥ In 2020, Cur newt step wilt be t devsion & traeking | Divactar of PMH Ciinicr: Afana
mbthmudmwnmlnnl ‘mnrarﬂmhhnmﬂnmwmnmwmndunal Pumphrey
| regular basls (3/20) P na d scheduled | |CEC: Cralg Marks
| |
Reapond to Medical Stalf | 20, Enhance the vilbiity of the PMH Spesialty * Develop and implemant & program for PMH |We reached out i Primary Gars Clinks # owr sorvice area | 0% thwbrilﬂ'ruwltSpnelﬁhf
cmosms and rec In u Providers. Spacialsty to vic primary care providers Mmbﬂmmmmandmmwr | Clinle Tricla Hawley
tinaly manmez, pursia (clinics) In the arae {2420} L All s wore postponed dus to €C0; Shannon Hitchenek
inftistves in collsboration | * Conduet lunch/brankfut snd learma for |M&Mﬂllhm&hgmh1uhb&quww
with our Medical Staff and rethdents [n the comawinitios wi serve |wem may hawa with low number gatherings or virtusl sducational
snrom the avaiiabiny of

(2720

opparamities.
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Strategic srees nf Forus l’
hbosls Y2070 0 Messares/Metrics Sewil-Amual Frogross * Chasplon
Meriical Sta¥ Development - Dr. Brian Sollers, Champlan MM%
= s 11!.. Explora the provision of holistin/sesthetic ¢ Enhonca axisting {e.x. Botox) and destop Postponed due i LOYIG sad ganceling nf aiwchva proceduras Lo | Divector af MM Clinfess Alene
forthasawasave. | o s Inthe PMH Clinkes. new {a.g. Ezsar hal nemovel, ncupuRctune, | ahd trastmert, | Purephrey
masgape} wasthetic/holisbe heatth sorvizas
ll;iluem: - . [
satixfaction rats of 9% | 35, Develop a PMH Medical Staff olink * Develop a clinic spacs exgonsion tln ta | We have been werking with the mently updstod medcal steff | | 25%)| | Divection of PMH Clinkes: Alana
or higher. expansion plan, accommadabe recrultment targets over the | modst to devslap o plan fior space owsr the wext threa yars, | Pumphiray
| nendt thres yeats, including tha passoflity of | Th hasiness plan and I for space will ba complited | Diractor af Malntenance and
sacuring sduitionsl bulldingy {9720} by nnd of Serembar. | | | Support Sarviees: Steve
| Brousgard
L | | | |cen: cratg movks
23. Enploreways that PMH can become more ¢ Invite area providers (Kadiec, Trios, Astris) | Dua to the COVID-18 pandemir, na forsal actton has besn | oL |ACMID: Dr. Rivers
famitiar with srea tertiary hospitals and o PR hsadical StY Sockab {1/20). hun ho dats. | |Dtractor of Emergancy
provifars , | 1 |Smrvices/Provider Racruitment &

|Retantion: Christ] Doomink




[Ax A

Sfyategic Areas of Forus

& Gosls FY2020 Objectives Measures/Metrics Semi-Anmual Progress ¥ Complete DHyjectiie Lesd
Employee Development - Ro Kmetz, Champion nd QTR | ath QTR
Encourage and previde for| 1. Obtain input from all employees wtilizingan | = Annual Employes Engagemant Survey No scheduled action to date, % Chlet Human Resources Gfficer:
the ongring development Employee and Medical Staff Satisfaction faurich In Nowember, 2020, Ro Kmwtz
of our employess. Provids Survey designed for Prosser Memorizl * 75% Survey Participation Gaal for 2020, No scheduled action to date. 0%
an stmosphere that values|  Heafth. * Imprave Employea Satisfaction 5 compared | Noscheduled actlon to date. 0%
our employees and o previous year (11/20),
Open :::ﬂ? L Achleva an annual employes turnover rate | = Turnover repart to be distributed to Leaders Tumover parcentage provided an the Stratesic Flan 100%,| |HR Generalist Recrultment: Rocky
Competiy mmd; of 10% or fass by the and of Fy 2020. an a quarterly hasls {4/20), Scorecard on 8 monthby basis, | | Snider
benafs * Develop and Implement strategiesto keep | Turmowar through June, 2020 in 0.6%. 50%
Selection snd I' 100 of tumover at 109 o less In 2020 {2720}
O e o ™25 3. Axsess wage and benolt suuchure o ensure | = Paricoate na Sate of Washington wage | Wrahingion Staa Feaheare Wi Waye Survey 100% ChleF Human Resources Officer: |
o ol e Peosser Memorial Health remains surygy {4720} data received in June, 2020. Ro Kmetz
throughout the ompetitive. * Receive mesults and review with the Data will ba reviewsd by the Administrative Taan, 1]
srgankation; Administrativa Team. Adjust wages as
-On-going eclumtlon,' : nerded (7/20)
“Emploves ra * Pasticipsts in @ State of Washington benefits |No schaduled actian to date. %
05 survey {8/20). Recelva results and share |
with the Admiristrative Team.
A:Illwun: mull'ltl:'-ln | » Recomnmand benefit adjustimants as neeted |No scheduled action 1o date 0%
tisfaction ml uflm = for Open Enroliment (10/20).
Mahay: 4. Continue to enhanoe communication during | » Publish 8 calendax/schedule of employes | Calendar of Employes Engagement Evants 0% OC0: Sharnon Hitcheosk
2020 with #ll Prosser Memorial Health staff. | engagement evams (1/20], publishet it January, 2020; updated as needed.
¢ Londuct Rounding on stafi. Laadfers ane expected to conduet rounding on staff.
* Provide open farums for staff ba provide Staff Forums paused in 2020 due to COVID 19, 50%
Input e key inftlatives at (exst three {3) |
timex In 2020, 0%
| ® Incraate the use of electronic medi, fl.e.  |Sharepaint uptisted with current Information. PAMH £
SharePoint, Frosser Memorial Health Web | main website updated dlong with sthyer sactal 90%
Homepage and Facehook, and Twittar) madta outlets such ss Facebook, Instagram, Tudtter
{1/20). g You-Tuba.
» Contirise to distribute monthly CEQ Report | Manthly CEQ Report published, Waeekly LOVID 19
ta afl staff and Provider Updete to viadical | CED Repart for afl staff added ong with Br. Soflar's 90%
Staff (1/20), Weakly COVID 19 Updste for Broviders,
| « Continue to publish an Employes Newstetter |Employer Newsfetter, Tha Pulse, published
on g maonthly basls (17200, monthly. o3
= Lendership Tewm witl support and maintain | Leadership matntains an apen door policy.
an Open Doar Poficy {1/20).
& Continue to promote utiization of the

tuttion reimbursement poticy for staff
serking to move forward In thelr
educationat goals.

Educational Asslstance Policy promoted in the
Employee Newsletter.
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Strategie Areas of Foris
& Goats

FY2020 Objectives

Rieaswres/Sdetrics

Semi-Armual Progress % Complete Objuctive Lead
Employee Development - Ro Kmetx, Champion pd QTR | ath QTR
! 5. Provida for intouse Education * Increese staff education to 18 or more hours | Edusation opportunities made available to staff 0% HR Assistant: Crystzd Blanoo
| opportunities for steff during 2020. Develop|  per FTE per vear [12/20). |during COVID 19 to enhance thelr professional Chiaf Quality Officer: Kristi
and implement a comprehensive Education | * Waork with managers o develop an in-house |certification status. Repartad Education Hours Mellema
! Plan for 2020, education plan Including Kronos traiing and |tracked on the Strateghe Plan Scorecard, Virtwal and |
l cresting job shadewing oppertunities. (6/20) |on-line learning opportunities offered for the 2020
EPIC Upgrade. |
Krumos training paused due to researching new 5% |
HRIS/Payroll vendor for 2021, ndividualized
training on Kronos 15 offered throughout the year by
the Payroll Tachnician. Pesladlc Kronos
Instructional emalls are cant to leaders by the
Director of Finanoe Operations to assist with FAQS
(Frequently Asked Questions) ahout Kronos.
PMH Educational Assistance Pokicy promoted 0%
| through the monthly Employee Newslotter,
€. Refresh =il Jab Descriptions and Annual = Update existing joh description template | loh descrigitions ane updated as approved personnel 4% Chief Human Resowrees Officer:
Performance Evalustion Taols to afign with and porformance evalustion tempiatafor  |raquisitions are posted, All updated job Ro Kmetz
the Pillars of Excellence and ASPIRE values, staff covered by collective bargaining descriptions Inchede the ASPIRE Valures,
Add Incentive program for Exempt (non- sgreuments to reflect ASPAE walues (7/20}.
Teadership} staff. * Incentive program te contine in 2020 for | Incenthve bonuses distributed In Apeil, 2020 to 100%
exempt stalf (4/20). Leadurship snd Exampt staffbased on LEM scores,
Encourage and provide for | 7. Involve staff and thelr Ideas In the * Based on Input recelved from FY2020 No scheduled action to date, 0% CC0: Shannon Hitehcock
the ongoing developmant development of the FY2020 Strategic Flay planning sessions with staff, Medical Staft, Chiaf Exacutive Officer: Cralg
of our employees. Provide vix strategic plarmiteg sesstons with the CEQ and Baard, create a deaft Strtegic Plan for Marks
an atrvosphers that values and Adnvinistration Team mambers, FY2021 for the Board to review in
our employess and November, 2020 {10/20}.
promotas: 8. Enhance relatinrships, trust, and teamwork | « Conduct three {3) Leadership Development  |1st LDI held on March 11, 2020, 2nd LDI will be E7% D1 Committes
-Open Commwumications; among the Leatership Team in FY 2019, Institubes {LD1) in 2020, held virtuatly on August tish B 12th {2 half days} CEOD: ralg Marks
~Competitive wages and = Continue Administrative Rounding (2/20).  |Administrative Rounding paused dus to COVID 19. o Administrative Team
banefits; = CED will round twice snnuplly with afl CED rounds with Leadarship Team membgrs on a S0
-Selettion and retnition of Leadership Team members. {12/20), monthly basis.
Iaﬁed!ve, raving peraonnel; [
Utllization and !
development of talent | 9, Enhance the onboarding/orlentation of new | + Continue to enhance the PV New 27 New Hires have participated in New Employes 50%,| Chlef Human Resources Officer; |
throughout the employess and Medical Staff to Prosser Emplcyee Orientation (NEO) for ol kevels of |Orlentation through Juna, 2020, | | Ao Kmetz
organtzation; Memorial Health, staff (1720]. |HR Generalist Recrultment:
“On-going educstion; ¢ Reintroduce and implament a Clinlcal Administration has fleated/reassigned | 5% |Rocky Snider
-Employes racognition. | coacking/mentoring program in 2020 that | Indentified 1121 to other cinkcal areas for enhanced
identifies leaders of the future and supports [training and development. Staff meat with CHRO
Achieve snd maintain 2n | their continued dewelopment (4/20), for cne-on-one tralning in Furoe Convarsations - a
e smployes * Creste and Implament a Medical Staff and | relstionship buliding program.
satisfuction rate &F 90% or Leadership Orientation Program {6/20). | Tha Medical Staff Engegement Committee hs 50%
higher. drafted a Provides Orlentation Moded.
10. Involve staffin the hiring process fernew | » Utillzing best practices, creste peer Mo action to date, o% HR Generslist Recruitment: Rocky
employeas. Interview template that can be shargd and Snider
| implemented by department fenders (3/20).
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Strategir Areas of Focus
& Gonls

FYZO20 Objectives Measures/Metrics Semi-Annual Progress % Complete Objective Lo
Employee Development - Ro Kmetz, Champion 2nd QTR | 4thOTR
11, Embrace the ASPIRE Values and Standards of| » Continue to educarte and enhance the |emplayee Rewards and Recognitron Team members 100% Rewards & Recognition
Behavior as kdentified In the Strategic plan. ASPIRE progrom, recognizing employees,  |review ASPIRE Program nominess an a monthly Committes
providers, and volurieers who practice and | basls. Aurcra Weddle
{ive our Values end Standards of Behavor
{2/20. .
| | = Continue to embrato ASMRE Program with | CEO and commities members recognize Sold, Siher| | 50%
| manthly and year-end awards (12/20] snd Bronze awardaea monthly. A new Piatiom
category added for 2020 spurred by efforts to
combat COVID 19,
12. Enhance the exit Intervtew process to ¢ Comple and share exit interview data in raaf | Due to very low staff tumnover, report still being 5% HR Generallst Racruitment;
identify opportunitiss for improvement. time with the affected department leaders  |developed. | Rocky Smider
and on a quarterly basls with the
Admintstrative Team [4/20),
I
13. Work with Hising Managers o create job = Work with PDP Works to create PDP Trainkng complated, 1D0% ChlefF Human Resources Officer:
position models for pre-employment emplayment models to use for pre- | Ro Kmetz
assessments using PDP Warks to help employment assessrants including spectfic
datermine their organizational fit with te-ins i our ASPIRE Values [2/20),
PMH's Misslon, Visian and ASPIRE values. & Lwunch POP Warks (3/20), Paused due to 2020 hiring trends fior affacted 0%
positions, 1
14. Review and reviss existing Health Insurance | » Continue to enhance the Heatth Insurance | No schaduled action to date. 0% HR Generallst Benefits; Mora
Plen on arr gnnus] basls to ansure Plan which adds valug-based benefits, Hewhouse
competithreness with the current market. raduces employes costs and increases Chiaf Human Resourcas Officar:
utilizwtion of PMH fadfities and providers flo Kmetz
{o/20). Chief Financlal Officer: Danid
* Develop diract contracts with arqa primary  |No schedyled action to date, 0% Rollins
and speciadty care providers (7/20).
o Audit selfincured health plan {6/20). Analizing peperwork For a Juby/August audit. 0%
* Continue to promate healthy lifzstyles and a | Employes Engagement Activites schaduled through 50%
pogitive work-fe balance for 2020, |Decamber, 2000 Activitles modified for comphance
with Guvernor's onders as related to COVID 19.
Enicourage and provide for | 15, Review and prapase revisions to benefit ® Lising the PTD Committes, assise FTQ Committes vork paused dus to competing 60% Chief Human Resources Offioar:
the ongoing development plans offered at Prosser Memorial Healthto | consclilating benefit buckes and transition priorities related to COVID 19 and the intcgration of Ro Kmetz
of our employees, Provide be competitiva with the crent market. to a PTO platform for exempt: stoff n 2020 [the new Wathington State Sick Lesnrg Lo, | HA Generalisk Benafits: Nora
an atmosphere that values {3/20). | Newhouse
tur employees and = Assass health wellness progrem in support | No schaduled aetion o dete. %
pro#ote: af heafthy |festylas for 2020 {7/20).
-Open Communications; = fleduce employes (ost work days by 25%. | New metric for 2020. Thwough June, 63 los work a0%
-Competithve wages and days reported. Anmual goal i5 less than 167 days.
benefits; 15. Review wvd redefine the Employee Health | « Estatiish 3 comprehanstve Employes Hasith Comprah tracking deo weated and 100% RN: Kerla Greene B
~Selaction an retamtion of | Program to improve efficienty and Tracking pracass for 2020 (6/20), used for smployees fer COVID 19, HR Generallst Banefits: Nora
ffertive, caring personmnel; employes satisfaction, * Review MRD comtract and seek hetter MRO contract enhanced for an additonal 5200 for 100% Nawhouse
Atilzation and accountability for dnug screans {37203, each expanded trug streen requirad,
devetopment of taleny = Achleve 90% compliante of annual No echeduled action to dete. 0%
throughout the employee health requirements by year end
organization; {12/20).
-On-going education; | = Raduce amployee lost warkdeys by 25% Final numbers not avalizhle unit Decernber, 2020, ;.1
| -Employee recognition. | | from previous vear (12]20). I
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Strategic Areas of Focus

& Goals FY2020 Objectives Mazsures/Metrics Semi-Annual Progress % Complete Objective Lead
Employee Development - Ro Kmetz, Champion nd QM | 4th QTR
17, Continue to use the employes engogament |« Continue to generate and implamant ideas Employee Engagement Feam meets monthly. The 100% Chief Human Resources Cfficer:
Achiave and maintain an teatn for oversight over Prosser Memorinl that support avariety of employes Aezdership Car Wash In luly offered staff the Ro Kmetz
annual employes Hewlth employee social events to help engagement activitles and events including a | epportunity to show their PMH Spirt] Employee Engagement Taam
satisfoction sate of SO O transition the culture to allgn with ASFIRE "Spirit Day" for 2020 {3/20]. |
higher. values, make the workplace a mare * Creets and distribute 3 elondar of planned | Calendsr of Events publshad b Kinuary, 2010; 100%| '
enjoyobin mxperience and promate employes events for 2020 {1/20), manthly reminders of events pubfshed in advance
employes Involvement in gur communitles. | o Involve Leadership to promote and host of event through emaH, sharepoint and ASPIRE [
acthvitlas snd events {1/20). Boards.
| » Develop and use atool whereby smployees |Toof baing devaloped. 0%
can provide realktime featdback on acitvities
and events to aysist with the planning
process (4/20),
= Continue to inclhade ol Frossar Mamoral
Employess and staff working at partner Staff at partner clinles Incuded in alt major 100%
<links in acthities and events where possible employee activites events such as Valentine'y Dy,
{1/20h 5t Patick’s Day celebration, Easter Basket
tistribution, National Hospital Waek and Eeadership
Car Wash Picnickmeh, |
|
18, Continue to study the feasiblfity of * Analyze current compensation and benefit | Feastbilley wark suspanded due to rehabiitation % Chief Human Resources Officer:
transitioning rehabllisation services staff [Le. | structures of hoth organtzations {/20). suaff workforee reductions It response to COVID 19, Ro Kmetz
T, GT, Speech Therapy] and Pharmacy * Review current service contract agresment  |Current stafing ac of June, 2020 remalns at CNO/CDO: Merry Fuller
Director to employment status with Proszer and develop a cost analysis of the trarsition |diminished levels, Anatysis wil restart when
Memorisl Health, {5/20). staffing retirrns to nonmal levels,
» Establish a cormmunizetion timaline and
mest with stakeholdars (6/20).
* Creste s transion plan ang prepars for Day
1 requiremants (7/20).
L ] | |
39, tmplement 2 eonsistent Uniform Policy for | » Finallze research hesitheare faclitas hast | Complete, | 100% Chief Human Resources Dfficer:
FMH to enhance professicnal appearanca practices and make recommendations Ro Kmaetz
and Increwse customer spiisfaction. {1720). | Uniform Committae
* Meet with Leadersiip and ofrtain feedback  |Complete. 100!6[ |
on best practice research {2/20). [ | |
« Determine the imeline for Implementetion |Adminstration Team and the Baard of 100%| '
amd development of polides and procadures |Cammissionars were presented with a draft |
{&/20). Uniform Poficy, potentiat budget and
« Implement the policy as.appropriate (8/20). |[implementation tmeline in May, 2020.
i
20, Maintaln an environment of positive » Succassfully nagotiate new AFSCME Basic prep work for nagotiatens witl begin i July, [ nx Chief Human Resources Officer;
emplayse relations with AFSCME, IAFF and Collective Bargalning Agreement in 2020 2020, Current COA expres 12,/31/20, o Kmetz
581U and ol exempt staff which supports the | {7/20), {
Elasion, Viston end Values of Prasser = Hold IAC {insuranca Advisory Committae] | No scheduled action to date, ' 0%
Mesnorkal Health, meetings per contracts (10720 [
| [
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Stategic Areas of Focus
& Goals

FY2020 Objectives Weasures/ Metrics Semi-Anmual Progress % Compiete Ohbjective Laad
Employee Development - Ro Kmetz, Champion 2nd QTR | &hOTR
21. Create accessible computer kiosk sremsfor | o Craata a work toam tostudy need and make |No action to date, 0% Chief Human Resources GHicer:
stalf so that those without direct computer recommendations to Adminkstystive Tesm Ro Kmatz

amess have a centralize access point.

and mplament as apprapriate (4/20),

Chief Information Officer: Kavin
Hardlak

2i. Offer Lender training cpportunities for non-
luadarship staff to promote personal and
professional growth.

 Solicit employees far Input and dewelop
comntinuous leaming pgendas snd source
tralners {3730,

CHRO meets with identifled staff one-on-one for
mentoring on relationship building through the
covversational model, Flerce Conversarions.
ME5 (Maniagemant by Strengths] leadership tool
offerad to all staff in Jung, 2020, CCO and CCOO
will coordinate & virtual MES tralning with the
Studer Group's certtfied tralnes in August, 2020,

75%

Leadership Team

23. Agsess the organizational structure
utllized Irr the PMH Clinies.

+ Eveluzte the awrent argantzational
structura in tha PMH Clinles and Implement
changas a5 appropriate {3/20).

The Director of Physiclan Practices is developing a
Ovad Leadership Model for the dinics cresting a
partnership betwaen a physican lesder and
administrative leader for each diinic. Work inftially
poused between March and June due to COVID 18,

Diractor of PAMH Clindcs - Alane
Pumphrey
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FY2020 Objectives

Mhetscras/Metrics

Semi-Annual Frogress

Dbjuctive Lasd

Cuality - Xristi Mellama, Champlon

Cantdnue to supparttha | 1. Malntsin on - wide Stratagic | « Track and trend PY2030 Strategic Plan * The Strategic Flan Scorecard i trached and trandesd on 508 Chie QuaBty Officer: Kiish
¥ e ongantzath Plan S d of key performance sexaatand monthiy besed em the Pillars of a manthly bagls. Meltema
wide appranch taplan, | Indiestors for Fr 2020, Exeallance {22/208
| daign, masurs, ossess | = Asslatcnpartments In sckioving 2020 quaty | * Dwpartments are aeslsted In reviewing and maving
nnd Improve goals, [12/20% towarids mesting the 2020 quality goals. J
arganizatianal | = AN Indicators will mest powl by end of 2020 * As of June 2020, 20 aut of 37 of the matrics wene
peformance. Objectives {12/20), meeting goal {42,6%), elght were whitin 10% of goal pnd |
are designad 1o: | 19 wera 10% belew goal,
» Attain optimal patient | ) CoR— _
ouicamas snd petient snd | 2. Maintain Patlant Care Senrecard to o Achleve un overnll Patlent Cave Scorecard. | * A3 of June 2020, nine aut of 15 metrics were masting goa| | 50%| |Chief Quality OFficer: Kristi
Family experiance meqsurs and trend selected Quaiiyy improvement 5% skove FY2020 scrss the | {609%), ara was Within 10% of goal and fve were 10% below |Melyma
» Support mn engegad sod Measuras. alected Cuielity meazures {12/20). gcal.
sfewekforce | | o | o o L { !
| = Enhence sppropriste | 2. Implement a Clime Patient Core ®» Chooas efink specfic quality measures to * Clinde npecific quattty metrics have boen established and » | 75% | Director 5F PMH Clinkes: Alana
| ulilizatian Scorecard te meazure and trand Include on the Clinlc Patiant Cara Scoracard | CHnic Patient Cars Scoeecand has been crested, | Purphray
= Minkenize risks and salocted Qurafity Measures, (2/2a1.
hezards of care | ® FYXD0 to astahfith § baseline across the 'kﬂﬁuhanbﬂﬂubﬂdhmﬁﬂn&ﬂﬂ:qwﬁm
l = Davalop and shane bt stluctud Dualtty maasures {12/30). matric.
| prostles | = Bregk ot matrics by indhvidimd Clinizand |+ Matrics have bown sep by Inelividund elinic, §
present at anch Cinic Medical Siafy thit nforteation has yet to be presonted to tha Medical
meatings, (5720} SiafT. Originafly, thare were lasusy with pulling the dsta,
Targat for presentation ta at tha July Quelty Committee
| Moetng.
4. Berin compliance with regtory = Crexts department apecific quallty reporting |* A calendar of department spechic quality presentations 100% |Chilef ety DMficar: Krisd
dnrds of sppicabl {State calendar incuding Items to go to Joint has been develaped mnd distrttee to all Leaders. Mellerna
of Washingban, cMS, ate.) | Conferemes Cammittee (17205
* Subm 2020 Quaity Improvement Planto | * The 2020 Cuality Assurancs Pan was reviewsd snd
the Baard for Approwal [3/20). pressnted to the Board 1n January 2020, Board approvad,
¢ |dentify and implerment survey readiness *Departmanta) Tracsra were sent and reviewed to sil
aetivities In preparstizn for the spring 2020 |department drectors/managers. The tracars ere bassd on
| OOH uremnaunced survey (17204, |the sme documents that tha DOH wses during thelr survey.
| | | Arexs of apportunity were Iemtifed and plans of cormection
| 5. Revise sandardized processes acrorsall | = [dentiy edueation apportunithes {3720, * Tralndng cabandnr by baen created, S0% |Director of PMM Clinkes: Alina |
Chnlcs. o tnclude but not fimited tn the | « Crasts aducation offerings {3/26). 1™ All educators have agrsed ts tosch/majority will be Pam |Pumphray
feflowing: MA rooming pracasy, front |« Davalop trainirg for the sducation | tarrts, MP,
deak, vesults rmporting, racef fothars, oRPartunitios that wars Identifisd (6/26).  |* Schedile was campletsd and sent to stefl, cancelled due | |
late o followeup, MA dowmentation. | » frovide sduestion and compRtsncy ko group number restrictions. We are hopeful this will begl||
1 BxsEsIanty 1 W00% of appropriste salt  [in Seprember 2020,
(Lara). | Compstancy chackbst created, AR staft will be checked off
|by 12/2020, | —

8. Bar code scanning for madt |« Achleve sn overall medicetion bar code T‘rﬂn of Juma 2020, cversll Medicstion Scanning wea at 5%/ ’Dlremr of Fharmacy: Lindasy
scanning cempiience reteof 85% farthe | 94.42%. This metric has Improved manth over menth. W Mekle
hoapitm (13720}, aha not quite to goel but will continue monitoring this

| v Report madh bor coda '] metric.

compliance wt auch monthly Quality meeting | This cksa fing agenda ttem wrx It raporeed at |
{1/20-12/20). anch monthly Cuslity Committes masting. .

i 7. Enhnce Infection | Progrem |« Implement, educate & communicate s |+ The Infection Dontrol Program Flan was soviewed and | | 100%] | Leboratary Direstorsinfeetion
compliance with standerds of applicabie | enhancad PMH Infection Control Program  |approved by the Board In February 2020, The plan meats Preventionist; Susan Miklas
agancias, 15 well a3, adherance to the FMan which maets ol regulatory agancy regulntory ronulraments and has besn Implemantad with ( ‘

PMIH Infection Contrel Plan, requirements {3720, | education 1o stafl.

+ Implemant programs to promoee
compllance, Quartary cammurdcations
and/for aducation (3/20).

* Compleba Nlck Asssssmant and Infectlon
Coriral plan far 2020 (3/20).

|* Sinca Fehriary, ecommuniestion and sducation to all staff l
s bean focusad on infestion control o prevertt COVID-19, | |
Thists an ongoing project,

* Risk Asagaprant sid Infection Control plan bar 2020 ware

,M’Iﬂmﬂ arwl spproved by the Board in February 2020, ]
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Stratégic Arens of Focus

& Gosls FY2020 Objectives Medsores/Melsics Semi-Anmrual Progress % Complete % Lead
Quality - Kristi Melemna, Champlon i QTR | ath QTR
. | 8. Enhance Proszat Memorkal Health's |  Perform snnual review of st EOC plans, *Revised EOC plans ared policles were distributad to plf 100% | Dirgctor of SUpport Services: Steua
| Envirarmuent of Care plans, pollcies snd poficies snd procedures. Update documents |departments on ime 10, 2020. Broussand
procedures with current standards af all 25 necagsary 1o reflect bew or changes to
spplkable agencius, reguistiore, cades and standards. Distrib
| all EOC plans tv 29 departments {8/20}.
Contirue tosupportthe | 5. Implementa Review Process. | + Update contract review policy (2/20), | contract reviow policy is still under revision, 0% | c0/co0: Merry Fuller
systamatic organizatian- * Complete annval comtract evalustion of all | * Anmus! contrect evalustion ts <tll In progres=_ |C||hfthlllll\f0fﬂuer: Kristi
wkis spproach toplan, | contracts (3/20), Mulioma
design, mestios, nxamis * Meke » firnf determination on wiich |* Detarrmination wars made to use PolicyTech for electronic
and Improve softwara ta ua (3/20), | sterage of vendor
arganizations] | & Input s comtracts to the saftwwre (5/20], | Az of hune 2020, enly S0% of the contracts hove been
performance. Objortives Inputted ints PalkeyTach.
ure desgnad ta: i | |
& Attsin optin] petient | 10, Maintaln an effective Comporate * Establish erexs af focus for 2020, nduding | CompRance araks of focus s been established with the 10| lm&mmﬂilmuﬁhn ¥ristl
outtnmes snd patient snd Compltance Progren. pacific metrics Irmpacting the |Vamtags committes members. Also the metrices on He Patlant Care | Mallema
frmlly wpwionce | quafity scors (4/30), Scorecard have been tiad to some of the matrics In the
* Support an engaged and * Develop am Judit schedule for arens of fecus |IVartage ranort.
s workforca |d/20}. * An aucit scheduls for arees of forug heg been established | (
+ Enbminee appropriste » Azsizt arans neading help with meeting with committes membars.
vifiization oarporate sompiianee seandards * Tharels ongalng assistarce 1o all departmers to ensure
« Minmize 1isks and (1/23 - 12/20L that corporate compllance standands sre malntalngd,
hazwrds of care ® Subimh 2020 Corporate Compllance Planto | * The 2020 Corporste Gompllance Plan was prasanted and
» Develap and shara bast the Board for anproval {7/20) approved by the Bosrd In February 2020,
practions
|
11. Focused Quality goafa based on * Repart 0722 - Laft withairt being swsn - for | = OP22 was reported i May 2030 ¥ NHSN. 200w | Chie? Cuaality Officer: Kristl
Nantaga, 2019 {3/20). Metoma
¢ Swrtraporting OP29 - Colonosropy follow | * OF29 was reparted In May 2020 5 NHSH,
up j4/20). !
* Achlave 35% compliance rate on (M3 Fly | * Flu Vaccine cornplianca for 2k9/5020 Is 95.7%,
| Vaceine {Ingetient) far 2029, (12/20)
| |
| ¥2. ED scheduting Clinle fallow up * ED will direct schedule fallow up * This project hes been put on hod dua to DOVID-59, Nead o |ED Director: Christ! Doorink-
appoartments. sppointmanty for 255 of ED dischunges | to conpult with 1T to find ut whether or nat the ED an tubom
reeding & fllow up with a PMH care acents the Clinle schedite. Direztor of PMH Clnles: Alana
i prowider (8/20. | i . — ‘ |Puewiphray
13, Enhance hand tygiame ot PMH, * Ruport land hyglene compliancs to Lasders |* Hand Ivyylene complianca It & standing sgends Hem at ?ss, Laboratory Clvectorfinfection
at the manthly Quakity Committea mesting  (esch manthly Quality Committas rmesting, | Proventianist: Susen Miklas
{1/20- 12215
¢ Educats oll smployees sbout the Imparance | * Hand hygiene education has baen distribubed and
of hend hyglens (10/20). redistribisbed this yasr dus ta BAVID-19,
* Achleve hanrd hyslene guaks by theend of | * WorkIng on aching hand hygiene goels s an ongring
2030 (12/20), task andl addrassed st each Quality Committes masting.

| = Stendarize hund gal product scross PMH
organization {6/20).

* Hand gl product has been pausad due to shartages and
nationwica sllecations rafated fo CoviD-19,
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Strategic Arsgy o Focus
& Gonls FY2020 Ghjectives Messures/Metric: Semi-Apnuai Progressy % Complete Objective Lead
Cvality - Kristi MaRoma, Chemplcn A QTR | 4thOTR
Cahtirue tosuppartte | 1. Malnteln an organlzation-wide Srategic | » Track and frend FY2020 Strategle Plan | *The Strategic Plan Scorecard Is tracked and trended on 50% Chief Cluality Offlenr: Kelstl
Systematic ongunlastion- Plan Seorecard of key performanca Scorecard monthly bused on the Pillars of a monthly basis, Mallerma
wids spprosch to plan, Indicatars for FY 2020, Excellenco (12/20§
design, ey, 335055 * fasist dep fa g W20 quullty | ™ Departrnents are assicted In reviewing and moving
and Improve gaals. (127200 twards meating the 2020 quakty zoals,
| wgani=tional » Al indicators will meat goal by end of 2020 * Az off lurva 2020, 20 oot of 47 of the matrics ware
parfarraance. Objectives {12/20). mesting goal (42.8%), aight wara within 10% of goal snd
e clesigrad to: 1% ware 10% belfow goal,
* Attain optimal patient I I - |
outromes snd patiartand | 2. Malntain Patient Care Scomcard to * Aghleve an overall Pabient Cara Scoracard | * A9 of June 2020, vine outof 15 matxics wers mweting goal | 50% Chigf Quality Officer: Kriski
farnlly expetionce measure end trend selected Cumiity Ivwerenmment: 5% sbove FY2020acroes the | {60%), one wae within 10% of goa! and flug wern 10% balow Mellema
= Support an sngagad wvd Measumns, selwcted Cam™y messures {12/20}. goal.
wafi workfores 35 1 | o
« Enhance approprists 1. bvplenvanyt a Clide Patient Care » Choase clinfc speciic quality messures te [ Clinke spuctfe quality metrics heve besn establishedanda | 5%/ Director of PMH Clinics: Alana
utilizstion Scorecord to mueasure snd trend Inclizde on the clinie Patiant Care Scoreeard | Clinle Patient Core Scormcand has baan creatad. Pumphrey
= Mndmize rivks wnd selected Quakity Measures, {21201
hazards of care * FY2020 o extuldlsh & baseline neross tha * Besalines hava been selactad for each elinie spetific qualty
+ Develop aned share begt salnctad Cuallity meaasures {12/20). matrie, |
practices * Break out metrics by Incividust Clivc and | * Metries havis been soparsted by individual elinic, bowaver,
jraant 3t aach Clink: Metical Staff this brfarmation hes yet to be prasented to the Biedical
mestings. {5/20) Staff. Originally, there were besues with pulling the data,
Target far prassndation i at the July Guality Committen |
|Meating, |
|| | |
4. Bain compliance with reguiatery * Creata department apacific quality reporting [+ A calender of depsrtmant spectic quality pressntations 17 100% [Chlumulllly Officar: Kristl
standardy of applicable agencies (Stata calendar Intluding lems to ga to Jaint | hay been devalopad and distributar ta all Laaders, Mollama
of washington, CWS5, ete.) Conferance Committee (1720}
* Submit 2000 Cuality Improvement Plan to | * Tha 2020 CLsliy Assuratee Flin was ravievnd and
the Boand for Approws! (3200 |peananted Yo the Board in ¥ 2020. Board app d
* Idemtify snd implermant aorvay mafiness. *Dapartmental Tracers warg sent and revivued 1o all
ncthitias In preparation for the spring 2020 | department diractors/imanngers, The tracers are basad ap
- DOH unannounced suvey {17200 tha sume dacuments tht tha DOH uses during thelr survey.
o ! Aress of appartunity were Identifled and plans of correction |
5. Revize stancrdlzed processes acrassall | o idemtify sdueation appormunities (320}, * Tralning calendar has basn erested, ( 50% | Dirsctor of PMM Chales: Alana
Cliner, To Indurle bur nat limied to the |« Crase aducation offerings [8/20). “ All educetors have sgreed to teachfrmajority will be Pam | Pumphrey
following: MA rcoming process, hrant | » Develop tralning for the education Mors, NP.
desk, resuits reperting, recall letters, Opparunitias that were Identitied {6720}, | * Schedule was complatad and sant ta sinf{, cancalted due
Tate to follow-p, MA docomentation. | « Prowide educetion and campeteney 0 group numtbar rastrictiens, Wa are hapeful this will begin |
aesHMENms to 100% of sppropriste saff  |in Sepbenber 2020,
{12/201 * Co y check, d nllmnmnmudmluﬁ‘
— : — e ; o bvlaeen. _ | (—— e ———
5. Bar coda scamiing fier medication = Achleve an overall medicatian bar eade * A of June 2020, owersl Mudication Scarming wes ot 5% Dirgctor of Pharmacy: Lindesy
scanning compllamce rate of 95% for the 94.48%. Thia matric has Improved month ouer menth. Wa M
hospita {12/20). are not quite 1% goal kst will continwe monhoring this [
* Roport medication bar code scanning mastric,
cumpliance at each raonthly Quality resting |* This metric 15 8 standing sgands Rem and 1t reported st
‘ {1/20-12/20}. each mwonthly Qualfty Committae maoting,
| 7. Enhence infection Provention Progrem | = Implement, aducate & communicttean | The Infaction Gontrol Program Plan was mviswed and | W00%| |laborstery Dvecton/infoction
corpiisnce with sanderds of apgiieable | anfanewd PMH Infection Control Program | epproved by the Board in Fabruary 2020, The plan mesta Preventionist: Susan Mkl
egencies, ax wall 25, adherence to the Plan which eveats 28 regulatery sgency reguletory requirements and has baan Implemented with
FMH Infection Control Phm, requirements (3/20) aducation to etaff,
= Imgh progiams o g * o February, communiestion ard education 1o sl staff |
compliarce, Cuarterly commuriaidons has baen focused en Infaction control 1o pravent COVIE-16,

and/or educstion {3/20),
* Complate Risk Adsessment mnd infection
Comiral plan for 2020 {5/20),

This ks an ongoing profect. |
* Risk Azsassaent st Infectinn Contend plan for 2020 ware
fonfiaad and wpproved by the Bowrd In February 2020,
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Stratogic Arens of Fotus

& Gosh Y2020 Objectves Mezsres /Matrics_ Semb-anund Progress e Ojectvn Land
Quality - Krigti MeHema, Champlon IniQfR  sthGTA
| 8. Enhence Proaser Mamorial Health's & Parform anmual review of ol EAC plara, | *Rendsd EOC phms sod policies were distributed to il 100% ! Director of Support Serdces: Shove
[ Environment of Care plana, and policies and p Update documents |departmants on fune 14, 2020 Hrousmd
¥ Jures with currant dardts of 8l | ap necemary to reflect new or changeata |
| applicable aganrisy, reguiations, codes and standaeds. DistHbute
i all EOC plans to 88 dapartments (6/20]. ‘ \
Comtinge to suppertthe | 9. Implemant a Contract Review Process, | ¢ Update combract review pofiey |2/20), |# Contract review pollcy Is stil under revition. 11 0% | CNOACOO: Marry Fuller
systematic organiation. ¢ Complete annuM contruct avaluation of all  |* Annugl contract avaluation Is st in PrOgTEss. | | Chief Cality OMicar: Krist!
wich aparoach to phan, contracts {1/20), | Mallams
dvsign, measure, assesy | » Wake 3 final determinstion on which * Detarmination was made 1o use PolleyTach for alectronic )
ard Improve saftwara to use [370), stornge of vendar santracts, |
organtzatiarial ® input aff contracts to the softwara (5720}, |* At of June 2020, only 503 of the eantracts hova been [
performance, Objactives Inputted [nto PollcyTech, ||
w4 designed ta: | | . — - ) 1 |-
= Attaln optimal putient | 10. Maintaln an effactive Corgonte | * Establish sreay of focus for 2020, including | * Compliance areas of focua hax haen extabfiched withthe | | 100% | Chiet Complianca Offesr; s
autzomes and patient and Campiance Program, apacifi: metrics impacting the Nartags |committas mermbers, Alsa the metries an the Patlent Care | | Miallema
family experience quality score {4/20). |Seoracerd have bawet e to some of the matrics inthe [ l
= Support sn engaged and * Develop an nudkt schedue for areas of foour |[Yantage report.
safe workfonos {820 * A sudit schedule for 3reas of faeus has baen sstabiahed
= Enhance approprista * Assist areas needing help with masting 'with commalttee membars, ‘
utlitzation P - tard * Thare ia ongoing assistance ta all departmants to ensure |
= Minimiza risks and fa/20 - 15f20]. that corporabe I fards ore malntained.
hazards of care ® Submit 2020 Corporate Compilance Flento | The 2020 Coeporate Compliance Plan was prasaeted and |
= Darvalop and shace best the Bozrd for approval (7/20. apprevd by v Board in Februnry 2020.
practices ‘
11, Focused Cuallty graly based on | » Rmport OP23 - Left without belng seen - far | * OF'22 uras naporied in May 2020 & KHSN, 100% | Chief Caualtty Officer: Xrfatt
Wartage. 2018 (3/20). Mallemu
o Start reporting OF29 - Colonoscopy folow | ™ P29 was reported In My 20210 ¢ NHSN,
up (4/20).
& Achieve 5% compliance rate on IMM2 Flu | * Flu Vaceine expnpRance for 2015/2020 ls D6.79%.
Yaczina [inpatient) for 2020, {12720}
12, ED scheduling Clinks follow up * EDwill direct schedule follow up *Thix projact s basn put an hold due to COVID-18. Need % ED Director: Christl Danrnink-
appeintrnants, appontments for 29% af ED dischergas to vonkult with IT to find out whether or not the ED ean Csbarn
needing a follow up with s PMH care access tha Uink: schedute, Dirgctor of PMH Clinks: Alams
| provider §/20), _ __ —| | Pumphre;
13. Enhence hand hyglane at PMH. | * Raparthend hyglens compliance to Laadevs |* Hond hyglane zomplisncs Is 0 standing sgerwts them 2t 7% Lahorwtery Directorfinfaction
t the rnonthly Quality Committes masting | ezeh Munthly Cumlity Commitize mesting. Praventionist: Susan Mildes

