Board of Commissioners Meeting
June 25, 2015
Summit Pacific Medical Center, Elma, WA

Grays HarborCounty Public Hospital District No.1

Agenda

1. 6:00 - CALL TOORDER
a. Introductions as needed
b. Business from audience

2. 6:05 - CONSENTAGENDA See separate Consent Agenda

3. 6:10 Executive Reports
a. 6:10 Chief Clinical Officer Brenda West (Vicki Cambern)
I. Quality Committee report
ii. Department of Health survey
iii. LifeNet Health
b. 6:30 Chief Executive Officer Renée Jensen
i. CEO report
ii. McCleary Clinic lease discussion
iii. Askthe CEO
iv. Washington Rural Health Collaborative Annual Report
v. Strategic Plan Communication Document
vi. Value-Based Purchasing
c. 7:45 Chief Financial Officer Will Callicoat
i. Financial summary
ii. Financial dashboards and statements
d. 8:00 Chief Medical Officer Dr. William Hurley
i. CMO report

4. 8:10 Commissioner Business
a. Medical staff privileges
i. Kenneth Dietrich, MD Initial appointment to Emergency Department
ii. Blaise Bellows, MD Initial appointment to Emergency Department
iii. Mark Borden, MD Initial appointment to Emergency Department
b. Resolution 2015-05 Surplus Property
c. Old Business
i. Public Disclosures
d. Wrapup Drew Hooper

5. 8:25 Executive Session (RCW 42.30.110)
a. Ql/peer review committee documents and discussions
b. (f) complaints against public officers/employees
c. (g) review performance of public employee

6. Adjournment

Renée K. Jense@hief Executive Officer
(ODLQ (OPD :$Ph.(360) 346-222¢ ) (360 346-2160
Owned and Operated by Grays Harbor County Public Hd$hggict No. 1
SPMC is an equal opportunity provider and employer.



Board of Commissioners Meeting
June 25, 2015
Summit Pacific Medical Center, Elma, WA

Grays HarborCounty Public Hospital District No. 1

EBITDA Earnings before Interest, Taxes, Depreciation and Amortization
WWRHCC Western Washington Rural Health Care Collaborative

Consent Agenda

A very useful technique involves the use of a consent agenda. The board agenda planners (usually the
executive or governance committee, but occasionally the board chair with the CEO) divide agenda
issues into two groups of items. The first are those items that must be acted on because of legal,
regulatory, or other requirements, but are not significant enough to warrant discussion by the full
board. Such issues are combined into a single section of the board agenda book; members review
these materials prior to the meeting, and if no one has any questions or concerns, the entire block of
issues is approved with one board vote and no discussion. This frees up a tremendous amount of

time that would otherwise be squandered on minor issues. Any member can request that an item be
removed from the consent agenda and discussed by the full board. The success of the consent agenda
Is predicated upon all board members reading the material in the consent agenda section of the

board agenda book. If they do not, then the board becomes a veritable rubber stamp. The
second group of agenda items are those important issues that require discussion, deliberation, and
action by the board. These are addressed one by one.

Executive Session Justification
Executive Session is convened to discuss the following topics, as permitted by the cited sections of
the Revised Code of Washington (RCW):
7. Executive session (RCW 42.30.110)
o (a) national security
(b) (c) real estate
(d) negotiations of publicly bid contracts
(e) export trading
() complaints against public officers/employees
(g) qualifications of applicant or review performance of public employee/elective
office
(h) evaluate qualifications of candidate for appointment to elective office
(i) discuss claims with legal counsel
f existing or reasonably expected litigation
f litigation or legal risks expected to result in adverse legal or financial
consequences
f presence of legal counsel alone does not justify executive session
o0 Ql/peer review committee documents and discussions
x Final action must be in open meeting

O OO0 oo

o O

Renée K. Jense@hief Executive Officer
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Owned and Operated by Grays Harbor County Public Hd$hggict No. 1
SPMC is an equal opportunity provider and employer.



Grays Harbor County Public Hospital District No.1

Consent Agenda

Minutes — May 28, 2015

Meeting Minutes

Payroll Warrants $ 808,541.00
A/P Operations Disbursements $ 729,181.00
A/P Construction Disbursements  $ 21,385.00
Community Care $ 36,268.00
Bad Debt $ 185,852.00
Property tax Credit $ 1,007.00

TOTAL

$ 1,782,234.00

NOTE: Forthe Period May 1-31, 2015

Renée K.Jensefhief Executive Officer
(DVW 0DLQ (OPD :DVKLQJWRQ G )Di 3K
Owned and Operated by Grays Harbor County Public Hospital Di$toctl
Summit Pacific is an equal opportunity employer.
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May 44 $603,908.00 $ 576,955.00 $29,897.00 $41,010.0p $325,089.00 $509(00
Jund4 $588,5637.00 $ 697,923.00 r $147,624.00 $309,839.0D $708.00
Juld4 $1,030,938.00 $  733,062.00 r $180,428.00 $790,704.0D0 $337.00
Augi4 $645,036.00 $ 571,440.00 r $33,093.00) $266,201.0D $681.00
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BOARD OF COMMISSIONER’'S MEETING

May 28, 2015
AGENDA DISCUSSION/CONCLUSIONS RECOMMENDATIONS/AC
TIONS/FOLLOW-UP
CALL TO ORDER 6:01-CALL TO ORDER
The meeting of the Board of Commissioners of the Grays Harbor Countyublic
Hospital District No. 1 was called to order at 6:01pm by Chair Drew Hboper.
Present: Commissioners present: Drew Hooper, Amy Thomason, Chad Searls,
Louie Figueroa, Gary Thumser.
Also Present: Renée Jensen, Will Callicoat, Brenda West, Tim O’'HavernRo
Hulscher, Dr. William Hurley, Shauna DePrato, Rachel Brown, Shann@&mear, Joy
Iversen, Carolyn Westcott, Vicki Cambern, Lauri Bolton, Sherrie Wan
Renee Jensen presented Drew Hooper with a gavel and thanked him fdnis
service as Board Chair.
Business from Audience
None
CONSENT AGENDA| CONSENT AGENB#E SEPARATE CONSENT AGENDA A motion was made by Chad
Searls to approve the consent
agenda; Gary Thumser
seconded the motion and it was
approved by a unanimous vote.
COMMITTEE Quality Committee Report-Brenda West
REPORTS x See Quality Report for details

X The Department of Health (DOH) was at Summit Pacific March 26-28 for
our DOH inspection. These occur approximately every 18 months. We hag
avery good survey. Staff did a great job. The DOH was impressedith
staff's knowledge and cordiality. Minimal citations/deficiencies were noteg
with the majority already corrected. This year the surveyi$ad on Infection
Control, Quality and patient restrainta.honor of the staff's great work
maintaining a safe and quality environment, E-Team will host a B
lunch tomorrow for all staff.

X Arecent quality focus was on patients who Left Without Being Seen
(LWBS). As our volumes increase we want to ensure we keep our LWBS

numbers and our wait times low. The LWBS percentages increased in




BOARD OF COMMISSIONER’S MEETING
May 28, 2015

relation to volume of patients but we are still below best practice of 2% of
total patients.

Brenda explained that Emergency Department (ED) patients are noseen
by first come first served but by severity of illness. Urgent Care sems to
be taking care of patients with less severe illnesses who would befoe
have been seeninthe ED.

Patient complaints tracking will be monitored by the two commissioners
currently on the Quality Committee. Any concerns needing brought to the
full board will be handled in an Executive Session at monthly board
meetings.

Brenda discussed a LEAPT project about increasing quality memos from
staff. She shared a PowerPoint presentation showing survey resultsaken
before and after the project. Vicki will continue collecting survey data.
Vicki has taken over a larger role in the Quality Committee. She led ta
Quality Committee meeting this month and did a fabulous job.

CEO- Renée Jensen

X
X

X

See CEO Report for details

Continuing negotiations with the nurses. The next meeting is scheduled
for June 19, 2015.

The Value Based Purchasing Team has developed a Vision Statement.
E-Team met with Regional Support Network (RSN) and Public Healtkhis
week to figure out how to best leverage Mary Schroeder’s behavial
health skills.

Foundation board meets tomorrow and will have information on total
dollars raised at the annual Golf Gala.

Elma High School photography and art students, teachers and parents
were invited to a dinner premier of Dr. Hurley’s flu video. Students were
thanked for their help with the Annual Golf Gala and for providing the
artwork for our public display cases. The photography club was
presented a check for $500. This dinner celebration with the hidh school
will be an annual event.

Dr. Hurley is part of a provider leadership group with the collaborative
whose focus is currently on telemedicine and peer review looking at 8
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service lines.

Renee Jensen was appointed to Vice Chair of CHOICE. Her seat as
President of the South West Hospital Council will end this fall giving her
bandwidth to serve on the board for CHOICE.

Renee met with the developer and architects this morning on the
McCleary replacement facility. The group will continue to meet weeky.
We've requested a pre-lease agreement. Once received CEO Jenseh wil
review with Drew Hooper and Louie Figueroa, the board’s executive
committee for comments and input into the process.

Thanks to Craig Hiles for helping repair and replace wood damagegavhen
the old fireplace unit was removed.

Danny Scott and Vicki Cambern did an awesome job on an infection
control plan during the construction.

Patty Murray introduced legislation that ARNPs be accepted in the ACO
Renee reviewed the scholarship program that Joy Iversen heads for
students of area high schools going into the medical field. Joy invite
commissioners to attend the graduation ceremonies with her on June 2
and June 8, 2015.

Finance-Will Callicoat

X

X
X
X

See Finance Summary for details

Dashboards were reviewed.

Cost report due to be filed June 1, 2015.

Will shared a PowerPoint of progress to date on the Electronic Medial
Record (EMR) selection noting that we’ve been using Techtime since the
1980s

Will shared a breakdown of March and April Urgent Care Visits by zip
code

State Auditor’s office will be onsite for their annual audit June 29, 2015.
Shannon will send invites to board members for entrance/exit interviews
when they are scheduled.
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CMO Report — Dr. William Hurley
X See CMO report for details
x ED volumes on non-urgent care days — Tuesday hit 60 with 1 LWBS.doking

at ways to optimize Urgent Care and may look at a second providein the ED.

X We'll be hosting some podiatry residents in the ED
X Thank you to the E team for setting up a new reimbursement module br ED
physicians that will make recruitment and retention of ED providers easier.

COMMISSIONER
BUSINESS

Medical Staff Privileges
None for May

Behavior Standards Department Policy Approval

Policy to continue to tie our core values to our vision and mission was reviewed.
This tool is designed to help managers address issues for performase concerns
and covers all staff, physicians and board members. Laurie Bolton, V&f HR
presented the policy, the background and philosophy behind the policy It was
noted that the current code of conduct applies to compliance related $sues and
does not address behavior related issues. This policy is in support o cultural
and behavioral code of conduct and expectations for our organizton.

Board facilitator for strategic planning

Discussion on the format and facilitator for 2015 strategic planning for the board
on July 30-31, 2015 at Alderbrook in Union, WA. A variety of spakers were
reviewed with John Tolmie being selected.