{1130+ 12420}
* Educats il amployees about the importance | * Hand hygene education has besn distrfutad and
of hand hyglene {10/20), [redintnbutad thig year due to COVID-15.
{# Achleve hand hygiene gacls by tw end of  * Working on achiaving hand hyglene goalz Is:an onguing
2020 |12f20), |tmsk and agdrasze ot sach Canifty Committes meating.
* Standardizs hand gal provuct across PMH | * Hand gal product has baan paused due to shortages and
organkestion {5/20}. natlonwide allocations relwted to OOWD-19,

| S | N
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Stratepr Arens of Focus
8 Goals

FY¥2020 Objectives Measures/Metrics Sami-Annust Prograss % Complete Objactive Lead
Financial Stewardship - David Rellins, Champlon ! 2ZhQR | 4thQTR
Continue to strengthenits | 1, Meet and/or mecond bucget expastations for | » Eamman opereting mangin of at Isast 4.5% Thaanks to federal furking for COVID, PMH has an 50% CFO: David Rellins
fmancial stewardship FY2019, ond a total rmaigin of 6.0% for FY2020, operating namgin of 12.5% and total rmargin of 12.6%.
poaition to enhence the Publish finencial reports svery month and
ability to develop neve [ = distribute to Managemant Team, ali
servicas, obiatn needid empioyess, Medical Stzff and Soard,
techology, moderike |
Fecilities, recrutt phrysiclans |~ ¢ L0y oot » Reduce tots! axponee per acjusted patient | Dus to COVID Adjusted Pationt Days are down 25% and 50% CFO: David Relfing
ard uithrataly snsuve ong day by 3% versus 2019, | Average Expenss per Potlent Day 1s 15 28% and most -
term viabifiey, Redtice O ulilizatian by reducing stalfing matrix targets have been negatively impactad by
unschedules sick pay wtiliestion and staffing | mgmt dedslon to not furleugh employess, reduce hours |
aptimization. or benefits due to feders! funding.
= Reduce Contract Labor in Nursing by 25% by | Purchasing has bagun tracking out-dates and cvarall
staffing optimization and retention. Imventory ks siabla despita ncressing PPE stack,
* Reduce product waste by 25% by tracking
and reporting eut-dates and improving
inventory controls.
* Review sarvice contracts far apportuntties to
reduce costs,
3. Meetand/er excred butgeted oparating * Dewelop and implement & biwaekly Brady & Associates haa received all the request=d data from 50% CFO: David Roltins T
vevenua per FIE and shane monthly reportsin | department productivity report using the | PMH and a report is panding.
the PMH Report Cargl, resolirees provided by Brady Company, Ine. |
|2f20). 1
4, Obtaih an unquelified audit opindon for & Obtein sn ungualified audit opinion for FRH recelved an ungsalifiad audit opinion from its audions 100% Dlrector of Finance: Stephanie
FYZ018 with no audit adustments. FY2019 and share with the Soard {3/20). (Dza} at the kiay bosrd meeting. This
5. Malntaln Net Days bn Accounts Recalvabie * Create and publish a "net” unblled days Het AR Days are at 52 overall driven by staffing challenpes 75% Revenue Cycle Diractor: TBD
bolow industry standards. mwtric (3/20). 18 several hew stalf Including lendership have beon added
* Malntain days In Mat Accounts Rerehvable I the first il of the year. Reosutts sre bettar thon budget
belaw &7 dawys an? unbllled days under 5 and prior year at this Urae bt still tralling targeted
days, bamchmark of 47 days,
&. Provide » semi-annual reportto the Baaed of |« Present & sami<sinaal financial perfermance Semi-Annusl FAnancisl Performance Report is ircluded (n 100% Direetor of Ananoa: Stephanle
Commissionars regarding tha financlal raport for PMH owned phrsiclan practices to | the July Board of Diractars pascign. This
parformence of PMH awned physiclan | theHosrd (1/20 & 7/20)
practices.
7. Partizipeta on the HCA Rural Payment Model | »  Erieure thot PMH recabves all practice PMH has recetved 100% of eligible funds to dete for the 5096 CFO; David Rellins
comeittaa. transformaetion funds posaible in 2020 Practice Transformation Project ($1008304, CNO: Mesry Fuller

(1a/20,

Director of Clinles: Alana
Pumphrey
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Strategic Areas of Focus
4 Goals

£¥2020 Objectives

Mepsures/Metrics

Semi-Anmual Progress % Complits: Objective Lead
Financkal Stewardship - David Roflins, Champlon 2hQTR | 4hOmR
4. Improve Paint-of-Service collectians, ¢ Increase Polnt-of-Service collections by 509% |New Manager of Patient Access hag dramatically Improved 509 Rgvenwe Cycle Divector: TED
In FY2020 compared to 2015 {12/20). Point-of-Service Collections since her srmival in March 2020,
[ ¢ Inplement POS Estimabes [56/20). Cash cllections has Increased from lazz than $1,000 In
* Implement Msurance Verifications [5/20).  |March 2020 o over 510,000 In Juhe 2020,
v Restructure Self-Fay poficies for discounts | PMH 15 working with Providance to implement the Passport
and financial ascstance (5/20), Patient Efgibillty seftwara slrsudy In isa by Providence
with the geal of being Ive by the end of tha 3rd quartar.
PMH has revised its Seif-Pay polices to offar all Self-Pay
accoumts a 25% discount on grozs charges, AN Self-Pay
payments sre afigible for a 5% prompt pay discount if peid
[ within 30 days of inttial Blng. The patient finandial
assistance program has bean modified from a 3 ter patient
discount of 100%, 50% or 35% discount to a true sliding
scale of 200% to 0% dependent upon the applicants |
financtal income as compared ko the federal poverty leval. |
| |
9. Enhence the Anesthisia billng | * Devalop and implareant an anhanced Curantly In dissussions with our Anethesia providers about 5% |CFD: David Rotins
process/structure. | Anesthesin bifting “road-map” (8/20). thelr contract. Sallciting bids for ansthests audit and
* Incraase anssthesia ravenie by 100 {12/20]. |ravenue cycle analysis with completion fry 09734, E I
z i i
Cortinee to strengthen Hs | 10. Createa culture of Budget accountability = Creata and implersent an education module |Hosting quartesly mestings for Directars to discuss 3575] |CFO: David Redfine
fimmncial stowsrdship dowun to the department level. that focuses on budget creation, analysls,  |performance and budget question. |
position to entrance the and aceounisbifity (4/20),
ability tn develop new v Educate Directors in scoordance with the | Crested Revenue Cycla Team that meets waskly s
sehvices, obtain neaded education module and hald them beginning to Invite lewders to distuss procass Improvement
technology, madamize accountablefor thelr financial performance  |1sauss (example: Surgery Flowand Aartharizations),
Facllitias, recruit physicians duxing evaluations [4/20).
and ulttmataly ensove long s Educate Directnrs on Revenue Cycle and
terry viablpty, further streambBne the process and provide
advanced aducation on EPIC [3/20). | |
|
11. Devalop plan to sollcit capital donations for |  Canducta feasibility study for 2 potential |B|ds for a feasihiitty study for s eapital drive heve been 50% CCO: Shamnon Hitthcank
ey hospial capital drive beginning n 2020 {9720} |received by the Foundation and are being evaluated at this
* Ralse $100,000 In 2020 (12/20), tme. |
12, improve patient value and market s Conducta study of compatitor and market  [Engagad Cleverly 1o conduct a pricing and benchmarking % CFO: David Rolfine
competitiveness. priving 1o ensure PMH i competitive atudy utiixing cur current chargemaster and claims data.
: | [o2/ap). Expect final report by 08/30.
| ¢ [Milire Cleverly or ke aarvies for state and
national datacomparisens and imploment
| changes a4 popropristed. | 1
13, Optimize auditing and coat-reporting | = Competitively bid out the PMH audk and | RFP to regianal and naticnal audit firms spedatizing n 5% CFD: David Rolling
capabilities, |  costrepert service: (5/20), critical accaax haspitals due to sent out by 07/31.
| Allow the PMH Board ta select the auditors
| for201% (7/20).
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Sirntegc ATBaS of Fotus
% Gonls

FY2020 Objectives

Peasuraetricy

Financlal Stewardship - David Roling, Champion

walue overall,

reduce costs and improve sfficancies and
muka recammendations to the Boarl.
18420)

selection by 12/31,

e Saml-Annusl Prograss E3 3 0l Lead
rthame 4th QTR
14, Impninecharga accuracy campllance. » Conduct annvef sudits of our bifiing practices £nzaged Brown Consulting to conduct 3 coding snd shargs 50% Director of Pathent Finanetal
to ensure accurabe charge capture (5/20).  |capture auditwith recutts due by 08/31. Services: Linds Bouchard
Work to comract af! deficlendes and enhance
= our curvent billing gractices In 2020 {12/20), |Engaged Providence to conduct an analysls of our bifling
praceases avtl are curnently working with them on a weakly
basts bo Improve the arees identifled.
15. Enhancs the firancial performante of the ¢ Explore ways to srhance revenue end Staffing coars reduced by CHO/COD acting as Interim 25% CNG/COO0: Merry Fuller
P#AH Ernargeney Medicine Services. reduce coats {4/20}. Director whila transition planning ks ongoing. Engaged in
¢ Creats plan to pateatielly tranattian service | conversetions with Wast Benton Fire District on azsuming
‘manon-PMH entity f approprate [6/20),  [services.
16, Imprave efficiencles In Accounting and = Explora cptions to better meet our sofowara | Regotiating with Kronas to transition all 5% CFC: Davld Rollins
Human Ressurces through more affective needs for Accounting (GL/AP/MM/Payrol) | MR/Payroll/Timekesping b thelr plathorm by Ist quarter of C50: Kevln Hardiek
softuare, and HL 22 CHRO: R Kmekr
| = identify optient, migration plans and
tmplement as approprinte (12/20).
17. Improve Imeetbory controls and ecxtfcharga | @ [dentify new softwars options for Mutarisls | Pending traruithon to new GLJAP/NM software In 2021. 0% Director of Materials
capture n departments. Management that will improve (abor Managemont: Wendy Clapp
«fficlencias, inventory controls and more
effoctive purchasing tocls (12/20). |
1
18. Optimize benking pertnershins forgreatest | » Distribube RFP for banking services thatwill | Puton hold due t COVID crists. Expect to complete this 0% Director of Finance: Stephanle

Titus
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Memorial Health

Based on our Six Pillars of Excellence, what is

Pro.leCt V|S|°n|ng ~ important for you to see included in the new hospital?

1. Private Patient Rooms
2.
3.

Patient 2.
Loyalty =

Financial
Stewardship 2.
3.
Medical Staff Employee 1
Development Engagement ’
2.




OUR VISION
FISCAL YEAR 2021-2024

To become one of the top 100 Critical Access Hospital in the country by achieving the
goals set in our Six Piltars of Excellence.

1. Patlent Loyalty Pillar: PMH will provide outstanding customer service, aspiring to treat those we
serve the way they want to be treated.

GOAL: PMH will achieve a patient satisfaction rate of 95% or higher.

1.

2. Medical Staff Development Pillar: PMH wilt respond to Medical Staff concerns and needs in a timely
manner, pursue initiatives in collaboration with our Medical Staff and ensure the availability of the

appropriate providers for those we serve.

GOAL: PMH will achieve and maintain an annual Medical Staff satisfaction rate of S0% or higher.

1.

236



3. Employee Development Plliar: PMH will encourage and provide for the ongoing development of our
employees. We will provide an atmosphere that values our employees and promotes:

Open communication.

Competitive wages and benefits.

Selection and retention of effective, caring personnel.

Utilization and development of talent throughout the organization.
On-going education.

Employee recognition.

GOAL: PMH will achieve and maintain an annual employee satisfaction rate of 90% or higher

1,

4, Quality Pillar: PMH will develop and maintain a system of continuous improvement which is
incorporated into the daily work of every employee and Medicai Staff member.

GOAL: Achieve an [Vantage score of 49 or higher

1,

5. Services Pillar: PMH will develop and malntain appropriate facilitles, technology and services to meet
the needs of those we serve that Includes building a replacement facility.

GOAL: PMH will achieve a 50% market share of our greater community for those services we provide.

1.

237




6. Financial Stewardship Pillar: PMH will continue to strengthen [ts financial stewardship position to
enhance the ability to develop new services, obtain needed technology, modernize facilities, recruit
physiclans and ultimately ensure long-term viahility.

GOAL: PMH will achieve an annual total margin of 6% or more.

1

238



Attachment B

-{‘l ‘rosser

L‘ Memorial Health

PrOj e Ct Visi onin g _ Based on our Six Pillars of Excellence, what is

1. Private Patient Rooms
2.
3.

important for you to see included in the new hospital?

1
Patient 2.
Loyalty a.
. : 1.
Financial
Stewardship 2.
3.
Medical Staff 1
Development ]
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Attachment C

This is your opportunity to provide input! What would you be
disappointed about if it wasn't included or addressed for our new
hospital? We also want your ideas and feedback for the 2021 Strategic
Plan and visioning for the new facility. Employees who participate in
person or remotely will be entered in a drawing to win gift certificates.

3 PM - 4:30 PM - Al| Staff {(Whitehead Conference Room)

7 AM - 8:30 AM - Medical Staff (Whitehead Conference Room)
9 AM - 10:30 AM - All Staff (Whitehead Conference Room)

11:30 AM - 1 PM - All Staff (Whitehead Conference Room)
Pizza will be served for lunch.

All forums will have refreshments. All forums will be accessible on Microsoft Teams.

g ) Prosser 509.786.2222 | ProsserHealth.org

L X Memorial Health

Shannon Hitchecock

Chief Communications Officer / E.D. of the Foundation | Community Relations
PROSSER MEMORIAL HEALTH

2



Attachment D

OUR VISION
FISCAL YEAR 2021-2024

To become one of the top 100 Critlcal Access Hospital in the country by achleving the
gouols set In our Six Piars of Excellence,

1. Patient Loyalty Pillars PMH will provide outstanding customer service, aspiring to trest those we
serve the way they want to be treated.

GOAL: PMH will achleve a patfent satisfaction rate of 95% or higher.
1

2. Medical Staif Development Pillar: PMH will respond to Medical 5taff concerns and needs in a timely
manner, pursue initiatives in collzboration with our Medical Staff and ensure the avallabllity of the

appropriate providers for those we serve.
GOAL: PMH will achieve and maintain an annual Medical Staff satisfaction rate of 90% or higher.

1. e —
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Attachment E

MEETING AGENDAS

Project: PMH Replacement Hospital
» Dates: October 12 - 14, 2020
Meelings: Various — See Below
Location: Whitehead Conference Room
bCDESIGNGROLP o oot o

Day 1
Monday, 10/12

30 Minutes Kick Off Meeting (at Mock- Up room): 65610 S 1394 PR SW, Prosser, WA

7:00-7:30 am. Goal: Review Mock Rooms Agenda and plan for meetings
Aftendees: Admin. Team, A/E Team, NV5

2.5 Hours LDRP Mock-Up Review:

7:30-10:00 Goal: Review LDRP Room size, clearances, furniture, efc.
Attendees: Merry, AJE Team, NV&, LDRFP Leaders & Siaff

2.0 Hours ED Treatment Mock-Up Review:

10:00 - 12:00 Goal: Review ED Treatment Room size, clearances, furniture, etc,
Attendees: Merry, AJE Team, NV3, ED Leaders, Staff

12:00 - 12:30 Lunch

2.5 Hours Patient Room Mock-Up Review:

12:30 - 3:00 Goal: Review Palient Room size, clearances, furniture, etc.
Attendees: Mermy, AJE Team, NV5, Med/Surg Leaders & Staif

2.0 Hours Leadership - Strateqic Planning & Vislonling Session: Whitehead Conference Room

3:00 - 5:00 Attendees: Leadership Team, NV3, A/E Team

be2ESIGHNGROUP
12101 W 110tr Street, Suite 100
Overland Park, Konsas 66210

?13.232.2123



Day 2
Tuesday, 10/13
Whitehead Conference Room

3 hours Revliew 1% and 2 Flaor Plans:

7:00 - 10:00 Goal: Review first-generation first floor plan.
Attendees: Admin Team, NV5, A/E Team

20 Minutes MEP Systems Discussions:

10:00-11:30 Goal: Initial conversations about MEP Systems and Goals,
Attendees: Admin. Team, Steve B., A/E Team, NV5

11:30-12:30 Lunch

1 Hour Site Design: Vineyard Conference Roam

12:30 - 1:30 Goal: Review site layout options.
Attendees: Admin. Team. A/E Tearn, NV5

1 Hour Bullding Massing Design: Vineyard Conference Room

1:30 - 2:30 Goal: Review building massing studies.
Attendees: Admin. Team, A/E Team, NVS

1.5 Hours Employee Forum - Whitehead Conference Reom

3:00-4:30 All Staff

Day 3
Wednesday, 10/14
Whitehead Conference Room

Medical Stalf Farum

7:00 - 8:30 Medical Staff
Employee Forum
9:00-10:30 All Staff
30 Minutes Wrap-Up Session
10:30 - 11:00 Goal: Talk Next Steps
Attendees: Admin. Team, NV5, A/E Team

Employee Forum

11:30 = 1:00

All Staff (Pizza for everyone who shows up)

beDESIGHNGROUP
12101 W 110t Street, Suite 100
Overand Park, Kansas 646210
913.232.2123
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Attachment G

MEETING AGENDAS

Project: PMH Replacement Hospltal
Dates: Octlober 24-27, 2020

Meetings: Various - See Below

Location: Whitehead Conference Room
Prosser Memorial Health

bcDESIGNGROUP
Day 1
Monday, 10/2é6
?-Hours Deparimental Floor Plan Reviews:
Goal: Review departmental floor plans with departmental leaders
Atendees: A/E Team, NV5, departmental ieaders
7:00- 8:00 Surgeons {Meny, Sara, Surgeons)
8:00- %:.00 Emergency Depariment {Memy, Christi, Dr. Wenger, Key ED Staft)
2:00-11:00 Admin/HR/Registration/Clinic/2 Floor (Admin. Team)
11:00 - 12:00 Diagnosfic Imaging {Memy, Aurora, Key DI Staff}
12:00- 1:00 Lunch
1:00 - 2:00 Surgery Staff (Memy, Sara, OR/PACU Leads))
2:00- 3:00 Central Sterile (Memry, Sara, Melissa Garcia))
3:00- 3:30 Lab (Merry, Susan, Key Lab Staff}
3:30 - 4:00 Materials Management {Mernry, David, Steve}
4:00 - 4:30 EVS (Merry, David, Steve, Genny})
Day 2
Tuesday, 10/27
1-hour Bullding Massing Desian:
7:00 - 8:00 Goal: Review huilding massing studies.
Attendees; Entire Admin Team, A/E Team, NV5
1-hour She Desian:
8:00 - 9:00 Goal: Review site layout options.
Attendees: Entire Admin Tearn, A/E Team, NV5
beDESIGNGROUP

12101 W 110 Street, Sutte 100
Overland Park, Kansos 65210

913.232.2123



1-hour

MEP Svystems Discussions:

2:00 - 10:00 Godal: Continued conversations about MEP Systems and Goals.
Attendees: Craig, Dovid, Merry, Steve B, AJE Team, NV35

2-hours Operatlonal Focus Meetings:

10:00 - 12:00 Goal: Review strategic planning summary and determine focused
question 1o talk about operational flow with departments at the
next round of meefings.

Attendees: Entire Admin Team, A/E Team, NV5
Lunch
1-hour Board Work Session:
5:00 - 7:00 Godal: Visioning. Construction Management Options, Design Update
Attendees: Entire Admin Team, A/E Team, NV5
bcDESIGNGROUP

12101 W 110 Street, Suite 100
Overland Park, Kansas 66210

913.232.2123



Attachment H

f‘k Prosser

. Memorial Health

October 20, 2020

Karen Nidermayer, Management Analyst
Washington State Department of Health
Certificate of Need Program

111 Israef Road SE

Tumwater, WA 98501

Subject: Prosser Memorial Health Hospitat Replacement
Revised Certificate of Need Inquiry

Dear Karen,

In follow-up to your conversation with our Owner’s Representative, Paul Kramer, the Prosser Memorial
Health team is pleased to share with you notification of the proposed relocation of our existing services
to a new facility within the city of Prosser, Washington. We are providing this information to assist the
Department of Health to determine if a Certificate of Need will be required.

Qur current facility, Prosser Memorial Hospital, which is 73 years old and at the end of its useful life, is
located at 723 Memorial Street, Prosser, Washington, 99350. As a designated ‘Critical Access Hospital’,
the facility has 25 licensed acute care beds, and currently provides the following services:

» Emergency Medical Treatment

¢ Inpatient Acute Care

e Family Maternity Labor and Delivery

» |n and Outpatient Surgery

¢ Diagnostic Imaging

e laboratory

e Pharmacy to Support Hospital Services
e Rehabilitation Services

e Cardiopulmonary Services

e Specialty Services {(OB/GYN, Orthopedics, Urology, ENT, Cardiology, General Surgery)
¢ Administration and Support Services

Qur proposed new facility will retain the name Prosser Memorial Hospital, and will be located at the

northeast corner of the intersection of Interstate 82, and North Gap Road, in Prosser, Washington,
approximately three miles from the current site. It is anticipated that a property address will be

723 Memaorial Avenue, Prosser WA 99350 | 509.786.2222 | prosserhealth.org



identified once the site has been formally annexed by the City, which is scheduled to occur within the
next six-months.

The new facility will remain a Critical Access Hospital, and as such, will have 25 licensed acute care beds,
and will provide the same services as our current facility as listed above. It is the Hospital’s intent to
transition all services from our current facility to the new facility by January 2024, and the existing
facility will be decommissioned.

Enclosed, please find payment for the requested fee of $1,965.00 for the Department of Health’s
assessment. We request that the State confirm receipt of this request to the Hospital and identify next
steps if required. If there are any questions regarding this correspondence, please do not hesitate to
contact either myself at 509-786-6695 / cmarks@prosserhealth.org, or Paul Kramer at (216) 225-4273 /
Paul.Kramer @NV5.com.

We appreciate the State’s assistance in this matter and look forward to working with your team.
Sincerely,

Craig J. Marks —
Chief Executive Officer

cc: David Rollins PMH
Merry Fulier PMH
Paul Kramer NV5

Kurt Broeckelmann BCDG



Attachment |
(exam_ple)

The Advantages of the GC/CM Project
Delivery Method

s Small Business | » Managing Employees | * Team Building
By Pat 0'Connor

M f ¥ ¢ <& &

Push the boundaries of
what's possible to create

The general contractor/construction manager delivery method is one of the project
management options available to companies and organizations about to start a
complicated construction project. The point in the project at which the hiring agency
consults a general contractor is one of the main differences among the options.

Project Development

A construction project involves different types of team members. Architects, general
contractors, construction laborers and the agency overseeing the project all have distinct
rofes to play. Complicated construction projects take a great deal of coordination among
the participating members, and some types of project delivery methods are more
effective at facilitating communication. In addition, budget and time-frame constraints
play a role in choosing the appropriate method.

https://smalibusiness.chron.comfadvantages-gc-cm-project-delivery-method-356838.Mmt 1017120, 8:10 PM
Paga1of 8



Design-Bid-Build Method

Under the design-bid-build method, an engineer or architect draws up the plans for the
entire facility, and the organization requests build bids from contractors. Everyone knows
his role in this method, but the engineer may not have taken the cost of materials into
account, and the design for the entire project has to be complete before any
construction starts. If the design is faulty, the general contractor isn't accountable and
may initiate a lawsuit for payment. In any case, there's apt t0 be bickering between the
designer and the general contractor.

General Contractor/Construction Manager Method

The general contractor/construction manager - gc/cm or cm/gc ~ method allows the
general contractor to participate as an adviser during the design process. This improves
communication between the two parties because the general contractor acts as a
construction manager and provides input on the availability and cost of suggested
materials and perhaps offers cheaper alternatives. This method costs the agency more
for the general contractor's time, but his suggestions on the affordability of different
designs can save the agency money in materials.

1017720, 8:10 PM
Page3of 8



Attachment 1(1)

CONSTRUCTION PROJECT DELIVERY METHODS N l V ‘ 5

m Design-Bid-Build General Contractor/Construction Manager (GC/CM)

Description

Pros

Cons

A traditional project delivery method where the Owner retains an Independent Design Team to
develop comprehensive documents for a project, then ‘bids’ the documents competitively to a
Contractar who provides a ‘lump-sum’ cost and schedule to complete the work.

+ A full set of Design Documents at the time of bidding often results in a high-level of
Contractor competition and therefore, the lowest inittal construction cost.

+ The Contractor assumes the risks and penaltfes related to an extended cost and/or
schedule.

* Unless a preset Pre-Qualified Bidders List is created, Owners of public projects do not always
have final say in the successful Construction Team.

+ Construction 1s mainly awarded on initial price, which incentivizes Contractors to exclude
items not clearly identified in the drawings in order to minimize thelr Initlal bid price. This
creates the potential risk of cost increases throughout constructlon.

= The final price of constructlon Is not known until the design is complete, so if the project is
over budget, major constructlon delays and additional design fees can result should re-
design be necessary.

* The Contractor does not provide constructabHity input or cost-reducing Ideas through the
design phase, which can result in higher construction costs as well as potentlal issues for
ongoing operations and maintenance.

+ The Contractor often feels like less a part of the team, but instead may operate as someone
the Owner Is defending themselvas against.

A project delivery method where the Qwner retains 3n independent Design Team and a
Construction Manager early in the design process. The Construction Manager particlpates In the
design process by developing cost estimates, schedules, phasing and logistic plans and ather pre-
construction activities. When the design documents are sufficiently complete, the Construction
Manager bids the work, develops a Guaranteed Maximum Price proposal, and transitions to the
role of General Contractor.

= Every dollar that goes Into the project can be competitively bld if properly executed.

* The Contractor commits to a maximum price early on in the process rather than gnly providing &
price once the documents are camplete. This allows for a more collaborative effort in refining
the design to ensure the final bid set is in budget.

+ The Owner can arrange a system to share savings with the Contractor to incentivize additional
cost reduction kdeas.

* Contractor involvement through the design process can reduce change orders.

* Preconstruction services in today's market are currently provided at a heavlly discounted rate,
ylelding great Qwner value,

+  The Owner is still at risk for thange orders from drawing errors and omissions in the dacuments,
as the Contractor is not liable for the final design documents.

» |nitial cost might not be as low as design-bid-build, however, in a complex project such asa
Hospital, this delta Is generally mitigated and surpassed through change control afforded by the
Contractar's knowledge of the project.

NV5.COM | Delivering Solutions — Improving Lives



Attachment 1{2)

State of Washington
Capital Projects Advisory Review Board (CPARB)

PROJECT REVIEW COMMITTEE {PRC)

APPLICATION FOR PROJECT APPROVAL
To Use the General Contractor/Construction Manager (GC/CM)
Alternative Contracting Procedture

The CPARB PRC will only consider complete applications: Incomplete applications may result in delay of
action on your application. Responses to Questions 1-7 and 9 should not exceed 20 pages (font size 11 or
larger}. Provide no more than six sketches, diagrams or drawings under Question 8.

Identification of Applicant

a) Legal name of Public Bedy {your crganization): Prosser Public Hospital District
b) Address: 723 Memorial Street, Prosser, Washington 99354

¢} Contact Person Name; Craig Marks Title: Chief Executive Officer (CEO)
d) Phone Number: (509) 786-6695 E-mail: cmarks@prosserhealth.com

1. Brief Description of Proposed Project
a) Name of Project: Prosser Memorial Hospital Replacement
b) County of Project Location: Benton
¢) Please describe the project in no more than two short paragraphs.

Prosser Public Hospital District, d/b/a Prosser Memorial Health, is a community-based health
system, consisting of Prosser Memorial Hospital {(PMH) located in Prosser, Washington and
several outpatient clinlcs located throughout the region. Opened in 1947, PMH has served
the Prosser community for over 60 years. In 2017, Prosser Memorlal Health started thelr
latest expansion effort by purchasing 32 acres of land at the Northeast corner of Gap Road
and 1-82. This new land will be the future home of Prosser Memorial Health, starting with a
replacement hospital and medical office bullding.

The scope of this project includes the construction of:

A new, 2-story critical access hospital, approximately 70,000 SF in size

A new medical office building and clinic space, approximately 10,000 - 15,000 SF
in size

A new pre-engineered maintenance building, approximately 1,500 SF In size

Site Improvements, including roads, parking, site lighting and utliitles required to
support the bulldings noted above, and potential future development

2. Projected Total Cost for the Project:
A. Project Budget

Costs for Professional Services (A/E, Legal etc.) $3.215,000
Estimated project construction costs {including construction contingencies): $37,500,000
Equipment and furnishing costs $6,500,000
Off-site costs $0

Contract administration costs {owner, cm ete.) (included In Values above) $0
Contingencies (design & owner) $3,880,000
Other related project costs (briefly describe) $3,320,000
Sales Tax $3,000,000
Total $57,415,000

Revised 3/28/2019 Page 1 of 11



B. Funding Status

Please describe the funding status for the whole project. Note: If funding is not available, please explain how
and when funding is anticipated

It is anticipated that the majority of the project cost will be funded through USDA Rural
Development and Direct Loans. The balance of funding will be provided by the Hospital,
in¢cluding an expected community philanthropic campaign.

. Anticipated Project Design and Construction Schedule

Please provide:

The anticipated project design and construction schedule, including:

a) Procurement;

b) Hiring consuitants if not already hired; and

¢) Employing staff or hiring consultants to manage the project if not already employed or hired.

GCICM Procurement Phase:

08/30/20 Initial GC/CM RFQ Issued

09/20/20 GC/CM RFQ Revision #1 lssued

10/20/20 PRC Application Submitted

10123120 GC/CM RFQ Revision #2 Issued

1212120 Project Presentation to PRC

12/4/20 GC/CM RFQ Response Due by 1:00 pm PST

12/11/20 GC/CM Short List Announced

12/17-12/18 GC/CM Finalist interviews

12/217/20 GC/CM Contract Questions Due

1/6/20 GC/CM Sealed Proposals Submitted by 10:00 am PST

1/6/20 GC/CM Selectlon and Notification

113121 GC/CM Protest Pericd Closes

114 = 1/21 GC/CM Preconstruction Contract Finalized

1/28/21 GC/CM Award & Preconstruction Contract Approval at Board
Meeting

Additional Project Team Procurement:

July 2020 Engaged A/E Team Per RCW 39.80

August 2020 Engaged Owner’s Representatives

October 2020  Procure Medical Equipment Planner

January 2021  Procure Non-Medical FF&E Consultant and Commissioning
Consultant

Design & Construction Phases:

08/14/20 Programming Complete

12M11/20 Schematic Design Complete

0212121 Design Development Complete

03/01/21 Estimate Prepared for USDA Grant Application
03/12i21 USDA Application Submitted

08/06/21 Construction Documents 90% Complete
09/24/21 Maximum Allowable Construction Cost (MACC) Established
09/30/21 USDA Funding Approval Received

11/15/21 Funding Finalized

12/01/21 Start of Construction

12/01/23 Substantiali Completion of Construction

Revised 3/28/2019 Page 2 of 11



4. Why the GC/CM Contracting Procedure is Appropriate for this Project
Please provide a detailed explanation of why use of the contracting procedure is appropriate for the
proposed project. Please address the following, as appropriate:

If implementation of the project involves complex scheduling, phasing, or coordination, what are the
complexities?

As a new hospital facility, the success of the project will rely on the close and thorough
coordination of complex bullding systems and sensitive and technical Owner-provided
equipment, alf of which will require sophisticated phasing and superior coordination. The
project will be highly technical, and involve complex and interrelated systems for Surgery,
Diagnostic Imaging, Emergency Medicine, Inpatient, Lab, Central Sterile, Information
Technology, Rehabilitation, Dietary Services and other critical programs. On the basis of
our teams’ past experience, the earlier a construction manager can participate in this
coordination to understand the issues involved, and to implement the highly unlque and
technical requirements that will need to be addressed in the Subcontractor procurement
effort, the better the project outcome will be for schedule, cost, and quality.

If the project involves construction at an existing facility that must continue to operate during
construction, what are the operational impacts on occupants that must be addressed?

Note: Plaase identify functions within the existing facility which require relocation during construction and how
construction sequencing will affect them. As part of your response you may refer lo the drawings or skeiches that you
provide under Question 8.

NiA
If involvement of the GC/CM is critical during the design phase, why is this involvement critical?

As noted above, the GC/CM’s involvement during the project design will be critical in
ensuring the successful phasing and coordination of complex building systems and
equipment. Moreover, in order to maximize the funds available for different programs within
the facllity, the project team believes the input of a construction manager related to Site
Issues, Materials Selections, Constructability, and Systems Selectlons will bring great
benefit to the project. As an example, by utilizing Target Value Deslgn and Continuous
Estimating principles during the deslign phase, a GC/CM can assist the Project Team with the
selection of specific systems. This in turn should reduce Inefficient redesign that would be
costly in both time and resources.

if the project encompasses a complex ar technical work environment, what is this environment?

As noted previously, almost all elements of the project will be complex and technical. As a
new hospital facility, the project will involve the integration of sensitive equipment and
systems that must be very closely integrated with construction activitles. Additionally, as a
partial 12 structure, there will be strict requirements from mutftiple local, state and federal
authorities during Subcontractor procurement. This is particularly important for the
Mechanical, Electrical, Plumbing and Low-Voltage trades that will likely account for over
50% of the total contract value. The work scope for these Subcontractors will involve
detailed coordination with the GC/CM throughout the pre-construction period.

If the project requires specialized work on a building that has histerical significance, why is the
building of historical significance and what is the specialized work that must be done?

N/A

If the project is declared heavy civil and the public body elects to procure the project as heavy civil,
why is the GC/CM heavy civil contracting procedure appropriate for the proposed project?

N/A

Revised 3/28/2019 Page 3 of 11



5. Public Benefit
In addition to the above information, please provide information on how use of the GC/CM contracting
procedure will serve the public interest. For example, your description must address, but is not limited
to:

* How this contracting method provides a substantial fiscal benefit; or

+ How the use of the traditional method of awarding contracts in a lump sum is not practical for
meeting desired quality standards or delivery schedules.
The project will involve a substantial public benefit, Including a significant cost benefit, and
the traditional “design-bid-build” process really is not a feasible option given the project
complexities. The traditional *deslgn-bld-build” limits transparency in establishing costs
and communicating and confirming expected quality standards. Often, issues are not
surfaced until the building is well under construction, when a conflict or unforeseen scope
gap can lead to both significant cost increases and schedule delays. The GC/CM process
allows these risks to be minimized. Additionally, given the slze and complexity of the
project and the current competitive state of the construction market, there Is the possibility
that a contractor with limited experience could provide a low-bid without a thorough
understanding of challenges the project may present.

¢ Inthe case of heavy civil GC/CM, why the heavy civil contracting procedure serves the public
interest.
N/A

6. Public Body Qualifications
Please provide:

= A description of your organization’s qualifications to use the GC/CM contracting procedure.

Prosser Memorial Health has formed a comprehensive team with varied experience to help
deliver the project successfully. Within the organization, Prosser Memorial Health has
significant Washington public works experience, almost all in the medical space, and both
the CEO and CFO of Prosser Memorial Health have significant experience in the execution of
major hospital projects in previous roles with other Institutions, including GC/CM equivalent
projects involving $40M+ hospital expansions in both Missouri and Colorado. That said, the
Prosser Memorial Health team recognized that this will be their first GC/CM project under
RCW 39.10. To supplement their internal team, Prosser Memorial Health retained NV5 as its
Owner’'s Representative. The NV5 Team has decades of experlence halping hospitals around
the country in the successful execution of over $1B in projects, almost all of which used a
GC/CM approach. And to ensure that RCW 39.10 requirements are closely understood and
followed, Prosser Memorial Health retained Perkins Coie as its Legal Counse! to advise on
the GC/CM process and contracts. The Perkins Coie team has significant experience in
helping owners comply with RCW 39.10 requirements.

Balance of Page Intentionally Left Blank

Revised 3/28/2019 Page 4 of 11



A Project organizational chart, showing all existing or planned staff and consultant roles.

Note: The organizational chart must show the level of involvement and main responsibilities anticipated for each position
throughout the project (for example, full-time project manager). If acronyms are used, a key should be provided. (See
Example on Project Organizational Chart}

Prosser Memorial Health

Cralg Marks - CEO
David Rollins - CFOQ
Steve Broussard - Fadities

Peul Kramer

Eroject Direcior
80 - 40%
oo - 0%
Andrew Greene, Esq. CD- 40%
Legal Cotnsel Construction - 10%
Advisor t Project Team on NV5
Contracts & RCW 35.10 Meg Hohnholt
Requiremenis ' Projedt Menager
S0 - 500
DD - 50%
CD - 50%

Construction - 20%

|

—a-:}a_
Kurt Broeckelmann TBD
Project Principat

&D - 30%

DD - 25% Subcontractors

CD - 15% TBO

Construction - 10%
Lance White
Project Mansger
SD - 30%

DD - 60%
cD-50%
Construction - 40%

Expediant - Cihvil Englneer
Bob D. Cammbel] - Stutural Enginasr
Henderson - MEP / L.V Enginears
Mills & Asgor, - Fond Service Consultant

Cost Estimating

Staff and consultant short biographies (not complete résumés).

Prosser Memorial Hospital:

Cralg Marks — CEO: Cralg has over 30 years of experience in leadership roles with acute
care facilities. In his 4-Years with PMH, Craig has led the effort to construct a new facility to
support the Hospital’s continued mission. In a similar role at Western Missouri Medical
Center, Craig oversaw the planning, design and successful execution of $42M expansion to
the facility. '

David Rollins — CFO: With over 15 years of experience leadership roles with acute facllities,
David is currently working with Hospital leadership to develop sustainable financial models
to support the proposed new Hospital. David acted In the same role supporting a $32M
expansion to Mt. San Rafael Hospital in Trinidad, Colorado., a project that utilized both
USDA funding and GC/CM-equivalent delivery.
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Steve Broussard — Director of Support Services: Over the past 25 years, Stave has worked
for and with PMH on numerous capital improvement projects, including minor and major
renovations, and the construction of significant clinic facilities. Steve has strong knowledge
of the local construction community and of the regulations that must be met to support
healthcare construction and operations.

NVS:

Paul Kramer - Project Director: Over a 30+ year career focused on the design and
construction of healthcare facilities and renovations of all types and sizes throughout the
country, Paul has worked with Owners to lead teams in the successful execution of several
billion dollars of projects. The majority of these projects have been constructed utilizing a
form of GC/CM dellvery, including most recently, additions to Critical Access Hospltals in
Colorado, and a new Family Maternity Center renovation in Chio.