Amy Thomason made a motion
to approve the Behavioral
Standards Department Policy.
Louie Figueroa seconded the
motion and it passed with
commissioners Drew Hooper,
Amy Thomason, Gary Thumser
and Louie Figueroa voting for
the motion. No objections or
abstentions were noted.

Chad Searls made a motion to
use John Tolmie as a facilitator
for the 2015 board strategic
planning session. Amy
Thomason seconded the motion
and it carried by a unanimous
vote.
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Chad Searls asked it be duly noted that he was strongly against the thavior
policy. He stated that he did not vote during the motion and ask that the issie be
reopened.

Discussion on the policy continued with Chad opposing the policy on the bsis
that he did not believe employees and others should be held accoutble for the
behaviors as stated in the policy. The remaining commissioners supmrt the

policy.

Commissioner meeting attendees

Discussion on commissioners attending various meetings for 2015. Norme is
available to go to Washington DC with Renee Jensen in Septembera@iing extra
budget dollars to allow an additional commissioner to attend LakeChelan in
June. Amy Thomason, Gary Thumser and Chad Searls will attend the 8Rnnual
Washington State Hospital Association (WSHA) & Association of Washingto
Public Hospital Districts (AWPHD) Rural Hospital Conference June 224, 2015.

CEO evaluation process

A subcommittee made up of Gary Thumser and Louie Figueroa met with Rere
Jensen last Friday to review the current CEO evaluation process. Renesviewed
a draft summary CEO evaluation process based on 360 evaluations.

Chad Searls made a motion to
reopen discussion on the
Behavioral Standards
Department Policy. Amy
Thomason seconded the motion
and commissioners
unanimously agreed to open it
for discussion.

Amy Thomason made a motion
to approve the Behavioral
Standards Department Policy.
Gary Thumser seconded it and
it passed 4-1 with
commissioners Drew Hooper,
Amy Thomason, Gary Thumser
and Louie Figueroa voting for
the motion and Chad Searls
voting against.

Gary Thumser made a motion
to approve the new CEO
evaluation process. Louie
Figueroa seconded the motion
and it passed. Amy Thomason
abstained from the vote.
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The Commissioner’s meeting was adjourned at 8:24 pm.

Amy Thomason made a motion
to adjourn the meeting; Chad
Searls seconded the motion,
and it carried by a unanimous
vote.

RECORDING SECRETARY BOARD SECRETARY
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June 18", 2015
The following is a summary of the major work efforts across the strategic areas of work since the last
board meeting in May 2015.

“We all have a spiritual nature even if some of us don't know it yet. And our spiritual health is a
contributing factor in our total health." - Maryjo Hulscher

Stewardship
Cultivate responsible growth, development and management of resources to achieve our mission and
vision.

X Nursing Association — Upcoming meeting scheduled for Friday June 19™.

X Value Based Purchasing — Presentation on implementation plan to be given at the June board
meeting.

x USDA Loan — We have officially expensed and closed out the remainder of the USDA loan
funds. As part of this process we completed an ADA and civil rights compliance assessment and
review as required by the provisions of the loan.

x See finance summary for more details on this bucket.

Collaboration
Build collaborative relationships and partnerships to improve the well-being of our community.

X Mental Health — The executive team met with Public Health and the county mental health
professionals to discuss pilot projects and the changing mental health services in our county.
The Regional Support Network (RSN) will no longer be just Grays Harbor but a combined 5
county regional network.

X SPMC Foundation — Funds raised during the golf tournament will be applied to construct phase
one of a wellness trail. Earnings from the event were approximately $30,000.

x Elma High School — Elma High School student appreciation night was a success. A small group
this year but excitement from teachers and some grateful parents indicates this could be an
annual event with potential to grow.

x Employee Scholarships — Elma High School and Montesano High School students were
awarded of over $5,000 in scholarships from the Staff and Foundation on June 2" g 8"

X WRHC - The collaborative is exploring the possibility of forming a cell within an insurance pool
for malpractice insurance. This is a longer term project that will take some time to construct the
framework. Once the design phase is complete we will need to make the decision to join the pool
or continue to purchase insurance on the commercial market. Initial investments into this
program may exceed current premiums but long term benefits could far exceed the initial
investments.

X Health Care Authority — CEO Jensen and the CHOICE board had a meeting with Dorothy
Teeter from the HCA. She is responsible for the vision behind the State innovation plan. The
meeting was productive in helping to better understand how SPMC might play a role in the
transformation plans for the State.

Renee K. Jensen, Chief Executive Officer
(DVW 0DLQ 6WUHHW (OPD :DVKLQJWRQ A 3K
Owned and Operated by Grays Harbor County Public Hospital Didoctl, SPMC is an equal opportunity provider and employer



N N _
_~ SN
~ \\
w i TIN/DIN/D D O [WJAY | 1 H18
WWJAVALVAAL A AL L AL L AN Chief Executive Offl‘(]:er R;E))?Lg
« MEDICAL CENTER » une

X CPAA Pilot Project — CEO Jensen continues to participate in the Accountable Communities of
Health work. The pilot submitted a one year progress report to the HCA this week. The HCA
continues to look at how to use the ACH'’s as a way to distribute funds to providers. This is a very
delicate question and changes the work, focus, and possibly the direction of the ACH’s. This is a
very important issue to stay on top of and tuned into.

Organizational Development
Foster a culture of passion, performance and innovation that attracts, develops and retains the highest
caliber talent.

X Physician Recruitment — We are still recruiting for an additional primary care MD to join our
team. This position has been posted as a Primary Care Director. The position will be 20%
administrative and 80% clinical care.

x ED Physicians — Dr. H is experiencing a physician shortage for August. This tends to cycle with
the summer months as well as the turnover at Madigan. We are finding new physicians to fill
these shifts but it means quick on-boarding and struggles with the credentialing process.

x Presentation — SPMC was asked to present at the WSHA Rural Hospital conference in Chelan.
Tammy Davis will be representing us and discussing our vision for our ACO and why this work is
important to the future of rural medicine.