Meg Hohnholt — Project Manager: With 13 years of experience In the design and
construction of publlc facllitfes in multiple states, Meg has led project teams in the
comprehensive planning, procurement and implementation efforts for numerous Healthcare,
K-12 and Civic initiatives. For these projects, Meg has assisted in the coordination of Bond
Procurement, Contract Development, Budget and Schedule Development and Compliance,
and Project Close-Out, and is well versed in a number of forms of project dellvery, including
GCI/CM.

Perkins Cole:

Andrew Greene — Partner: Over the past 20 years, Andrew has worked from the Seattle
office to build Perkins Coie Construction Law practice, of which he is Chalr. Supporting
over 100 Public Entities throughout the State of Washington, Andrew has assisted Project
Teams in compliance with RCW 39.10 requirements supporting their unique construction
projects, including the development of multiple GC/CM contracts and procurement support.

becDesignGroup:

Kurt Broeckelmann — Managing Partner: As a healthcare focused Archlitect, Kurt has over 20
years’ experience working with acute care facilities ranging from Critical Access Hospitals
to Academic Medical Centers. Over his career, Kurt has participated in 30+ successful
healthcare projects that have been delivered using a GC/CM approach.

Lance White — Project Architect: Lance has 16 years of experience in the development of
healthcare projects ranging from interior renovations to complex building additions and new
medical office buildings. He has been involved in over 25 GC/CM project, and has worked at
a facility with a GC/CM for 12 years as a project manager.

« Provide the experience and role on previous GC/CM projects delivered under RCW 39.10 or

equivalent experience for each staff member or consultant in key positions on the proposed project.
{See Example StaMContractor Project Experience and Role. The applicani shall use the abbreviations as identified in the
example in the atlachment )

Paul Kramer
Project Value Involvement Timeframe
Southwest General Hospltal $17.6M Owner’s Rep. 2/2020 to 212022
Middleburg Heights, Ohio 02 ‘?Cifl‘*‘t-
: . - equivalen
Family Maternity Renovations project
GCICM
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Pioneers Medical Center $14.5M Owner’s Rep. 9/2019 to 10/2020
Meeker, Colorado z:lﬁgﬁ':t'
Hospi::ltl:fcd;itions project
Mt. San Rafasl Hospital $32m Owner’s Rep. 3/2019 to 212021
Trinidad, Colorado on ‘?c’lcmt'
Masterplan Additions / Renovatlons aql.::;{::tn
GCICM prel
TUKH Cambridge Tower $340M Owner's Rep. 1/2015 to 4/2018
Kansas Clty, Kansas on ‘?c"lc“t"
equivalen
New Ho;g:::anlnProject project
Southwest General Hospital $124M Owner’s Rep. 4/2011 to 4/2016
Middleburg Heights, Ohio on ?CI’CM-
Masterplan Expansion / Renovafion eq":, va:tnt
GCI/CM proje
Meg Hohnhaolf
Project Value involvement Timeframe
Banner Health System $12M Owner’s Rep. 3/2019 to 3/2020
Greeley, Colorado ‘;:ﬁf:ﬁ':t‘
internal Prg:;gtn(:) Support project
TUKH MOB $30M Owner's Rep. 9/2018 to 3/2019
Kansas City, Kansas ::f:;g:t'
Verticaél;:g:;mslon project
Weld County Schools $72M Owner's Rep. 102016 to 11/2020
Hudson, Colorado ':';lﬁféﬁn:t'
RE3J Distn":::;omnd Program project
Eben Ezer Lutheran Care Center $13.5M Owner's Rep. 4f2017 to 1/2018
Brush, Colorado '::lﬁfa"ﬁ“:t'
SenGIt:;I‘;I’:ing project
Kurt Broeckelmann
Project Value involvement Timeframe
Fltzgibbon Hospital $16.5M Lead Architect 2012 -2014
Marshali, Missouri z: GC;ﬁl':t
uiv:
Expan;:;g :l. MOB project
Western Missouri Medical Center $42.6M Lead Architect 2009 to 2011
Warrensburg, Missouri ‘;:‘ﬁg:it‘t'
Hospital Expansion project
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GCICM

North Kansas City Hospital $12.5M tead Architect 2009 - 2011
Kansas City, Missouri ::lﬁ\?;ﬁhl:t-
Card(i;; g::lnter project
Heartland Spine & Specialty Hospital $15.8M Lead Architect 2008 to 2010
Kansas City, Kansas on GC/CM-
New Hospital equivalent
ceicM project
North Kansas Clty Hospital $32M Lead Architect 2008 to 2010
Kansas Clty, Missourl ‘;:f;;f:_‘:;
Maternal ng?cf::novatlons project
Lance White
Profect Value involvement Timeframe
North Kansas City Hospital $2.5M A/E Project 2017 to 2018
Kansas Clty, Missourl Magg?g;“’“
Tiffany Springs MOB equivalent
North Kansas City Hospltal AJE Project
Kansas Clty, Missouri $3.5M Magg?g;'m 2016 to 2017
Platte City MOB eguivalent
North Kansas City Hospltal $10M AJE Project 2015 to 2016
Kansas Clty, Missourl Magg?g;ﬂ"“
Surglcal Department Renovatlons equivalent
North Kansas City Hospital $12.5M AJE Project 2009 - 2011
Kansas Clty, Missourl Mﬂgg?g;‘"“
Cardiac Center equivalent
North Kansas City Hospltal $32M AJE Project 2008 -2010
Kansas City, Missouri “333?3&0"
Maternal Child Renovations equivalent

The qualifications of the existing or ptanned project manager and consultants.

Prosser Memorial Health recognized that the project will be its first under RCW 39.10 and
therefore retained one of the preeminent Owner’'s Representative nationally for this type of
project (NV35). The NV5 team has decades of experience helping hospitals around the
country in completing large, complex, and mission-critical projects, almost all using a
GC/CM contracting and project-execution approach, and both NV5’s Project Director and
Project Manager have deep GC/CM-equivalent experlence. Because this wilt be NV5's first
project In Washington, Prosser Memorial Health also retained Perkins Coie to ensure that all

requirements of RCW 39.10 are addressed.
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¢ If the project manager is interim until your organization has employed staff or hired a consuitant as
the project manager, indicate whether sufficient funds are available for this purpose and how long it
is anticipated the interim project manager will serve.

As noted previously, NV5 has been retained by Prosser Memorial Health to support the
hospital development, and sufficient funds are included in the budget for NV5's fees from
Design through the Occupancy / Close-Out Phases.

s A brief summary of the construction experience of your organization’s project management team
that is relevant to the project.

See above. Both NV5’s Project Director and Project Manager have deep GC/CM-equivalent
experience on comparable health care projects, and have helped clients complete over flve
similar (or more complex) projects over the past five years.

» A description of the controls your organization will have in place to ensure that the project is
adequately managed.

Over the past several months, the Prosser Memorial Health team has established initial
comprehensive schedules and budgets for all project activities. These documents are
derived from the project’s current goals and program and will be subject to continuous
refinement through the course of the project. The team uses these tools to establish
benchmarks to track the status of associated activities, including financing, site
development, consultant procurement, AHJ review, FF&E procurement and contingency
status, in order to ensure that each activity supports the project’s overall goals. As
documentation of this process, sign-offs have been proposed at each critical milestone by
the Prosser Memorial Health’s administrative team, and this information will then be
reviewed and approved by the Prosser Memorial Health’s Board. As the project proceeds
into construction, clear and concise construction schedule and financial goals will be
developed and Included in the contract. Any future proposed changes will be thoroughly
evaluated against this information, and in conformance with USDA

requirements. Concurrently, the project team will continue fo coordinate architecturally
significant equipment to ensure that it meets the project’s budget requirements, and does
not affect the progress and cost of construction. All costs will be reconclied, at a minimum,
on a monthly basis.

» A brief description of your planned GC/CM procurement process.

As generally outlined In the anticipated project design and construction schedule included
in Section 3 above, the Prosser Memorial Health team has developed an RFQ for interested
GC/CM firms, which it will post on its website and advertise through traditlonal

channels. Statements of qualification are scheduled to be submitted following PRC approval
of the project (if approved). From these submisslons, the team will use the communicated
selection criteria to determine the top-scored firms and then schedule Interviews with these
finalists. Following these interviews, GC/CM finalists will be invited to submit formal cost
proposals for the project. Once these proposals are received, the team will analyze the
qualifications and cost proposals to determine the highest scored firm. On the basis of this
evaluation, a recommendation will be made to the Prosser Memorial Health Board for
selectlon of a GC/CM firm to jJoin the Prosser Memorial Health team for preconstruction
services.

« Verification that your organization has already developed {or provide yvour plan to develop} specific
GC/CM or heavy civil GC/CM contract terms.
The Project team has had recent experience using GC/CM contract forms, including those
approved for use by USDA, on comparable projects. For this project, the team will work
closely with Perkins Cole to ensure that all requirements of RCW 39.10 are met.
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Public Body (your organization) Construction History:
Provide a matrix summary of your organization’s construction activity for the past six years outlining

project data in content and format per the altached sample provided: (See Examp;e Construction History. The
applicant shall use the abbreviations as identified in the example in the attachment.)

¢ Project Number, Name, and Description
o Contracting method used

¢ Planned start and finish dates

o Actual start and finish dates

e Planned and actual budget amounts

» Reasons for budget or schedule overruns

Proazer Memorial Haalth {PMH) - Construction History (10-Years)

Contract Pianned Actus! Planmed Actuai Pisnned Actuml  Reason for Budget or Schedule
Froject Name Profect Dascription  ypuen  Biart Start  Finish  Fltish  Budgel  Dutget Overran

In0oor Remadeliing to Delays in MItaTAIS Procuremant,

1 Ghasdonnay Ciinic Tl add Exauns Rooms D-B-B Mar-16  Ape20 Aug-19 Now19 $IB0K $408K Unlorasaen Exisling Condlt
Bulid-Cul of Shell Space y g g Mobilizetion Datay, Unforeseen Existing
2 \aHey Vista Tl 10 suid Exam Rooms o-B-B Oo-17  Mow17  Mar-18 Apr-18 451K SdTAK Condilk
Interior Renovations o Mobllization Delay, Unforeseen Existing
3 PMH OB Renovehions @dd LDRF's and Dialysls D88 Mar-t4  Aug14  Aug-14 Sep-14  $1.05M  $1.054M Condi
Imerior renovetions to
4 'ﬁm""&:""’“‘“‘ sccommodate Medicsl  DBB  Mer12  Apr12  Aug12  Sep12  BIS0K  sisek Moblemian Delay. Unforsseon Sxising
Equipment Up-Grades thons
5 PMHORT Intarior Renovations D-B-B Feb-%0  Feb-10 May-10 May-10  $137K 3142K  Unkorasoen Existing Condiions

Preliminary Concepts, sketches or plans depicting the project

To assist the PRC with understanding your proposed project, please provide a combination of up fo six
concepts, drawings, sketches, diagrams, or plan/section documents which best depict your project. In
electronic submissions these documents must be provided in a PDF or JPEG format for easy
distribution. (See Exampie concepts, skeiches or plans depicting the project) At a minimum, please try to include
the following:

s A overview site plan (indicating existing structure and new sfructures)

Preliminary Site and Departmental Block Plan(s) for the proposed facility are attached to this
Application for reference

« Plan or section views which show existing vs. renovation plans particularly for areas that will remain

occupied during construction.
Note: Applicant may ufilize pholos fo further depict project issues during their preseniation lo the PRC.
N/A

Resolution of Audit Findings on Previous Public Works Projects

If your organization had audit findings on any project identified in your response to Question 7, please
specify the project, briefly state those findings, and describe how your organization resolved them,
Prosser Memorial Health is not aware of any past audit findings related to previous construction
projects at the Hospital.

Revised 3/28/2019 Page 10 of 11



10. Subcontractor Outreach .
Please describe your subcontractor outreach and how the public body will encourage small, women
and minority-owned business parficipation
The Prosser Memorial Health team has already received over twelve {12) Inquiries from
interested GC/CM firms, and has been actively speaking with local and national teams that have
expressed interest. If approved to utilize a GC/CM approach, Prosser Memorial Health will
finalize the diversity promotion qualifications to implement for the project and will request that
each of the teams present their own plan for how they will encourage the participation of
diverse and underrepresented firms. Once a GC/CM is selected, the project team will then work
together to develop a Subcontractor selection process in accordance with RCW 39.10, and
culfivate potential MBE / FBE / Small Business participants to the greatest extent possible.

Overall, Prosser Memorial Health is strongly committed to the enforcement of fair contracting
and hiring practices that comply with all Local, State and Federal Guidelines.

CAUTION TO APPLICANTS
The definition of the project is at the applicant's digcretion. The entire project, including all components,
must meet the criteria to be approved.

SIGNATURE OF AUTHORIZED REPRESENTATIVE

In submitting this application, you, as the authorized representative of your organization, understand that:
(1) the PRC may request additional information about your organization, its construction history, and the
proposed project; and {2) your organization is required to submit the information requested by the PRC.
You agree to submit this information in a timely manner and understand that failure to do sc may delay
action on your application.

If the PRC approves your request to use the GC/CM contracting procedure, you also understand that: (1)
your organization is required to participate in brief, state-sponsored surveys at the beginning and the end of
your approved project; and (2) the data collected in these surveys will be used in a study by the state to
evaluate the effectiveness of the GC/CM process. You also agree that your organization will compiete
these surveys within the time required by CPARB. Additionally, responding to the 2013 Joint Legislative
Audit and Review Committee (JLARC) Recommendations is a priority and focus of CPARB. Data
coliection shall include GC/CM project information on subconiract awards and payments, and if completed,
a final project report. For each GC/CM project, documentation supporting compliance with the limitations
on the GC/CM self-performed work will be required. This information may include, but is not limited to: a
construction management and contracting plan, final subcontracting plan and/or a final TCC/MACC
summary with subcontract awards, or similar.

| have carefully reviewed the information provided and attest that this is a complete, comrect and true
application.

Signature: Qﬁot%k }\ E\‘\G"&G

Name {piease print}: Cré‘té 'Erks (public body personnel}
Title: Chief Executive Officer

Date: October 20, 2020
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Attachment )

Washington State Tegislature

QOctober 12, 2020
To whom it may concern:
RE: Letter of Support for USDA funding for Prosser Memorial Health's new hospital facility

We would like to add our full support of the Prosser Memorial Health’s application to the U.S. Dept of Agriculture for
funding for their new hospital facility.

The current hospital facility is over 70 years old and has been outgrown by the size and needs of the community it serves,
so the need for a new hospital is very clear. It brings new patient services and specialties that would have previously
required their residents to travel. Having this in one location increases privacy and the quality of patient care.

As a hospital in a rural area, the service area of Prosser Memorial Health is quite large and with this new facility comes the

opportunity to add treatment services such as Urology, Oncology, and full-service surgical services on the hospital campus.
Currently, many of these treatments are unavailable locally and would require trave! of 40 miles or more. This new hospital
would alleviate the need for Prosser residents and other local community members to travel for their healthcare needs.

The hospital will be constructed in an area the City of Prosser is planning to further develop, and we believe it will bring
additional economic development to the area as well.

Prosser Memorial Health has always been a steadfast partner to the City of Prosser and the outlying areas. This new facility
is simply one more way to anticipate the needs of their growing community.

Again, we want to express our full support for this project and acknowledge the tremendous benefit it will have on the
citizens of Prosser and the surrounding areas. We are hopeful you will look favorably at their application and thank you for
your thoughtful consideration.

Sincerely,
Sen. Maureen Walsh Rep. Bill Jenkin
State Senator State Representative

16% Legislative District 16t Legislative District



Attachment K

ECONOMIC DEVELOPMENT ASSOC.
THE DIREGTION YOU'LL WANT TD GROW

To whom it may concern,

This letter is in support of Prosser Memorial Health for their USDA funding for the new hospital facility.

Our current hospital bullding is over 70 years old and undersized for the growing needs of our community. The
riew facility would solve many of these needs. it allows for increased patient services and speciaities that wouid
usually require travel to different locations. It increases privacy and the quality of the patients care and
treatmens.

As 2 hospital in a rural area, the service area of Prosser Memorial Health is quite large and with this new
facility comes the opportunity to add treatment services such as Urology, Oncelogy, and full-service surgical
services on the hospital campus. Many of these treatments would have been 40 minutes to an hour away, or
more. This is a tremendous opportunity for our city and for our residents to not have to leave the community for
their health care needs.

Prosser Economic Development Association believes strongly in Prosser Memorial Health and knows that this
new facility will raise the bar for surrounding healthcare organizations as well. We also believe that with this
new facility we will see additional benefit to Prosser in future economic growth.

Prosser Memorial Health has always been a wonderful partner in our city and community. This new facility is
simply one more way they anticipate the needs we face and strive to meet and exceed them.

We hope you will look at their application favorably. Thank you for your consideration.

Best Regards,

Neal Ripplinger
Executive Director
Prosser Economic Development Association

238 Port Ave. Sulle A Prosser, WA 99350 WWW proSSer.org info@iproaser.org 509 788-3600



Attachment L

STATE OF WASHINGTON

DEPARTMENT OF HEALTH
OFFICE OF RADIATION PROTECTION

111 Israel Road SE » PO Box 47827 « Olympia, Washington 98504-7827
TDD Relay Service: 1-800-833-6388

October 2, 2020

Aurora Weddle

Prosser Memorial Health
723 Memorial Street
Prosser, WA 99350
Dear Ms. Weddle:

We received your application on September 4, 2020. Your request for a Radioactive Materials
License — Medical, has been logged in and issued Licensing Action Number 20-09-24, and is
awaiting complete review by licensing personnel.

The Department of Health has adopted a local Government Notification Policy in response to a
code revision enacted by the Washington State Legislature during the 1984 Session, House Bill
1153. The enclosed copy of a letter to your local city or county official explains this process.
The original letter has been sent to your local official, along with a copy of the cover page of
your license application. Should you desire to speed up the process, you may approach your
local official yourself.

If you have any questions regarding your request, please feel free to contact this office at
tanner.depert@doh.wa.gov or at 360-236-3209.

Sincerely,

Tanner Depert, Health Services Consultant
Radioactive Materials Section

Enclosure:  Letter to Prosser City Hall



STATE OF WASHINGTON
DEPARTMENT OF HEALTH

_ OFFICE OF RADIATION PROTECTION
243 Israel Road SE » PO Box 47827 » Olympia, Washington 98504-7827
TDD Relay Service: 1-800-833-6384

October 2, 2020

Mayor Randy Taylor
Mayor of City of Prosser
Prosser City Hall

601 7th Street

Prosser, WA 99350

Dear Mayor Taylor:

The Department of Health, Office of Radiation Protection is required by law (RCW 70.98.080
(2)) to notify the appropriate local government officials when a radioactive materials license
application is received. The Office must notify either: the Chief Executive Office, if the
applicant is located in a city; or the county legislative authority, if located in the county.

This is your official notification of the application for specific use and possession of radioactive
material as described in paragraph four below. As a courtesy, we are forwarding a copy to your
local jurisdictional health department. We urge that you forward a copy to the appropriate fire
department for their review.

The Office of Radiation Protection will delay the issuance of a license at least twenty (20} days
from the date of this notice. During this time period, if you deem appropriate, you may file
written objections against the applicant or the activity for which the license is sought. The law
states that all written objections you may request, and the Office of Radiation Protection may at
its discretion hold a formal hearing conceming the applicant or activity.

On September 4, 2020, Prosser Memorial Health, pending license number M0324, submitted an
application requesting to be licensed to receive and use radioactive material at 723 Memorial
Street, Prosser, WA 99350. The applicant stated that the use for radioactive materials will be for
freatment of hyperthyroidism as well as various other medical treatments.



Mayor Randy Taylor
October 2, 2020
Page 2

If you have comments, they should be submitted to this office by October 22, 2020. Please
submit comments to:

DOH OFFICE OF RADIATION PROTECTION
RADIOACTIVE MATERIALS SECTION

PO BOX 47827

OLYMPJA WA 98504-7827

If you have any questions, please feel free to contact me at (360) 236-3209, or by email at
Tanner.Deperi@doh.wa.zgov.

Sincerely, - C:J_,/

Tanner Depert
Health Services Consultant
Radicactive Materials Section

cc: Benton Franklin Health Department



’ Attachment M

What is a da Vinci system?

The da Vinci is a surgical system comprised of three components: surgeon console,
patient-side cart, and vision cart.

Surgeon console Patient cart

The surgecn console is where your The patient-side cart is positioned
surgeon sits during the procedure, near the patient on the operating
has ¢ close-up 3D view of your table. it is whare the instruments
anotormy, and centrols the used during the operotion move in
instruments. The instruments are real time in response to your
“wristed” and move like a human surgeon’s hand movements ot the
hand, but with a far greater range of surgeon console.

motion.

SURGEON CONSOLE PATIENT CART

& SUFQBON <ol o thi console.

Vision cart

The vision cart makes
communication between the
components of the system possible
and supports the latest 3D high-
definition vision system.

ViISION CART



Your surgeon in control

The da Vinci surgical systemn gives your surgeon an advanced set of instruments to
use in performing robotic-assisted minimally invasive surgery. The term "robotic”
often misleads people. Robots don’t perform surgery. Your surgeon performs surgery
with da Vinci by using instruments that he or she guides via a console.

The da Vinci system translates your surgeon’s hand movements at the console in real
time, bending and rotating the instruments while performing the procedure. The tiny
wristed instruments rmove like @ human hand, but with a greater range of motion.
The da Vinci vision system also delivers highly magnified, 3D high-definition views of
the surgical area. The instrument size makes it possible for surgeons to operate
through one or ¢ few small incisions,

The advantages of robotic assisted surgery:

¢ Minimally invasive; (Complex procedures can be done through on
or more small incisions).

¢ Shorter patient recovery time;

e Reduced complication rate;

o Ability to perform more complex surgeries or surgeries were
robotic assistance has become the standard of care;

e Utilization by multiple specialties: urology, gynecology, general
surgery, and colorectal surgery.



Recelved: 21 December 2018 J Rewvised: 30 May 201%

Attachment N

DOl: 10.£002/rc5.2023

ORIGINAL ARTICLE

e erman s oo ot Medical Roboties | ’“ﬁ",’-l.
5 Computer Assisted Surgesy A

(A N

WILEY

Cost of ownership assessment for a da Vinci robot based on US

real-world data

Josh Feldstein?

1CAVA Robotlcs internatlonal, LLC,
Northampton, MA

2 AHEAD GmbH—Agency of Economic
Assessment and Dissemdnatlon, Loerrach,
Germany

IUniversity of Pittsburgh Graduate School of
Public Health, Pittsburgh, PA

Comespondence

Josh Feldsteln, CAVA Robatics International,
LLC, 351 Pleasant Street, Sulte B #215,
Northampton, MA 01060, USA,

Email: jfeldstein@cava-robotics.com

Funding Information
Medtronic, plc

| Bjoern Schwander® | Mark Roberts® | Herbert Coussons?

Abstract

Background: Despite growth of robotic surgery, published literature lacks assess-
ment of the cost of ownership {CoO} of a da Vinci robot by surgical service line
and the associated benefit such data provides.

Methods: Based on real-world data (RWD) from 14 US hospitals and <6000 da
Vinci robotic cases, CoQ was assessed using all relevant fixed and variable cost com-
ponents, calcuiated by surgical service line.

Results: At a representative hospital with an efficient robotic program (n = 424
cases), the weighted average fixed cost per case was $984. Weighted average vari-
able cost per case was $8025 {range: $3325 for Cholecystectomy—mukltiport, to
$16 986 for Rectal Resection). Assessing welghted average by case, main variable
cost drivers were non-da Vinci supplies (49.5%), staff costs {28.6%), and da Vinci sup-
plies {21.9%).
Conclusions: Case mix, annual robotic case volumes, and cut-to-close/patient-in-
room time by surgical service line represent core variables influencing robotic pro-
gram CoOQ, which help drive profitable program management.

KEYWORDS

1 | INTRODUCTION

Despite the accelerated growth of robotic surgery in recent years,
the published literature offers limited cost of ovmership {(CoQ}
assessment of this technology that includes all relevant cost catego-
ries. Cost of ownership is defined as initial equipment acquisition, var-
iable supply and case costs by service line, and maintenance costs.
Gaining insight into these costs can have a direct and positive effect
on a robotic program's financial success and overall efficiency, Fur-
ther, hospitals use a varlety of approaches to robotic cost account-
ing, making it difficult, if not impossible, to determine accurate
CoO assessments within a hospital and across hospitals, A recently
published systematic review concluded that the methodological qual-
ity of studies evaluating costs of robotic surgery was low and insuf-
ficient to inform action by hospitals.! For example, cost accounting

cost of ownership, da Vinci robot, fixed and variable costs, real-word data

methods vary regarding the inclusion of capital cost of a robot and
other indirect cost, such as administrative salaries, housekeeping,
and many other nonrelated variables. Even within a given hospital,
cost accounting methods may not be standardized for robotic and
nonrohotic cases making comparisons difficult. Some look at direct
costs only; others spread capital costs across department costs in
different ways. These factors motivate the need for a more stan-
dardized approach to robotic CoQ assessment.

The peer-reviewed [iterature has traditionally focused on the cost
of robotic surgery by case rather than the CoQ of the robot itself.>”
Additionally, when most US hospitals consider the cost of owning
the da Vinci robot, they typically assess robotics differently than cap-
ital medical equipment used in laparoscopy, such as towers and gener-
ators, etc.® Why are there so many different cost accourting methods
when It comes to assessing robotlc vs laparoscopic costs?

int 1 Med Rebotlcs Comput Assist Surg. 2019,15:e2023.
https://doi-org.ezproxy2 library.drexel.edu/10.1002/rcs. 2023

willeyoniinellbrary.com/journal/rcs

© 2019 John Wiley & Sons, Lid. 1of @
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In short, robotics emerged in the 2000s during the era of data
capture and value-based medicine—both of which emerged more
than a decade after the introduction of laparoscopy. While robotic
surgical program performance data are now seen by most hospitals
as critical to assessing whether and to what degree a program Is
“successful,” very few such performance data assessments were per-
formed on laparoscopy programs when this technology was intro-
duced. Further complicating cost accounting matters is the fact
that, although more data are now being collected than ever before,
many hospitals’ cost accounting data assessments are flawed due
to data collection, auditing, and standardizatlon errors comblned
with weak analytics?

As of 2017, an estimated 2800 of 5500 US hospitals® {51%} have a
da Vincl robot, with an estimated 444 000 annual robotle surgeries
performed in the USA.1° When a hospital or Integrated Delivery Net-
work {IDN) is considering the acquisition of robotic technology for a
new or existing robotic program, an accurate assessment of the total
CoO should be an integral part of the technology acquisition equation.
Beyond the fixed capital and service costs of the robot, the significant
variable costs Include the per procedure cost {supplies and mulii-lived,
so-called robotic “reposables™, case times, and associated cost of
labor, Factors that contribute to these variable costs include case
mix by service line and annual robotic case volume. Nevertheless,
the published [iterature has yet to produce a detalled and standardized
approach to calculating total CoO for the robot. This paper meets that
need by analyzing the CoO of a da Vinci robot using anonymized,
aggregated real-world data (RWD) from a range of rebotic programs
reflecting 14 US hospitals Incluslve of an academic medlcal center
{AMC), numerous mid-sized community hospitals, and a small, rural
facility. All data were obtained from CAVA Robotics Intemational
{www.cava-robotics.com), an independent US-based firm that assists
hospitals with optimization of da Vinci robotic program performance.
The CAVA database captures and aggregates gquality, operational,
and financial robotic surgery and program data in connection with
hospital engagements.

2 | MATERIAL AND METHODS

The CoQ assessment included all relevant fixed and variable cost
components; time, OR crew-related labor, capital, supplies, and ser-
vice. Aggregated, anonymized data were collected from 14 US hospi-
tals sourced from the facility Electronic Medical Records (EMR),
supply chain, and cost accounting databases across 20 robotic case
types within seven service lines, as summarized in Table 3. The various
datasets for each hospital were curated and then synthesized, audited
for gaps and errors by surgeons and administrative stakeholders, and
then approved by the facility for accuracy. Fixed cost components,
including purchasing costs and operational costs, were determined
using current list prices for da Vinel rebots.™! Varlable costs conslsted
of supplies for the robot, nonrobotic surgical supplies, case time,
and labor.

FELDSTEIN E AL.

2.1 | Fixed cost components

Currently, there are five versions of the da Vinci robot available; the
most commonly used X and Si, as well as the X, SiE, and Single Part
{SP), with an average sales price of $1.47 M. and a yearly average ser-
vice contract cast of $154 K12 To calculate annual Co0, a service
life of 5 years was used to estimate annual capital depreciation
because in a real-world environment, robotic technology is often
ohsolete—or perceived as such—within this time frame, leading sur-
geons and faclllitles to move to next generation technologies.,

To associate these fixed costs to a single robotic case, the yearly
capital depreciation and service contract expense was divided by the
average vearly number of robotic procedures performed per da Vinci
robot at a given facllity. This estimate {n = 424 cases annually) was
obtained from data from Bellin Health {Green Bay, Wisconsin USA),
selected as an example of an efficient robotic program given Its excel-
lent data management, analytics, and programmatic best practices.
The average case mix by service line and case type is shown In
Figure 1

2.2 | Variable cost components

Variable cost was calculated using RWD of == 4000 da Vinci robotic
cases from the 14 hospitals. These variable costs included disposable
supplies such as drapes, trocars, sutures, and other commonly used
surgical supplies. In addition, costs of mesh and single-use disposable
laparoscopic Instruments were included i surgeons utilized these
additional costly supplies. Operating room time was included based
on surgical case time, separated into cut-to-close time and patient-
in-room time. Although the OR time cost assumptions in this analysls
did not include the possible impact of scheduled vs actual case times, it
should be noted that this differential can impact the cost of robotic
ownership due to greater or lesser case efficiency and overall through-
put. Associated OR personnel cost caleulations were also included,
based on aggregated CAVA data. Real-world da Vinci supplies, non-
da Vincl supplies, and surgical times (inclusive of cut-to-close time
and patient-in-roem time) are presented in Table 1 by surglcal service
line and case type.

Time data were used to estimate operation room {OR} staff costs.
Hourly costs were derived based on staffing data and CAVA expert
opinion, inclusive of usual and customary OR personnel by surgical
case type, and expected pre-, intra-, and post-op times by personnel
type, including surgeon, anesthesiologlst (ANES), registered nurse cir-
culator (RNC), technical assistant (TA), and mid-level assistant {MLA).
The personnel time Intervals used In the cost calculation were deter-
mined as cut-to-close time for surgeon and TA and as patient-in-room
time for ANES, RNC, and MLA. Table 1 illustrates the average time per
case, and Tahle 2 includes OR personnel requirements per case. The
related time information (Table 1) was combined with the number of
staff required per case type {shown In Table 2) with hourly personnel
costs of $418.40 for emploved surgeons, $326.66 for ANES, $41.12
for RNC, $26.09 for TA, and $66.11 for MLA ¢
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FIGURE1 Annual real-world robotic cases.
by case type, in Bellin Health Green Bay,
Wisconsin (total n = 424), Abbreviations:
Choley - MP: Cholecystectomy, Multi-Port;
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The impact of surgeon leaming curves is another cost variable that
should be called out, given that learning curves can lead to cost per
case being overstated. Average case times always included surgeon
learning curves, training surgeons, and poor performing surgeons;
these numbers can also be impacted by case complexity. While not
included in the current model, such variables may merit subanalysis.

2.21 | Real-world cost categories considered

Variable RWD cost categories considerad in the CoO assessment
intlude da Vinei supplies (ie, reposable instruments, drapes, seals, and
other disposable supplies); non-da Vinei supplies {ports, trocars, gowns,
gloves, disposable nonrobotic energy and staple devices as well as
other nenrobotic laparoscopic supplies); and personnel costs, based
on RWD from the hospitals. For the base-case analysls, the mean
values presented in Table 1 were applled, whereas the Influence of
the upper and lower estimates {informed by the 95% confidence
interval limits presented in Table 1) was investigated in sensitivity anal-
yses. For the sensitivity analyses on fixed costs, the case volume was
varled between 250 cases (low estimate} and 600 cases (high estimate).

3 | RESULTS

CoQ assessment of the da Vinci robotic surgery presents fixed costs,
variable costs, and total costs by robotic case as total costs from the
hospltal perspective, and as welghted average per robotlc case,
weighted by the number of robotic cases performed by case type {pre-
sented in Figure 1}. The sensitlvity analysls of the CoO results per case

is informed by higher and lower input value estimates {as described
above), whereas the base case results reflects the outcomes if the
mean values are applied.

3.1 | Base case results

Results of the CoO assessment for the da Vinci robot are presented in
Table 3 by robotic case and in Table 4 for the total case milx, respec-
tively. All costs are presented from the hospital perspective.

Assumingno financing costs {due to the extreme variation in payment
and finance options available), and adding the yearly service contract
costs {including 4 years in a 5-year period in order to reflect the 1-year
warmmanty period), the result is in average yearly fixed cost of $417 200
{$294 000 purchasing costs and $123 200 service contract costs).
Applying the efficient Bellin Health yearly robotic case number (n = 424
cases) yielded an average fixed cost of $984 per da Vind rabotic case.

Variable costs, however, are highly dependent on case type. The
weighted average variable cost was $8025, ranging from $3325 (cho-
lecystectomy, multiport) to $16 986 {rectal resection) as presented in
Table 3. Looking at weighted average by case, the main variable cost
drivers were the non-da Vinci supplies (49.5%), personnel costs
{28.6%), followed by da Vinci supplies {21.9%). This cost distribution
is case specific and is different for each surgery case type. Total vari-
able costs for the hospital, using the efficient number of annual Bellin
facility cases as the basis of the calculation {n = 424), were
$3 402 560, as illustrated in Tahle 4.

The total weighted average cost by da Vinci surgical case (Table 3}
s $9009, ranging from $4309 {cholecystectomy, multiport) to
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TABLE 1 Overview of US hospital, based an CAVA real-world data on da Vinci robotic procedures by case type, used as basis of CoO assessment &3
:
Cut to Close Time Patient in Room Time dV Supplles MNon-dV Supplies i ;
Service Line  CaseType n Mean 25%C1 97.5%Cl n Mean 2.5%C1 972.5%C1 n Mean  2.5%C1 975%C1 n Mean  2.5%Cl 97.5%Cl 2 b
Bariatrics Bariatrics 35 1024 537 2002 35 1371 853 2494 a5 $3729 %1708 $8214 33 $7109 32616 $10570 E 5
©
Colorectal Colon resectlon 452 1722 65.3 356.0 452 2144 99.3 408.7 439 $1644 31060 42596 452  $5804 $710  $12752 (G
Rectal resection 8 3575 1927 5002 8 405% 2299 5425 8 $1601 $1200  $3406 8 $9802 §$336? $15822 5 z
General Chole—MP 224 839 38.6 212.0 224 1178 67.6 2718 224 $1153 $1016  $1479 224 $763 $203 $5260 3 i
Chole—SS 90 517 347 80.6 %0 804 592 1193 90  $892  §865 $971 90 $2977 32576 $3739
Fundoplication 69 1465 785 2725 69 1912 1025 3481 68 $1710  $1060  $4211 69  $4632 $259 $9607
Inguinal herhla 482 80.3 240 1730 482 1131 55.0 220.9 482  $14a9 $905  $2504 482  $1352 $420 $5189 &
Ventral hemia 478 945 350 2123 478 1281 629 2605 478 $1408 %1076  $2087 478 $1447 377 $4407
Gyn Endometriosis 240 1049 330 2480 248 1293 57.0 2718 252  $1300 $1016  $3701 252 $2633 $731 $7232
Hyst—benign 1944 1103 470 2540 2246 1442 780 2900 2379 $1772 $937  $4781 2379 33548 3593 $9253
Myomectorny 120 1537 450 3207 124 1837 77.2 3467 128 41351  $1021  $3497 128 $3274 $739 $8500
Sacrocolpopexy 8 1593 810 3108 147 1926 1087 3371 176 $1946 $1044  $3284 175  $6611 31476  $12514
Ocphorectomy 43 877 312 1988 44 1242 617 2333 44 §1505 $1016  $2381 44 $4028  $783 $8066
Ovarlan cystectomy 117 1380 425 2613 124 1675 711 3006 125 $1242 $1016  $3470 125 2445  $437 $7064
Gyn oncology  Hyst—malignant 218 1942 954 3486 443 1994 1141  37%0 561 $2274  $1016 34418 561 $7051  $595  $11019
Urology Nephrectomy 22 2124 1051 3400 41 2846 1570  429.0 52 $202 51016  $3995 51 $5110 $1060  $11822
Prostatectomy 218 2473 1441 4199 258 2956 1790 4842 284 $2238 $1016  $4846 284  $4399  $3222 $7386
Partial nephrectomy 80 2083 1024 3352 94 2791 1729 4297 95 $1664 $1016  $4655 95 $5900 $1074  $11 544
Thoracic Lobectomy 76 1935 813 3604 76 2651 1568 418.4 76  $1739  $1059  $3443 76 $6365 $800 $18123
Wedge 30 1548 569 2957 30 2226 1252 @ 3408 28 $1407  $993  $2207 30 $4745  $788  $20620

Abbreviations: Choley - MP, Cholecystectomy, Multi-Port; Choley - SP, Cholecystectomy, Single-Port; Hyst - Benign, Hysterectomy, Benign; Hyst - Malignant, Hysterectomy, Malignant; Wedge, Wedge
Resection,

"™ 13 NiZ1SaT13d
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TABLE 2 Overview of required full-time surgery staff by case type®

WI LEY- The Aemanoee doaee of Medicsl Robotics .

! Computer

Suegery

Required Staff in Full-Time Equivalents

Service Line Case Type Surgeon (n)
Barlatrics Bariatrics 1.00
Calorectal Colon resection 1.00
Rectal resection 1.00
General Chole—MP 100
Chole—585 1.00
Fundepllication 1.00
Inguinal hernia 100
Ventral hemia 1.00
Gyn Endornetriosis 1.00
Hyst—benign 1.00
Myomectomy 100
Sacrocolpopexy 1.00
Qophorectamy 100
Qvarian cystectomy 100
Gyn oncology Hyst—malignant 1.00
Urclogy MNephrectomy 1.00
Prostatectomy 1.00
Partial nephrectomy 1.00
Thoracic Lobectomy 1.00
Wedge 1.00

ANES (n} RNC (n} TA {n) MLA {n}
1.00 1.00 1.00 100
100 1.00 1.00 1.00
100 1.00 100 1.00
1.00 1.00 1.00 0.50
1.00 1.00 1.00 1.00
1.00 1.00 1.00 1.00
100 1.00 1.00 0.50
100 1.00 1.00 1.00
100 1.00 1.00 1.00
100 1.00 1600 1.00
100 1.00 1.00 1.00
1.00 1.00 1.00 100
1.00 1.00 1.00 0.00
1.00 1.00 1.00 0.00
1.00 1.00 1.00 1.00
100 200 200 0.00
100 200 200 0.00
1.00 2.00 100 1.00
100 100 100 1.00
100 1.00 1.00 1.00

Abbreviations: ANEAS, Anesthesiclogist; Chaley - MP, Cholecystectomy, Multi-Port; Choley - 5P, Cholecystectomy, Single-Port; Hyst - Benign, Hysterectomy,
Benign; Hyst - Malignant, Hysterectomy, Malignant; MLA, Midlevel Assist; RNC, Registered Nurse Circulator; TA, Technical Assistant; Wedge, Wedge Resection.

"Based on CAVA Expert Opinion.

$17 970 (rectal resection). Total cost from the hospital perspective
(Table 4}, using the efficient number of annual Bellin Health robotic
cases [n = 424} as the basis of the calculation, was estimated at
$3 819 760. (See Discussion for additional explanation on estimated
average annual robotic case volurme per robot.}

3.2 | Sensitivity analyses results

Sensitivity analyses for the CoO assessment are presented by robotic
case for fixed, variable, and total costs in Table 5. Far each category,
the hase case, low values, and high values are presented in US dollars;
the variation from the base case is presented as a percentage change.
In general, the variation of fixed costs (based on between 250 and
600 robotic cases annually) was not as pronounced as the variation of
variable costs, while the variation in variable costs was more pro-
nounced for the high estimates, as demonstrated by a higher percent-
age deviation from the base case compared with the low estimates.

4 | DISCUSSION

Based on the authors' real-world experience providing consulting sup-
port at dozens of US hospitals with robotic programs, facilities may
begin to experience robot access limitations at 250 to 325 cases annu~-
ally—due to scheduling challenges, surgeon or crew skill challenges, or
all three factors, This annual case volume represents between 30%
and 45% of the robot's theoretical capacity {assumed as three cases

per day x 3 days per week = 52 weeks a year = 780 cases, depending
on case mix, with a dedicated robotic operating room).

Nevertheless, even a modest annual volume of 300 robotic cases
commonly leads to a hospltal beginning to experience robot case
scheduling and access challenges, which in tum may cause hospital
administrators to question the “robot value proposition” (le, is it passl-
ble to get enough profitable robotic cases done annually on a robot,
given the cost?). While there are a small number of very efficient
robotic programs {doing 400 or more cases per year on a single rabot},
this is uncommon, The influence of annual case volume—high or low—
on the fixed annual cost of robot ownership is highly significant, with
more efficient and typlcally higher volume robotic programs achieving
superior flscal performance to lower efficiency, lower annual case vol-
ume programs when assessing reposable use, non-da Vinci supplies,
and overall CoQ. This component was not assessed in this paper, how-
ever, and is thus a limitation of the present analysis.

While case volume and efficiency are indeed related {ie, as a pro-
gram’s case volume increases, average case tlme typically decreases
while per-case supply efficiency improves). However, case volume
alone may not aiways be an indicator of a robotic program's efficient
use of supplies or reposables (ie, a higher volume program can lose
money due to excessive per-case supply consumption, if not well man-
aged). As seen in the sensitivity analysis, variation in variable costs had
much greater impact on the rabotic program, especially for the high
estimates, as demonstrated by a higher percentage deviatlon from
the base case compared with the low estimates, This underscores
the importance of programmatic standardization {(case times, crew
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TABLE 3 CoO results: Fixed and variable costs by Robotic Surgery Cose®

Service Line Average Fixed Costs® Average Variable Costs Total Cosis
Case type Pur<chase Ser-vice Total fixed da Vincl sup. Non-da Vincl sup. Staff costs Total VAR Fixed and variable
Barlatrics {(welghted average} $693 $291 $984 $3729 $7109 $1750 $12588 $13572
Bariatrics $693 $291 $984 $3729 $7109 $1750 $12 588 $12 572
Colorectal {weighted average) $693 $291 t984 $1635 $6645 $3406 $11 487 312 471
Colon resectfon $693 $291 $984 $1644 $5804 $2826 $10274  $11258
Rectal resection $693 $291 $984 $1601 $9802 $5583 $16 986 $17 970
Gen Surg {weighted average) $693 $291 $284 $1283 $1981 $1484 $4748 $5732
Chole—=MP $693 $291 $984 $1153 $763 $1408 $3325 $430%
Chole—55 $693 $291 $984 $892 $2977 $964 $4833 $5817
Fundoplication $693 $291 $984 $1710 $4632 $2468 $8810 $9794
Inguinal hernia $693 $291 $984 $1439 $1352 $1350 $4141 $5125
Ventral hernia $693 $291 $984 $1408 $1417 $1626 $4451 $5435
Gyn {welghted average} $693 $291 $984 $1694 $363¢9 $1866 $7198 $8182
Endometriosis $693 $291 $984 $1300 $2633 $1690 $5622 $6606
Hyst—benign $693 $291 $984 $1772 $3548 $1860 $7180 $8164
Myomectomy $693 $291 $984 $1351 $3274 $2467 $7092 %8074
Sacrecolpopexy $693 $291 $984 $1946 $6611 $2574 $11130 $12114
Oophorectomy $693 $291 $984 $1505 $4028 $1411 $6943 $7927
Ovarlan cystectomy 4693 $291 4084 $1242 $2445 $2049 $5735 $6719
Gyn oncology (weighted average) $693 $291 $984 $2274 $7051 $2881 $12206 $131%0
Hyst—malignant $693 $291 $984 $2274 $7051 $2881 $12206 $131%0
Urclogy (weighted average) $693 $291 $984 $2149 $4864 $3867 $10880 311884
Nephrectomy $693 $291 $984 $2102 $6110 $3605 $113818 $12802
Prastatectomy $693 $291 $984 $2238 $4399 $3954 $10591  $11574
Partial nephrectomy 4693 $291 $984 $1664 $5900 $3716 $11280 $12244
Theracic {weighted average) $493 $291 $984 $1644 %5902 $3181 $10727  $11711
Lobectomy $4693 $291 $984 $173¢% $6365 $3351 $11455 $12439
Wedge $693 $291 $984 $1407 $4745 $2756 $890B $9892
All case types {weighted average] $693 $291 $984 $1754 $3974 $2297 $8025 $9009

*Costs were determined by case using a weighted average on the basis of the average case mix presented in Figure 1 based on an annual case volume of
424 cases related to Bellin Health in Green Bay, Wisconsin.

PBased on an annual case valume of 424 cases, Bellin Health, Green Bay, Wisconsin USA.

performance metrics, and da Vinci and non-da Vinci supplies) as a
means of reducing robot CoO. Costs may also be arilficially
constrained due to the arbitrary determination of reposable instru-
ment lives; instrument use and surgeon instrument preferences are
another contributor to cost and associated variability.'®** When a
surgeon demeonstrates high instrument variation, this also often leads
to increased cost. Thus, robotic case standardization, based on high-
utifizing surgeons' consistent use of supplies, can help drive more pre-
dictable instrument profiles for each case type. While unique cases
may occasionally demand creative approaches to surgery, most cases
should be accomplished with standard and predictable instrument pro-
files. This is also impacted by the overall experience of the surgeon,
with surgeons in their learning curve or early in their robotic careers
typically far more variable and excessive in instrument use,

4.1 | Misaligned cost accounting

Real-world cost of data obtained from the CAVA Robotics' data base
includes capital costs for the robot. It is noted that these data are fre-
quently amortized across all the robotic cases. However, at most hos-
pitals when these same data are pulled for traditional laparoscopy,
orthopedics, and other procedure-based service lines, the facllity fre-
quently follows different cost accounting methodologies. For exam-
ple, a hospital may opt to roll up the capital cost of a da Vind robot
into its total robotic cost assessment, but not follow this same treat-
ment of capital costs with other surgical technologies and service
lines when attempting cost comparisons, Comparing the actual CoO
of a da Vinci robot vs other surgical technologies is therefore chal-
lenging. Thus, when assessing robotic costs, a similariy designed
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TABLE4 CoO results: Fixed and variable total costs For The Hospital®
Service Line Average Fixed Costs Average Variable Costs Total Cosis
Case type N  Purchase Service Total fixed da Vinci sup. Non-da Vinci sup. 5taff costs Total VAR Fixed and varlable
Bariatrics ({total cases) 17 $11788 $4940 $16727  $63 399 $120 854 $29 745  $213998  $230 725
Bariatrics 17 $11788 $4940 $16727  $63399 $120 854 $29 745  $213998  $230 725
Colorectal (total cases) 19 $13175 $5521 $18695  $3106% $126 263 $64723  $222055  $240 750
Colon resection 15 $10401 $4358 $14759  $24 566 $87 054 $42 389  $154 109 %148 869
Rectal resection 4 $2774 $1162 $3936 $6404 $39 208 $22 334 $67 946 $71 882
Gen Surg {total cases) 136 $94 302 $39517 $133 819 $174 480 $269 438 $201 864  $6457B2  $779 600
Chole—MP 35 $24269 $10170 $34 439 340363 $26 716 $49 284  $116363  $150 802
{Chole—55 28 $19415 $8136 527551 $24 965 483 355 $26 997 $135 316 $162 867
Fundoplication 18 $12481 $5230 $17711  $30782 $83 371 $44 422  $15B575  $176 287
Inguinal hemia 30 $20802 $8717 $29519 $43171 $40 566 $40508  $124 245  $153 764
Ventral hernia 25 $17335 $72564 $24 599 $35 200 $35 430 $40 452 $111 282 $135 881
Gyn {total cases) 124 $85981 $36030 $122011 $210018 $451 239 $231 328  $892 585 %1014 596
Endometriosis 8 $5547 $2325 $7872 410 399 $21 061 $13 518 $44 979 $52 850
Hyst—hbenlgn 90 $62406 $26151 $88557 $159 515 $319 307 $167 374 $646 195 $734 752
Myomectomy 4 $2774 $1162 $3936 $5403 $13 096 $9867 $28 367 $32 302
Sacrocolpopexy 6 $4160 $1743 $5904  $11 676 $39 665 $15 442 $66 782 $72 684
Oophaorectomy iz $8321 $3487 %11 808 $18 057 $48 331 $16 932 $83 321 $95 128
Ovarian cystectomy 4 $2774 $1162 $3936 $4967 $9778 $81%6 $22 941 $26 877
Gyn oncology (total cases] 30  $20 802 $8717 429 519 $48 227 $211 533 $36 432 $366 192 $395711
Hyst—mallgnant 30 $20802 $8717 $29519  $68 227 $211 533 $86 432  $366 192  $395 711
Urology {total cases) 70 $48538 $20340 468877 $150426 $340 476 $270679  $761580  $830 458
Nephrectomy 12 $a321 $3487 $11 808 $25 223 $73 325 $43 264 $141 813 $153 620
Prostatectomy 50 $34670 $14528 $49198 $111893 $219 947 $197 685  $529 526  $578 724
Partial nephrectomy 8 $5547 $2325 $7872  $13309 $47 203 $29 729 90 242 $98 114
Thoracic (total cases} 28 $19 415 $8126 $27 551 $44 038 $165 265 $89 066 $300 369 $327 920
Lobectomy 20 $13868 $5811 $19679 $34 779 $127 307 $67016  $229 102  $248 781
Wedge 8 $5547 $2325 $7872 $11 259 $37 958 $22 050 $71 267 $79 139
All case types {total cases) 424 $294 000 $123 200 $417 200 $743 657 $1 685 067 $973 836 $3402 560 $3 819 760

*Costs were detenmined combined all cases presented in the underlying average case mix presented in Figure 1.

model, as herein described, should be applied to obtain a true com-
parison wlth da Vincl robotics.

Why is there a common cost accounting method inequality
between robotic and laparoscopic surgety CoO? There are several fac-
tors. A decade ago, when robotic surgery experienced significant vol-
ume growth and expansion of case mix, supply chain and finance
departments of hospitals looked at robotics as a new service and
wanted to evaluate the profitability of this service through a narrowly
defined “cost” lens, but did not take into account an equitable compar-
ison of the robotic costs vis a vis other Minimally Invasive Surgery
{MIS) and nen-MIS service lines, Amplifying this Inconsistency is the
fact that 20 years ago, had these same hospitals assessed the cost
of laparoscopic surgery in the era of paper cost accounting with its
limited ability to assess all the dimensions of surglcal costs and pro-
vider performance metrics, many institutions may have seen weak or
even negative financial performance. Robotics, on the other hand,

emerged in the early big data era, at a time of heightened awareness
of cost-effectiveness and value-based medical care—all of which did
not exist i US hospital "C-suites” of the late 1980s and 90s.
Further complicating the assessment of robetic Co0 is the lack of
standardized cost accounting methodologies among US hospitals;
attempting to compare the cost of a robotic system between hospitals
or IDNs is currently affected by wide varation in cost accounting
methodology. One example of this varlation is the varlety of ways that
hospitals treat the cost of da Vinci reposable instruments: some hospi-
tals place robotic surgery in the highest cost tier and add a first minute
surcharge to the case to allow for the high instrument cost; some cap-
italize the cost of the Instruments; some meticulously track the use of
each instrument and capture the actual cost per use. In the model
described herein, however, only hospitals that cost each reposable
instrument have been used, an essential component to assure accu-
racy in the CoQO assessment. It is advisable that these elements be
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TABLE 5 Sensitivity analysis: Deviation of cost per da Vinci robotic surgery by case, using low and high estimates

Service Line Fixed Costs Varlable Costs Total Costs g

Case type Low  %change Basecase S&change High Low %change Basecase %%change High Low %change Basecase %change High -

Barlatrles {total cases} $695 29.3% $984 69.5% $1668 $5338 57.6% $12 588 75.3% $22070  $6033 55.5% $13572 74.9% $23 738 El<|1

Bariatrics $695 29.3% $984 69.5% $1668 $5338 S57.6% $12 588 75.3% $22070 %6033 55.5% $13 572 74.9% $23 738

Colorectal (total cases} $695  29.3% $984 69.5% $1568 $3958 661% $11 687 89.8% $22 187  $4653 63.3% $12 671 88.3% $23 855

Colon resectlon $695  29.3% $984 69.5% $1668  $2972 71.1% $10 274 103.8% $20941  $3667 &74% $11 258 100.8% $22 609

Rectal resection $695 29.3% $oB4 69.5% %1668 $7658 54.9% $16 986 58.1% $26 857 $8353 53.5% $17 970 58.7% $28 525

Gen Surg (total cases} $695  29.3% $984 69.5% $1668 $25124 47.1% $4748 119.9% $10 440  $3209 44.0% $5732 111.2% $12 108

Chole=MP $695 29.3% $984 £9.5% $1668 $1957 411% $3325 204.5% $10 126 $2652 39.4% 44309 173.7% $11 794

Chole—S5 $695 29.3% $984 69.5% $1668 $4126 14.6% $4833 27.7% $6170  $4821 17.1% $5817 34.7% $7838

Fundaplication $695 29.3% $984 69.5% $1648  $2642 T70.0% 38810 108.3% $18 354  $3337 45.9% $9794 104.4% $20 022

Inguinal hemia $695 29.3% $984 £9.5% $1648  $1870  548% $4141 152.4% $10451  $2565 49.9% $5125 136.5% $12 119

Ventral hernla $695 29.3% $984 69.5% $1668 $2167 51.3% $4451 123.5% $9950  $2862 47.3% $5435 113.8% $11 618

Gyn {total cases) $695 29.3% $984 6%.5% $1668 $2506 65.2% $7198 140.7% $17 323 $3201  60.9% $8182 132.1% $16 991

Endometriosis $695  29.3% $984 69.5% $1668 $2403 57.3% $5622 162.1% $14737 $3098 53.1% $6606 148.3% $16 405

Hyst—benign $695 29.3% $984 69.5% $1668 52442  660% $7180 150.9% $18013 33137  614% $8164 141.1% $19 681 :

Myomectomy $495 29.3% $984 69.5% $1668 $2651 62.6% $7092 138.0% $16 880 53346 58.6% $8076 129.7% $18548 |

Sacracolpopexy $695 29.3% $984 69.5% $1668 $3906 64.9% $11 130 84.5% $20 538 $4601 62.0% $12 114 83.3% $22 206

Qophorectomy 5695 29.3% $984 49.5% $1668 $2408 65.3% $6943 92.3% $13 349  $3103 40.9% $7927 89.4% $15 017

Ovarlan cystectomy $695 29.3% $984 69.5% $1668 $2203 61.4% $5735 153.0% $14 512 32893 56.9% $6719 140.8% $16 180

Gyn oncology {total cases)] $695 29.3% $984 69.5% $1668 $3143 74.3% $12 206 70.1% $20761 53838 70.9% $13 190 70.0% $22 429

Hyst—malignant $695 293% $984 &9.5% $1668 $3143 74.3% $12 206 70.1% $20 761 $3838 70.9% $13 190 70.0% $22 429

Urology (total cases) $695 29.3% $984 69.5% $1668 $5816 4b65% $10 880 B0.5% $19 640 $6511  451% $11 864 79.6% $21 308

Nephrectomy $695  29.3% $984 &9.5% $1668 $3925 668% $11 818 BL1% $21 404 $4620 63.9% $12 802 80.2% $23 074

Prostatectomy $695  29.3% $984 69.5% $1668 $6526 38.4% $10 591 7IT7% $18 824  $7221 37.5% $11 575 77.0% $20 492

Partial nephrectomy $695  29.3% $984 69.5% $1668 $421% 62.6% $11 280 95.8% $22084 $4914 59.9% $12 264 23.7% $23 752

Thaoracic {total cases) $695  29.3% $984 569.5% $1668 $3456 67.8% $10 727 155.2% $27 380 $4151  54.6% $11 711 148.0% $29 048

Lobectomy $695  29.3% %984 69.5% $1668 33595 68.6% $11 455 138.2% $27 282 $4290 65.5% $12 439 132.7% $28 950

Wedge $695 29.3% $984 59.5% $1668 $3108 65.1% $8908  210.1% $27 627 33803 61.6% $9892 196.1% 329 295 m

All case types (total cases)  $695 29.3% $984 69.5% $1668 $3341 584% $8025 109.5% $14 813 $4034 552% $9009 105.1% $18 481 %
5
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standardized so that robotic CoQ can be universally performed in a
reliable manner, and so robotic performance can also be compared
correctly to lap and other service lines to achieve an equitable
apples-to-apples assessment of CoQ.

4.2 | Quality as a cost variable

Moreover, the guality of the robotic program itself—ie, the perfor-
mance characteristics of the robotic surgeons, the efficiency of the
crew, the management of supplies, etc.—further impacts the CoQ
equation, Quality, however, is rarely discussed as a factor In robotlc
CoQ in the peer review literature, with wide variations in time metrics
and supply utilization routinely observed in real-world settings. These
variations—not strictly accounted for and a limitation of this analysis—
are largely influenced by surgeon training and experience, crew train-
ing, case selection and case type, program performance policies, and
governance,

4.3 | Cost of ownership for future robotic
technologles

The current model also provides a base CoO framework which may be
useful as a foundation for hospitals to evaluate new robotic systems as
future technologles enter the market place. In this context, it is impor-
tant for hospitals to standardize their cost accounting, as suggested
herein, to achieve comparable analyses from the perspective of IDN
to IDN/hospital to hospital, as well as from the perspective of
assessing the CoO of robotic vs MIS technologies-fully burdened
based on identical service line/case mix/case volumes, and all associ-
ated fixed and variable costs.

5 | CONCLUSION

Assessing the CoO of a robot using RWD makes it clear that there are
many vartables that directly and significantly impact CoD. Cost
accounting, supply/reposable efficiencies, case mix, case volumes,
and case times represent core variables that can drive up ar reduce
CaO0. Robotics is thus often referred to as a “team sport,” meaning that
highly efficient management and work flow of all robotic stakeholders
slghificantly Impacts program quallty and robotic CoO. Hospitals/IDNs
that understand how robotic CoQ is impacted by these variables hold
the key to better controlling robotic costs, and thereby achieving
improved financial performance of their robotic program. Moving for-
ward, establishing this improved operational and financial approach Is
critical as new robotic vendors and technologies enter the global mar-
ket, as administration and clinicians ask, what does this new robotic
technology really cost?
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Preface

Rationale

The Executive Packet is a collection of data-driven reports from different areas across your organization. Each page is
intended to highlight areas where Epic's technology and automation could better support and advance your organizational
goals. We hape you find them useful. Please let us know if any additional data points would be valuable.

Notes on Data

Each page within the packet includes a note describing the date ranges used for the data, the peer group you are belng
compared against, and the period with which trends are caleulated. Trending is caleulated as “percent change from prior
period" - for example, 2 change from 40% to 50% would be represented as a 25% Increase between pericds.

Broadly speaking, most over-time metrics cover the prior 3-month peried, while point-In-time metrics represent the most
current value we were able to collect.

We use a varlety of data sources in the packet: clinical, financial, and feature tracking metrics, feature usage information for
your organization from Gold Stars and Nova Release Notes, and a variety of manually gathered data.

Peer Grouping

You are being compared against the peer group Critical Access: Resolute Hospital Billing locations. This facility type applies
to rural hospitals that are commonly certified as Critical Access Hospitals (CAH) by Medicare and receive cost-based
reimbursement.

You can find a llst of organizations that are included in benchmarking peer groups by navigating to the most recent Cogito
Benchmarking Update post on UserWeb at hitps://userweb.eplc.com/Tople/340 and downloading the "Participation” PDF
linked at the bottom of the post.
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Interoperability Exchange Statistics

PEERS: Crilical Access | DATA: 12 months ending August 2020

Standards-based

Care
Exchange of Full
Patient Recortls Everywhere

Patlent Records Exchanged - Washington Instance

You've exchanged Exchanges in 2020 YTD 31,656,940

patient records with .

organizations spanning Exchanges in 2019 38,200,762
Sinee Care Everywhere Go-Live in 2011

BEL srares W 122,379,013
Hospitals Exchanged with 1,993

s exchange ohume s B EDs Exchanged with 1634

- Clinics Exchanged with 41,641
Implemented Features Epic Comimunity Adoption Top Trading Partners B Sent W Regeived
m Qutside Visits in Chart Review 402/ 415 Swedish Medical Center (Historical as of 6-15-19) and Polyclinic (Active)

Show internal & external encournfers togeifier for a more complete picture.
- 283 562 External Encounters Viewed Last Month

@Y ) Longitudinal Plan of Care 17722

Show de-duplicated patient information from extemal and internal sources.

@Y > Happy Together Lab Results (Fundamental) 254 / 400

inciude j2b results from Care Everywhere in patient charts (does not include
trending focal and outside resuits, which requires complex buiid).

1,074,588 Lab Results Auto-Reconciled Last Manth

@I ) Image Exchange 119/398

Send and receive reference-quality images via Care Everywhere.

@ Chart Gateway 124/391

Efficiently review and process your patients” fife instrance release requests.

(@I ) Govemment Connections  §$4 + DoD&VA & 1247391

Payer Platform 16 /373
Colfaborate with payers to reduce costs, refieve administrative burden, and
improve patient outcomes.

s . 7 _Gp)g0e
UW Medicine - Washington

N 44 51637m
Kaiser Permanente Wash.gton
EEs———— 5094995
\MuttiCare Health System

S $Z9 4565023
Ulinics using athenahealth
SN 4,022,704

The Everalt Clinie

AN 44009090900 2923506

Catholic Health Initiatives Pacific Region

I 2,198,000

Collective Medical

1,524,540

(iveriske Hospital Medical Center

I 1,466,873

Valley Medical Center

1,360,308

@ Sent @ Received

Streamlining Exchange

Your Record Exchange Compared to

Your Peers {Perceniife) @gm
Features Impacting Your Exchange You Your Peers
Effective Awthorization Policy 82%
Advanced Record Location TT%
Shared Provider Directory 59%

Epic Executive Packet ©2020 Epic Systems Corporation. Confidentiai.

Carequality Exchange by Network B Sent W Received

Live Since: 05/25/2016 Sites Exchanged With: 3,710
athenahealth
S 0 14,022,704
Kno2

[==——"——— ¥

GE Healthcare (Qvera}

P 952,272

CommonWell

[ 430,293

NextGen

[ 374,805

el linicatWorks

172,620

Health Gorilia

123,604

MatSmart
‘4,956

Interoperability | 1
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Patient Records Exchanged

State Map States are shaded based on the number of records you've exchanged with them, with dark green Indicating the most
exchanges. The darkest shade indicates an exchange percentage of 10% or greater, and each censecutive lighter shade
fallows a logarithmic scale (10%, 1%, 0.1%...). The lightest shade Indlcates that you've exchanged at least one record with an
organization in that state. Gray indicates no exchanges with organizations in that state.

Exchanges in <Year> The sum of incaming and cutgoing patient records in a given year, including exchanges with Epiz and non-Epic trading
pariners. A single patient can account for muHiple record exchanges if they are linked to multiple crganizations and updates
are requested for those links. ’

Hospitals, Emergency Departments, The number of Epic hospitals, emergency departments, and clinics you have exchanged with. it doas not include any non-

Clinles Exchanged With Epic hospitals, emergency departments, or clinics because we don't have a way to gather these counts.

Streamfining Exchange

Your Record Exchange Compared toYour  You're compared to your peers based on each organization's exchange counts normalized by the number of unique patients

Peers they've seen In the last 2 years. if you're in the 50th percentile, you exchange the same amount of records as peers who see
the same number of patients. Features that can Improve your exchange compared to your peers' are shown with a bjank
checkbox.

Effective Authorization Policy Patlents should authorlze the exchange of their records when they're seen elsewhere. If this metric appears with a green

check mark, st least 90% of your patients seen in the last quarter have authorized Care Everywhere exchange. Restricted or
otherwise opted-out patients are excluded from this metric.

Advanced Record Location Advanced Record Location significantly streamlines record exchange by autamating requests for a patient’s record, rediueing
staff time and increasing the likelihoed that infermation is available. If this metric appears with a green check mark, you
have Advanced Record Location enabled at patient check-In, ED arrival, and Inpatlent registration (as applicable).

Shared Provider Directary Sharing your provider directory improves communleation by allowlng extemal providers 1o send records for patlents coming
to your organization. If this metric appears with a green check mark, you've shared an updated provider directory in the last
Quarter.

Top Trading Partners

Top Trading Partners Bar Chart Your top ten trading partners during the past 12 months, sarted by the total number of patient records exchanged {sent and
recelved) with those parirers.

Carequality Exchange by Network

Sites Exchanged With The number of unique crganizations you've exchanged with via Carequallty, These arganlzatlans do not use Eple, sa this
count cannet be broken down into hospitals, clinics, and EDs. Each organization you exchange with may represent multiple
facillties.

Bar Chart Your Carequality network trading partners during the past 12 months, sorted by total number of patient records exchanged

{sent and received). A network may represent multiple EHR vendors.

Feature Toggle Legend

ﬁ On Cm Off Not applicable to your erganization o Available in a future version

Epic Executlve Packet ©2020 Epic Systems Corporation. Confidertial. Interoperability | 2
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Patient Experience

PEERS: Critical Access | DATA: 3 months ending October 2020 | TREND: Since last quarter

Activation & Logins

E Patients with a MyChart Account

Vvou BBoflom25% © Midde30% M Median W Best25% M Best 10%

Patients Seen Who Have
a MyChart Account 21.3% r— = —

(Past 12 monihs) a

286% J— p—

Ed%

40% I_ o s

"%

Patients Seen 3+ Times
Who Have a MyChart
Account (Past 12 months)

MyChart Users Who Have
Logged In (Past 90 days)

Inactive Patients .
Activated Within 1%
7 Days of Encounter

€I Auvtomatic Activation Peer Group Adoption 19/ 27

€T ) Instant Activation
€T Front Desk Signup

Peer Group Adopiion 22122

Peer Group Adopiion 18722

Financial
Patlent Payments Collected Through
ﬁ‘ MyChart & Welcome (Past 3 months)

VYoy B Boftorn25% U Middle 50% M Median W Best25% M Rest 10%

Patient Payments

:ﬂoﬁiﬂretd Through - S — co m—
yCha

Paperless Statements 0.0% L = e

{% of total staternents) i o X 17
. Patient-Initiated Estimates Peer Graup Adoption 7/20

€I PayasGuest
X Payment Plans
Financial Assistance

Peer Group Adoption 19720
Peer Broup Adopiien 17420

Peer Group Adoption 7/14

Clinical

VYor W Boltom25% W Middie 50% W Medion W Best25% W Besi i0%

Test Results Released

53.4% s— T o

Within 24 Hours .
Test Results Released 08 5% rommmmm— =
Within 30 Days o

T T, S

Turnaround Time for

Patient Messages (Ava) 10

Patient Netes 40.6% - T [P—
Shared in MyChart o

MyChart Bedside Use (% of admissions) 1%

¥ For 7 Live Departments ouf of 229

@I ) Happy Tagether Peer Group Adcption

Telemedicine & Virtual Care
Integrated Video Visit Volume

E-Visits Received

Patients Enrolled in Care Companion

Epic Executive Packet ®2020 Epic Systems Corporation. Confidential.

Access

Vyor B Boliom25% U Midfle50% B Median B Best25% W Best 10%

Appointments
Scheduled Online
for MyChart Patients

0.0% 1 - s ===

Appointments
Checked-In Through
MyChart or Welcome

55% .~ = T'

0.0% I e o

Open Slots Filled
Through Fast Pass

Swconer Appointment Time Offers Sent 0
to Patients Through Fast Pass {Past 3 months)

Average Days Improvement

from a Fast Pass Offer
1. Ticket Scheduling Peer Group Adoption
€Y ) Open Scheduling Pear Group Adoption
T MyChart eCheck-In Peer Group Adoption
X Hello Patient Peer Group Adoption
] Welcome Kiosk Check-In Peer Group Adaption
@Y > OnMyWay Peer Group Adaption
@I ) esignature Peer Group Adoption

MyChart Patient Experlence | 3
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PEERS: Critical Acoess | SBATA:3 months ending October 2020 | TREND: Since last quarter

Activation
Total Patlents with a MyChart Account

Patients Seen Who Have a MyChart
Account

MyChart tUsers Whao Have Logged In

Inactive Patients Actlvated Within 7 Days
of Encounter

Count of patients active on MyChart. A patient with two proxies {e.g., a child with two parents) is counted as 1

Percentage of unique patients seen in the past 12 months who are active on MyChart. Also shown as patlents who have been
seen 3 or more times in the past 12 months.

Percentage of active MyChart users who have logged into their account in the past 90 days.
Clinical encounters for which the patient's MyChart status changed from inactive to active within 7 days of being seen.

Auiomatic Activation Use configurable automated triggers to send an email or text message to patients for MyChart signup.

Instant Activation Staff can qulckly send patlents an activation URL by email or text message for a streamfined mobile slgnup werkflow.
Frent Desk Signup Frampt front desk staff to sign patients up during check-infout.

Clinical

Test Results Released Data on the time it takes to release finalized test results to MyChart.

Turnaround Time for Patlent Messages
Patient Mates Shated In MyChart
MyChart Bedside Use

Happy Tegether

Avearage time {in days} it takes for semecne at your clinic to respond te a patient message.
The percentage of patient notes available for sharing that have been shared in MyChart,
Percentage of admissions using MyChart Bedside on the tablet or MyChart Mobile for live departments.

A design philosophy dedicated to improving patlent care and care coordination, Happy Together allows patients to see a
combined view of their healthcare record across many organizations in one comprehensive narrative in MyChart,

Telemedicine & Virtual Care
Integrated Video Visit Volume

Total E-Visits Submitted

Patients Enrelled in Care Companion

A count of scheduled video visits where 2 patient and 2 staff member were connected simultaneously.
The total number of e-visits submiited from MyChan. E-Visits are an asynchronous form of telehealth that allow praviders o
respond to patient symptams on their own schedule.

Number of patlents currently entolled in a MyChart Care Companion Care Plan. MyChart Gare Companion is an individualized
plan of care delivered to patients through user-friendly technology.

Financial

Patient Payments Callected Through
MyChart & Welcome

Patient Payments Collected via MyChan
Paperless Statements

Patientnitiated Estimates
Pay as Guest

Payment Plans

Financial Assistance

The sum of electronic payments made over the past 90 days. Patients can pay thelr outstanding balances by logging inte
MyChart, logging on as a guest, or using Welcome. Payments from payment plans are also included.

The percentage of payments made over the last 90 days that came from MyChart, Pay as Guest, Welcome, and payment plans
rather than manual collection by your staff, calculated as a percent of tha count of payments.

Pergentage of total billing statements made available to the patient in MyChart rather than sent via mail. Patients are counted
whether they are active on MyChart or not

Patients can view and create estimates for cammon procedures based en information your organization provides.
Allows for patients and guarantors to pay bills online without signing up or signing in to their MyChart account.
Patients and guarantors car set up an auto payment plan in MyChart with the monthly amount, pay date, and details.
A patient or guarantor can complete a form to request financial asslstance and track its progress and approval online,

Access

Appalntments Scheduled Online for
MyChart Patients

Appaintments Chacked In via MyChart or
Welcome

Open Slots Filled Through Fast Pass

Saaner Appointment Time Offers Sent to
Patients and Average Days Improvement
from Fast Pass

Ticket Scheduling
Open Scheduling

MyChart eCheck-In

Helto Patient
Welcome Kiosk Check-in

eSignature

Epic Exscutive Packet ©2020 Eplc Systems Corperation. Confidential.

Percentage of visits for MyChart-active patients that were scheduled through MyChart,
Percentage of appointments where the patient checked Ih using MyChart or Welcome before the visit.

Percentage of appaintments offered through Fast Pass where a patient accepted the offer. Fast Pass helps patlents secure an
earlier appointment time and improves providers' schedule utilization.

The count of appointments offered through Fast Pass, and the corresponding average number of days an appoiniment was
maoved advanced forward.

Clinictans create scheduling tickets for visits ar procedures, or the system auto-generates tickets when a clinician orders a
certain pracedure of lab test. Patients can use the ticket to schedule the appointment online through MyChart.

Open scheduling allows patients to schedule an appeintment anline without needing a MyChart account. Patients can
schedule appointments threugh a central scheduling page or from within your arganization’s provider directary.

Allow patients to skip the line for check-in by empowering them to update their insurance, sign documents, and answer
clinical guestionnaires through MyChart.

Digttally greet patients as they amive at the clinic and artomatically sign or check them In
Offer patients self-service check-In at the start of the care precess, via an intuitive touch sereen interface.
Allow patients to qulckly sign decuments prior to arrival via MyChart eCheck-in.

MyChart Patient Experlence | 4
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1 1 I See Signal (signal.epic.com, Epic's online portal f
Outpatient Physician Well-Being o i e w oo

Minutes Warking After Hours (tnscheduied time on weekdays between 5:30 PM and 7:00 AM ard any time on weekends, AKA Pgjama Time}

Your Average PeerGroup. Peer Group Your Distribution ‘;zl;;o?gﬂgggs Total
(C BRI S PR [ 0 Mioues [ < 15 Minkes 8 15- 30 Minwtes B > 30 Minutes [ Specialty Physicians
Overall 82 225 267 a3 | 1

Largest Specialties by Number of Physiclans
Bottom Outlier Specialties (Furthest from the Epic community speciafiy-specific benchmark)

Progress Notes (Time in notes vs progress notes fength) Clinical Review (*igher is betfer) @ You ! Best25% | Median
Inefficient Note Composition Potantial Hote Bloat
Chart Search 29% &
Personalized '
) Quick Fitters 21% l l
=
£ ox  Z0% 0% 60 d0%  100%
&
£
_% Team-Based Care (Higher is better) ® Yoo | Best?5% | Median
= |
= Orders Placed with 26%
Team Contrlbutions
Note Text Written 32%
Shorl Effickent Notes Note Length (Charsciars) Long Efficient Hotes by Others
1 Family Medicine o%  20% 0% G603 B0%  100%
Chart Closure Rate (Higher is better) ®You | BestZ5% | Median
Same Day Chart 91% | °
Active Signal Users per Week W Yoo Best25%  ---- Median Closure Rate |
{Per 500 physizians - Washington instance) ok 20% 40X G0%  AO%  100%
11

88

6.2
6.6 49 44_145 50 %0 53

4.4 4 P O e l
22 ot 1] l

: n

Ju' Ju.‘ Jul Avg Aug Aug Aug Aug Sep Sep Sep Sep Dot Dct
13 20 27 05 1w 17 M 03N N 2 05 12
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Minutes Working After Hours

Qverall This section shows the percentage of providers across your arganizatlon who spend time in the system on weekdays outside
the hours of 7:00 AM and 5:30 PM and any time on weekends and non-scheduled holidays. Time is also divided into buckels
of minutes per day spent an average. If a pravider is scheduled on weekends or off hours, this metric does not include the
time during those scheduled hours, It also excludes time spent parsonalizing tools like SmartPhrases and praference lists,
time spent using reporting tools such as SlicerDicer and Reporting Workbench, and tlme spent in Inpatient encounters.

Largest Specialties by Number of The average amount of after hours time per provider in the two lergest speclaitles at your organization.
Physicians
Bottom Qutller Speclalties The average amount of after hours time per provider in the two specialties at your organization that are furthest from their

peers at other organizations in the Epic community.

Progress Noles

This sections shows your fop specialiies by size. Each specialty is graphed in standard deviations away from the communily average for thet specially, The size of the circle
corresponds to the refative size of that specialty at your organization.

Time in Notes Average time spent writing a note for each note written per provider.

Note Length Average length of a provider's notes, in characters.

Manual Note Composition

The percentage of text in notes written manually for the three specialties at your organlzation that are furthest from their peers at cther organizatiens in the Epic
comminity.

Physician Builders and Training

Self-Reported Physician Count of certified Physician Builders or Power Users at your arganizatlon (self-reparted). A Physician Bulides is 2 practleing
Builders or Power Users clinician that understands your organization's workflows and contributes to records buit In yeur Eplc system, Power Users are
Eple- tratned providers that have shown an understanding and usage of optimization tools.

Active Thrive Program Shows whether your organization has an active Physlclan Thrive program. Thrive After Go-Live Is Eple’s post-live, efficiency,
and advanced pessonalization program for end users. Research on pravider satisfaction shows that ongoing training and
system persanalization Imprave averall end user happiness. The Thrive program provides a framework for you fo establish an
ongoing tralning pragram targeting efflciency tips and advanced personalization, starting 2-3 months after godive.

Active Signal Users per Week

The number of unlque staff members from your organization who viewed Signal at least once in the glven week, normalized to users per 500 physlclans. This metric Is
calculated by dividing the count of unitue users In a given week by the number of physicians at your organization and multiplying that number by 500.

Clinical Review
Chart Search The percentage of providers whe used Chart Search at least ence during the reporting period.
Quick Fllters The percentage of providers whe have created at least one Quick Filter in Chart Review.

Team-Based Care

Orders Placed with Team Help The pescentage of orders signed by the provider that were pended by another provider,

Mote Text Written by Others The parcentage of notes authored by physicians that were added or written by other providers.
Chart Closure Rate

Same Day Charf Ciosure Rate The parceniage of appointments that wera closed the same day as the appeintment date.

Epic Executive Packet ©2020 Epic Systems Corporation. Confidential. Outpatient Phiysician WellBeing | 6
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Outpatient Physician Efficiency - In Basket

Higher than necessary message volume could distract from important messages and take time away from patient care. Improve outpatient physician efficiency in In Basket by
rerouting apprapriate messages to support staff and by enabling features that help your physicians quickly respond to common messages. For mare information on improving
physician efficiency, contact your BEF or TC. See Signal {signal.epic.zom), Epic’s online portal for provider efficiency data trending, insights, and dril-downs.

@ Messages Received per Provider per Day

Your Dverall Average

50
40
32
30
20
20
0
Your Qverall
Average
q Message Types to Review Messages per Provider per Week
Type Recommended Action tem
Help support staff handle these messages more efficiently through Refill
Refilis Pratocols. 13 5.0
Canceled Orders These messages afe often anly informational. Assess the value and 51 21

suppress or re-route to support staff as appropriate.

These messages are often only informational. Assess the value and
Care Everywhere Suppress or re-route to support staff as appropriste. 10 0.83
Chart Completion Adjust message gengration riles and determine if people other than the 11 9.2

provider can assist with certain messages.

Review top message-generating orders and defermine which could fall 9.6 12

Clinic Orders Cosign under a written protocol instead.

Reduce clutter by consalidating these messages with ather encounter
CC Charts summary messages. 2.7 4.0
o Impactful Features You Are Mot Using Peer Groyp Adopfion
Automatically Remove Completed Messages ) Emall Ticklers
Give providers immediate feedback on progress by autoratically - Help users who onfy work in Epic a few days & week stay connected
remaving a message from the In Basket when it is marked Done. to their patients By subscribing to emaif reminders for new in Basket
messages.
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Descriptions & Benefits

Messages Received per Provider per Day The average number of In Basket messages received per provider per day.

Your Specialtles with the Hlghest Messege  Compares average message volume in specialties at your organization to the Epic cornrunity's top quartile for those
Volume specialties. The graph highlights specialties with the largest difference from the Epic community average.

Message Types to Review Shows In Basket message types whose value and audience should be reviewed, including strategies to decrease the number of
messages of that type in your physicians’ In Baskets.

Impactiul Features You Are Net Using These features are available on your current Epic release version and are not fully in use in your organization. Implementing
these features would help to make In Basket more efficient for your providers. Thresholds for use of these features are
available at Signal epic.com.