X Strategic Planning — We have confirmed that Ben Lindekugel will be joining the board in addition
to John Tolmie for the strategic planning retreat. In addition, John will be joining both the E and
M team for the final drafting of the plan.

Physical Environment

Develop and maintain a physical environment that inspires our team to achieve the highest possible
results.

X McCleary replacement clinic — There was a change in zoning that was needed for the McCleary
clinic, this has been approved by the city council. We have a draft of a pre lease agreement and
the initial renderings of the building. CEO Jensen is working with Skip Houser, Ron Hulscher and
the Executive committee of the board to confirm details and arrangements of the lease.

x Parking — Waiting on permits. Plans and specifications are currently available for bidding.
Sealed bids due in by 2 PM on June 18", *Update — Bids have been received from three
companies and winning bid will be announced on June 19",

x Fireplace Lobby — The lobby fireplace has been replaced and is now finished. The new cool
touch fire is functioning well. Patients and visitors are already enjoying the feature in the lobby.

x EMR — We conducted additional deep dive investigations of the Meditech system to ensure we
had all the facts between Epic and Meditech. The final decision has been made! We announced
that Meditech will be the system that provides SPMC with an electronic medical record. We will

Renee K. Jensen, Chief Executive Officer
(DVW 0DLQ 6WUHHW (OPD :DVKLQJWRQ A 3K
Owned and Operated by Grays Harbor County Public Hospital Didoctl, SPMC is an equal opportunity provider and employer
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be contracting with INHS (Inland Northwest Health Services) for the ongoing IT support required
to run an EMR of this magnitude.

X Space — We are beginning to struggle with space issues. It seems like there is never enough.
We are revisiting our floor plans and options to utilize off site space to address our space
challenges.

Effective & Efficient Operations
Continuously develop effective, efficient and well-coordinated processes to ensure patient centered care.

x Department of Health — We had a surprise visit from the DOH for our Critical Access Hospital
inspection and certification. Survey visits are now unannounced and this one was a bit earlier
than expected. Began on May 26" and concluded on May 29", Overall the survey went very
well with a few minor deficiencies noted, most of which were able to be resolved before the
conclusion of the survey. More details on this will be reported during the June board meeting.

X ACO - The quarterly ACO board of directors meeting was held this month. The B&O tax issue
has been settled based on clarification from WSHA. Medicare payments are not subject to B&O
tax therefore any shared savings gained from this work will be exempt from B&O tax. In parallel
with our NRACO application, we will be submitting a grant application for AIM funding which
would cover the 3 year cost of ACO participation with the NRACO. Attribution of patients is still
an issue however; Patty Murray and others at the Federal Level are working with CMS to ensure
legislation that would allow mid-level providers to participate in the ACO and have patients
attributed to them. This is very important to us and we will continue to support a legislative fix.

x Urgent Care — Urgent care is still going well. Volumes are variable averaging 13-23 patients per
day. July 8" the Urgent Care will be open 7 days a week. This service line is a huge benefit to
our patients and our community. Retail pharmacy support for the later evening and Sunday hours
is still posing challenges to both patients and providers.

Renee K. Jensen, Chief Executive Officer

(DVW 0DLQ 6WUHHW (OPD :DVKLQJWRQ
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Upcoming events:

x June 21 — 24"™ — WSHA Rural Hospital Summer Workshop, Chelan

x July 9-11™ — WSHA summer board meeting

x July 13" - RN Negotiations if needed

x July 14-29" — CEO Jensen Vacation

x July 30-31* — Board of Commissioners & E-Team strategic planning

x August 1* — Elma Heat on the Street

X August 8" — SPMC Company Picnic

x August 31% — September 1% — M-team Strategic planning

X September 14-18"™ — WA DC Rural Advocacy Days

X September 19" — Foundation Sip and Sail, Alderbrook Resort, Union

x October 6-8" — WSHA annual meeting, Seattle

x October 17" — Wellness Fair, Elma Fairgrounds
Respectfully,
Renée K. Jensen

Renee K. Jensen, Chief Executive Officer i
(DVW 0DLQ 6WUHHW (OPD :DVKLQJWRQ A 3K

Owned and Operated by Grays Harbor County Public Hospital Didoctl, SPMC is an equal opportunity provider and employer
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|. Introduction

7KH SXUSRVH RI WRGD\-V PHH #lupdateLovi the Blatnh forLva ue-
based contracting at Summit Pacific Medical Center (SPMC).

Review of Value-Based Planning Activities
» SPMC completed an organizational value-based readiness self-assessment.
» SPMC launched a valued-based planning consulting engagement with ECG.
YHeld a kick-off meeting at SPMC on April 20, 2015
Yinterviewed multiple SPMC leaders
¥.Discussed value-based contracting metrics
¥YHeld multiple follow-up meetings and discussions with SPMC leaders
» Completion of the value-based contracting plan as outlined in this presentation.



ll. Value-Based Contracting Plan Overview

Goal, Objectives, Strategy, and Tactics

Move payments from volume to value.

>

v

Obtain value-based payor contracts.

» Earn value-based payments.

A\

>

v

Convince payors that SPMC can help them improve their
SDWLHQWVY KHDOW&sBQG UHGXFH WKH

» Make the internal changes necessary to improve patient
outcomes and patient health while reducing costs.

Obtain appropriate compensation from payors for
improving health and reducing costs.