Epic Executive Packet ©2020 Epic Systems Corporation. Confidential. Ounpatlent Physician Efficlency - In Basket | 8
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Acute Care Nursing

Track System Time (20 second inactivity timeaut) Proyide 1.ean Flowsheets

Data from 409 shifts across 105 purses: Mar 22 - Jul 10 See reverse for data date ranges
Active Time per 12-Hour Shift ) CQ Device-Entered Flowshest Data in ICUs o
(Hyperspace) 118 winutes o’ {Of data that can be automated) 18%
How Yau Gompare Y R — How You Compare ¥ ——
153157 200 18% 58% 78% 9
130
4 109 126
98
82
66 Total Minutes Initial Rows
w 53 Most Used Flowsheet Templates Spent Displayed
pec 9 Apr20 Jn 20 Adult PCS 5,404 103
Active Time in Hyperspace by Category (Minutes} Labor Record 2,451 122
W Flowsheets B MAR I Clinical Review Care Plans Vital Slgns 1,740 43
W Orders B Time Management I Noles W Oifer
You intake/Output 1432 29
PACU 1,373 100
Flowsheet Features Peer Group Adoption
Average of Best 25% @ Infusion Pump Integration 7w
€I ) Rule-Based Flowsheets 18721

Patient Monitoring Peer Group Adoption @I ventilator Device Integration Wi
") Deterloratlon Index 8/ = =
Precision Staffing Peer Group Adaption
Early Sepsls Detection 17N

P e

") FallRisk 1421 Assignment Wizard 5/

1 ICU Length of Stay 2/21 & Capacity Management 17/

7 ICU Mortality Risk 2721 Nurse Scorecard /2
"~ Risk of Unplanned Readmission 10/21 @I workload Scering 16/ 21

Monitor BestPractice Advisories {BPAs)
Pop-Up BPAs Acted On 9% How You Compare “""":‘—-'——Y"— —21"‘— = -
I X
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PEERS: Critical Access | DATA: 3 months ending October 2020 | TREND: Since last quarter

Track System Time
Actlve Time in Hyperspace

How You Compare

Active Time in Hyperspace by Category

Clinician active time spent in Hyperspace is cellected and summarized through our Nursing Efficlency and Assessment Toal
{NEAT). This tool breaks down how nurses use the system to help identify acticnable feature and configuration options to
improve efficiency. Your EpicCare Inpatient Technical Services representative can share this data with you on a quarterly
basis. We currently capture user click and keystroke infarmation and apply a 30-section insctivity timeout in calcutations. We
are transltioning to a newer data model that also captures mouse movements and Yowers the timeout threshold to 5
seconds. Peer benchmarks are not mixed acress data models in order 1o preserve falr comparisons.

This graph shows the distribution of the average time nurses spend in Hyperspace acrass organlzations. The measurement
is limited to Registered Murses In similar shift durations {e.g., 8, 10, 12 hours) and the selected packet peer group.

The dauble bar graph shows where time is belng spent in Hyperspace activities 2s compared 1o the organizations tn the top
quartile. The graph shews the top seven areas where nurses spend time, and afl remaining time appears in the Other
category. You can see 2 more detailed breakdown of this Information in your NEAT workbook mentioned above.

Monitor BestPractice Advisories (BPAs)

Pop-Up BPAs Acted On

Frequently Presented BPAs with Lowest
Acted On %

Measures the percentage of Inpatient interruptive BPAs (such as pop-up BPAs) presented 1o nurses with at least one non-
acknowledgement reason actlon taken. Refer to the Reduclng Medication Timing Errors Using BestPractice Advisories
program for ideas on how to use this metric.

Displays the BPAs that were presented ta nurses most frequently In the reporting parlod and had low actlon taken. Considar
more targeted display of these alerts or adjusting logic accordingly.

Provide Lean Flowsheets

Nurses spend a lot of time in flowsheets. That data entry is vital for patient care and Is 2 core component in the Cognitive Computing Models befow. Help your nurses
document this data in real time and more efficiently by improving your Flowsheet content. Work with your Inpatient TS to run the Flowsheet uiifization tool te help inform you

in that work.
Device Enterad Flowsheet Data in ICUs

Timely Flowsheet Documentation

Most Used Flowsheet Templates

Flowsheet Features

Percentage of flowsheet values entered by ah Integrated device compared to the number of values that could have been
entered by an integrated device. This metric is limited to values entered from ICU departments where device integraticnis
most prevalent. A single day of data was sampled.

Percentage of flowsheet values filed by a nurse within 60 minutes of the vatue belng measured.

Ftowsheet terplates where users spend the most time, along with the number of Initial rows show by the template. You can
use this information to prioritize build improvements by their impact on nursing practice. Usage data from 409 shifts across
105 clinfcans: Mar 22, 2020 - Jul 10, 2020

Consider the following top tler Gold Stars features to help bring added integratfon, safety, and efficiency 1o nurses' most-
used workspace.

Patient Monitoring

Glinical cognitive compuling models use historical trends based on data from patients’ charis to predict future events, such as a patient's likelihood of developing sepsis or
having an unplanned readmission. These models can help your organization do the most good with the resources you have avaitable by focusing the attention of clinicians,
care managers, and administrative staff o the patients wha are most fikely in need of that attention. These Inpatlent cognitive computing models ara intended to directly
affect patient care by driving interventions that reduce negative outcomes, improve care, and fawer the costs associated with thaf care.

Precision Staffing

Epic’s precision staffing tools can help your organization granufarly evaluate, assign, and monitor nursing workioads for Improved clinician satisfaction and patient care. Use
seoring tools in Epig to distribute patient assignments, reduce staffing shorifalfs, and improve continuity of care.

Feature Toggle Legend

on @Y 1 off

On, but not Not Applicable to oo, Avallableina

operationalized your Organization \ * future versicn
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October 2020 | Prosser Memorial Health PEERS: All Epic | DATA: October 3, 2020 | TREND: Since last quarter

Revenue Cycle Performance Index

This page provides a peer-based comparlson of some key revenue eycle measures. it highlights areas of strength and cppertunities ta improve financial performance.

Financial Pulse Trophies Metrics Gompared to Median Matric Movement (Since last quarter}
Your goid (hest 5%), silver (best 10%), and bronze The number of metrics above and hefow the peer The # of metrics that improved, drapped, or stayed
fbest 25%} metrics compared to the peer group. group median. the same compared to Jast guarter {July 2020).
0 Improved >5%
ol 3 1 1 5
¥y’ : , ':) Within 5% of Prior Value i |
B = e Declined >5% 2
Metrics * Higher is Batter
Hospital Billing Your Value Best 25% W Yoy W Bottom25% W Middie50% W Best25% W Median
© ARDays 55.8 32.8 ——— 0 '
431 50.1 66.8
DNFE Days 8.7 7.5 M’J:l‘—__—_—_ |
g 94 1ns 164
€} Insurance 90+ 25.0% e {
16.1% 21.2% 35.0%
Primary Denial Rate 12.2% 8.9% —— EIJ—;—.- ;
111% 15.0% 24.7%
* Net Collection Ratic 90.3% 94.2% a _‘Llli —
85.9% 91.3%
@) *Clean Paid Claims -00% 30.0% 65.7% ! e ——
27.8% 45,9% 56.5%
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Data is collected weekly via Financial Pulse for the service area(s} listed and compared to the peer group as designated below. Financial Pulse trophies are based on this peer group.
For more measures and other service areas or comparisons, visit Financial Pulse in Epic of speak with your Financial Performance Analyst.

Service Area CC WPM PROSSER MEMORIAL HEALTH SA
Peer Group All Epic

Financial Performance Analyst Mark Bledsoe - mbledsoe@epic.com
Financial Pulse Trophies

HB Trophies {1/ 18}
W Claim Error Days

Metrics

HB

AR Days Number of days of outstanding balances in accounts receivable.

DNFB Days Number of days of balances that have been discharged but have not been final billed.
Insurance 90+ Percentage of insurance balances older than $0 days from discharge.

Primary Denial Rate Denial rate for payments posted for primary payers.

Net Collection Ratio Ratio of payments (less refunds) to net charges on fully reselved accounts.

Clean Paid Claims Percentage of claims resolved that did not require a touch in Epic (ne edits or denials).
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PEERS: All Epic | DATA: 4-week average, ending Detober 3, 2020 | TREND: Since last quarier

Revenue Cycle Automation

This page gives a guick glimpse into how often key Revenue Cycle activities take place without anyone at your organization needing to lift a finger. You can leam about opportunities
to improve automation within your Revenue Cycle by reviewing the Financial Pragrams on the UserWeb.

Automation Pulse Trophies

Your gold (best 5%), sifver (hest 10%}, and bronze

Metrles Compared to Median

The number of metrics above and befow the peer

Metric Movement (Since fast quarter)

The # of metrics that improved, dropped, or stayed

{best 25%) metrics compared fo the peer group. group median. the same compared to last quarter {July 2020).
&
i Y : °
l . - Within 5% of Prior Value 5
0 ' 0 Declined >5% 0
Metrics
Your Value Bast 25% W You W Botom25% W Middle 50% M Best25% W Median
€} HB Charges Triggered Clinically 97.9% ! ==
90.8% 93.2% 9911
HB Qutpatient Accounts Coded b
(1 Byt y 34.8% pmEem - ox compaven —_—
8.2% 64.9%
HB Consecutive Accounts Auto °
O combined »eox 0.0% — o n—
() HB Late Charges Auto Processed  -0.0%  0.0% Y = = —
53.7%
€} HB Payment Plans Using Auto Pay ~ —~0.0% 0.0% Y i ¥ ———
34.4% §50.0%
€} HB Insurance Payments Auto Posted 72.6% ! e —
92.0% 95.5%
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Service Area CC WPM PROSSER MEMORIAL HEALTH SA
Peer Group All Epic

Automation Pulse Trophies

HEB Estimates Autc Created
Metrics
Metric Definition Your Valye Sample Size
Percentage of hospital billing charges triggered through clinical workflows
. - instead of back-end revenue cycle workflows, such as Charge Router Charge 57.9%
HB Charges Triggered Clinically Entry and Batch Charge Entry. 081579967 416
. Percen{agé' of outpatierii non-surgical accounts successfully coded using
HB Qutpatient Accounts Coded by e 34.B%
Ve simple visit cading {SVC). 220278327 388
Percentage of ¢consecutive hospital aceounts that were combined
; automatically using a system action compared to the total number of
Egn::;:izcume Accounte Auto consecutive accounts that were combined ar which had the DNB check gﬂ’: 268
overrldden. This metric excludes recurring accounts,
Percentage of late charge processing actlons that were automated by a 0.0%
HB Late Charges Auto Processed  system action. 0140 387
HB Payment Plans Using Auto Pay Percentage of payments set up to use Auto Pay, o?r'?:r 282
Percentage of insurance payments which are posted without user intervention.
;l:sll?d"'a"ce Paymants Auto This includes payments posted via electranic remittance. N ,L%;?:: - a3
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arking

PEERS: Critical Access | DATA: September 2020 | TREND: Since prier manth

COQLE&PI_J‘;E Benchm

Cagito Pulse Benchmarking is Epic’s built-in performance benchmarking infrastructure. You can compare your performance on ¢linical, operational, and financigi

metrics to peers across the Epic community. A sample of the available metrics are listed below.

Participation Rate & Performance

Published Metrles You Submit

How You Compare to Your Peers

[ Your Metrics in the Best 25%
| Your Metrics in the Middie 50%

¥ Your Metrics in the Bottom 25% 31%

How You Stack Up
ﬂj_!,| Popular Metrics
* Day of Surgery Cancellations 0.0%
Percent of Inpatient Discharges Before 2 PM 0.0%
Breast Cancer Screening 0.0%
Cervical Cancer Screening 0.0%

E Leading the Pack

Appropriate Treatment for Children with Upper
Respiratory Infection {UR[)

0.0%

* Bed Request Tumaround Time - ED Turnaround 0.0%

* Bed Request Tumaround Time - Bed Ready to

Comptleted 0.0%

n Room for Improvement

MyChart Enterprise Activation Percentage 0.0%
* Average Wait Time After Check-In 0.0%

* Diabetes: Hemoglobin A1c Poor Control 0.0%

Epic Exgcutive Packet ©2020 Epic Systems Corporation. Confidential.

Your Value  Your Percentile

S

| 38th

Your Yalue

o - oam

Your Percentile

[_73m J o0th

TN T

Your Value  Your Percentile

ETE ET
S
TN

* Lower I Betfer

I Bottom 25% | Middle 50% [ Best25% I Medfan

Y

==
4%

n -

42.6%

58.6%

35.9%

W Bottom 25% [ Midole 50% 0 Best25% I Medlan

]

? « ¥ | msaw—
123m 210m

? S Sae—
T4m 90m

| Middie 50% 1 Best 25% W Median

b ——
40.4%
= k4
2lm  28m
32.9%
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PEERS: Critical Access | DATA:September 2020 | TREND: Since prier month

How You Stack Up

Popular Metrics

Day of Surgery Gancellations
Percent of inpatlent Discharges Before 2 PM
Breast Cancer Screening

Cervical Cancer Screening

Lead(ng the Pack

Appropriate Treatment for Children with Upper
Resplratory Infection (URI}

Bed Requaest Turnaround Time - ED Turnaround

Bed Request Turnaround Time - Bed Ready to
Completed

Room for Improvement

MyChart Enterprise Activation Percentage
Average Wait Time After Check-In

Diabetes: Hemeglobln Alc Poor Control

Epic Exgtutive Packet ®2020 Epic Systems Corporation. Confidential.

The percentage of day of surgery cancellations. A caseis considered canceled if the case is canceled, rescheduled,
or marked procedure not performed on the day of surgery. Add-on cases are excluded.

The percent of inpatient discharges completed before 2 PM. A higher value generally indicates a more efficlent
discharge pracess.

The percentage of women age 50-74 who had a mammagram to screen for breast cancer.

The percentage of women age 21-64 who were screened for cervical cancer using either of the following criteria;
age 21-64 and had cervical cytology performed every 3 years, or age 30-64 and had cervical cytolegy/human
papillomavirus {HPV} co-testing performed every 3 years.

The percentage of children age 3 months-18 years who were dlagnosed with an upper respiratory Infectlon (LRI} and
were not dispensed an antiblatic prescriptian on or within three days after the eplsode.

The average time required to complete a bed request originating in the ED. Incomplete bed requests are exciuded. A
iower value is batter.

The average time elapsed between when a bed request was submitted and when it was completed. Incomplete bed
requests are excluded. A lower valua is hetter.

The percentage of unique patients seen in the previous 12 months wha had an active MyChart account,

The average time & patfent waits between check-in and the beginning of rooming. A lower value is betier.

The percentage of patients age 18-75 with diabetes (type 1 or type 2) who had an HbA1¢ result >9.0% or no HbA1c
testresult. A lower score is better,

Coglto - Benchmarking | 16
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ergo sum, Cohort, Colleague, Comfort, Community Connect, Cosmos, Cupid, Epic, EpicCare, EpicCare Link,
Epicentet, Epic Earth, EpicLink, EpicWeb, Garden Plot, Good Better Best, Grand Central, Haiku, Happy Together,
Healthy Planet, Hyperspace, Kaleidoscope, Kit, Limerlck, Lucy, Lumens, MyChart, OpTime, OutReach, Patients Like
Mine, Phoenix, Powered by Epic, Prelude, Radar, Radiant, Resolute, Revenue Guardian, Rover, Share Everywhere,
SmartForms, Sonnet, Stork, System Pulse, Tapestry, Trove, Welcome, Willow, Wisdom, With the Patient at Heart,
and WorldWise are registered trademarks, trademarks, or service marks of Epic Systems Corporation in the
Unlted States of America and/or other countries. Other company, product, and service names referenced hereln
may be trademarks or service marks of their respective owners. Patents Notice: www.epic.com/patents.
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Memorial Health
September 28, 2020

Dear Prosser Memorial Health Team,

Adversity can make or break a team. People in the military know it. So do coaches and athletes
involved in competitive team sports. Ropes challenge courses evolved to create stress and
adversity to see how a team would respond. The idea being that when people come together and
share a physical or mental stress, they form a close group bond and build trust.

The COVID-19 pandemic has pushed us outside of our comfort zone. We have had to rely on
one another as a team as we navigate through the “unknown.” As frontline workers, none of us
had the luxury of quarantining at home with our family until we knew more about this virus.
Instead, we donned our PPE, created a pop-up clinic, and took every safety measure to ensure
that our patients and our staff were safe. It has been challenging and stressful and I know there
have been times when you have been tired and worried.

Our Prosser Memorial Health family met adversity head on, and we never wavered. Each of you
knew what needed to be done and you did it! You shared your opinions and your fears to keep an
open dialogue with your fellow team members and we learned from each other as we moved
through each day. It hasn’t been easy, but no one ever shied away from the challenges we faced.
There aren’t adequate words to put in a letter to let each of you know how proud I am to work
along side of you. Your professionalism, respect for one another, and your dedication and
commitment to our patients has been nothing short of awesome to witness.

Enclosed with this letter is a monetary thank vou for everything you have done during these
challenging times. Our community thanks you, our Board of Commissioners thank you, and I
personally thank you. I know it hasn’t been easy and I can’t promise that there aren’t still more
challenges ahead, but I know that together we can face whatever comes our way.

You should all be very proud of yourselves and your Prosser Memorial Health family. I am!

With sincere gratitude,

Craig J. Ma:«k

CEO

723 Memorial Avenue, Prosser WA 99350 | 509.786.2222 | prosserhealth.org
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Bryon Dirkes, MA
695 YELLOWHAWK STREET

WALLA WALLA, WA 99362
MoBILE: 425-359-8638 — Worx: 360-327-5313
https:/Avww linkedin.comfin/bryon-dirkes-ma-628455a/

Summary ut:Expeﬂem:

Extensive axperience In lsading large and small Himan Resources and Organizational Development teams within highly
matrixed, health care continuuins with union and non-nion employess. Currently hold accountabliity for leading the
delivery of H.R. services for a 24-hour, multi-site, unlonized healthcare network [n Forks Washington.

Employee Relations Leadisrehip Development Empleyse Engagement Executive Coaching
_Labor Relafions / Negotiations | Compensation Administration | Payroll Oversight Employee Health / Education
_Legal Administration investigations Comeciive Guidance Strategic Planning

Procass Improvemsnt Talent Acquisition Beneflis Adminiatration Policy & Pracadure Mat.

Diractor, Human Resources: 1/8/2020 - Present

Forks Community Hospltal, Forks WA

Lead the Human Resowrces funciion in e oitical access hospital healtheare continuum, with an acute care hoapital, behavioral
health program. & network of primary care and specialty clinics, supported by unionized and non-union caregivers, smployed
and contracted providers. (My primary home Is located in Walla Walls, end | commute to Forks Washingion every wesk.}

Director, Human Resources: 1118 — 9Z7/2019

Lourdes Health Netwark /LifePoint, Pasco WA

Lead the Human Resources function supporting Mid-Columbia regien's healthcare needs, through an acute care medical
center, behavicral health hospital providing both inpatient and outpatient programs, a network of over saventeen primary care
and speclalty clinics, with numerous other outpatient services, supporied by unionized and non-union caregivers, employed
and coniracted providers.

PROVIDENCE HEALTH l- SERVICES - (17 Years)

Kadlec Medical Center & leﬂelanﬁmup Richiznd, WA

Senlor Human Resources Strategic Partner: 5ME - 1116

Tranefermad into a St. HR Strategic partner role within the Providence eyetem and heid primary responsibility for leading HR services
in the Physician network.

Providence Health & Services: 0611999 — 11/18

Providencs Regional Medical Center, Everett, WA

Regional Director {interim), Human Resources: 04715 - 1116

Senlor Human Rasources Strategic Parter; 172013 - 6M6

As a member of the HR Leadership team, provide HR business partner consultation and support in & highly unionized, muit-
site, health care crganization with more than 3400 employees and over 78,000 in the Health System. Serve as the
repregentative on system and local efforts for employee engagement and lasdership development. Manege day to day leave
management, employment efforts, employeallabor relations issues, contract negotiations and grievances management. Coach
ieaders in parformance management and provide individual and team coaching and development.

Director, Organizetional Development: 10/2006 - 172013

Providence Health & Bervices, Renton, WA

Set strategy and direction for a team of senior OD conesultante in delivering consultation and coaching services impacting over 63,000
smployees In four west-coast states. Lead a regional matriced teem of 25+ HR/OD in preparing, deploying and providing diagnostic
& epaching services for annual smployss sngagement curvey. Oversee OD efforts for comporate integration, merger & standardization
during “One Transformationz”, Hold accountabifity for developmant of annual OD budget and relsted analysis.

1fPage

Bryon Dirkes, MA

Reswne presented ty:
Allson Holland, Exsvutive Recruites
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DIRECTOR, OD / LEADERSHIP DEVELOPMENT: 5/2005 — 10/2006

Providenca Reglonal Medical Center, Everett, WA

As part of the Sr. HR Leadership team, assessed organizational and functional unit needs to develop end deliver leadership
development and OD services within the Northwest Region, comprisad 3,200 employees working in hospitals, physlcian cinics,
business offices, and supply chain locstions. Servad as chief representative on councils and task forcss govesming regional
and system-lovel OD, employes engagement and leadership development efforts. Chaired the Leadership Development leam
comprised of operations directors and manegers and responelble for setting learning strategies to address business needs,
identifying course content and then bullding a development team of operalional leaders to deliver ourriculum. QOversee the
deployment of annual emplcyss engagemsnt surveys, diagnostics, leadership eeaching, education and action planning efforts.
Provide counsel to executive leadership regarding engagement performance and leader aocountabilities.

SEnOR MANAGER, HUMAN REBOURCES: 4/2003 - 5/2005

Providence Regional Medical Center, Everett, WA

As a member of the Sr. HR Leadership teem, provided etrategle direction, leadership, and cperational oversight for team of
elght professional and administrative HR staff in a multi-site, health care organization with more than 3,200 empioyees and
over 35,000 in the system. Served as the chief representative on system, regionel and local-level task forces and councils
governing benefits, compensation, HRIS, policy, employse engegement, leadership development and provider privileging and
credentialing. Directed the compeneation siratogisa and plans for both urion and non-union employsas, enauring market
competitiveness. Aocountable for benefits administration and compenestion administration under three union contracts,
including per-pay period adjusimant coordination with payroll servicea.

SENIOR MANAGER, HUMAN RESOURCES: 61999 - 4/2003

ProviDENCE MEDICAL GROUP f PROVIDENCE REGIONAL MEDICAL CENTER, EVERETT, WA

As a member of the sxeculive leadership tsam, Provided hands-on lsadership for the HR operations of a multi-site primary & speciatty
care physician praclice. Partnered with setvice area human resouroes staff in brokering bensfiie, compensation, emploves relafions,
and recruliing services.

DirecTOR, HUMAN RESOURCES: 1997 - 1999

VALLEY Cmies COUNSELING AND CONSULTATION, AUBURN, WA

As part of the leadarship tsarm of a multi-site behavioral heath & day treatment health system, was responsible for all aspects of
human resources inciuding talent acquisition, performance management, compsnsation, emplovee relations, benefite design and
administration, empkrwyee & leadership development, regulatory and Joint Commission compliance, and physician 7 credentiaiing.

/

DIREGTOR, HUMAN RESOURCES: 1984 - 1698

PROVIDENCE - 5T. BRENDAN CARE CENTER, SPOKANE, WA

Mhmmmﬂmdﬂhmmmwmm.mm employee relations, performance managemeit,
benefits design and acdministration, compensation administration, lsadership develcpment employee health and education, infection

control compllance, riek management, safety, workers compensation. and payroll administration. Ovarsight of a Stete-certified nursing

assigtant education program providing a pipeline of heafthcare talent Provided 18-month project mansgement Input into facility

budiding sxpaneion project, reautting in addiione! space for increased patient occupancy and higher revenues.

MANAGER, HUMAN RESOURCES: 1902 - 1884

CAROLING KLUINE GaLLAND HOME, BEATTLE, WA

Hired to develop a human resources function in a privately held, 24-heslthcare conter. Acoountable for staff general osientation,
applicant sourcing, interviswing and eslection, workera compensation adminkiration, unemployment management, community
calendar preparation and evenis tracking, parsonne! flle mantonance, federal, state and local compliance doosumentation and
employee relatione.

2|Pege

Bryon Dirkes, MA

Resome prasented by
Alistn Holland, Executive Recrunter
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Professional Qualifications
Master of Arts, Organizational Management, University of Phoenix, Phoenbc, AZ
BA Communication Shidies, EW.U., Cheney, WA

Learding Organizational Dasign Fachitator / Coach, KatesKeasler, Onganization Consufting
Targeted Salsction Facilitator / Coach, Devalopmant Dimanslons Intemational, (DD1)
Ceriified Program Management - Taigated Selection, DDI

Sucoess Profie Analyst, DD!

Master Treiner / Coach - Select interviewing, Selsct iInternations)

Personalyais Faciitator / Coach, Perscnalyals Corporation

Devealopment Dimensiona Intemational, Certified Mester Tralner fCoach

Transitions & Change Management Facllitstor 7 Coach, Linkage Intsmational

Lominger Leadarship Architects Producte Coach, Kom/Ferry Leadership and Talent Coneulting
-12 Impact Planning Coach, Galkip Corporation

Six Sigma CAF & Workout Fecliitator / Coach, General Elaciric

Five Dysfunctions of a Team Faclitator: Lencioni, The Table Group

Selact Interviewing Faclitater, Salect Intemational

Bryon Dirkes, MA

Resuras prasersied by
Alizon Hotland, Execetive Recruiter
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Attachment T

Craig Marks

From: Shannon Hitchcock

Sent: Tuesday, October 13, 2020 1:24 PM

To: 1All Staff

Subject: Employee Engagement Survey Starts October 19

em ai Heaitn

We care about your work experience with us and want te make Prosser Memorial Health an even
better place to work We are happy to partner with Pecple Element to give you a chance to provide
configential feedback. Your feedback gives us the opportunity to hear the collective voice of aur
workforee and the ab lity to take tageted action. Your 2020 Emplayes Survey will be avaiabie ta
take o1 Oclober 19 Fysu eainplets the survey by October 25, tall your manager and receiva & 55
gift card to the Busy Beant The survey will close on November 13,

YOUR RESPONSES ARE CONFIDENTIAL

We partier wita People Elament $o ensure all individual responses are kept confident/as,

Only aggregated results wil be reporzed back to Protser Memorial Health, Your name will not be
reported with your responses 5o please provide your honest feedback

YOUR FEEDBACK CAN ASSIST US IN:

» Making this an even better place to work

- Identifying what drives people to oe engaged

- identifying what we do well and wnat can oe improved

» Developing olr arganization f\-—f
If you have any questions or concerns about
this process, please contact: ¢ "
Rocky Snider
(509} 788-6027
mnider@prosse-healthorg
§g TN
.

20 GEohen



Attachment U

Engagement Model

Prosser Memorial Health Engagement Survey
People Element

' Somewhat
No Answer/ | Strongly Disagree ree/Somewhat | - Strongly
Does not Apply | Dlsagree g Ag Disagree Ag Agree
= =i 2 3 1 4 5
Culture & Climate -
Employees | 1. | feel proud to work for Prosser Memorial Health E/*
Employees | 2. | would recommend Prosser Memorial Health as a good place to work E/*
Employees | 3. | plan to be with Prosser Memorial Health at least 1 year from now £/* ]
Employees | 4. |don't consider looking for a new job elsewhere £/* -
Employees | 5. Overall, | am satisfied working at Prosser Memorial Health £/*
Both | 6. |would recommend Prosser Memorial Health to my friends and family for care ]
Both 7. There is a high level of respect between medical staff and employees
Both 8. | agree with the Mission, Vision, and Values of Prosser Memotial Health
Both 9. Prosser Memorial Health shows recognition for meeting goals -
Med Staff | 10. Other physicians treat me as an important element of the heaith team -
Med Staff | 11. | tell others that Prosser Memorial Health is a good place to practice
Med Staff | 12. | am satisfied with my current relationship with Prosser Memorial Health -
Med Staff | 13. The hospital sees physicians as important resources
Job Satisfaction —
Employees | 14. | am motivated to go beyond what is nommally expected of me to help Prosser Memorial Health be
successful E£[* B
Employees | 15. My work gives me a sense of personal accomplishment £/
Both 16. My workload allows me o maintain a good work/life balance
Med Staff | 17. | am confident in the medical expertise of the specialists
Med Staff | 18. Prosser Memorial Health is effective in resolving staff concems
Med Staff | 19. Prosser Memorial Health is effective in resolving patient concerns
Immediate Supervisor (Refers to the person who manages your day-fo-day activities)
Employees | 20. My supervisor clearly communicates expectations for my performance
Employees | 21. My supervisor gives me useful feedback on my performance
Employees | 22. My supervisor provides recognition for good work
| Employees | 23. My supervisor supports my professional development 1
Employees | 24. My supervisor is effective in resolving issues -
_Employees | 25. My supervisor treats employees respectfully
Administration (Refers fo the CCO, CEO, CFO, CHRO, CIO, CNO, CMO and CQOQ) -
Both 26. There is sufficient communication from Administration
Both 27. Administration communicates a clear vision and plan for Prosser Memorial Heaith's future
Both 28. Administration actions show they care about employees and medical staff S
Med Staff | 29. Administration effectively balances quality care and fiscal policy
Med Staff | 30. Prosser Memorial Health Administration and physicians are in agreement on organizational goals
Med Staff | 31. The decision-making process at Prosser Memorial Health is fair

® 2017 People Element

Page 1



Engagement Model

Communication

Both 32. Prosser Memorial Health's communication tools {i.e. newsletters, bulletin boards, emails,
company webhsite) are useful
 Both | 33. Itrust the information | receive from Prosser Memorial Health
Both 34. | receive important company information in a timely manner
Both | 35. | feel comfortable voicing my opinion and offering suggestions
Both | 36. My ideas and suggestions are given consideration
Both | 37. Communication between departments is effective _
| 38. If you answered 3 or below to the previous item, please explain how communication between
Both departments could be improved
Med Staff | 39. Prosser Memorial Health information systems allow for timely and accurate reporting of
information N
Med Staff | 40. Communication between medical staff and nurses is effective - -
Service & Quality -
Employees | 41. My coworkers are committed fo delivering high quality work -
Both | 42. Patient satisfaction is a top priority at Prosser Memorial Health
Both 43. | am encouraged to share ideas for improving service and quality -
Both 44. Prosser Memorial Health emphasizes the importance of safety -
Both 45. Safety standards are consistently enforced -
Med Staff | 46. | know the plans for improvement and my role

Staff ing & Resource Management

| Employees

47. 1 am given flexibility in my schedule when | need it

Employess

48, The amount of work | am expected o do is realistic

Employees

49, | have the resources and equipment | need to be successful at my job

Employees

50. Prosser Memorial Health does a good job of recruiting quality people

Employees

51. There is sufficient staff in my department to maintain quality work

Training & Career Development

[ Employees | 52. Prosser Memorial Heaith provides me with opportunities to grow professicnally
 Both ' §3. | receive adequate training to be successful at my job -
| Both 54. The EPIC EMR/EHR training helps me better understand the Epic software and my
| department’s Epic workflow
Both . 65. | am satisfied with the EPIC EMR/EHR
Med Staff | 56. Employees are adequately trained to help me be successiul
COmpensatIon & Benefifs B
Employees | 57. | am paid fairly for the work | do o
Employees | 58. My compensation is competltlve with other healthcare organizations in the area
Employees | 59. Overall, the benefit package meets my needs
Employees | 60. My benefits are competitive with other healthcare organizations in the area - -
Employees | 61. My benefits are clearly communicated so that | understand them

No Answer Very
Does Not Apply Dissatisfied

Department Satisfaction: Please indicate your level of overall satisfaction in working with the following departments

" Somewhat

Disagree ‘

Dissatisfied Agree/Somewhat Satisfied Very Satisfied

® 2017 People Element Page 2




Engagement Model

| N | 1 | 2 i 3 1 4 [ I
62. Cardiopulmenary/Respiratory -

| 63. Pharmacy

64. Ambulance

65. Surgical Services
6. Family Birthplace
67. Acute Care Services
| 68. Emergency Department
69. Benton City Clinic
70. Specialty Clinic
71. Diagnostic Imaging
72. Quality Assurance
73. Laboratory
74. Marketing/Community Relations
75. Human Resources
76. Rehabiiitation/Therapy Services
77. Maintenance
78. Dietary
| 79. Environmental Services
80. Information Technology (IT)
81. Payroll/Accounting
| 82. Materials Management
83. Admitting
84. Patient Financial Services (PFS)/Billing B
85. Health Information Management (HIM)/Medical Records
86. Administration
87. Outpatient Special Procedures
| 88. Community Paramedic Program
| 89. Laundry Services
| 90. Prosser Clinic
| 91. Sccial Services
92. Comprehensive Pain Management Clinic
| 93. Grandview Clinic
94. Prosser Women's Health Clinic

Comments (Your responses in the following open-ended comment section will remain confidential, meaning that
your name will not be associated with each comment; however, any identifiable information included in your
comments will be reported as entered.}

85. What do you enjoy most about working at Prosser Memorial Heaith?

96. What 1 or 2 things would most improve Prosser Memorial Health as a place to work?

© 2017 People Element Page 3



Attachment V

Prosser Memorial Health
403B Contribution Matrix

Total Earnings Average Earnings  Participation Level 45% 55% 65% 73% 80%
$ 12,103,330 $ 106,170 Contribisting 114 139 164 184 201
S 9,857,420 $ 71,431 Not Contributing 138 113 a8 63 51
5 21,960,750 S 87,146

2020 2021 2022 2023 2024
Automatic Contributions 3% 3% 2% 1% 0%
Hospital Contributions 0% 1% 2% 3% 4%
Employee Contributions 0% 1% 2% 3% 4%
Employee Savings Target | 3% [ s« | e% | 1™ | 8%

Automatic Contributions S 658,323 & 681,882 S5 470,498 5243483 S -
Match Contributions S - S 111,893 S 222,487 5337,780 § 451,773
Increase in Match Participation S - s 24,538 & 97,582 $ 207,409 S 344,774
S 658,823 5 318,313 § 790,567 5 788,672 S 796,547
Annual Change $ 159,490 $§  (27,745) § (1,896) S 7,875
Cumulative Change 5 131,744 S 125,849 S 137,724

403b Analysis 10.21.2020
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, "% Prosser

Memorial Health

ANNUAL HALLOWEEN ™

FESTIVITIES®

Pumpkin Decorating and Costume Contest, Ghoulish Grub and more!

Save the Date: Friday, October 30th

Lunch
Lunch will be served in the Vineyard. If you have dietary restrictions let
Nora Newhouse know by October 23.

Costume Contest

Take a picture of your department and individual costumes, send them to
Shannon Hitchcock and then vote on Sharepoint for the best! All entries will be
posted on Sharepoint for voting through November 5. Prizes will be awarded for
Best Department Theme (Ist and 2nd place AND Best Individual Costume

(1st and 2nd place).

Pumpkin Decorating Contest

Employees and Departments will show off their skills decorating or carving a pumpkin.
Pick up your pumpkins outside between the hospital and the maintenance building
Monday, October 26, Return your pumpkin to the Whitehead Conference room Friday,
October 30 by noon. All entries will be posted on Sharepoint for voting through
November 5. Prizes will be awarded for Best Department Pumpkin (1st and 2nd place
AND Best Individual Pumpkin (Ist and 2nd place).

Evening Staff

Stop by the Vineyard between 8-8pm to pick up dinner and your Halloween treat.
Take pictures of your pumpkins and costumes and send them to Shannon Hitchcock
for entry in the contests.

| - This is how welare. S ‘*
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News & Events

On September 11, PMH hosted a blood drive in partnership with
BI d D H the Red Cross. We had 24 donors including Sara Dawson, pictured
00 rive here. Some of our Health Occupational Students assisted Red Cross
Volunteer Dave throughout the day.

Extended Hours

Beginning September 21,
Benton City Clinic will be
open Monday-Thursday

from 8am-7pm.

Benton City Clinic
Extended Hours

Beginning September 21, Benton City Clinic
will be open Monday-Thursday from 8am-7pm.
Fridays 8am-5pm.

Fridays Bam-5pm.

#% Benton City Clinic 509.585.4075
tar ProsserHealth.org

2/



October is Physical Therapy Month

Physical ‘
Therapists .

Talk to a Physical
Therapist today.

0 Prosser Therapy & Rehab Center
Prosunr Mamaotinl Heghin

509.786.6626 | ProsserHealth.org




October is Breast Cancer
Awareness Month

Mandy Hibbs Judy McCormick

Mammographer Mammoagrapher

Heightened | ' jiahdwey

Detail 3 D - Faster Exam Times

» Increased Accuracy

Mammography

» Patient Friendly
Deslign

Call 509.786.5596 to .

schedule your mammeogram, * Se Habla Espafiol

4/



Welcome Becky Morris

Welcome
Becky Morris

P‘b Grandyview Clinic

Prosser Memorial Health

Prosserhealth.org

Help us welcome Certified Nurse Midwife & Women's Health Nurse Practitioner Becky Morris,
CNM-WHNP, to the team at our Grandview Clinic! Becky's services include women's heaith,
routine exams, pap smear screening, prenatal care, and more. Call the Grandview Clinic at
509.203.1080 1o schedule an appointment. Welcome to the PMH Family, Becky!

“l came to Prosser Memorial Health because | believe they are committed to providing
women with access to the latest medical technology and care. | look forward to partnering
with the Prosser Memorial Health team in supporting and caring for the women of Prosser,
Grandview and surrounding areas.” - Becky Morris, CNM-WHNP

/5




Welcome to the Team!

L 4

= _ . o

Hollie Wood, Wyatt Johnson, Victoria Torrico, Leticia Navarro, Tabitha Troutman, Magdalena Fernandez.

Hellie Wood, EMT-B: "I love spending time with
my fiancé and our 11 animals. | also enjoy stand
up paddle boarding and horseback riding.”

Wyatt Johnson, EMT-B: “Hunting, fishing, playing
games, spending time with the wife/family and
hanging out with friends, shooting, golfing.”

Victoria Torrico, Nurse Extern: “Playing with kids
and spending time with family.”

Leticia Navarro, ER Tech: “Spending time with
family and crafting.”

Tabitha Troutman, Med/Surg Tech: “Camping,
playing with my kids, campfires, cooking/baking,
raising chickens, dogs, cats, and

bearded dragons.”

Magdalena Fernandez, Housekeeper/EVS: "l like

making candy, watching movies with my kids,
coloring with my kids, and hiking.”"

6/

Hollie Wood, EMT-B: "I've enjoyed being a part of
a great group of people doing a job that | love”

Wyatt Johnson, EMT-B: “The people. Everyone I've
met so far have been so welcoming and kind. |
love that kind of environment.”

Victoria Torrico, Nurse Extern: “The environment
is a wonderful one and makes it nice to come
to work”

Leticia Navarro, ER Tech: "Friendly environment
and benefits.”

Tabitha Troutman, Med/Surg Tech: “My boss,
patients and coworkers.”

Magdalena Fernandez, Housckeeper/EVS:
“Everyone has welcomed me in and have greeted
me every time.”



October Employee Flu Shot Clinics

Employee
Flu Shots

October 12

7:30 AM - 10:00 AM

October 13
3:30 PM - 5:30 PM

October 23
7:30 AM - 9:30 AM

Location

Vineyard Conference Room

{‘5 rrosser 509.786.2222

¥ Memoriai Health ProsserHealth.org

117



Anniversaries

8/

Lindsay Mckie
Pharmacist

Alex Carballo-Martinez
MRI Tech

Michelfe Smith
Prosser Specialty Clinic RN

Lucia Magana
Prosser Specialty Clinic CMA

Heidi Weaver
Prosser Women's Health Clinic

Maria Padilla
Pharmacy Technician 1]

Connor Speights
Dietary Cook

Yung Huang
Prosser Specialty Clinic

Lindsay Oswalt
Benton City Clinic CMA

Grady Winn
Paramedic

Victor Silvia-Frayle
Medical Technologist

Jessenia Garcia
Prosser Clinic Patient
Services Rep

Kaylee Swan
Patient Billing Services Collector

Diana Johnson
OP Special Procedure RN

Veronica Flores
Patient Billing Services Collector

Karolynn Thompson
Patient Billing Services Collector

Amanda Schilperoort
Medica!/Surgical Acute Care Tech

Andres Vanguardia
Groundskeeper

Tonya Carreon
RN Resources Nurse

Michelle Morgan
Medical/Surgical RN

Cynthia Alaniz
Lah Assistant [l

Sunshine Zavala
Housekeeper

Sarah Moritzky
Emergency Department RN

Nancy Sanchez
Patient Registrar

Amanda Hibbs
CT Technologist

Nora Newhouse
HR Generalist

Jessica Gonzalez
Patient Billing Services Collector

Janie Gonzalez
CNA/Unit Secretary



Birthdays

Cynthia Alaniz
Laboratory

Carolyn O’'Connor
Prosser Clinic

Andrea Moreno
Medical/Surgical

Rehecca Pettis
Ambulance

Donna Tuning
MIS

Cindi Pineda

Prosser Clinic

Brian Sollers
Prosser Women's Health Center

Sara Benitz
Emergency Departrment

Diana Ramirez
Patient Billing Services

Kimberly Winters
Medical Records

Teresa Charvet
Prosser Women's Health Center

Jennifer Kernan
Prosser Specialty Clinic

Sergio Merino
Surgical Services

Jonathan Friend
Ambulance

Anna Kellog

Surgical Services

Danielle St. Amant
Radiclogy

Rosemary Mendoza
Grandview Clinic

Maria Flores
Surgical Services

Maria Rivera
Medical/Surgical

Phillip Braem
MIS

Ernestina Salguero
Housekeeping

Francie Poole
Administration

Sara Dawson
Surgical Services

Erika Raver
Medical/Surgical

Steven Rode
Emergency Department

Diana Wilson
Prosser Specialty Clinic

Hollis Ferritto
Prosser Specialty Clinic

Maria Cardenas
Medical Records

Rodelito Mallari
Laboratory

D

Maria Rubalcaba
Patient Billing Services

Elizabeth Gonzalez
Labor & Delivery

Samantha Santos
Radiclogy

Anna Atilano
Medical/Surgical

Mary Dawsey

Accounting

Veronica Huerta Monjes
Labor & Delivery

Thomas Halvorson
Prosser Specialty Clinic

Stephante Titus
Accounting

Susie Cervantes
Emergency Department

Katy Davis
Nursing Adminlstration
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ASPIRE

Awards

§>‘r"':*|:'

Our ASPIRE program recognizes team members who
demonstrate our core values of Accountability, Service,
Promoting Teamwork, Integrity, Respect and Excellence.

Janie was recognized for the excellent patient care
she delivers from the moment a surgical patient
walks through our front door. Janie greets them

in the main lobby and walks them down to the
surgical center, talking to them, and answering any
questions they might have. She takes extra time
and care with our pediatric patients, assuring both
patient and parent, that they are in great hands
and we will take excellent care of them. Thank you
Janie! You truly live our ASPIRE values every day,
every shift, and with every patient!

The following PMH team members were nominated for ASPIRE Awards in September. Thank you to ail
of you!

10/

Ana Martin
ED Tech

Katy Davls
House Supervisor

Ivan Castellanos

Carina Montelongo
CNA, ACU

Meaghan Luther Carling Vaux

EVS RN, Surgical Services
Eileen Sheppard Lisa Lewis

RN, Surgical Services RN, Family Birthplace
Jaron Raymond Gloria Zuniga

RN, ED MA, Prosser Clinic

Rosa Rivera Lynn Smith

CNA, Specialty Clinic Medical Staff Coordinator



Low-Carb Autumn Tin Foil Dinners

Servings: 4
Prep Time: 15 Min
Cook Time: 35 Min

Ingredients

12 oz. polish sausage

1 small head of cabbage

2 medium carrots

1/2 large red onion

4 tbsp butter

1/2 - 1 tsp. dried thyme

Salt and fresh-ground black pepper to taste

Instructions:
Preheat grill to medium-high or preheat oven to 450F.
Cut up a small or medium-sized head of cabbage into bite-sized chunks.
Slice four sausage links into slices about 3/4 inch thick, cut red onion into thick slivers, and
cut carrots into slices or half-moon slices just slightly thinner than the sausage.
Lay out four double sheets of foil big enough to hold all the ingredients when it's wrapped
into a packet, and spray foil with non-stick spray.
Divide the cabbage, carrots, and onions so one-fourth is on each set of foil sheets, season
the vegetables with salt and fresh-ground black pepper to taste and some dried thyme and
add about 1 tablespoon of butter. You can add mushrooms or peppers if you'd like.
Then add the slices of sausage on top of the vegetables.
Wrap the inner packet first, then fold over the outer sheet of foil and tightly roll up the ends.
Cook Autumn Tin Foil Dinners about 20-25 minutes on a grill that’s pre-heated to medium
high, or cook about 30-35 minutes if you're using the oven. Turn once about half-way through.
Serve hot.
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Annual Evaluation - 2020 Date: 09/30/2020
Name Laadear Department Divislon Job Titde Year Ending
Marks, Craig Administration CEO 2020
Total Welght: 1001 100 Qverall Parformance Scare
] 1 2 3 L ]
Overall Performance Score: 3.10 j== = b N s ————— ===
Pillar Goal Rating Description Rasult Tota! Scora Weightad Status
Waeight Score
Patiant {Achieve a paftient satisfaction score of 86.61%  Units : HCAHPS 18661 for Jan thru 30% 3 LA
Loyalty iur highar {2019 — 86.6%) (Would Recommend — Percentage ‘Aug
:Walghted): Higher is better
bis 90.61 and
iDepartment Waights below: above
'ED: 15% 4 is 88.61 10 90.6
HP: 20.9% "3is 86.6110 88.6
{OP Surgery: 15.7% 2is 846110 86.6
ESwlng: 6.4% .1is 84.6 and below
OP: 33.6% 5
[Chinic: 8.4% | N S S
Medical Staff : Achieve a Medical Staff satisfaction rate of Units : Pamentage {89 for Jan thru Jan 20% § 2.99 0.6
Engagement B!!9 01% or higher (2012 - 89%)}. Strategic nghar is hatter i
‘Programs Medical Staff survey — Question #12; ‘5 is 93.0% and
r| am satisfied with my current relationship with  above
PMH. 4i391.01t0 93
3is89.01t0 91
2i387.01t0 89 I
1is 87 and below I
1
Employes Anhleve an annual employee safisfaction rate of -Units : Percentage  :85.60 for Jan thru 15% | 2.89 045
Engagement :85.81% or higher (2019 — 85.6%). Strategic  .Higher is better Jan
‘Program Employee Survey — Question #5: 5 is 89.61 and
;Ovarall. | am satisfied working at PMH. :above
‘4 is B7.61 o 896
‘3is BE.61t087.6
‘28 B3.61 to B5.6
1 i 83.6 and below
Employee  Complete timely performance evaluations of all “Units : Percentage 100 for Apr thru Dec 5% 5 0.25
Engagement :direct reports at a rate 80% or higher. ,Higher I3 better
.5 1s 100 and above
4 |5 95 to 99.99
3 1s 90 to 94.99
| ‘258510 89.99
| 1 is 84.99 and belowi
] !
Service 'Achieve an Adjusted Patient Days Per Day Units : Days [45.3 for Jan thru Aug 1 10% 1 0.1
icaleulation of 56.0 (2019 Budgeted — "Higher Is better
:20,511/366 = 56.0) or above. .5 Is 80 and above
i 4 |s 58 10 59.9
! 31s 5610 57.9
| 21554 t0 559
) 115 53.9 and balow
! . _
Quality Achieve an iVantage Score of 49 or higher "Units : Percentage (49 for Jan thru Aug 10% I 3 0.3
-Higher is better i
I 5is 55 and sbove ' 1
4 i8 52 to 54.9
3is49t051.9
! 2is 46 to 48.9
| 1 i9 45.9 and below
Finance "Prosser Memarial Health will achieve a Uniis : Percentage f11? for Jan thru Jul 10% 5 0.5
:percentage variance of budgeted total margin -~ Higher s betier
for FY 2018 of 0% or greater. (annual total 5 is 6 and above
-margin is 7% for 2020). Note: 5% increments 4 is 310 5.9
Jis0to29
2is-3to-01
1 Is -3.1 and below
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Curriculum Vitae
Richard Unger, DO
(515) 851-2223

rjiungerdo@gmail.com

PROFESSIONAL SUMMARY

General surgeon providmg surgical and cesarean section coverage in community hospitals. Also supervision
of the wound clinic.

EDUCATION AND TRAINING

1995 Deaconness Hospital, St Louis, Missouri Surgical Residency

1990 Metropolitan Medical Center, St. Lows, Missouri Rotating Internship

1989 Kirksville College of Osteopathic Medicine, St, Louis, Missouri Doctor of Osteopathy
1985 OQlivet Nazarene University, Bourbonnais, Illinois Bachelor of Aris: Chemusiry

CERTIFICATIONS AND LICENSURE
ATLS

ACLS

BLS

Wound and Hyperbaric Oxygen

Robotics (Da Vinci)

Licensed in the state of Iowa

Licensed m the state of Missouri (Inactive}

Board Certified, 1998



EMPLOYMENT HISTORY

(4/2016-04/2018
Regional Medical Center, Manchester, IA

General Surgeon - Providing surgical and cesarean section coverage - This inchuded robotics

05/2006-04/2016

Boone County Hospital, Boone, IA General Surgeon - Providing surgical and cesarean section coverage
for Boone County Hospital - Traveling to Hancock County Hospital m Britt, Iowa for elective procedures
once a week - Providing supervision of wound clivic - Starting and supervisiig a wound center at BCH -
This mcluded supervising Hyperbanic oxygen chambers

07/1995-05/2006

Mid Iowa Surgery, Boone, Iowa General Surgeon - Private practice providing surgical coverage to several
commurnty hospitals - This included cesarean sections and general surgery - This also micluded banatric
surgery at Boone

AFFILIATIONS

American Osteopathic Association

American Board of Osteopathic Surgery
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MBS for
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Carol Joseph Steve Marla Sara Christi
Allen Ashton Broussard Davis Dawson Doomink-Osborn
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Memy Kevin Tricia Shannen Victor Genny
Fuller Hardiek Hawley Hitcheocok Huyke Judkins
7 Vi
' /
"\ \uf‘ A’ v
Craig Lindsay Kristi Susan Alana Cinthia
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Stephanie Andrea Aurora Donna Rusti
Titus Valle Weddle Williams Wilson

MBS, Inc. * 601 N. Mur-Len / Suite 16 * Olathe, KS 66062 * (913) 393-2525 * FAX: (913) 393-2288
www.strengths.com



Assets

Cash & Tempoarary Investments

Gross Patient Accounts Receivable
Lass Allowances faor Uncollectible
Met Patient Receivables

Taxes Receivable
Receivable from 3rd Party Payor
Inventory
Prepaid Expenses
Other Current Assets
Tatal Current Assets

Whitehead Fund - LGIP
Funded Depreciation - Cash
Funded Depreciation - TVI
Bond Obllgation Cash Reserve
Tax Exempt Lease Funds
Board Designated Assets

Land
Property Plant & Equipment
Accurnulated Depreciation

Net Property Plant & Equipment

Investment & Other Non Current Assets
Land - Gap Road

Net Investments & Other Non Current Asset:

Total Assets

Attachment CC

Prosser

Liabilitles & Fund Balance

& Memorial Health
Balance Sheet
September 30, 2020
9/30/2020 8/31/2020 9/30/2019
16,694,731 17,535,055 1,105,684  Current Portlon of Bonds Payable
Current Portion Capital Leases
26,457,922 26,185,115 23,681,156  Accounts Payable
(16,083,000} (16,300,000} (14,188,552)  Payroll & Related Liabilities
10,374,922 9,885,115 9,492,604  Cost Report Payabie
Other Payables to 3rd Partles
356,917 387,191 359,683 Deferred Tax Revenue
1,712,341 1,355,482 722,000  Deferred EHR Medicare Revenue
458,240 452,056 348,717  Deferred COVID Revenue
1,279,402 1,432,124 1,398,715  Accrued Interest Payable
156,230 173,038 148,986  Other Current Liabilities
31,033,383 31,220,061 13,576,389 Total Current Liabilities
1,213,071 1,212,866 1,200,173
1,302,545 1,069,591 800,976 Non Current Liabilities
14,362,714 14,362,714 13,162,885 Bonds Payable net of CP
767,458 767,446 - Capital Leases net of CP
1,002,109 1,002,105 1,636,631 Total Non Current Liabilities
18,647,898 18,414,722 16,800,665
478,396 478,396 478,396 Total Liabilities
42,671,241 42,514,694 40,693,367
{27,805,019) (27,712,257} {25,387,055)
15,344,618 15,280,833 15,784,708 Fund Balance
Unrestricted Fund Balance
1,047,665 1,049,256 1,066,753 Restricted Fund Balance
1,745,440 1,745,440 1,745,440 Total Fund Balance
2,753,105 2,794,696 2,812,193
% 67,819,004 $ 67,710,312 $ 48,973,955  Total Llabllities & Fund Balance

9/30/2020 8/31/2020 9/30/2019
692,623 652,808 563,989

- 478,193 342,633

1,733,802 1,206,173 1,597,568
2,774,898 2,544,420 2,282,525
7,344,253 7,527,398 1,882,424
465,709 465,709 830,700
208,397 277,863 208,287
82,550 110,067 412,750
8,183,503 9,483,503 -
78,679 59,009 81,229
21,564,414 22,305,143 8,202,105
10,966,665 10,967,008 11,782,509
1,096,379 1,096,379 169,056
12,063,044 12,063,387 11,951,565
33,627,458 34,868,530 20,153,670
34,191,546 32,841,782 28,820,285
34,191,546 32,841,782 28,820,285
§ 67,819,004 5 67,710,312 5 48,973,955




Assets

Prosser

Memorial Health

Cash & Temporary Investments

Gross Patient Accounts Receivable
Less Allowances for Uncollectible
Net Patlent Receivables

Taxes Receivable
Receivabte from 3rd Party Payor
Inventory
Prepaid Expenses
Other Current Assets
Total Current Assets

Whitehead Fund - LGIP
Funded Depreciation - Cash
Funded Depreciation - TVI
Bond Chligation Cash Reserve
Tax Exempt Lease Funds
Board Designated Assets

Land
Property Plant & Equipment
Accumulated Depreciation

Net Property Plant & Equipment

Investment & Other Non Current Assets

Land - Gap Road
Net Investments & Other Non Current Asset:

Total Assets

Liahilities & Fund Balance

Balance Sheet
September 30, 2020
9/30/2020 8/31/2020 12/31/2019
16,694,731 17,535,055 790,127  Current Portion of Bonds Payable
- - Current Portion Capital Leases
26,457,922 26,185,115 26,420,075  Accounts Payable
(16,083,000} (16,300,000} (15,682,980) Payroll & Related Liabilities
10,374,922 0,885,115 10,737,005 Cost Report Payable
- - Dther Payables 1o 3rd Parties
356,917 387,191 26,908 Deferred Tax Revenue
1,712,341 1,355,482 832,383  Deferred EHR Medicare Revenue
458,840 452,056 401,623  Deferred COVID Revenue
1,279,402 1,432,124 1,608,293 Accrued Interest Payable
156,230 173,038 204,485 Other Current Liabilities
31,033,383 31,220,061 14,600,915 Total Current Liabilities
1,213,071 1,212,856 1,205,889
1,302,545 1,069,591 44,372 Non Current Liabllitles
14,362,714 14,362,714 13,880,674  Bonds Payable net of CP
767,459 767,446 - Capital Leases net of CP
1,002,109 1,002,105 346,920 Total Non Current Liabilities
18,647,898 18,414,722 15,477,855
473,396 478,396 478,396 Total Llabllitles
42,671,241 42,514,694 41,059,108
{27,805,019) {27,712,257) {26,030,986)
15,344,618 15,280,833 15,506,518 Fund Balance
- - Unrestricted Fund Balance
1,047,665 1,049,256 1,061,981 Restricted Fund Balance
1,745,440 1,745,440 1,745,440 Total Fund Balance
2,793,105 2,794,695 2,807,421
$ 67,819,004 $ 67,710,312 $ 48,392,708  Total Liabilities & Fund Balance

9/30/2020 B/31/2020 12/31/2018
692,623 652,308 447,395

- 478,193 418,578

1,733,802 1,206,173 1,217,346
2,774,898 2,544,420 3,516,028
7,344,253 7,527,398 839,378
465,709 465,709 465,709
208,397 277,863 -
82,550 110,067 330,200
8,183,503 9,483,503 -
78,679 59,009 19,670
21,564,414 22,805,143 7,254,304
10,966,665 10,967,008 11,511,447
1,095,379 1,096,379 -
12,063,044 12,063,387 11,511,447

0 0

33,627,458 34,868,530 18,765,751
34,191,546 32,841,782 29,626,958
34,191,546 32,841,782 29,626,958
$ 67,819,004 67,710,312  § 48,392,709
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- Memorial Health

Statement of Operations
September 30, 2020
Month Ending Prior Year to Date Prior
Actual Budget Varlance % Year 3 Actual Budget Variance % Year %
Gross Patlent Services Revenue
4 2,669,698 & 2875793 % (206,004) % 5 2,501,168 7% Inpatient $ 24,887,405 § 25730050 5  (B42,645) 3%  § 23,804,958 5%
9,721,811 10,469,387 {747,576) 7% B,313,652 17%  Outpatient 78,916,507 93,670,815  {14,754,308)  -16% 21,099,501 3%
12,391,510 13,345,180 {953,670) % 10,814,820 15% Total Gross Patlent Services Revenue 103,803,912 119,400,865  {15,596,953) -13% 104,904,459 -1%
Deductians from Revenue
Contractual Allowances
1,817,2B8 2,682,040 884,752 32%  2,181816 -17%  Medicare 18,456,558 23,996,518 5,539,950 23% 19,935,624 7%
2,524,387 2,565,665 437,278 15% 1,633,944 55%  Medicald 27,650,167 26,534,143 3,883,876 15% 22,881,914 1%
1,799,267 1,713,236 (85,031) 5% 1,882,777 -4%  Negotiated Rates 13,212,212 15,328,520 2,116,304 4% 13,574,991 -3%
{362,398) 187,341 549,739 293% 96,291  -476%  Other Adjustments 1,472,632 1,676,162 203,530 13% 1,276,045 5%
5,782,544 7,548,282 1,765,738 23% 5,794,828 0% Gross Contractual Allowances 55,791,669 67,535,343 11,743,674 7% 57,768,575 -3%
5,782,544 7,548,282 1,765,738 23% 5,794,828 0% Net Contractual Allowances 55,791,669 67,535,343 11,743,674 17% 57,768,575 -3%
79,533 166,498 26,965 52% 112,577 29%  Charity Care 1,158,828 1,489,679 329,251 22% 1,365,695 -15%
836,019 351,138 {484,881) 138% 89,162 838%  Bad Debt 2,928,194 3,141,677 213,483 Fi. 2,920,547 0%
5,698,096 8,065,918 1,367,822 17% 5,996,567 12% Total Daductions From Revenue 59,879,691 72,166,699 12,287,008 17% 62,054,817 A%
5,693,414 5,273,262 414,152 8% 4,218,253 18% Net Patient Services Revenue 43,924,221 47,234,165 {3,300,945) T% 42,849,642 3%
1,300,000 1,200,000 029 0%  COVID Net Revenue 5,115,455 5,115,455 % %
132,732 171,395 {38,663)  -23% 321,886 -59%  Other Operating Revenue 572,776 B70,010 (197,284)  -23% 1,250,611 -46%
7,126,146 5,450,657 1,675,483 A 5,141,139 9% Net Revenue 409,712 452 48,104,176 1,608,276 % 44,100,253 13%
Operating Expengas
2,802,563 2,385,460 {417,103) -17% 2,272,947 23%  Salaries 21,724,758 21,348,311 (376,447) 2% 14,973,337 9%
632,020 551,645 {B0,375) -15% 450,455 40%  Benefits 4,917,754 4,955,404 37,650 1% 4,306,557 14%
277,138 156,270 {80,868) -41% 264,793 5%  Purchased tabor 2,048,974 1,756,046 (292,928) -17% 2,109,125 -3%
3,711,721 3,133,375 [578,345)  -18% 2,588,195 24% Sub-Tatat Labor Costs 28,691,486 28,059,751 {6391,725) 2% 26,380,012 9%
356,882 316,609 {40,273) -13% 332,200 7%  Professlonal Fees - Physiclans 3,042,293 2,849,483 (192,810) T 2,990,116 2%
17,314 45,205 27,40 82% 5,802 198%  Professional Fees - Other 272,114 406,843 134,725 33% 377,222 -28%
901,242 639,864 (261,378) -A1% 700,353 29%  Supplies 5,785,147 5,797,634 8,487 0% 4,879,231 19%
57,113 44,683 {12,435) -28% 35,600 44%  Purchased Services - Utllities 420,210 402,138 (18,062) -4% 362,330 16%
166,143 280,078 113 935 a1% 255,711 -45%  Purchased Services - Other 2,337,072 2,524,288 187,216 T 2,517,503 -T%
172,721 188,579 15,857 8% 166,916 3%  Rentals & Leases 1,538,221 1,697,208 158,987 9% 1,608,505 -4%
71,705 61442 {16,263) -26% 65,509 12%  Insurance Licensa & Taxas 626,563 545,412 {¥2,151) -14% 552,939 13%
232977 226,667 (5,310) -3% 214,609 9%  Depreciation & Amortization 2,060,828 2,040,000 (20,828) -1% 1,774,886 16%
128,247 122,505 (5,742) -5% 144,048 -11%  Other Operating Expenses 790,459 1,142,545 312,085 28% 926,545 -15%
2,119,350 1,925,632 (184,718)  -10% 1,972,808 7% Sub-Total Non-Labor Expenses 16,876,907 17,369,561 492,654 3% 15,989,337 &%
5,822,071 5,059,007 [763,064) -15% 4,961,003 1% Tatal Operating Expenses 45,568,393 45,429,322 {139,071} % 42,378,356 o
1,304,075 397,650 912,425  233% 179,136  62m% Oparating Incom (Loas) 4,144,058 2,674,854 1,469,205 55% 1,721,897  181%
Non Operating Income
69,246 E9, 466 (220) 0% 59,701 -1%  Tax Revenua 641,618 625,192 16,526 3% 635,745 1%
2,542 22,706 (20,164)  -99% 31,189  -92%  Investment Income 115,500 204,357 (88,857)  -43% 235705 -51%
{22,420) {33,632) 11,232 -33% {76,310) -71%  Interest Expense {293,377) (302,690} 9,313 -3% (253,604) 16%
- 537 (537)  -100% - 0%  Cther Non Operating Income {Expense) {35,531) 4,830 [44,361) -918% 4,937  801%
19,362 59,077 {9,705} -16% 24,580 101% Total Non Dperating Income 424,210 531,689 (107,479) -20%% 622,7R3 -3F%

§ 1353443 5 450,727 § 902,716 2006 § 203,716 SEEA Nat Income {Loss) 5 A558260 § 3206543 § 1,361,726 42% § 2,344,680 95%
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Memorial Health

Statement of Cash Flows
September 30, 2020
CURRENT MONTH YEAR TO DATE
Actual Actual
NET INCOME TOQ NET CASH BY OPERATIONS
1,353,443 NET INCOME {LOSS) 4,568,269
232,977 Depreciation Expense 2,060,828
- Amortization -
- Loss (Gain) on Sale of Assets 43,731
1,586,420 TOTAL 5,672,828
WORKING CAPITAL
{653,646} Decrease (Increase} In Assets 527,864
(1,240,729} Increase {Decrease) in Llabilitles 14,310,110
{307,955) NET CASH PROVIDED BY OPERATIONS 21,510,802
CASH FLOWS FROM INVESTING ACTIVITIES
{170,231) Capital Purchasing {2,659,868)
13,684 Proceeds on Capltal Assets Sold 14,184
{142,646) Investment Activity 209,529
(299,193} NET CASH USED BY INVESTING ACTIVITIES {2,436,155)
(607,148} NET CHANGE IN CASH 19,074,647
CASH BALANCE

35,949,777 BEGINNING 16,267,982
35,342,629 ENDING 35,342,629
(607,148} NET CASH FLOW 15,074,647




™) Prosser

B Memorial Health
Statement of Cash Flows - 12 Month Trend
September 30, 2020

Sep-19 Qct-19 Now-19 Dec-19 Jan-20 Fab-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20

Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual
NET INCOME TO NET CASH BY OPERATIONS
NET INCOME {LOSS) 203,716 281,784 {350,7089) 369,020 240,864 {120425) {149,776) 956,436 1,070,603 2,224,029 182,430
Depreciation Expense 214,609 222,284 222,105 224,314 222,577 227,538 224,010 228,367 229,248 231,347 232,391
Amortization - - - - - - - - - E -
Loss {Galn} an 5ale of Assets (S00) (13,684) 57,915 57,915
TOTAL 418,325 504,068 138,600) 593,334 463,441 107,113 74,234 1,214,303 1,236,267 2,513,291 472,736
WORKING CAPITAL
Decrease (Increase) in Assets (1,351,916} {492,108} 14,884 (645,214) {518,948) {4689,109) 555,768 {2,528,363) 3,723,881 {486,472) {318,018}
Increase {Decrease] in Liakilities 666,840 109,671 83,018 (772,023) {648,957) 83,249 262,126 5,360,425 6,000,562 (1.245,038) 150,847
NET CASH PROVIDED BY OPERATIONS {266,751) 121,631 (40,698) {823,903) {704,465) {278,747) 892,128 8,046,365 11,010,710 781,781 305,565
CASH FLOWS FROM INVESTING ACTIVITIES
Capital Purchasing (842,075) (193,078) {380,203) 207,539 {292,919) {35,283} {124,590) (350,521} [231,586) (44,273} {95,029}
Proceeds an Capital Assets Sold - - - 500 13,684 13,684 13,684
Investmeant Activity (354) {20,139) 248,949 {758,455) 69,190 95,603 {343) 993,481 {542,037) {15,858) (346)
NET CASH USED BY INVESTING ACTIVITIES {842,429) (213,217} {131,254) (550,926) (223,729) &0320 {124,933} 543,360 {759,939} {46,447) (81,691)
NET CHANGE IN CASH {1,109,180) {91,586) (171,952) {1,374,829) {928,194) {218,427) 767,195 8,689,725 10,250,771 735,334 223,87
CASH BALANCE
BEGINNING 19,015,529 17,908,349 17,814,763 17,642,811 16,267,982 15,339,788 15,121,361 15,888,556 24,578,281 34,829,052 35,564,386
ENDING 17,906,349 17,814,763 17,642,811 16,267,982 15,330,788 15,121,351 15,888,556 24,578,381 34,829,052 35,564,386 35,788,260
NET CASH FLOW {1,109,180) {91,586) {171,952} {£,374,829] {928,194) {218,427) 767,195 8,689,725 10,250,771 735,334 223,874




Prosser

Memarial Heaith

Direct Cash Flow Statement
September 30, 2020
August September October November  Decemnber January Fabruary March April May June July
2018 2019 2019 2019 019 2020 2020 2020 2020 2020 2020 2020
CASH FLORS FROM OPERATING
PAVMENTS RECEIVED
Commereial 1,425,376 1,658,587 1,712,336 2,110,960 2,164,595 1,790,818 2,042,936 2,163,134 1,479,262 1,568,932 1,965,005
Medicald 974,783 1,332,291 1,150,609 1,223,633 1,287,731 1,116,011 1,207,273 1,200,088 1,130,387 1,252,461 1,295,508
Medlcare 501,296 1,299,895 1,316,188 1,730,651 1,555,473 597,037 1,403,308 1,326,305 808,729 1,045,301 949,542
VA 41,311 10,616 28,210 26,048 24,261 82,909 34,277 86,268 45,565 70,641 70,054
Worker's Comp 74,716 98,834 126,432 66,052 296,141 180,120 165,706 151,215 95,669 B3,546 248,425
self Pay 263,000 265,218 630,357 265,490 37,674 182,202 162,755 149,324 131,135 128,640 132,739
Gther Non Patient Payments 457,206 364,841 287,781 680,275 212,931 210,958 475,782 8,541 682 10,681,077 971,815 1,655,778
Cash jved {Patients, | Other) 5,118,733 3,7711628 5.030,272 5,252,553 6,003,101 5,678,807 4,160,056 5492042 14,018,016 14,372,228 5.131,345 6,319,145
Patient Refunds {14,770} {5.755) {106,025} {7,998) {6,268) {4,845) {4,203) {4,127) {1,865} {4,541) {27,317} (5,139)
AP Expenses (2,054,652) {1,764,710} (2,578,745} 12,649,740) {3,762,411) 12,627,585) {2,059,339) {2,101,189] 12,556,196) 11,622,076} {1,936,338) {2,292,598)
Settlement LumpSum Payments {1,147,000) -
Payroll Expenzes (3.418,896) (2,218,202} (2,185,535} 12,229,167) {2,652,323) |3,566,717) {2,279,658) (2,437,474) (2,352,138} | 2,148,321} (2,270,085} (3,645,038)
Leaninterast Expense {57,467} {57,467} (57,467} {57,467 (57,467) {114,534) - [57,467) (57,467} {114,924} (118,019} {52,467)
HET CASH PROVIDED BY OPERATING (325,652) {267,105) 200,492 208,251 (1,502,368 {635,275) (183,144} 291 78S 9,040,345 10,482,357 799,607 318,903
CASH FLOWS FROM INVESTING ACTIVITIES
Capltal Purchasing {151,395} {842,075} {193,078) (380,203} 207,539 {292,015} (35,283} {124,590) {350,621} {231,585} {44,273} {95,029)
WET CASH USED BY INVESTING ACTIVITIES {151,396} 1842,075) {193,078) (380,203} 27,539 {292,519) {35,283} {124,590}  {350,621) (231,586} {42,273} (95,029)
MET CHANGE IN CASH {578,248) {1,109,180) {91,586) (171,952) (1,374,829} {924,194) {218,427) 757,195 4,689,725 10,250,771 735,334 223874
CASH BALANCE
BEGINNING 19,593,777 19,015,529 17,906,343 17,814,763 17,642,211 15,267,982 15,339,788 15,121,351 15,888,556 24,579,281 34,829,052 35,564,385
ENDING 19,015,529 17,506,349 17,914,763 17,682,811 16,267,902 15,325,748 15,121,361 15,888,555 24,578,281 34,929,052 5,564,306 35,748,260
MET CASH FLOW 1578,249) {1,109,180) [91,586) 171,952) 11,374,229} {928,194) (218,427} 767,195 £,689,725 10,250,771 735,334 223,874




") Prosser
‘¥  Memorial Health
Key Operating Statistics
September 30, 2020
Month Ending Year to Date Prior Change
Actual Budget Variance % Actual Budget Variance % Year
Key Volumes
191 204 (13} 6% Inpatient Acute Days 1,768 1,862 {94) 5% 1,794 1%
97 172 (75}  -44% Inpatient Swing Days 1,148 1,571 {423) -27% 1,506  -24%
288 376 (88} -23% Total Inpatient Days 2,916 3,434 (518) -15% 3,300 -12%
87 82 5 6% Inpatient Admissions 761 748 13 2% 748 2%
85 82 3 4%  Inpatient Discharges 760 748 12 2% 755 1%
9 12 {3) -28% Swing Bed Discharges 83 114 {311 -27% 00 17%
1,337 1,745 (408}  -23% Ad)usted Patlent Days 12,162 15,934 {3,771}  -24% 14,543  -16%
9.60 12,53 {293) -23% Average Daily Census 10,64 12.53 {189} -15% 1208 -12%
398 380 15 4% Adjusted Discharges 3,170 3,470 {300} 0% 3,327 5%
225 2.49 {0.24)  -10%  Average Length of Stay - Hospital 2.33 2.49 (0.8}  -7% 238 2%
10.78 13.77 {285) -22% Average Length of Stay - Swing Bed 13.83 13.77 0.06 0% 15.06 -8%
38% 50% -12%  -23%  Acute Care Occupancy [25) 43% 50% 8%  -15% 8%  -12%
a5 37 8 22%  Dellveries 365 338 27 8% 328 11%
101 124 {23) -19% Surgical Procedures 834 1,134 (300)  -26% 1,083 -23%
767 1,008 {241) -24% Emergency Dept Visits 7,339 9,211 (1.872) -20% 8,635 -18%
12,306 12,094 212 2% Laboratory Tests 102,629 110,456 (7.827) 7% 101,026 2%
2,348 2,087 261 13% Radiology Exams 19,060 15,060 0 % 16,819 13%
1,027 1,048 (28]  -2% PMH Specialty Clinic 8451 8,575 {1,124) -12% 8,586 -2%
897 991 {94) -10% PMH - Benton City Clinic Visits 7,874 9,055 (1,181) -13% 8,493 7%
1,552 1,038 514 50% PMH - Prosser Clinic Visits 10,136 0,478 658 7% 8,609 18%
578 610 {32) -5% PMH - Grandvlew Clinic Visits 5,508 5,568 {60) -1% 4,807 15%
629 599 {?0) -10% PMH - Women's Health Clinic Visits 5,290 6,383 {1,083) -17% 3,813 39%
LABOR FULL-TIME EQUIVALENT
265.59 290.82 25.23 9% Employed Staff FTE's 262.45 290.82 2837 1% 260.49 1%
28.99 30.48 1.49 5% Employed Provider FTE 29.26 30.48 1.22 4% 26.36 11%
204,58 321,30 26.72 8% All Employee FTE's 2017 321.30 29.59 9% 286.85 2%
25726 273.11 15.85 6% Praductive FTE's 256.24 27311 16.77 6% 252,10 2%
14.83 20.86 6.03 29% OQutsourced Therapy FTE's 1385 2086 7.00 34% 1644  -16%
3.85 1.56 {2.29} -147% Contracted Staff FTE's 4.19 4.07 {0.12) -3% 4.15 1%
18.68 22.42 3.74 All Purchased Staff FTE's 18.05 22.42 6.88 31% 2059 -12%
7.25 458 {2.67) -58% Contracted Provider FTE's 6.92 458 {2.34) -51% 5.73 21%

32051 348.30 27.79 8% All Labor FTE's 316.68 348.30 34.13 10% 313.17 1%
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% & Memecrial Heaith
Financial Operatlons
September 30, 2020

¥TD 2019 ¥TD 2020 ¥TD Budget 2020
Utilization
Adrmissions a8 761 748
Adjusted Admissions 3,295 3174 3470
Avaraga Dally Cansus. 65 65 6.2
Adjusted Cocuplad Beds 288 269 315
Average Length of Stay [days) 24 23 5
Outpatiant Revanua % 77.3% 75.0% 78.5%
Tetnl Yield (nat patient ravanusa) 53.0% 45.4% 65.9%
Hospital Caze Mix Index TBD 0.92 1.00
Financial Performance {5000}
Net Patient Revenue 42,850 43,924 47,234
Tetal Operating Revenue 44,100 45,712 48,104
Testal Opwrating Expanse 42,378 45,568 45429
Income (Loss] from Operations 1722 4,144 2,675
Excass af Revenus Qver Expanses 2,345 4,568 3,207
EBIDA {Operating Cash Flow) 3,497 5,205 4,715
Additions to Property, Plant, and Equipment 4,967 2,660 559
Balztes St {S000}
Usrestricted Cash and Investments 1,106 16,695 3,915
Accounts Recahvable [gross) 23,681 26453 17,104
Mat Flxed Assats 15,785 15,245 12,758
Current and Leng-Term Uabllitles (excluding LT dehbt) 8,202 21,564 5413
Long-Term Debt 11,783 10,867 6,441
Total Liahilities 18,985 32531 11,854
Nat Worth B o 28,820 34,192 29,763
Key Ratios
Operating Margin (%) 3.9% £.3% 5.6%
Excess Margin (%) 5.3% 10.3% 6.7%
Operating EBIDA Margin (Operating Cash Flaw) 7.9% 12.5% 9.8%
Avarage Expense per Adjusted Patiernt Days 3,747 2851 2914
Net Accounts Recelvable [days) 58.98 57.18 54.07
Current Ratia |x) 1.66 144 155
Cash on Hand (days) 110.84 22258 120,39
Cushlon Ratio () 70.61 120.47 53.80
Return on Equity (%) 2,14% 13,368 13.33%
Capitai Spending Ratlo 1.64 2.4% 513
Average Aga of Plant [Years] 10.73 10.12 10.84
Dabt Service 259 660 458
Dabt-ta-Capitsl {36} 31% 275 27.07%
Pattent & 5 by Gross R [56}
Medicara 31.5% - B 4 31.5%)
Medicald 31.2% 3L1% 31.7%
Commercial Insurance 28.8% 28.9% 28.7%
Salf-pay and Other 8.1% 9.3% 8.1%
Labor Matrics
Productive FTE's (Incl contract labor) 272,42 281.31 00,11
Total FTE's [inc] cortrast labor) 31217 216.68 248,30
Labeor Cast (incl banefits) par FTE - Annualized 84,264.20 90,600,858 B80,562.05
Labor Cast (incl bansfits) as a % of Nat Cperating Revenue 50.89% 57.7% 53.3%
Nat Operating Revenus par FTE 140,818.899 156,280.08 138,111.33
|Qperating Expense p=r FTE 155,320.61 143,894,213 130,431.59
Cantacts: B
David Rolline  Chief Financial Officer  [509] 7B6-6605
Stephanle Titus  Director of Finamce {5{19) 786-5530
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' Memorial Health
Revenue by Financial Class

September 30, 2020

Manth Medicare Medicaid Commercial Insurance  Self Pay and Other Total
JAN 33.3% 32.3% 27.1% 7.4% 100.0%
FEB 33.6% 30.5% 27.7% 8.1% 100.0%
MAR 27.9% 32.0% 31.7% 8.4% 100.0%
APR 28.1% 31.3% 29.7% 10.8% 100.0%
MAY 31.9% 29.3% 28.1% 10.6% 100.0%
JUN 26.0% 32.3% 30.0% 11.7% 100.0%
JUL 25.8% 35.2% 31.3% 7.6% 100.0%
AUG 31.4% 31.8% 27.4% 9.4% 100.0%
SEPT 28.5% 32.9% 27.8% 10.8% 100.0%
oCcT
NOV
DEC
YTD 2020 29.7% 32.1% 28.9% 9.3% 100.0%
2019 31.5% 31.8% 28.6% 8.1% 100.0%

2020 Gross Revenue by Financial Class
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Memeorial Health
Net Revenue by Financial Class

September 30, 2020

Month Medicare Medicald Commerclal Insurance  Self Pay and Other Total
JAN 28.2% 23.9% 44.7% 3.2% 100.0%
FEB 25.2% 20.8% 44.1% 9.8% 100.0%
MAR 24.4% 24.3% 44.6% 6.8% 100.0%
APR 29.2% 24.9% 41.2% 4.7% 100.0%
MAY 34.2% 15.3% 36.9% 13.5% 100.0%
JUN 18.4% 25.8% 40.0% 15.8% 100.0%
JUL 20.6% 31.0% 45.8% 2.6% 100.0%
AUG 33.8% 18.4% 34.0% 13.7% 100.0%
SEPT 15.9% 26.6% 37.3% 20.2% 100.0%
ocT
NOV
DEC
YTD 2020 23.4% 24.1% 41.2% 11.3% 100.0%
2019 29.4% 21.7% 38.8% 10.2% 100.0%

2020 Net Revenue by Financial Class
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Memarial Health
Statement of Operations 13-month Trend

Aug-19 5ep-19 Oet-19 Nov-19 Dec-19 lan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20
Grogs Pathent Sarvices Revennpe
Inpatient $ 2526200 $ 2501168 $ 3012630 S5 2517549 5 LBG48S2 5 1864635 5 3010011 5 2635344 § 2,206,745 5 2,520,235 5 3,042,365 § 3,172,603 % 1,759767 § 2,669,599
Qutpatient 8,421,340 8,313,652 9,717,565 5,716,943 10,233,751 10,071,002 9,445,153 8,882,599 5,357,211 6,692,393 9,162,121 %.501,319 10,083,233 4,721,811
Total Gross Pathent Sarvices Revenue 10,947,640 14,814,820 12,720,19% 11,334,492 13,088,643 12,935,637 12,455,164 11,517,843 7,563,956 9,212,633 12,204,546 12,679,922 12,842,600 12,391,510
Deductions from Revenue 5o% 5% S3% Say 5% 5 BI% L 5 5% SO AT E%
Cantractual Allowances