STRATEGY

>

v

Tactic 1: Tactic 2: Tactic 3: Tactic 4: Tactic 5: Tactic 6: Tactic 7:
Create a Focus on Expand Create an Align provider Standardize Integrate
communication managing access to internal task compensation clinical a psychiatric NP

plan for payors. chronic primary and force focused with value. processes. into the
conditions. urgent care. on value. continuum

of care.



l1l. Goal

Move Payments From Volume to Value

I SPMC is pursuing value-based contracting for the following reasons.

It is consistent with It is an industry SPMC deserves
the SPMC vision. imperative. its fair share.

» SPMC will be the » CMS plans to tie 85% » SPMC is already
national model for of fee-for-service providing value-based
patient-centered care. (FFS) payments to care and will continue

» Patient-centered care value by the end of to provide value in the
focuses on value, not 2016. future.
volume. » A consortium of large » Without value-based

commercial payors payments, the benefits
and health systems of value-based care
plans to tie 75% of will accrue solely to
their business to value payors, not SPMC.

by 2020.



V. Objectives

Obtain Value-Based Contracts and Payments

I Value-based contracts need to lead to value-based payments for providers.

Key Considerations for Obtaining and Succeeding Under Value-Based Contracts

Be Proactive

Be Selective

Limit Risk
Initially

Seek Up-Front
Payments

Ensure
Success

©
O
O
O
O

SPMC can propose its own valued-based contracting terms.

» Rule out Medicare Advantage (MA) and maintain a focus on MSSP.
» Prioritize commercial and Medicaid managed care partners based on interest level and
ease to work with.

Value-based readiness assessment results indicate that SPMC is more ready for lower-
risk models, such as pay-for-performance and pay-for-care coordination.

Instead of shared savings, SPMC prefers incentives that it is likely to earn in the short
term.

» Criteria for value-based payments should be SMART (specific, measurable, attainable,
relevant, and timely).

» Make appropriate internal changes to ensure that metrics are met.

» See APPENDIX A for proposed value-based contract metrics.



IVV. Objectives

Potential Value-Based Contracting Partners 2 Medicaid Managed Care

SPMC should pursue value-based contracts with payors that have significant
covered lives in the service area and are easy to work with.

Medicaid Managed Care Enrollment in SPMC Service Area

Percentage

Thurston
Amerigroup Washington 2,685 2,688 5,339
Community Health Plan of Washington 2,472 0 11,174
Coordinated Care Health 0 2,701 5,206
Molina Healthcare of Washington 10,138 5,805 17,233
OptumHealth 374 143 449
UnitedHealthcare Community Plan 3,077 1,519 7,698
Total 18,746 12,856 47,099

10,712
13,646
7,907
33,176
966

of Total

14%
17%
10%
42%

1%
_16%
100%

NOTE: Figures may not be exact due to rounding. Plans with fewer then 100 enrollees were eliminated.
Source: Washington State Health Care Authority. Monthly Managed Care Enrollees by Program, Organization, and RAC. April 8, 2015.

2323.001\335383(pptx)-E2 6-8-15

ECG interviewees indicated that Molina and
Amerigroup are good payor partners,
which 2 combined with their size 2 makes them

good FDQGLGDWHY WR SURYLG
value-based contracts.




IVV. Objectives

Potential Value-Based Contracting Partners 2 Commercial

I %YHFDXVH 3UHPHUD %OXH &URVYV DQG 5HIJHQFH % OXHGB6KLHC(

commercial payors, it makes sense to pursue value-based contracts with them.

Payor Mix by Charges 2 Hospital

Carpenters

Health/Trust All Others
3% 13%

Aetna

3%
. Premera
Cé%/”a 33%
0

Group Health
7%

Other
Commercial
9%

Regence
29%

Source: Information provided to ECG by SPMC.
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Payor Mix by Charges 2 Clinics

Carpenters
Health/Trust
2%

Aetha

2%
Trusteed

3%

All Others
9%

Cigna

Premera
3%

36%

Commercial
Other
7%

Group Health
11%

Regence
27%



IVV. Objectives

Potential Value-Based Contracting Partners 2 MA

SPMC can de-emphasize Medicare Advantage for now, but there may be
opportunities if penetration in the service area reaches statewide levels.

Community Health Plan of Washington
Group Health Cooperative

Humana Health Plan

Humana Insurance Company
Premera

Regence

Sierra Health and Life Insurance Company
Soundpath Health

UnitedHealthcare of Washington

Other

Total

Total MA Eligible Population

MA Eligible Penetration

270

89
29

© O O

1,068
16,940
6.26%

2,273
0

340

0

21

54

‘I\)
o O O

2,708
15,041
18.00%

8,090
386
22
668
846
137
3,143
2,267
__184
16,258
48,892
33.25%

1,026
10,633
386
362
668
956
220
3,143
2,267
__ 373
20,034
80,873
24.76%

NOTE: Figures may not be exact due to rounding.

Source: CMS.gov. MA enrollment by State/County/Contract, April 2015.
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V. Strategy

SPMC should pursue a three-pronged strategy to obtain value-based contracts and
earn value-based reimbursement from them.

» Explain what SPMC has done to date.

Convince Payors of
630&TV é DOXH O » Specify what SPMC can do moving
forward.

Ma}ke Interngl Changes » Create a task force focused on value.
to Improve Outcomes . .
) Standardize clinical processes.
and Health While c ’ P
Reducing Costs » Manage care effectively.

A4

\d

: . Provide payors with the incentives
Obtain Appropriate O ) SPMC egpgcts.

lufgEiEhion g AEItE Ensure that SPMC earns the incentives.