Medicare 2,000,591 2,181,816 2,860,807 2,234,020 2,611,913 2,632,392 2,720,808 177,267 595,183 1,611,449 2,019,352 2123486 2,764,234 1,817,288
Medleald 2,250,702 1,533,944 2,626,636 3,351,182 2,593,535 2AE62,158 2,881,363 2,364,561 2,088,300 1,938,730 2,427,413 3115445 2,843,308 2,528,387
Negotlated Rates 1,484,291 1,882,777 1,698,297 490,324 1,053,995 1,570,832 1,535,802 1,559,890 63,732 1,145,653 1.738,176 1,525,953 1471,853 1,755,267
Other Adjustments 236,997 56,291 117,115 12,337 |62,054) 152,100 143,288 395,710 40,602 [68452) 265,524 291,657 436,025 (362,358}
Gress Contractual Allowances 5,972,581 5,754,828 7,302,855 6,087,923 6,197,389 7,217 483 7,281,261 5,092,428 3,487,817 4,628410 6,450,465 7,156,557 7,576,120 5,782,544

Charity Care 238,673 112,577 89,746 182,296 34,095 70465 207,726 147,635 40,927 49,448 149,222 337,712 77110 749,533
Bad Debt 259,799 89,162 154,222 442,390 514,487 366,493 154,253 325,725 268,555 255,700 326,276 135,652 256,521 835,019
Total Deductions From Revenue 6,511,053 5,996,557 7,546,823 6,712,609 5,745,921 7,654,441 7,643,240 6,565,538 3,797,299 4,833,558 6,925,563 7,632,921 7,909,751 5,658,096

Nat Palient Services Revenue 4,426,587 4,818,253 5,183,376 4,621,883 6,352,722 5,281,196 4,811,924 4,952,105 3,765,657 4,279,075 5,278,533 5,047,001 4,932,849 5,603,414

COVID Grant Revenue 2,210,389 1,325,148 1,481,428 205,582 11,407, 088) 1,300,000
Otther Oparating Revanua 119,837 371,886 44,074 144,372 60,565 54,045 48,156 79,111 49,953 4,385 58,855 51,424 125401 132,732
Net Revenue 4,556,424 5,140,139 5,227,450 4,766,255 6413287 5,335,642 4,260,080 5.031,216 6,025,994 5,660,609 & 818,870 5,414,007 3,651,162 3,551,162

Operating Bxpenses

Salaries 2,185,403 2,272,947 2,282,644 2,333,751 2,596,017 2,350,007 2,319,185 2,438,079 2,243,147 2,292,652  2,362460 2472695 2378145 2,802,563
Benefits 397,207 450,455 511,076 503,958 765,786 577,012 555,392 440,583 739,833 604,325 419,678 575,549 356,087 532,020
Purchased Lakor 236,659 264,753 217,501 246,218 268,265 249,096 283,557 329,407 261,693 125,692 166,426 169,347 176412 277,138

Sub-Tetal Labor Costs 2,820,259 2,983,155 3,111,221 3,083,927 3,630,059 3,215,205 3,158,144 3,208,069 3,244,673 3,032,B5% 2,944,574 2,220,551 2,950,644 3711721

Professiamal Feas - Physici 355,202 332,200 310,244 352,355 a77,018 389,778 279,808 267,635 415,725 238,245 326,140 320,182 353,500 356,282

Professlonal Fees - Other 40,503 5802 27,900 57,445 37,267 43,560 58,785 19,051 93,438 49,655 64,632 37,519 {112,693} 17,314

Supplles - 493,079 700,353 725,859 764,707 622,645 619,449 675,545 762,215 527,615 451,223 515,166 629,329 720,675 901,242

Purchased Services - Utllitias 44,577 32,600 42,598 48,996 37,B6D 43,249 43,969 40,757 31,315 46,337 485,325 59,031 52,110 57,118

Purchased Services - Other 251,437 299,771 233,945 314,063 269,828 261,428 230,546 359,723 222,165 228,23 255,449 279,915 352,210 166,143

Remals & Leasas 173,040 166,916 158,981 158,015 126,792 154,404 170,987 157,981 152,417 153,829 180,783 176,152 168,937 172,722

Insurance License & Taxes 077 69,509 69,709 52,025 63,642 60,430 95,269 87,382 85,150 58,850 35,853 39,883 91,582 77,705

Crepreclation & Amortization 207,017 214,509 222,284 222,109 224,314 222,577 227,538 224010 228,347 229,348 231,247 232,391 232,273 132,977

Othar Qperating Expenses 101,333 144,048 143821 135,294 40,753 104,447 103,657 107,679 92,318 92,182 121,253) 114,301 56,152 128,247
Sub-Tetal Mon-Labor Expenses 1,743,265 1,572,808 1,545,341 2,115,01% 1,850,226 1,939,722 1,890,104 2,036,444 1,852,510 1,627,914 1,635,882 1,949,113 1,955,146 2,110,350

Total Dperating Expanses 4,563,534 4,961,403 5056562 5,198,945 £,490,295 5,155,927 5,048,248 5244513 5,097,189 4,660,773 4,584,456 5,169,704 4,905,790 5,822,071

Oparating Income (Loss) (7,110) 179,136 170,828 (432,591) 922,992 179,715 (188, 168) (213,297) 929,805 1,007,836 2233414 144,303 (1,254,6241) 1,304,075

Mon Operating Income

Tax Revenue 70,601 69,701 71,945 69,785 69,205 71,840 65,5683 77,314 73,881 69,569 70,784 72,711 71,007 69,245

Investraent (ncome 31,673 3189 20,703 21,943 28,574 22,527 22,035 19,425 18,000 12,351 12,242 3,385 2,600 2,542
[ntarest Expanse (34,475) [76,310) 34,270) (34,156) (33,322} {32,996) {19,892} (33.218) (35,750} (32,857) [35,496) (37,969} 142,518) (22,420}

Qthar Mon Operating | {Expense) 8,200 52,513 14,420 (222) - 500 13,684 (57,915) 4,200 g

Total Non Dparating incoime 76,999 24,530 110,895 71,982 60,457 61,149 67,743 63,521 56,631 B2, 76T {10,385) 38,127 35,289 49,358

Net Income (Loss} 60,889 203,716 281,784 (360,708) $ 963,443 200864 4  (120,425) § (149776) § 586436 £ 1070603 § 2,224,020 § 182430 §(1219,333) $ 1,353443

Total Margin 1.5% 3.9% 5.3% -7.5% 15.2% 4.5% -2.4% -2.9% 16.2% 18.7% 32.7% 34% -33.1% 3E.6%
Margln {Non Operating Income) £0.2% 3.5% 3.3% -8.1% 14.4% 3.4% -3.9% -4.2% 154% 17.8% 32.8% 1.7% -34.4% 35.7%
Salarles as a % of Net Revenue 48.0% 44.2% 437% A5.0% 40.5% A44.8% 47. 7% 43.5% 31.2% 40.4% 34.6% 46.5% 65.1% 7E.8%
Labor as 3 % of Net Revenue 61.9% 5B.1% 59.5% §4.7% 56.6% 60.3% 65.0% 63.8% 53.2% 53.5% 43.2% 60.5% &0.8% 101.7%
Oparating Expenss change from prior menth % a% 2% 3% 6% -6% 2% a% -3% % 7% 13% -5% 19%
Gross Revenue change from prier manth -A% ~1% 18% -11% 16% -1% -4% -B% -34% 2% % A% 1% 4%
Nat Revanus changa from prior manth 1% 1% 2% 9% 35% -17% % ax 20 4 0% -22% -31% o
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AR Balance Trend - Through luly {2018, 2019, 2020)

January

2016
12,382 445
14,494,028
20,600,695
20,487,742
19,464,558
17,028,895
16,275,033
15,812,556
13,571,867
13,789,248
13,844,649

February March
AR Balance Trend
2017 2018 2019

13,660,499 15,931,510 19,428,531
14,529,821 16,911,324 19,145,130
15,115,376 14,589,166 19,513,147
15,752,955 15,852,804 19,692,139
15,131,907 16,812,580 19,455,387
15,445,995 16,291,895 21,223,053
15,918,959 15,979,415 20,206,074
17,412,422 16,633,907 20,028,246
17,547,651 17,139,78 1
15,948,473 16,950,256 25,724,222
15,292,336 17,374,013 25,655,024
16,777,361 17,132,550 25,486,600

2020
26,540,403
28,567,785
26,130,696
22,350,961
23,319,876
25,197,275
25,943,825

26,144,421

% Change

37%

34%
14%
20%
19%
28%
31%

AR Age Comparative {2018, 2019, 2020)
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Memorial Health

Physician Clinics Consolidated
Income Statement As Of: September 30, 2020

YTD Actual YTD Budget Variance % Var YTD Prior
Clinical Patient Revenue 10,993,183 12,890,489 {1,897,306} -15% 10,403,892
Deductlons From Revenue {3,959,363) (4,637,919} 578,556 -15% 4,118,152}
Net Patlent Revenue 7,033,821 8,252,571 {1,218,750} -15% 6,285,740
Other Operating Revenue 85,851 119,250 {33,399) -28% 94,890
Salaries 7,679,630 7,384,523 {295,107} -4% 5,848,005
Beneflts 407,415 558,535 151,120 27% 337,965
Purchased Labor 4,438 - {4,438) 0% -
Total Salaries and Benefits 8,091,483 7,943,058 (148,424} -2% &,185,970
Professional Fees 122,917 175,275 52,358 30% 224,911
Supplies 772,077 627,259 (144,818) -23% 398,243
Lhilitles 56,541 53,244} {3,301) -6% 45,981
Purchased Services 171,432 130,537 [40,895) -31% 153,572
Rentals & Leases 652,831 664,672 11,841 2% 679,465
Other Direct Expenses 101,791 223,078 121,287 54% 208,970
Total Non Salary Expenses 1,877,588 1,374,060 {3,528) 0% 1,712,142
Total Expenses 9,969,070 9,817,118 {151,952} -2% 7,898,111
Contributlon Margin {2,849,398) {1,445,298) (1,404,100} 97% {1,512,482)
Referred Hospital Revenue 22,450,915
Net Hospital Contributien Margin 19,601,517
FTE's
Employed 72.72 83.46 10.74 13% 63.06
Contracted .77 4.25 3.48 82% 0.95
Total 73439 87.71 14.22 16% 64.01
Employed
Haurs Pald 116,350 133,536 17,186 13% 100,902
Hours Worked 100,650 106,829 6,179 6% 85,691
Contracted
Hours 1,232 6,800 5,568 82% 1,512
Unit of Service {LIOS) Total Visits 37,801 40,844 {3,043) -7% 36,847
Productivity {(Worked Hours f UOS) 2.70 2.78 (0) -3% 2.48
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Memorical Healith
Benton City Clinic

Income Statement As Of: September 30, 2020
RURAL HEALTH CLINIC

YTD Actual YTD Budget Variance % Var
Clinical Patlent Revenue 1,813,125 2,440,962 {627,837) -26%
Deducticns Frem Revenue (453,281} (610,240) 156,953 -26%
Net Patiant Revenue 1,359,844 1,830,721 {470,877 -26%
Other Dperating Revenue - - - 0%
Salaries 1,402,572 1,420,056 17,484 1%
Benefits 92,266 108,416 16,150 15%
Purchased Labor - - - 0%
Total Salaries and Benefits 1,494,837 1,528,471 33,634 2%
Professional Fees - - - 0%
Suppltes 98,378 49,920 {48,459} -97%
Uilities 11,801 11,779 (22} 0%
Purchased Services 23,533 31,017 7,484 24%
Rentals & Leases 173,551 177,973 4,422 2%
Other Direct Expenses 7,263 33,300 26,037 78%
Total Non Salary Expenses 314,526 303,988 {10,539} -3%
Total Expenses 1,809,364 1,832,459 23,095 1%
Contribution Margin {449,520) {1,738) {447,782} 25771%
FTE's
Employed 16.41 19.00 259 14%
Contracted - - - 0%
Total 16.41 19.00 2.59 14%
Employed
Hours Paid 26,264 30,400 4,135 14%
Hours Worked 22,336 24,320 1,985 8%
Contracted
Hours - - - 0%
Unit of Service (UOS) Total Visits 8,415 9,868 1,453 15%
Productivity (Worked Hours / LIOS}) 2.65 246 {0.19) -8%

YTD Prior
2,201,273

{550,318)

1,650,955

1,533,024
93,690

1,626,714

7,094
42,296
11,651
37,170

168,975
11,974
279,160

1,905,874

{254,919)

18.23

1823

28,175
26,396

2144

2.8%



rosser

Memorial Health
Prosser Clinic

Income Statement As Of: September 30, 2020

RURAL HEALTH CLINIC
YTD Actual YTD Budget Variance % Var
Inpatlent Revenue 953,645 751,979 201,666 27%
Outpatient Revenue 3,459,439 4,010,700 {551,261) -14%
Clinical Patlent Revenue 4,413,084 4,762,679 {349,595) -7%
Deductions From Revenue {1,103,271) {1,190,670) 87,399 -7%
Net Patient Revenue 3,309,813 3,572,009 {262,196) 7%
Other Operating Revenue 85,851 119,250 {33,399) -28%
Salaries 2,311,266 2,057,166 {254,100) -12%
Benefits 124 264 157,078 32,214 21%
Purchased Labor 4,438 - (4,438) 0%
Total Salaries and Benefits 2,440,568 2,214,244 {226,324) -10%
Prafessional Fees 107,705 149,400 41,695 28%
Supplies 306,059 214,550 {91,501) -13%
Utilittes 18,220 22,255 4,034 18%
Purchased Services 60,585 52,942 {7,642} -14%
Rentals & Leases 271,919 275,254 3,335 1%
Dther Dlrect Expenses 62,061 106,350 44,289 42%
Total Non Salary Expenses 826,550 820,759 {5,791} -1%
Total Expenses 3,267,118 3,035,003 (232,115} -8%
Contribution Margin 128,546 656,256 {527,709) -B0%
FTE's
Employed 24.30 2680 250 9%
Contracted Q.77 2.59 1.82 70%
Total 25.07 29.3% 4.32 15%
Employed
Hours Paid 38,886 42,880 3,994 9%
Hours Worked 34,213 34,304 91 0%
Contracted
Hours 1,232 4,144 2,912 70%
Unit of Sarvice (UOS) Total Vislts 15,427 15,847 420 3%
Productivity (Worked Hours / UDS) 230 243 0.13 5%

YTD Prior

463,391
3,141,716
3,605,107

{901,277)
2,703,830
99,890
1,001,749

88,773

1,090,522

200,516
182,671

20,008

66,285
235,258
108,898
813,835

1,904,356

899,363

1748
0.94
18.42

27,570

24,816

1,496

14,310

1.84



rossel

Memeorial Heaqith
Specialty Clinic

Income Statement As Of: September 30, 2020
PROVIDER BASED CLINIC

YTD Actuai YTD Budget Variance % Var
Clinical Patient Revenue 3,561,961 4,288,777 [726,816) -17%
Deductions Frorm Revenue {2,101,557) [2,487,491) 385,934 -16%
Net Patient Revenue 1,460,404 1,801,286 {340,382) -19%
Other Dperating Revenue - - - 0%
Salaries 3,088,035 2,864,997 {223,038) -B8%
Benefits 131,189 213,440 82,251 39%
Purchased Labor - - - 0%
Total Salaries and Benefits 3,219,225 3,078,437 {140,787) -5%
Professional Fees 11,400 25,875 14,475 56%
Supplies 107,691 144,471 36,780 25%
Utilities 5,883 157 {5.726) -3655%
Purchased Services 34,707 4,840 {29,866} -617%
Rentals & Leases 124,331 123,331 (299} -1%
Other Direct Expenses 22,562 56,728 34,166 60%
Total Non Salary Expenses 306,573 355,403 48,830 14%
Total Expenses 3,525,798 3,433,840 {91,958) 3%
Contribution Margin {2,065,394) {1,632,554) {432,940) 27%
FTE's
Employed 19.67 22.00 233 11%
Contracted - - - 0%
Total 19.67 22.00 233 11%
Employed
Hours Pald 31,478 35,200 3,722 11%
Hours Worked 27,370 28,160 790 3%
Contracted
Hours - - - 0%
Unit of Service {UOS) Total Visits 8,451 9,566 1,115 12%
Productivity (Worked Hours / UOS) 3.24 2.94 {D.30) -10%

YTD Prior
3,473,711

{2,014,752)

1,458,958

2,521,243
109907

2,631,150

13,901
62,226
3,406
4,449
150,233
25,508
259,723

2,890,873

{1,431,914)

17.93
0.01
17.53

28,686
25,000

8,586

291
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Memorial Health
Grandview Clinic
Income Statement As Of: September 30, 2020

RURAL HEALTH CLINIC
YTD Actual YTD Budget Variance % Var
Inpatient Revenue 7,666 928 6,738 726%
Clutpatient Revenue 1,197,347 1,397,143 {159,767) -14%
Clinical Patient Revenue 1,205,013 1,398,072 [153,059) -14%
Deductions From Revenue {301,253) {349,518)
Net Patlent Revenue 903,759 1,048,554 {144,794) -14%
Other Operating Revenue - - - 0%
Salaries 877,757 1,042,304 164,548 16%
Benefits 59,096 79,601 20,505 26%
Purchased Labor - - - 0%
Total Salaries and Benefits 935,853 1,121,906 185,053 16%
Professional Fees 5444 - {5,444) %
Supplies 67,014 55,637 {11,377) -20%
Utilities 14,058 13,725 {334) -2%
Purchased Services 29,233 21,750 {7,484) -34%
Rentals & Leases - - - a%
Other Direct Expenses 56,671 15,975 9,304 58%
Total Non Salary Expenses 122,421 107,087 {15,334) -14%
Total Expenses 1,059,274 1,228,992 169,718 14%
Contribution Margin {155,514) {120,438} 24,924 -14%
FTE's
Employed 12.33 15.66 333 21%
Contracted - 1.66 1.66 100%
Total 12.33 17.32 4.99 29%
Employed
Hours Paid 19,722 25,056 5,334 21%
Hours Worked 16,731 20,045 3,314 17%
Contracted
Hours - 2,656 2,656 100%
Unit of Service (LIDS) Total Visits 5,508 5,563 55 1%
Productivity (Worked Hours f UDS) 3.04 4.08 1.04 26%

YTD Prior

2,498
1,121,305
1,123,802

(651,805}

471,957

791,989
45,595

837,584

3401
110,850
11,916
45,667
125,000
62,590
339,425

1,197,008

{725,011}

942
.0z
9.42

15,070
13,478

4.807

2.81
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l._‘( Memorlal Health
Revenue By Financial Class

Benton City Clinic

Specialty Clinic

o

- Eommerchd = Corarcial
 aadicald - Madicaid
- amlicare - Medicnre
Diher Other
- SafPwy = Salf-pay
Revenue by Finanelal Class Revenue by Financial Class
Commercial 675,741 7% Commergial 1,119,332 31%
Medicaid 600,658 33% Medlcald B96,676 25%
Medicare 452,334 25% Medicare 1,204,164 34%
Other 26,236 1% Other 219,378 6%
Self-Pay 5B,157 3% Sel-Pay 122,412 3%
Grand Tatal 1,813,126 Grand Total 3,561,962
Prosser Clinic Grandview Clinic
- Commurcl » Commerdat
Afadicald Mesdepld
- Mesficars Madicars
Mher Dhar
- SelfPay « SalPay
Rewenue by Financial Class Revenue by Financial Class
Commercial 1,824,272 41% Commercial 496,354 41%
Medicald 1,797,013 41% Maedlcald 344,766 29%
Medicare 424,351 1% Medicare 267,907 22%
Other 246,524 6% COther 67,242 6%
Self-Pay 120,924 3% Self-Pay 28,744 %
Grand Total 4,413,084 Grand Total 1,205,013



Prosser

Memoricl Heaith
CLINICAL PROVIDER VISITS BY MONTH

Benton City Clinic

JAN FEB MAR APR MAY Jun 1L AUG SEP ocT NOV DEC TOTAL
CARL 178 177 135 100 84 107 117 104 160 1,162
JOHANSING 239 238 235 173 172 174 144 - - 1,375
STUADINGER 201 105 146 116 130 149 200 183 200 1,430
LUTHER 117 154 129 75 119 155 139 123 225 1,236
ZIRKER 214 153 206 61 101 138 185 229 162 1,449
MICROULIS 127 107 107 103 i11 133 121 a7 129 1,035
GRONER B6 83 81 62 53 68 25 42 60 575
MORSE 7 - - - - - - - 7

Prosser Clinic

JAN FEB MAR APR MAY JuN JUL AUG SEP ocT NOV DEC TOTAL
CCONNOR 205 243 215 187 228 352 336 a2 265 2,447
MIN 188 164 159 106 105 191 156 168 200 1,437
ZHMUROUSKI 209 158 135 109 153 151 157 231 168 1,472
MORRIS 99 173 191 158 300 235 168 136 227 1,688
MORSE 150 55 172 2203 98 190 207 184 192 1,495
GARZA 2 - - - - - - - 2
DUNHAM - - - - - - - 153 225 378
SOLLERS 288 an 321 227 219 262 205 209 219 2,251
WEAVER 215 188 201 168 a2 185 173 186 170 1,578
CHARVET 122 125 105 41 62 7% 77 147 145 204
GARZA 23 12 4 - 23 - - - - 72
PADILLA - - - 46 9g 174 193 221 724

Specialty Clinic

JAN FEB MAR APR May JUN JuL AUG SEP ocT NOV DEC TOTAL
CLIFFORD 245 205 210 162 181 190 205 172 245 1.816
HALYORSON 137 155 162 109 81 145 114 137 117 1,157
STREBEL 138 119 100 69 79 92 8% 134 96 916
HUANG 70 72 71 31 37 56 a0 104 118 549
CHEW 83 76 71 43 61 57 28 45 21 501
COMBS 196 183 146 7 72 146 106 112 - o974
BHATTI 147 84 101 29 109 121 133 161 159 1,104
C. TIEU - - - - - - - 78 78
T. TIEU - - - - - - - 67 B?

Grandview Clinic

JAN FEB MAR APR MAY JUN L AUG SEP ocT NOV DEC TOTAL
SANTA-CRUZ 168 179 150 132 135 116 119 132 148 1,279
GARZA 141 143 112 83 88 70 126 104 151 1,018
WARNICK 111 73 51 a8 s 67 6 55 82 531
ZIRKER 113 145 125 38 100 67 115 82 - 785
ZHMUROUSKI 22 a5 45 15 21 37 40 44 43 3pz
HANKS 125 134 151 163 173 193 161 165 127 1,392
CHARVET - 3 - - 12 14 - - - 20
MORRIS - - - - - - - - 1 1
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In 2014, a 16-year-old woman who was 25 weeks pregnant was hospitalized with severe preeclampsia, a
serious complication characterized by high blood pressure. Her physicians contend they advised her to
undergo an emergency cesarean section, which she refused; the patient claimed that doctors told her that
the baby would die or suffer brain damage if she had that procedure. Whatever the case, when the baby
was delivered vaginally days later, it suffered severe damage. The mother filed a lawsuit, and in June of
2019 the case went to trial. After the parties rested, the jury came back in just twe and half hours with a
staggering verdict of over $229 million in favor of the plaintiff—the largest medical-malpractice verdict ever
recorded.,

Since 2013, there have been a total of eight medical-malpractice verdicts exceeding $100 million, including
the aforementioned case. Of note, six of those eight cases have come to conclusion in the last twa years.

For medical professional liability {MPL) carriers, these increasing claim costs have an enormous impact. For
many years, the MPL industry has been experiencing financial pressure in response to the changing
healthcare system and social inflation. There has been an extended soft market creating downward,
competitive pressure on premiums, while the frequency of severe claims has been steadily rising.

This has prompted the need for economic adjustments in the industry. Most carriers have already
responded by filing for rate increases—some multiple times and as early as 2013. However, at Physicians
Insurance, we have been trying to keep our rates flat as long as possible by closely managing expenses and
trying to offset increases through other means.

Unfortunately, as claim costs continue to rise, investment income is down and our rates are no longer
adequate to insure today’s exposure. As a mutual company owned by and operated for the benefit of our
members, we take changing rates very seriously, and only consider it as @ means to continue to serve out
our mission to our members.

Marketplace Update: Physicians Insurance A Mutual Company @ 2020. All Rights Reserved. Page 10f10



CONSOLIDATION CHANGES THE RISK LANDSCAPE
Healthcare has changed rapidly in many ways with electronic medical records and changes in technology
and reimbursement, but one major change has impacted the MPL marketplace most; the drastic shift

towards consolidation
and physicians moving to
employment at hospitals
or large groups. This
graph shows the large
increase of physicians
moving to hospital-
owned practices. Note
the drastic change
between approximately
2014 and 2018, when
mare than 34,000
independent medical
practices were acquired
by hospitals.

At Physicians Insurance,
our book of business

90,000

80,000

Numbar of Practice Locations

40,000
30,000

Jul-13

ja it}
3 &

Sourea: Physician Avocita institute, 2019

Jan-14

Physician Practices Owned by Hospitals

Jul-14

80,001
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practices wers scquired by hospitals
between 2014 and 2018
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mirrored the national trends, with many of our smaller/independent practices moving into hospital
employment or joining large multispecialty clinics. For example, in 2015, more than half of our bock {57%)
consisted of practices with between one and 32 physicians. Just four years later, that dropped to 34%. But
during this same time period, our total physician count increased from about 6,500 to more than 8,000
members as the company continued to grow.

That move toward consolidation and employment within the healthcare market reduced the number of
independent practices, as smaller practices closed or coverage moved to the larger groups or hospitals,

Carriers had to develop
new ways to recoup lost
revenue, so many
responded by maoving
into new territories to
diversify their business.
As a result, the Pacific
Northwest saw 36 new
carrier entrants between
2010 and 2020. This
increase in competition
put additionat downward
pressure on pricing and
contributed to what is
referred to as a soft
market.
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INCREASING CLAIMS SEVERITY REVERSES THE SOFT MARKET

Insurance markets have historically gone through somewhat predictable cycles, which influence insurance
limits and corresponding premiums. A soft market is characterized by abundant capacity, ample
competition, and low premiums due to decreases in claims frequency and severity. Soft markets are then
followed by hard markets, where capacity diminishes, competition lessens, and premiums increase to
match changes in claims frequency and severity.

Until recently, the MPL marketplace had been in a prolonged soft market, with ample carriers in the
marketplace. During the same time period, there was downward competitive pressure on premiums due to
the soft market, and there was an uptick in the frequency of high-severity losses.

Nationally, in Just Number of MPL Verdicts in Excess of $10M
the last three full

calendar years,
there have been a
record number of

a5
38 39
jury verdicts for
greater than $10 % 30
million, including
two in Washington is
Statein 2019: a
$13.9 million verdict .
in a stroke case and
a $23.9 million
2004 2015 2016 2017 2018 019

verdict for a birth-

injury case. And in Souroes Guy Carpenkey, Medkcel Professional sty Vendict Trancs May 2020

2018 and 2019 - - -
combined, there were three verdicts totaling more than $100 million, including the $229 million case
referanced at the beginning of this article.

Ancther view of the national data shows the average of the largest 50 medical-malpractice verdicts since

2001. The lines in Average of Top 50 Medical Malpractice Verdicts in US
red represent years

in which average 35

verdicts exceeded

$20 million. The first o 5 =

time this happened 25

during this period
was in 2002, and
then it took 10

20 = N I
years to hit that s
mark again in 2012. 10
However, just six F———
years later, the 5 : 25
averages well ) - wsm: !

Millions

exceeded $20 01 02 03 04 05 08 07 08 09 10 11 12 13 14 15 16 17 18 18
million in both 2018 Year

and 2019. Sasce Torefe

Physicians

Insurance’s experience during the same timeframe of 2001 te 2019 shows a large spike in cases settling for

Marketplace Update: Physictans Insurance A Mutual Company & 2020. All Rights Reserved. Page 3 of 10



more than $1 million and $2 million, starting after 2016. For example, in 2015, approximately 0.27% of
cases resolved for more than 52 million, but in 2019 that figure was over 2%,

Another way of looking at this is that in less than four years, the number of claims settling for more than $1
million and $2

million jumped Paid Indemnity in Closed Year
100% and 300%, 7
respectively. § P9 ey
¥ (259
Outside of just a i b -
pure increase inthe 5 &%
frequency and ! b
severity of claims, - /
there has been a N \ N
steady increase in ::
average paid 3001 2007 303 2004 3006 088 JOT 3008 NG I WL WST DAL DA MES 204 W7 M2D WY
indemnity. National 3 posss anding
data on NPBD i 10 e Gl 34 8
reporting from 1991  souwe: Physidans insrace Company — PrIod7 Ciairs Report
to 2019 shows a

steady increase in average indemnity (excluding shock claims or those with massive payouts), with 2000
averaging approximately $250,000 and 2019 reporting more than $425,000.

When compared to national statistics, the Pacific Northwest is also seeing this same trend in the frequency
of severity. Our data without the largest 10 claims shows a steady increase; however, including the average
of the largest 10 claims, particularly in the last four years, there is a marked overall increase.

The surge in Paid indemnity Severity
. . . 2010-2014 Level vs. 2015-2015 Level
indemnity severity

$300,000

can be easily

cbserved when we mmm
compare the 2010- e
2014 indemnity <300,000
severity level to that

of 2015-201% in Sen i
Washington and

Oregon. The chart £306,000
shows that paid

indemnity severity $30,600
has aimost

quadrupled in 50

Oregon, and that of
Washington has SNIDBW 2051018
increased by almost '
30%.

Soumoe: PhrySiclars tnsarance Coanpany - Pr00T Caims Raport

Aside from the increase in the frequency of severity of claims, another factor contributing to overall cost
increases is just the costs to defend c¢laims themselves. Using 2007 as a baseline, paid loss adjustment
expenses increased 50% between 2007 and 2019—which means that not only are claims resolving for more
indemnity, but it’s also now costing mere to defend them.

Marketplace Update: Physlclans Insurance A Mutual Company @ 2020 All Rights Reserved. Page 4 of 10



LEGISLATIVE CHANGES ARE IMPACTING CLAIMS

What is causing the value of these cases to go up? There are a number of factors, but one thing that
certainly has an impact is the iegislative and judicial environment in the Pacific Northwest, where
meaningful liability reform has been eroded over the years and abuses in the civil justice system--such as
venue shopping and junk science—have Increasingly been allowed in the courtroom.

In Washington, there was a brief period when a cap on non-economic damages existed—non-economic
damages referring to mere subjective damages, such as pain and suffering and non-monetary losses.
Washington also used to require that plaintiffs file a certificate of merit and a 90-day notice of intent before
filing suit, both of which laws were later declared unconstitutional by the court.

In 2019, Washington also opened a new class of beneficiaries in wrongful-death cases, enabling parents and
siblings of deceased parties to bring suit even if they don’t live in the United States and aren’t financially
dependent on the deceased. Since this measure is new, its effects have not yet been fully realized—but it
demonstrates our region’s leanings toward ensuring an injured party has rights to unlimited economic
recovery.

Additionally, Washington has a joint and several liability rule whereby a defendant who is only minimally
liable for a given harm can be required to pay for the entire judgement, if a co-defendant is unable to pay
their share. The impact of this rule is that parties that otherwise might justifiably contest thelr minimal
liability may look to settle instead, to avoid the risk of paying a large portion of a verdict.

In Oregon, there is no collateral source rule, which means that plaintiffs can show amounts biiled for
medical expenses (also known as phantom damages) to a jury, rather than the amount actually paid or
required to be paid—which is often significantly less, based on the health insurer’s contracted amount. This
allows plaintiffs to increase their economic damages and thus increase the perceived value of their cases.

In addition, through a recent Supreme Court case, Oregon has enabled a new cause of action in malpractice
claims, allowing plaintiffs to claim a “loss of chance of a better outcome.” These medical-malpractice claims
are unique in that, instead of requiring patients to sue for actual physical harm, they allow them to claim
damages on the grounds that they had a chance of a better outcome, and the provider's negligence
eliminated that chance. (Notably, while this is new to Oregon, this cause of action already exists in
Washington.)

Oregon also has a $500,000 wrongful-death cap, which has been heavily contested over the last few years.
The 1987 cap for wrongful death and bodily injury was deemed unconstitutional in 1999 for injuries other
than wrongful death. However, in 2016, the Oregon Supreme Court essentially reinstated the 1987 non-
economic damage cap in the Horton vs. OHSU decision for all actiens. And earlier in 2020, the Oregon
Supreme Court reversed course yet again, declaring the bodily-injury cap unconstitutional. The $500,000
cap for wrongful death remains. While this ruling is disappointing, it is not a surprise, as the wrongful-death
and bedily-injury cap has been under attack for quite some time. We anticipate more debate in Oregon
over the wrengful-death cap in the future,

Idaho has typically been a conservative venue, but there has been recent movement toward it becoming
more plaintiff-friendly. The plaintiff trial bar has strategically placed their allies on the courts in states
where they do not have successful allies controlling the legislature. Idaho does have a cap on non-economic
or subjective damages; however, if a plaintiff can prove that the actions of the parties were “willful and
reckless,” the cap does not apply. Carriers see cases where plaintiffs successfully get around the cap using
this method.
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Additionally, at the next legislative session in Idaho, we are expecting the plaintiff bar to push for phantom
damages to again allow plaintiffs to increase their perceived damages by being able to show the billed
medical expenses, as opposed to what was actually paid. And finally, in other Northwest states, there are
movements toward inflating damages and doing away with current liability reforms. Alaska is considering
adopting phantom damages, and Montana’s Supreme Court s Issuing opinions that undermine current
liability reforms.

SOCIAL INFLATION CHANGES JURY AWARDS

Another factor that contributes to increasing claim costs is sacial inflation. The term social inflation is a
catchall phrase as it is utilized in the insurance industry; but in general, it refers to the increase in loss costs
due to shifts in trust of corporations, in juror composition, and in effective plaintiff-attorney strategies.

One significant trend contributing to social inflation is the increase in distrust of corporations that began
with the financial collapse of 2008. Since that time, there has been a greater division and separation of
wealth, and an increase in feeling that someone needs to pay when something goes wrong. This shift in
mentality makes it easier for a jury to believe that a faceless corporation with ample assets {or insurance)
should be held responsible. In 2019 in Washington, a jury assigned no fault to providers who provided
medical care, and assigned all the fault to a healthcare entity te find a way to compensate the plaintiff.

Plaintiff attorneys have used this distrust of corporations to alter how they file pleadings in malpractice
cases. One litigation strategy utilized by plaintiff attorneys is to purposely name only the healthcare entity
as the defendant instead of the individual providers who provide the care, in order to take advantage of the
public’s mistrust of a corporation versus an individual healthcare provider.

Sccial inflation is also impacted by a new composition of juries. As the millennial generation becomes
jurors, their experience and mindset differs from those of prior generatlons. Most millennials entered the
workforce during the economic recession, saddled with student debt. According to some trial consultants,
millennials are starting to take leadership roles in juries, drawing upon a social-responsibility mindset while
serving. Plaintiff attorneys who want the jury to “send a message” will appeal to this call to action when
they believe millennial jurors can impact decisions.

Additionally, younger generations are increasingly less trusting of authority. The Pew Research Center
conducted a study in November and December 2018 analyzing the differences in opinion by generation,
and found some striking contrasts. For instance, 73% of people under 30 believe that “most of the time,
people just look out for themselves,” versus the 48% of their baby-boomer counterparts (ages 65+) who
believe the opposite. The same study also found that younger Americans are much less likely to have
confidence in key institutions such as the military, religious leaders, and police officers {a shift in opinion
that we are seeing play out on the national level today).

This affects how a jury might perceive the care being given to patients, and impacts their decisions when
they're rendering verdicts. Whereas older generations might assume that hespitals and healthcare workers
will do the right thing, younger generations are more skeptical.

Today, jurors of all ages may also be basing larger awards on the skewed value of the dollar and the
uncertainly of access to medical insurance. Prior t¢ 2016, the public had some confldence that medical
insurance would be available to them through the ACA or private insurers. Today, that assurance is gone,
and even those with insurance are increasingly utilizing high-deductible plans. Juries want to make sure
that an injured party will have the money available to cover their future cost of care, regardless of
insurance status and plan type—and skyrocketing rent, home, food, and healthcare costs, coupled with the
widespread knowledge of what professional athletes, celebrities, and influencers make, have impacted
juror mindsets an what amount a jury should give a gravely injured patient. If it costs a million dollars or
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more for a small house in Seattle or Portland, that will affect how much money a jury in one of those cities
is likely to award an injured party.

Lastly, plaintiffs and plaintiff attorneys now have a new tool for bringing claims, in the form of litigation
financing. This involves a plaintiff contracting with a third-party funder to obtain financial assistance for
their case, in exchange for the funder receiving an interest in the potential recovery. The agreement is
usually non-recourse, so if the plaintiff loses the case, the funder receives nothing.

The consequence of these factors is an increase in the number of cases brought, particularly weak ones. It
can also prolong litigation, discourage settlement, and direct money away from the injured party, given that
a large percentage of each verdict will go to the investor and attorneys. When a plaintiff is considering a
settlement offer, they have to think about the cut that is going to their atterney AND the third party, which
can again inflate the amount they think they may need to settle their cases. For the most part, this type of
activity is completely unregulated, and is projected to grow.

COVID-19% OUTCOMES ARE STILL TO BE DETERMINED

Aside from all these influencing elements, uncertainly surrounding the ongoing nature of the COVID-19
pandemic and its economic impact is significant. In terms of claim trends relative to COVID-19, with any
type of new risk, it typically takes several years for claims to materialize, so the full impact of the pandemic
is unknown. However, there are some early indicators, based on potential claims and some early pandemic-
related lawsuits that we've seen already..

For medical malpractice, ¢claims related to community spread or delay in treatment or deferred non-
essential care are already being made. Delay in diagnosis and treatment has historically been a frequent
allegation in many claims; the impact that clinical and elective-surgery shutdowns will have on these kinds
of claims in the future has yet to be seen. It's also possible that clinics without proper callback systems may
not prompt patients to come back soon enough, potentially worsening delays in care.

Far employment-related matters, there have been more reports in the industry of
whistleblower/retaliation claims—from warnings about inadequate measures to protect personnel and
patients from COVID-19, to claims of wrongful termination and violations of FMLA or the Families First
Coronavirus Response Act around paid or unpaid leave, For directors’ and officers’ liability, COVID-19-
specific claims have trended toward alleged negligence for wrongful action or specific inactions, such as
failures in contingency planning. With all the remote work going on, cyber erime has also been affected,
with an uptick in phishing scams and data compromise. We're also likely to see an increase in privacy-
related claims to both patients and employees, due to the new risks associated with remote care.

FINANCIAL RATING AGENCIES SHOW A NEGATIVE OUTLOOK

But even before COVID-19, some carriers were experiencing financial struggles. Global credit-rating agency
AM Best, in the [ater part of 2019 and the early part of 2020, downgraded its Financial Security Rating for at
least eight MPL carriers—including Norcal and ProAssurance, whao have limited market share in the Pacific
Northwest—for deteriorating financial performance. This is significant, as these eight companies make up
approximately 10% of the total annual MPL premium in the United States.
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In fact, AM Best has
maintained a
negative outlook on
the MPL segment
for the coming year,
citing key factors of
“depressed
demand,
diminishing reserve
redundancies,
concerns regarding
rate adequacy amid
rising loss costs
trends and social

inflation, (and) the impact of the COVID-19 pandemic”.
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While Physicians Insurance has remained financially stable, and even had its A- {(Excellent) rating from AM
Best confirmed in 2020, the company has operated at an underwriting loss since 2015, Despite rising
expenses driven by increases in reinsurance costs, we've remained relatively consistent in our underwriting
expense ratio, controlling our expenses in order to spend more of our premium dollars defending our
insureds, {In fact, compared to a set of peer companies, Physicians Insurance consistently spends less on
running the business and maore on defending members and paying claims.}

Additionally, for the
last 12 consecutive
years the company
has returned 55
million in dividends.