\4

>

v



VI. Tactics

Tactic 1. Create a Communication Plan for Payors 2 The Pitch to Payors

The first step in obtaining-value based payments is convincing payors to offer value -
EDVHG FRQWUDFWYV 630&-V SLWFK PD\ LQFOXGH WKH IRO

What SPMC What SPMC What Payors
Has Accomplished Can Do for Payors Can Do for SPMC
» Maintained three primary » Improve quality. » Reimburse SPMC for:
care clinics » Lower the total cost of ¥,Care coordination.
» Built an urgent care center care by reducing: YIncreased access to
Y4ED visits. primary and urgent

» Hired a psychiatric NP

» Established a value-based YaAdmissions. o 3 care. |
steering committee (as ¥ The use of specialists. /4Qu§1I|ty a_md patient
recommended by ECG) » Increase patient satisfaction.

satisfaction. » Help SPMC develop
value-based care
infrastructure.

How This Tactic Relates to the Strategy

» &RQYLQFHV SD\RUV RI 630&YV YDOXH
» Allows SPMC to obtain appropriate compensation for value



VI. Tactics

Tactic 1. Create a Communication Plan for Payors 2 What SPMC Should Ask For

SPMC may propose some or all of the following incentive structures to the payors
who are interested in ways to reduce their total cost of care:

Quiality/patient satisfaction
bonuses

Care coordination fees

Up-front investments in
population health
management infrastructure

Benefit design encouraging
the use of SPMC

Current base payments plus up to an
additional 10%

» $2 to $5 PMPM (if care coordination
is performed for all patients)

» $40 to $45 PMPM (if only for patients
with two or more chronic conditions)

TBD based on SPMC needs (could help
fund inpatient EMR, care coordinators,
additional PCPs, new clinics, etc.)

Reduced patient responsibility for
utilizing SPMC hospital and/or clinics

Withhold contingent on meeting
quality/patient satisfaction targets

Development of care plans, referral
management, extended clinic hours,
same-day appointments, etc.

Standards for use of new infrastructure
(e.g., EMR) and rate reduction
commensurate with up-front investment

» Referral management
» Rate reduction

How This Tactic Relates to the Strategy

» &RQYLQFHV SD\RUV RI 630&YV YDOXH
» Allows SPMC to obtain appropriate compensation for value



»

»

»

»

»

VI. Tactics

Tactic 2: Focus on Managing Chronic Conditions

Focusing on diabetes, heart disease, and depression will offer SPMC an early
opportunity to improve quality and reduce costs.

Rates of diabetes, heart disease, and depression are higher in Grays Harbor County
than the rest of the state.

6HYHUDO RI 630&fV SURSRVHdaseddomriatisan reRted Y Ehe® X H
management of these conditions, including HbAlc control, depression screening, and
readmissions for heart failure (HF) and acute myocardial infarction (AMI).

Since chronic conditions can lead to hospital utilization, payors are willing to pay care
coordination fees or other incentives.

SPMC is building care coordination with an emphasis on managing high-risk patients.

Care coordination fees or other incentives can help SPMC build out the infrastructure
and incentivize providers to take the actions necessary to manage chronic diseases.

How This Tactic Relates to the Strategy

»

»

Makes internal changes to improve outcomes and health while reducing costs
Allows SPMC to obtain appropriate compensation for value



»

»

»

VI. Tactics

Tactic 3: Expand Access to Primary and Urgent Care

Expanded access to primary and urgent care will appeal to payors because it can
help prevent ED visits and inpatient admissions.

Payors are often willing to pay for expanded access. These incentives can:
¥.sEncourage providers to offer extended hours and timely appointments.
YsHelp offset losses from reduced ED and inpatient utilization.

Expanded access may also lead to volume increases, which will offset reduced hospital
utilization.

¥,0ne SPMC interviewee estimated that a 15% to 25% volume increase is possible if
access to primary care is expanded.

¥.Urgent care is bringing new patients to SPMC.

Expanded access to primary and urgent care should increase patient satisfaction and
help SPMC obtain patient satisfaction bonuses.

How This Tactic Relates to the Strategy

»

»

»

&RQYLQFHYV SD\RUV RI 630&fV YDOXH
Makes internal changes to improve outcomes and health while reducing costs
Allows SPMC to obtain appropriate compensation for value



VI. Tactics

Tactic 4: Create an Internal Task Force Focused on Value

ECG recommends creating a value-based payment task force comprised of 5 to 10
SPMC representatives from multiple functional areas.

» The task force sends a strong message to payors that SPMC is focused on value-
based contracting.

» TKH WDVN IRUFH FDQ KHOS 630& HPSOR\HHYV VHH W]
based payment strategy.

» TKH WDVN IRUFHYYVY UHVSRQVLELOLWLHYV PD\ LQFOX(
¥,Recommending metrics and incentives to be used in value-based contracts.
¥.,0verseeing clinical process standardization.
¥Reviewing value-based contract offers.
¥Y,Educating key SPMC stakeholders about value-based payments

How This Tactic Relates to the Strategy

» &RQYLQFHV SD\RUV RI 630&fV YDOXH
» Makes internal changes to improve outcomes and health while reducing costs



»

»

»

»

VI. Tactics

Tactic 5: Align Provider Compensation With Value

SPMC is more likely to succeed under value-based contracts when provider
compensation is aligned with the contract incentives.

Provider compensation is currently based on productivity.

$ SHUFHQWDJH RI HDFK SURYLGHUYYVY FRPSHQVDWLR® VKR
EDVHG FRQWUDFWYV H J RI SURYLGHUVY JRDO ERQXVH
on value-based contract quality metrics)

,QFHQWLYHY VKRXOG EH DSSURSULDWH IRUIlogaKaA. &y RY LG H
example, SPMC could reward:

¥%3&3V IRU NHHSLQJ GLDEHWLF SDWLHQWVY +E$ F LQ FRQ

¥Y2Hospital-based providers for appropriate medication utilization in the inpatient setting.
Provider incentives may be distributed on both:

¥2Individual performance (to reward personal accountability).

¥,Group performance (to reward teamwork).

How This Tactic Relates to the Strategy

»

»

Makes internal changes to improve outcomes and health while reducing costs
Allows SPMC to obtain appropriate compensation for value



»

»

»

»

VI. Tactics

Tactic 6: Standardize Clinical Processes

Standardization of clinical processes helps to ensure that best practices are followed
and metrics are achieved.

Interviewees indicated that, at least in the outpatient setting, clinical processes are
not standardized currently.

Following evidence-based protocols and/or processes is recommended.

Providers should be given a significant role in the development and review of
clinical processes at SPMC, as they may have to change the way they practice to
comply with new processes and expectations.

A process to monitor compliance will also need to be achieved.

How This Tactic Relates to the Strategy

»

»

Makes internal changes to improve outcomes and health while reducing costs
Allows SPMC to obtain appropriate compensation for value



VI. Tactics

Tactic 7. Integrate a Psychiatric NP Into the Continuum of Care

The psychiatric NP will help SPMC distinguish itself to payors because rural
hospitals often lack adequate behavioral health resources.

» Integrated behavioral and physical health services have been shown to
Improve outcomes and reduce costs.

» The psychiatric NP can help SPMC manage the chronic condition

depression, which is has a higher rate in Grays Harbor County than the
statewide average.

» 2QH RI1 630&YfV WDUJHW PHWULFV LV VFUHHQLC

psychiatric NP can follow up with screened patients who are identified as
possibly having depression.

How This Tactic Relates to the Strategy

» &RQYLQFHV SD\RUV RI 630&fV YDOXH
» Makes internal changes to improve outcomes and health while reducing costs
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VII. Next Steps for SPMC

Answer any questions or concerns regarding our plan.
Establish and launch a Value-Based Planning Committee.

Continue to work toward achieving the seven tactics, which are in various phases
of review, development, and implementation.

Finalize the internal payor strategy.

Develop payor presentation materials.

Request value-based payments from targeted payors.
¥.Commercial payors
¥.Medicaid Managed Care
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Appendix A

Proposed Value-Based Contracting Metrics

Proposing that value-based payments be based on the following metrics should both
appeal to payors and position SPMC for success.

Metric 1: Metric 2: Metric 3: Patients
Timely Access to Care SDWLHQWVYT 5DWLQJ RIS@ddred topression

Description Ability of patients to obtaintimely 3DWLHQWVY UDWLQJ MertEriiade af SEBMIRpatic@ts U
appointments, care, and on a scale of 1 to 10, with 10 aged 12 years and older
information from SPMC being the best screened for clinical depression
providers

Numerator Number of respondents who Number of respondents who Patient screening for clinical

DQVZHUHG 3DOZD\V’™ |&nswéredpP BirQQ for overall depression using an age-
access to care questions in rating of their provider in CAHPS  appropriate standardized tool
CAHPS survey survey and documentation of follow-up

plan

Denominator Number of responses to timely Number of responses to overall All patients 12 years and older
access to care questions in rating of provider question in
CAHPS survey CAHPS survey

Inpatient or Outpatient Outpatient Outpatient (with inpatient

Outpatient? involvement)

Targeted Population  All patients All patients All patients aged 12 and older

Date to Begin Data  Late June 2015 Late June 2015 Late June 2015 (outpatient only)

Gathering

Metric Leader Tammy Davis Tammy Tammy
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Appendix A

Proposed Value-Based Contracting Metrics (continued)

Metric 4: Metric 5:
Diabetes 2 HbAlc Poor Control Readmissions (AMI, PN, HF)

Description Percentage of patients aged 18 to 75 with Percentage of unplanned readmissions for any cause
diabetes whose most recent HbAlc level during within 30 days of the discharge date for AMI,
the measurement year was greater than 9.0% pneumonia (PN), or HF

Numerator Patients whose most recent HbAlc level is Inpatient admissions for any cause, with the
greater than 9.0% or is missing a result, or for exception of certain planned readmissions, within 30
whom an HbAlc test was not done during the days from the date of discharge for AMI, PN, or HF
measurement year

Denominator Patients 18 to 75 years of age by the end of the Patients aged 18 and older discharged from the
measurement year who had a diagnosis of hospital with a principal diagnosis of AMI, PN, or HF
diabetes with a complete claims history for the 12 months prior

to admission

Inpatient or Outpatient Inpatient

Outpatient?

Targeted Population  Patients 18 to 75 with diabetes Patients 18 and older admitted for AMI, PN, or HF

Date to Begin Data  Late July 2015 Is currently being gathered

Gathering

Metric Leader Tammy Brenda West
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Description

Numerator

Denominator

Inpatient or
Outpatient?

Targeted Population

Date to Begin Data
Gathering

Metric Leader(s)

Appendix A

Proposed Value-Based Contracting Metrics (continued)

Metric 6: Avoidance of

Antibiotics for Acute Bronchitis

Percentage of adults 18 to 64 years of age with a
diagnosis of acute bronchitis who were not dispensed
an antibiotic prescription

Patients who were dispensed antibiotic medication on
or 3 days after the index episode start date (a higher
rate is better), reported as an inverted rate (i.e., 1-
numerator/denominator).