This Peer
Comparison chart
shows a comparison
of Physicians
Insurance and a
compuosite of 18 of
our competitor peer
companies. (The
composite group is
shown in light blue,
and Physicians
Insurance is shown
in dark blue.) The
graph is broken out
by just the loss-

-
#

PEER COMPARISON
LOSS & LAE RATIOS

™ Bhwstdr b &
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adjustment expenses; we have historically had a loss and loss-adjustment ratio of more than 80%, and for
2019, that figure was at 88.5%. Of note is that for 2019, the gap appears to be closing—hut really the
average is vastly impacted by the adverse loss experience of one competitor, Norcal, which posted a
175.9% combined ratio in 2019. Excluding Norcal, the composite group of our peers is at 79% for 2019,

Overall, what is demonstrated by these numbers is that we are consistently spending a greater percentage
of our premium dollars on paying our losses as compared to our peer group. Two of the factors contributing
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to this could be that we operate in an environment lacking tort reform, and that we are uniquely willing to
spend the money needed to defend cases and take them to trial.

The same comparison study of 18 peer groups also looked at underwriting expenses, the money spent to
run each company and cover elements such as reinsurance costs. {Again, the composite group is shown in
light blue, and Physicians Insurance in dark blue.} Physicians Insurance consistently spends much less to run
its business,
operatingaleaner  PEER COMPARISON
operation than its
K
1%
215% 5%
g ]
| I | | i | |
| |ﬂ | I
iozé Ty Fial ] s
So what does this Soumrrs i b’ 2348 Gampopet of SR AL S A ot el ey el v, ey o Sl
mean? Firstly, it
means that Physicians Insurance has consistently managed its expense ratio, being effective stewards of
members’ premium dollars, spending a greater percentage of premium dollars defending members and
taking cases to trial compared with its peers. This is part of the benefit of being insured by a mutual
company that is owned by and operated for the benefit of our members. However, loss trends within the

industry demonstrate the need for premium and rate adjustments. By adjusting rates, the company can
ensure that it has adequate premium dollars to pay against future claims to continue to serve its members,

peers. Compared UNDERWRITING EXPENSE RATIO

with the prior graph, m

this chart shows

that we are % 24% 2%

#

3

#

consistently
spending a greater i
percentage of our - e
premium dollars on o
defending members : = =
and covering claims,
compared to what
we pay ourselves— !
which is how we
helieve our
members want us to
steward their
. 00w il

premium dollars.

Already across the industry, most carriers have responded to the aforementioned changes by taking rate
action. For Physicians Insurance, the last filed rate changes were a 10% rate decrease in Washington in
2009, a 15% decrease in Idaho in 2010 and a 20% rate decrease in Oregon in 2012, Looking at 2019 and
beyond, we can see a large uptick in the amount of rate increases that other carriers in the reglon have
taken. MedPro and TDC both increased their rates, sometimes two years in a row for Washington, Oregoen,
and Idaho. The last rate adjustment by these carriers in these states was a rate reduction in 2012 during the
soft market; CNA took early rate action by increasing their overall rates by 12.9% in 2013, and by another
6% in 2015. Physicians insurance is really the outlier, not having taken any filed rate actlon since 2012,

MARKET IMPACT FOR THE PACIFIC NORTHWEST

The medical-malpractice industry has undergone significant changes in the past few decades. Changes in
the healthcare landscape have eroded solo and smaller practice models in favor of employed and hospital-
owned practicas. These consolidations have had an indirect impact on MPL insurers as they changed their
customer base, necessitating a need for those insurers te find ways to recoup lost revenue. Competition
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fueled by increasing loss costs caused combined ratios to rise to unsustainable levels, with MPL carriers like
NorCal being forced to sell and other carriers placing a moratarium on writing large groups.

The severity of claims is also rising, and is projected to continue to rise. In our states, just since 2015, we've
seen a surge in indemnity, with average paid indemnity almost quadrupling in Oregon and increasing by
almost 30% in Washington. We do not anticipate any meaningful tort reform or other legislative changes to
combat this uptick in indemnity. Social inflation is expected to continue as well, with a new juror mindset
tending to view malpractice claims as a form of hitting the lottery. The trend toward hospitals and groups
purchasing higher limits, coupled with plaintiff counsels bringing more claims against multiple defendants,
will continue to push average claim settlements and verdicts higher and higher. Early projections of the
repercussions of the COVID-19 pandemic indicate that the pandemic will cause further claims increases in
years to come.

To address these changes and increases in loss costs, Physicians Insurance took responsible steps in 2019
and early 2020 to improve its financial performance. Our underwriters have taken premium increases on
accounts driving losses through debits and reductions in premium credits, have been conservative in
writing new business, and have not underbid to win accounts that were priced too low by the competition.
The company also grew through new partnerships that brought in business appropriate to our overall risk
portfolic.

However, even with these efforts, Physicians Insurance’s increasing combined ratio is a warning sign.
Although we have sufficient surplus to support combined ratios of more than 100% for several years, that
doesn’t mean that this is a status quo the company is able maintain in the long term. To maintain its AM
Best rating of A-, Physicians Insurance needs to move steadily back to a combined ratio at or below 100%.
After careful actuarial review, it has been determined that in addition to the efforts already made, it's time
for the company to adjust base rates to reflect the true cost of insuring the delivery of medicine in 2020
and beyond.

The resulting rate increase for Washington is 8.0%. An actuarial study proposed a rate increase of 16.8%,
but we felt that a smaller increase would be sufficient, if put in effect along with cost containment and
other strategies. For Oregon, the rate increase is 15%. (Again, an actuarial study propcsed an indicated
mature base rate change of 59.2%, using other carrier rates as a reference.) Interestingly, in Oregen,
purchased limits are generally higher than in Washington, and premiums are generally less—and our
adjustment to the base rate takes this important factor into account.

Certainly, all the market dynamics described—including social inflation, the [egislative environment, a
consolidating healthcare industry, and others—will continue to bring changes in the short term. Increased
claim severity may be a new constant the MPL industry will have to manage. With so many carriers facing
the challenging new financial realities caused by these complex issues, the coming years will continue to
see carriers working to adjust their policies and strengthen their financial performance, and Physicians
Insurance will respond accordingly—but always with its members in mind. For more information on how
these market dynamics and rate changes impact your policy, please contact your Physicians Insurance
underwriter by calling {800) 962-1399 or writing to underwriting2 @phyins.com.
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Hospital Dashboard Report

Prosser Memorial Hospital
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Balance Sheet

Cash & Cash Equivalents
Accounts Receivable
Total Current Assets
Net Fixed Assets
Investments

Total Assets _

Current Liabilities

Long Term Debt

Equity

Income Statement

Gross Patient Revenue

- Deductions

Net Patient Revenue
Other Operating Revenue
Total Operating Revenue
Total Expenses
Operating Income

Other Income

Net Income

1,221,656
8,768,411
10,845,529
12,224,144
o
389,261,063
6,098,331
6,648,741
26,513,991

118,391,490
66,792,440
51,599,050
1,711,721
53,310,771
52,969,155
341,616
124,109
465,725

4,138,853
8,349,140
15,168,371
75,468,376
3,433,203
49,188,710
9,329,174
13,155,379
26,445,035

214,915,014
164,423,331
50,491,684
2,639,269
53,130,953
51,882,512
1,248,441
377,450
1,625,891

41,464,550
54,928,583
120,767,151
144,191,228
62,014,666
378,842,729
60,330,039
88,939,713
226,306,226

1,212,652,520
912,243,379
300,409,142
22,876,701
323,285,843
306,171,928
17,113,915
3,152,831
20,266,747
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Cost Posltion

Hospital Cost Index® Nza 104.90 jicd
Forzroge Cont per Medicars: Dischargs {CM1 = 1.0} % Fair 8222 8,162 788
Aueroge Cost per Vit (RW = 1.0)* Good % 9% %
Direct Cost per Routne Doy* Fair 758 612 593
Direct Cost per ICU/CCL Day* NA 1,085, Lin
Overhead Cost % xk_ Average ES 36 2
Capital Costs per Equialent Discharge™ * Excelent 254 669 607
Average Cost per Equbvlent Discharge™ Good 8,178 9,667 9,055
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Labor Costs
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For more than 70 years, Prosser Memorial Health (PMH), a rural, 25-bed critical access
hospital, has served Prosser and its surrounding communities. After years of enthused
community-led fundraising, PMH's rich history began in 1945 when construction crews broke
ground on the 19-bed facility. Two years later, on December 26, 1947, Prosser Memorial
Hospital opened, dedicated to the memory and service of World War il veterans.

This modest, small-town hospital blossomed into a community-focused center for exceptional
medical care serving thousands of patients every year. Our care and provider base scope
includes family medicine, advanced surgical care, laboratory, state-of-the-art diagnostic
imaging, obstetrics, and emergency care.

Today, the hospital's facilities are dated and not fuliy compliant with the Americans with
Disabilities Act. Building a new facility is a more cost-effective approach than renovating the
hospital. We have land for a new hospital. We plan to sell the existing grounds and facility.

Prosser Memorial Health will improve the heaith of our community.

We will become one of the top 100 Critical Access Hospitals in the country through the
achievement of the following Pillars of Excellence.

#1 Patient Loyalty: PMH will provide outstanding customer service, aspiring to treat those we
serve the way they want to be treated.
GOAL: PMH will achieve a patient satisfaction rate of 95% or higher.

#2 Medical Staff Development: PMH will respond to the Medical Staff concerns and needs in a
timely manner, pursue initiatives in collaboration with our Medical staff and ensure the
availability of the appropriate providers for those we serve.

GOAL: PMH will achieve and maintain an annual Medical Staff satisfaction rate of 90% or
higher.

#3 Employee Development: PMH will encourage and provide for the ongoing development of
our employees. We will provide an aimosphere that values our employees and promotes:
Open Communication.

Competitive wages and benefits.

Selection and retention of effective, caring personnel.

Utilization and development of talent throughout the organization.

On-going education.

Employee recognition.

GOAL: PMH will achieve and maintain an annual employee satisfaction rate of 90% or higher.

Prosser
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#4 Quality: PMH will develop and maintain a system of continuous improvement which is
incorporated-into the daily work of every smployee and Medical Staff member.
GOAL: PMH will achieve an iVantage score of 49 or higher.

#5 Service: PMH will develop and maintain appropriate facilities, technology and services to
meet the needs of those we serve that includes building a replacement facility.

GOAL: PMH will achieve a 50% market share of our great community for those services we
provide.

#6 Financial Stewardship: PMH will continue to strengthen its financial stewardship position to
enhance the ability to develop new services, obtain needed technology, modernize facilities,
recruit physicians and ultimately ensure long-term viability.

GOAL: PMH will achieve an annual total margin of 6% or more.

Major Employer

$35,300,000 Salaries & Wages

Hospital Admissions

Hospital Admissions and outpatient services have consistently increased since
2015. Infant births have increased by nearly 24%. Adjusted patient days that
include inpatient and outpatient services combined have more than doubled
since 2013. We have grown our active medical staff 66% since 2017.

All statistics are 2020 budget or annualized.

Prosser
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The Prosser Memorial Health Foundation pursues, receives, and administers donations and
gifts for PMH. The Foundation supports and enhances healthcare for the Lower Yakima Valley
and the surrounding region. The Foundation assists with new equipment purchases, funding for
scholarships, building projects, and other organizational advancements.

The Foundation has several designated funds. The Wayne Hogue Capital Fund will “host” gifts
for the new hospital.

The Wayne Hogue Capital Fund: Financial support for
staff training, hospital equipment, and facility
improvements, including building the new hospital,

Wayne, a generous philanthropist and businessman,
leads by example. As a past Chairman of our Board of
Commissioners, he used his many resources and
talents to improve the high-quality healthcare we enjoy
today.

' ' ' Wayne believed for fundraising, "You just have to ask.”
The Hospital and Wayne's objectives are well-aligned for the best options and treatment with
advanced technology and resources delivered in an inviting environment.

Community support from businesses, individuals, and foundations for the new hospital will be
administered through this fund.

Before the COVID-19 pandemic, PMH grew at a rate of 10% each year for the last four years. We
have expanded service linss, purchased new equipment, and added clinics and providers to our
team in response to community needs. Today it is clear we must continue to grow and respond
to the increased demand for high-quality, low-cost healthcare in the communities we serve.

Qur patient count from both east and west of Prosser continues to grow. Patients have changed
their healthcare provider because they trust PMH, and they know they will receive excellent care
with dignity, respect, and optimism.

Cur current facility is from a post-World War 1l era with many renovation and expansion rounds
to stay current. Unfortunately, we have run out of room to expand the hospital at its current
location. The fagility is not ADA compliant and struggles to meet state and federal regulations for
hospitals.

The hallways are narrow, operating rooms are too small to contain all the new equipment needed,
with no private rooms for inpatient care. Also, the lack of parking and treacherous winter
conditions while navigating the hill upon which the hospital sits add to the inconvenience.,

Prosser
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This is How We Care is not merely a PMH slogan; it is our way of life. We are committed to
delivering high-quality healthcare. To serve our community now and well into the future, we plan
to build a new hospital off [-82 and Gap Road. PMH purchased 33 acres there in 2017.

Since 2017, we have worked closely with the United States Department of Agriculture (USDA)
on the exiensive application process to secure a loan. The USDA approved our pre-application
in 2019, which included a site visit to our current hospital. They agreed, PMH requires a new
facility to care for patients.

With the USDA loan PMH will not bring a levy or bond to voters to fund this project. The
architect and construction consultants project we would open the doors to the new hospital in
early 2024, following the hospital’s 75" anniversary in 2023.

The USDA loan requires community support as a component of the loan. To demonstrate

substantial community support. We anticipate needing to raise $5 million dollars from the
community.

Preliminary Cost and Revenue Projections

Estimated USDA loan proceeds $47,300,000
Estimated PMH contribution $12,700,000
Community fundraising goal $5,000,000
Funding Total $65,000,000

With the support and generosity of our community we will be able to build a state-of-the-art facility
that will serve our needs for the next 100 years.

Prosser
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(This is a first phase draft. As the project progresses, we will share the most current
renderings with our donors.)
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Prosser Memorial Health will be a Center of Excellence, providing high-quality, low-cost
healthcare services to the communities we serve. This includes:

o State-of-the-art surgical suites and technology to respond to the needs in our
community.

¢ New Birthing suites will allow for water-birth opportunities, enabling more flexibility to
accommodate mothers' preferences in delivery.

» Allinpatient rooms will be a private room with amenities to accommodate family and
support people for our patients comfortably.

» 16% of rooms will be equipped for ICU, providing a higher level of care for our patients
and keeping them close to home.

« Expand the Cardiology Clinic to include cardiac rehab and pulmonology, allowing
patients recovering from a heart attack or pulmonary issues to stay in Prosser for their
rehabilitation.

¢ A savings of 10 to 15 percent annually in utility costs with a new facility.

» Expanded Emergency Department.

+ Medical Office Building for Specialists.

With most of the new hospital funding proposed to come from a USDA loan, some have
questioned the necessity of a community capital campaign. A critical component of the USDA
loan process is to demonstrate community support for this project. The capital campaign is the
most effective means to illustrate the engagement by our region's stakeholders.

Campaign Oversight and Accountability

The Foundation Board of Directors and Hospital Board of Commissioners will oversee the
capital campaign initiative. The Foundation Executive Director Shannon Hitchcock and
Foundation CFO Stephanie Titus will manage administrative support and financial reporting.

Prosser
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We appreciate you reviewing this summary of our plan. Your thoughts and counsel about this
exciting endeavor are essential.

Prosser Memorial Health Foundation Board of Directors

Officers

President — Julie Sollers

Vice President — Rich Legerski
Secretary — Lois Chilton
Treasurer — Evan Tidball

PMH Staff

Craig Marks — Chief Executive Officer

Shannon Hitchcock — Foundation Executive Director
Stephanie Titus — Foundation Chief Financial Officer

Board Members
Elisa Riley

Emily Carl

Frank Schroeder
Glenn Bestebreur
Keith Sattler

Lisa Veloz

Neal Ripplinger
Stephen Kenny
Susan Reams
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Interview Date; August 20, 2020
i
GAS, 5130

Teams Meeting

Name: ;S, |glg_¢\lc,g ”\@CM k&&h{l
Phone Number; 5 Qg- 3?}3‘ ,5“._.-“

Email 'ama_pa_{jiml@ﬂu,maﬁ.mwmm

Current Title: Q 5%':\%3(&{\—\ U‘i ' 4 ? ¢ Q:f)(@(\—l -:Q_ﬂ‘l on/;_\ D)rﬂ C,‘-"O(
current Employment:_L)umeica Cre itk Uaan )

Areas of Expertise: S‘iﬁ d@g /> F\p‘._c; an) ("'OL‘) :DO%’EG\ QNL\U?\\Q

INTRODUCTION: (Please tell us about yourself and why you believe you would be an asset to the
Prosser Memorlal Health Board of Commissioners. Please describe your current title, company and
major responsibilities you are accountable for.)
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CAREER HISTORY: (Give a brief career history, naming key companies and industries you have waorked.
If you are responsible for revenue mention that here. Describe the groups you have led, major
initiatives you implemented.)
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BOARD SERVICE, HONORS, SPECIAL SKILLS AND EDUCATION (1 PARAGRAPH)
) ¥\ \
il »” l‘._‘_’ - InJo '-}-& %)

- S a _‘A' lll ﬂ'l. A'®a

“&a/:{éf% /w/? /r; L %Jé% éra/{ufé
/m -C e S ﬂ(m jhff\ﬁk w‘? bﬁ;mf’ S foo /O VOum i%,fessmmls

Sun tFela Qé A ;&(,{.{M@‘f’ {/..’,"/A /HL&"/

Please complete and return via email to Carol Allen, Executive Assistant, at Prosser Memorial Health,
callen@prosserhealth.org by Thursday, August 13. If you have any questions, please contact Carol at
509-786-6651,
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From: Kristi Mellema

Sent: Friday, Octoher 02, 2020 11:35 AM
To; LAll Staff

Subject: COVID Stats

Good morning — I've included some visual graphs regarding positive COVID tests that were done here at PMH. As you
can see, there is steady decline which is great news! However, masking and hand hygiene continue to be a necessity.
@ i"ve also included the Benton/Franklin graph at the bottom which also shows a decline for both counties. The
health department did report this week that they have seen a little “bump” in positive tests the last week and a half
which are being attributed to Labor Day weekend,

You can always lock at the Benton/Franklin COVID-19 Dashbeard at
https://www.bfhd.wa.gov/programs services/investigations  outbreaks/c o v i d-19/benton- franklin case count.

Keep up ali the great work that you do every dayl You are appreciated!!! Thank you!
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Kristl Mellema, BSN, RN, CPHQ, Chief Compliance & Quality Officer
Chief Compliance & Quality Officer | Administration

PROSSER MEMORIAL HEALTH

723 MEMORIAL ST | PROSSER, WA 99350

o: {509) 786 6646

o Prosser

Memoricl Health

This & ke mall and all h may contaln confidentlal i beloneing to Prosser | Health. This email may contain information related to performanca improvement and pesr mview
prog! and Is theraf: fidantial and i under RC\\M 24.250, RCW 70.41.200 and EHB1711. This Information Is Interded OMLY for the usa of the individusl or entity named sbove. If you are not the intendad
raciplant, you ara heraby notiflad that any discl , ibution {electronic or othe rwise), iing or taking any action In reliance on the contents of this infarmation is strictly prohibited. If you have received
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Crﬂg Marks

From: Kristi Mellema

Sent: Wednesday, October 07, 2020 2:11 PM
To: 1All Staff

Subject: Employee Fiu Shot - REMINDER
Follow Up Flag: Follow up

Flag Status: Completed

Employee

230 AM - 100D AM )

Get Yo
330 PM - 5:30 M Flu ghot
=

730 AM - 2:30 A

Vineyard Conferanca Room

***EMPLOYEE FLU SHOTS WILL BE DELIVERED TO THE PRIMARY CARE CLINICS AND WOMEN'S HEALTH CENTER THIS
AFTERNOON!



Get a Flu Shot During COVID-19!

Fiu vaccine is essential to help prevent illness during the pandemic

Fight Fiu with a Flu Shot Foliow the Basics of COVID-19 Prevention
Hvaryone, svary year. - Wear & Tarempk ontgits the

W's not tor inbe to got a Au abet,

WIS Cryvty Deew Sate SO0
Avvegtor, WA JI203
—w e Y

finvD©

Kristi Mellema, BSN, RN, CPHQ, Chief Compliance & Quality Officer
Chief Complionce & Quality Officer { Administration
PROSSER MEMORIAL HEALTH
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Amount Balance Funding
Organization Purpose Award Date Rec'd Recognized Remaining Rapayment Type Other Notes
Telshealth Application Funding for relief
Gl Colurnbla Ac biltty of Health during the COVID1S crisls H 5,000 4/af2020 s 6,000 | $ - 18 EFT
HHS Stimulus Payment 5 760,001 A£1072020 5 760,201 | § - 1% - EFT
£S5 Medicare Advanced Banefits Advance of Medicare P § 6,591,580 4212020 4 - |8 - |8 £,591,980 EFT
HHS Stimulus Payment 5 271,197 4/24/2020 $ 271,197 | & - 18 ; EFT
L5 Bank $BA Economic Injury Bisastur Loan {EIDL) Payroll Protection Forg Loan § 15,000 413042020 ] w0000 | § - s - EFT
U5 Bank SBA Payroll P Propram Laan (PPPL} Payroll P in Fergh Loan $ 6,350,235 5/4/202D 5 - s 6,350,235 | & - EFT
CARES Provider Relief Fund - Rura!
HH5 Allocation $ 4,170,732 5/6/2020 5 2773457 | § 1,397,275 | § - EFT
[uns Stimulus Payment 5 49451 5/20/2020 5 - 13 49,461 | § EFY
WSHA ASPR PPE purchase from WSHA 5 20,000 5/21/2020 H 20,000 | 5 - |8 . CHECK
|Meadicaid SRESH SRDSH reallocation of addt'l funds 5 2932 S/32/2020 H 29382 | 5 5 EFT
HHS Stimulus Payment 5 4951 /92020 § - 13 49,461 | % - EFT
HHS Stimulus Payment § 150,680 6/16/2020 H - § 150,680 | § - EFT
HHS Stimulus Payment 5 103,253 §/25/2020 5 - s 103,253 | $ - EFT
HHS Stimutus Payment $ 1,300,000 7/20/2020 H 1,300,600 | $ - EFT
HR3A (W DOH) SHIP $  B3,136 7/27/2020 s - 83,136 . £FT
Mokina RCP Stablizatian Paymant 5 254M 8/2/2020 5 25,434 ; 2 EFT
Totels _$15971,754 5 5,196,271 $ 8,183,503 £,593,980

COv|0 Funding Tracker v0£.30.2020 1G/15/2020

by RULCTITIVel-2h) )



Gross Pattant Services Revenue
Inpatiant
Cutpatisnt
Total Gross Patient Services Revenue

Contrachual Alknwancgs
Madicara
Madicaid
Naogoiiated Rates
Oihar Adlusiments
Gross Contractual Allowances
Charity Care
Bad Dabl
Total Deductons From Reverue

Net Patient Services Revenua

HH$ Faders! Funds
Other Grans related to COVID18
Paycheck Prateclion Pragram {Net of Medicara)
Other Cparating Revenue
Net Revenue

Dperating Expenses
Saelaries
Bengfts
Purchaged Labor

Sub-Tolal Labor Cosls

Professional Feas - Physicians
Professknal Fees - Other
Supplies
Furchasad Sarvices - Utllifies
Purchasad Services - Other
Renisls & Lesses
nsuranca Licanse & Tanes
Depraciation & Amoriization
Other Operating Expenses
Sub-Tola! Mon-Labor Expenses

Total Operating Expenses

Qperating Income (Loes)
Non Operating ncome

Tax Ravanua
invesiment ncome
Interest {Expense)
Other Non Cperating {Expense)
Total Non Opearating Income

Net income {Loss)
Operating Margin
Tatal Margin

Attachment LL

{ LProsser

Memorial Health

STATEMENT OF OPERATIONS
Agtual 2018 Actual 2019 Budget 2020 Projected 2020
25,604,722 32,269,968 34,564,819 2264831 T0% 33,280,434 [1,284,385) -4%
88,786,758 108,767,804 125,833,980 16,066,176  14.6% 109,037,889 {15,796,081) -13%
118,391,481 142,067,791 160,398,799 1B 331,008 12.9% 142,318,323 {18,0%0,476) -11%
P
ar
Tota!
20,525,466 27,528,741 32,236,053 4,307,311 154% 26,699,663 [5.536,3%0) -17%
26,511,175 34,140,282 35,645,007 4,504,715  14.5% 30,345,306 [5.298,702) -15%
14,177,999 16,817,667 20,591,779 3774112 22.4% 17,414,950 (3,176,828) -15%
1,230,238 1,343,734 2,251,696 207,962 67.6% 1,570,277 {281,418) -12%
62,444,878 77.230,435 90,724,536 13,484,100 17.5% 76,431,195 {14,293341) -16%
2,108,998 1,671,832 2,001,181 325,350 19.7% 2,315,260 314,07 168%
2,325,567 4,031,596 4,220,415 188818  4.7% 4,391,742 171,327 4%
66,579,441 £2,933,063 96,946,132 14012268 16.9% 83,138,197 {13,807,935) -14%
51,512,040 59,133,929 63,452,669 4318738 TA% 59,180,125 [4272541) 7%
6,378,808 6,378,808
6,000 65,000
5,350,235 5,360,235
704,674 1,680,484 1,140,583 (540,301) -32.1% 935,793 [204,790) -18%
52,216,714 60,214,513 £4,593,251 3778438  62% 72,860,983 8,267,712  13%
23,106,905 27,475,682 28,602,891 1,127,008  41% 28,553,408 350,717 1%
6,208,128 6,260,014 6,623,188 363152 58% 6,611,341 (11,525) 0%
3,345,589 2,843,126 2,358,000 {484,117} 17.0% 2,629,437 270,428 11%
32,751,631 36,578,623 37,584,866 1,006,044 2B% 38,194,086 609,219 %
3,477,937 4,047,076 3,799,311 {247,765) B1% 3,992,123 152,812 5%
741,489 509,434 542457 35,023 65% 407,729 (134,728) -25%
5,194,133 7,040,428 7,749,008 708,667 10.1% 7,873,605 124,508 2%
480,365 481,784 536,197 44443 90% 554,260 18,063 ELS
4.083,714 3,320,394 3,364,521 44,127 1.3% 3,195,054 (168458  -5%
1,888,757 2,132,297 2,262,944 130,848  6.1% 2,103,952 {158,986} -7%
584,572 738,378 733,737 4,638) -0.6% 892,565 158,828  22%
1,988,410 2,443,594 2,720,000 276,406 11.3% 2,748,872 28,872 1%
1,282,044 1,258,754 1,470,060 210,276 16.7% 1,144,635 (425,425} -22%
19,741,411 21,983,167 23,178,324 1195157  5.4% 22,913,801 {264,522 1%
52,483,042 58,561,980 80,763,190 220200 3.8% 61,107,887 344,597 1%
{276,326} 2,252,823 3,830,061 1,577,238 TO.0% 11,753,076 7,923,015 207%
B21,456 846,680 533,589 13,091 1.5% 852,155 18,566 2%
215,615 345,335 272,476 (62,858) -18.7% 121,148 {151,328) -56%
{171,572) (355,362} {403,586} (48,225) 136% {232,053) 9,534  -2%
{161,630} 71,875 25,870 (46,005} -64.0% (33,285) {59,156] -229%
703,660 863,528 723,348 {170,178) -18.9% 545,965 {182,384) -25%
427,341 351,351 4558440 1,407,050  44.6% 12,299,001 7,780,631  170%
-0.54% 3.81% 6.09% 19.86%
0.82% 5.18% 2.06% 16.85%
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Gross Patient Services Revenue
Inpatient
Ouipationt
Total Grags Patient Services Revenun

Contragtual Alowances

Medicare
Medicaid
Nepolated Rates
Other Adpesiments

Groms Contraciual Allowances
Charity Care
Baed Debt

Total Deductions From Revenua

Net Pationt Services Revenue

HHS Federal Funds
Other Grents related to COVIDYS
Fayeheck Pretaction Program {Met of Madicara)
Qiher Operaling Revenue
Net Revenus

Operating Expinses
Salares
Bonafits
Purchased Leher

Sub-Tolal Labor Casts

Professlonal Fees - Physiclans
Professianal Fees - Other
Supplias
Purchased Servicss - Utilies
Purchased Servicas » Othar
Rentals & Losses
Insuramea License & Texes
Deapracistion & Amorlization
Other Operating Expenses
Sub-Total Non-Labor Expenses

Total Operating Expenses

Opsetading Income (Loss)

Non Operating incomes
Tax Revenua
Investment income:
Interest {Expense)
Dthar Nen Operating (Expenas)
Tetal Non Dperating income

Nat Incame (Lasa)

Oparating Margin
Tofal Margin

fonvary  Febmuary  March Aprd) Way June duly August  Septomber Octoher — Wovember —December 2020
1864636 3,010,011  2,635340 2206745 1,520,235 34365 317BE03 2,759,767 2669699 2922455 2712301 2,758,272 33,250,454
10,071,001 9445153  8,B9459% 5357211 6,652,398 9,162,181 9501315 10,0B2,833 9,721,811 10415279 9,770,254 9,935,851 108,037,855
12,935,637 12,055,164 11517943 7,563,956 9,212,633 12204586 12679922 12842600 12391510 13,337,734 12482555 12,604,124 143,318,323
B o - L B 8% i s -5 g A%
% o 1% 4y 405 B B2 Eal )
b Lad 13 £ ¥ k- -1 3 -5% ]
2,692,393 2,720,808 1872267 995,183 1,611,449 2019352 2123486 2,764,334 1,817,288 2,821,330 2,678,148 2,693,625 28,699,683
2,452,158 28581363 1564561 2,088,300 1,930,730 2427413 3115446  2,8343508 2518387 2,625,849 2406365 2,463,825 30,348,306
1,970,832 1,535,802 1,259,800 363,731 1146698 1738176 1625968 L 47LES3  1,799.267 1545185 1455080 1,501,472 17,414,950
152,100 143,288 355,710 40,502 (EB.452) 265,524 281,657 456,025 [362,398) 213,404 199,721 203,106 1,970,277
7217483 7221351 6092428 3,487,817 4626410 6450465 7,156,557 7576130 578254 7206768 6089,315  6,362.028 76,431,105
F0,465 207,726 147,685 40,927 49,448 149,222 937,712 77,110 79,533 400,132 374487 380,824 2,315,260
366,493 154,253 325,725 268,555 255,700 326,376 138,652 256,521 B26,018 506,834 474,337 482,377 4.484,742
7654401 7543240 65658IR 3,797,298 4,033558 6925963 7,692,921 7909751 GEO8096 2,113733 7538129 7,735228 3,138,197
5,281,196 4811924 4952305 3,766,657 4279005  52755% 5047001 4932849 5593414 5224000 4994426 4,958,096 59,980,126
5ol 1% - L uy 5% -1 3 EI% L3 (313 i E1%
2,700,354 IM,553 1450518 1,300,000 425,287 395,686 464,381 6,378,809
6,000 5,000
1,325,249 1,481,428 61,029 5,350,235 6,360,235
54,446 48,156 75,111 53,953 64,285 58,850 61,424 125,401 132,732 48,412 48412 160,502 935,793
53356842 4360080 5,031,216 602699 5668809 GAE070 534007 3EM,162 74126146 5695838 5,380,524 11,044014 72,860,963
105% 101% 93% 2135 101% 118% 100% 62% 133% 100w o % 123%
Last Met Patient Rewvenoe amosy) (Laiset] (1315008 (a3 &51) 1#.16) te43.520) aeis {23,217 fr0d,780) 852,128} {h5L2,985)
A L e, & -7 L5 £ ;
2390097 2,519,195 2438079 1243147 2,292,652 2362460 2472655 1,378,045 2,802,583 2480189 2,375,660  2,3B.515 28,553,405
577,012 555,352 440,583 735,833 604,325 419,678 578,549 396,087 632,020 564,043 550,363 553,356 6611.241
249,096 283,557 328407 251,699 135,882 166,436 168,347 176412 277,138 202,452 187,354 150,657 2,629,437
3,216,205 3,158,144 3208069 3,44,679 303ZA58 2,548,574 3220591 950,644 37171 3246685 3,113,377 3,142,538 38,194,086
- Y Ead 3 - =) o~ =Bt 8% 0z oF o Fal
389,778 279,808 257,635 412,715 228,245 326,140 320,182 303,900 356,882 315,609 215,605 316,609 5,992,123
43,960 58,785 19,051 93,438 44,659 64,682 37,913 {112,693) 17,314 45,205 45,305 45,205 07,728
619,449 675,545 762,21% 527,615 421,223 516,166 689,329 F20,675 01,242 663,338 648,004 68,404 7.873.605
43,249 43,9859 40,757 21,315 45,837 46,325 59,021 52,110 57,118 44,693 44,583 44,683 554,260
251,428 230,546 359,733 222,165 228,231 255,449 279,915 352,210 166,143 180,076 280,078 280,078 3,196,054
134,404 170,387 167,981 152,417 153,829 180,783 176,162 158937 172,722 128,579 188,579 188,579 2,103,958
50,430 05,260 87,383 25,150 58,860 35,853 39,883 91,582 77,705 85,150 85,150 85,150 592,565
222,577 217,538 224,010 228,367 125,348 231,347 232,391 232,273 222577 279,348 229,348 229,348 2,740,872
104,447 103,557 107,67 93,318 92,182 (21,853} 114,301 56,152 128,247 122,506 123,505 122,505 1,144,835
1939722 LB90,14 2036443 1852510 1627914 1635282 1,949,113 19551456 2,110,350 1975495 1960561  1,980.561 22,913,801
% % F.H 2% -1 ) 2% L] 10% 1% -3 ELY E
5155327 5048248 5244513 5007180 4,660,773 4584456 5160708 4905700 5,822,071 5222179 5073938 5123099 61,107,887
1043 sy 103% 101% 0% ass 163% 7% 115% 100K 161% 101%
179,715 {184,168) {213, 207) 425,805 1,007,836 2,234,414 144,303  {L154,628) 1,304,075 473,520 314 586 6,920,915 11,753,076
71,B40 65,599 77,314 73,881 59,589 70,784 72,711 71,007 69,246 70,061 70,061 70,061 852,155
22,527 22,036 19,425 18,000 12,351 12,242 3,385 2,600 2,542 2,000 2,000 2,000 121,148
132,996) (19,592} (33.218) {35,750 {32,807} {35,49E) (37,960} {42,518) (22,420) {33,632} {33,632) {33,632) (394,053}
(222} - 500 13,684 157.915) - 4,200 - 2,156 3,156 2,156 {33,285}
61,149 52,743 63,521 56,631 52,767 [10,345} 38,137 35,289 49,368 40,585 0,585 1,525 545,965
240 864 [120:,425] (149,776} 9BE,436 1070603 2214019 152430  {1,219,339) 1353443 514,105 355171 6,861,500 12,299,041
3.40% -3.81% 2. 31% 2d.65% 21.55% £2.33% 2.85% -25.43% 22.90% .06% 6.36% 137.27% 19.86%
4.52% -2.48% -2.98% 16.37% 18.89% 32.62% 3.43% -23.80% 18.90% 203% B.59% 57.45% 158.88%
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Amaunt Balance Funding
Organization Purpose Award Date Rec'd Recoghized Remaining Repayment Type

Telshealth Application Funding for reliaf
G Columbila Accourtabillty of Health during the COVID19 crisls $ 5,000 4/3/2020 5 6,000 | $ 3 EFT
HHS Stimulus Payment 5 750,301 4/10/2020 - 760,801 | 5 $ EFT
CMS Medicare Ad 1 Benefits Ad of Madicara P $ 6,591,980 4/21/2020 $ ; § $ 6,591.980 EFT
HHS Stimulus Payment 5 271,157 4/24/2020 $ 71,197 | § $ - EFT
US Bank SBA Econamic Injury Disaster Loan (EIDU Fayroll P fon Foraiveness Loan 5 16,000 43072020 $ 10,000 | § - |8 - EFT
LS Bank 5BA Payroll Protection Prograrn Loan {PPPL) Payrell Protection Forg) Loan § 6350,235 51472020 H - H 6,350,235 | & - EFT

CARES Provider Reliaf Fund - Rural
HHS Allacation 5 4,170,732 5/6/2020 $ 27713457 | § 1,397.275 | § - EFT
HHS Stimulus Paymant § 49,461 5/20{2020 s - 95,461 | § - EFT
WSHA ASPR PPE purchase from WSHA §  20.000 5/21/2020 5 20,000 | & s - CHECK
Medicaid SRDSH SRDSH reallocation of addt'l funds § 25,382 5/22{2020 s 29,382 | § o EFT
HH5 Stimulus Payment H 45,451 6/9/2020 5 - 5 49,451 | & - EFT
HHS Stimulus Peyment § 150,680 6/16/2020 5 - § 150,680 | & - EFT
HHS Stimulus Payment § 103253 6/25/2020 $ ] 103,253 | & - EFT
HH5 Stimulus Peyment $ 1,300,000 742042020 4 1,300,000 | & EFT
HRSA {\WA DOH) SHIP S B3136 7/27/2020 b . ] 83,136 | § - EFT
Malina PCP Stabilzation Payment $ 25434 B/4/2020 3 25,434 | § ] - EFT

Totals § 19,97L754 E 5,196,271 ¢ 0,183,503 & 6,591,980

COVID Funding Tracker v(19,30.2020

Other Notes

10/15/2020



Attachment MM

October XX, 2020

The Honorable Alex M. Azar II

Secretary
U.S. Department of Health & Human Services

200 Independence Avenue, S.W.
Washington, D.C. 20201

Dear Secretary Azar:

The Provider Relief Fund (PRF) authorized under the CARES Act has helped to provide
America’s health care providers with the resources needed to deliver essential public services
during the COVID-19 pandemic. These funds have been deployed to help protect the safety of
frontline providers and patients, and in many cases, have helped enable providers to keep their
doors open.

On September 19, 2020, the Health and Human Services Department (HHS) announced changes
to the PRF reporting requirements that will force many hospitals and other providers to return
some of this vital funding and jeopardize patients’ access to care while the nation continues to
battle the COVID-19 pandemic. This represents an about-face from the stipulations that HHS
outlined months ago, which providers based their planning upon during an already tumultuous
fiscal environment. HHS should return to PRF reporting requirements established on June 19,
2020,

Congress has acted several times this year to add funding for the Public Health and Social
Services Emergency Fund to reimburse health care providers for COVID-19-related health care
expenses and lost revenues. Eligible providers are required to submit reports and maintain
documentation to ensure compliance with payment rules. On June 19, HHS released a frequently
asked question defining lost revenue as any revenue lost due to COVID-19 and said providers
should “use any reasonable method of estimating the revenue during March and April 2020
compared to the same period had COVID-19 not appeared.” Providers applied for and budgeted
the use of PRF funds based on this HHS guidance. However, on September 19, HHS changed
the definition of lost revenue, placing many struggling providers in an untenable situation. Now,
funding is only accessible for COVID-19-related expenses and lost revenue up to the amount of
a provider’s 2019 net patient operating income. This change will dramatically reduce the amount
of lost revenue providers can claim, create a massive administrative burden, and force many
struggling providers to return some of their payments.

This sudden and dramatic shift has created numerous problems for the nation’s hospitals at the
very same time they continue to be our first line of defense against the COVID-19 pandemic.
‘We therefore urge you to reinstate the June 19 requirements so that our frontline providers are
able to focus their full resources on protecting the health and safety of the communitics they
serve.



We thank you for your attention to this matter. Should you have any questions please contact Kirsten
Wing of Representative McKinley’s office and Kirsten. Wing(« mail.house.cov or Faith Williams of
Representative Levin’s office at Faith. Williams( mail house.gov.

Sincerely,

. £ mICL_ —

David B. McKinley P.E.
Member of Congress

T2 Mt

Roger Marshall, M.D.
Member of Congress

M\g AAL
Frank D. Lucas
Member of Congress

b, Sompen
Mike Thompson

Member of Congress

Mike Levin
Member of Congress

- 4
ow. Oifillorsn
Tom O’Halleran
Member of Congress
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