All patients 18 to 64 with an outpatient or ED visit with
any diagnosis of acute bronchitis during the intake
period

Outpatient (with inpatient involvement)
Patients 18 to 64 diagnosed with bronchitis in the
outpatient or ED setting

Q4 2015

Pharmacy Director

Metric 7: Medication
Management and Reconciliation

Percentage of patients 18 and older discharged from any

inpatient facility and seen within 30 days of discharge in
the office who had reconciliation of the discharge
medications with the current medication list in the
outpatient medical record documented

Patients who had a reconciliation of the discharge
medications with the current medication list in the
outpatient medical record documented

Patients aged 18 years and older discharged from any
inpatient facility and seen within 30 days following
discharge in the office

Outpatient (with inpatient involvement)
Patients 18 and older discharged from inpatient facility
and seen within 30 days in the office

Q12016

Tammy and Brenda
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2014 Boad of Diectors

Renée Jensen, Charr
Summit Pacific MedicalCenter

Kendall Sawa, Vice Chair
OceanBeach Hospital

RodgerMc Collum, Secretary/ Teasurer
Snoqualmie Valey Hospital

Jm Chaney, Fortks Community Hospital
Hiary Whittingto n, Je fferson He althc are
Le slie He b e, Kic kitat Valley He a lth
Eic Mol, Mason GeneralHospial
Seth Whitmer, Morton GeneralHospial
Jm Bamhat, PeaceHealh Unted GeneralMedicalCe
Jule Petersen, PMHMedicalCenter

Robb Kmmes, Skyline Hospital

nter



Since ourinception,t he Washington RuralHealth Colaboratve’'s stength hasalwaysbeen is
abiityto come togetherto achieve more asa group thani tsindivdualmemberscould
achieve separately. 2014 wasno exception. By any measure, 2014 was a busy, highly
productve and ewarding yearforthe Colaboratve . Inkeeping with our mission to connect,
colaborate and achieve ,we bought memberstogetherinarrasofcommonconcem,
identfied oppottunies ,and mplment ed intiatvesthat are producing measurable benefito
eachmemberand the communitesthey ser ve.

2014 wasalso a yearoffistsfor the Collaboratve: a new name, fist
fultme C hief Executive Director, fisteffortto measure retumon
investment, fistsignificantjointcontact(lab) resuting in e stma ted
$900,000 in annualsavingsto members , and faciitaton and active
supportin achieving Medicare approvalasan Accountable Care
Omanizaton (A CO) fora sub-group of members. In this, o urfist
Annua IRepot, we highlightexamples ofour2014 efforts and the
resutantbenefitto ourmembers and the communitesthey see

Ourvisionisto improve the healkthcare delvely syste msofourwuml

communiie s, and the more we achieve, the more opponuniieswe

see to suppornbetterdelvery systemsin ourmembersmuralcommuniies. Oureffotsare both
realand measurable, and increasngly, we find that we are actualy defining the velry future of
muralhealhcare delvery ighthere atthe Wash  ington Rural Health Collaboratve.

2015 issure to brng additonaloppottunitesand “  fists”, but ourcommimentisto continue our
unw aveiling focuson qualty , membereffcienciesand readinessfor healh care refom.

Holy Greenwood,

Exe c utive Diector

Connect, Colaborate, Ac hieve

To mprove the heakh care delvety systemsofour muralcommuniies.
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History and Pumpose

The Collaboratve, formed in 2003, stated with eigh tcirtcalaccesshospitalslocated
predominanty along the Olympic Peninsula in We ste m Washington. Atfo maton, our
name wasthe Westem Washington RuralHealth Care C olaboratve. The eight
founding membersincluded Forkks Community Hospital, Jefferson GeneralHospital,
Mason GeneralHospital, Wilapa HaborHospital, Ma K Reed Hospital, OceanBeach
Hospital, Monton GeneralHospital ,and Enumclaw Community Hospital. A grant to the
federalgovemmentsubmited by the Collaboratve i n 2005 stated:

Lke mralhospitals acossthe Nation, the Network 'smuralCAHmembersessentaly ‘are’
theirrespectve county/sewvice area’shealthcar system,and are among the lamgest
employersintheirrespectve communiies. The health care systems inthese
communtiesare extemely fagie and resourcesar scarce. lhaddion, there isan
increasingly clearneed forr umlhospitalsto achieve real improvementsin overal
gualty, clnicalperformance ,and enmorreductions,aswelasanongoing need to
achieve evergrateroperationaland financialeffcienciesino rmerto emain
financialy viable.

Overthe ensuing nine years, the Collaboratve’sfo cushasnotfaltered. Today,t he
Colaborative includes 13 cirtcalaccesshospital members, alseparately govemed
and now located thoughouturalWashington State. The Col laboratve’sactviies ,
detailed below , suppotmembersinimproving health care delverya nd qualty in thei r
owncommunities. Insupporofourfocus, the Colaboratve

f Bingsleadership and managersfom memberhospital stogetherforsuppot, the
developmentofnew ideas, and professionalgmwth;

f Pomoteseffcienciesamong ourmembersthough ben chmaiking, grants,
shared contracting and sewices;

f Developsand analyzesmodelsand stategiesto nego tiate, enterinto and cany
outjointagreementsand contactsforhealh car sewice delvery and
payment;

f Fosters qualty and overallpeformance mprovementbydeve loping and
shaing protocols, benchmairks, bestpractices, and educaton ;

f Jointy negotatesand contactsforshared sewvice s;and

f Suppontsmembersin posiioning forhealh care tansfor maton.

heardy 2014,inaneffortto reflectiisexpanding members hip, the Colabormatve
changed isname to the Washington RuralHealth Col labormatve .
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f 1new member(Kickt atValey
Hospital, Goldendale).

f Expanded infrastruc ture ( Exec utive
Diector posiion expanded to full
tme , and e xe c utive assistant
postion added).

f hsuppotrtoftansformation,
establshed two new commitees :
Qualty mprovementand Physic ian
leadership.

f Secured a competitve 3year,
$900,000 federal grant forthe
establshmentofa Perfomance
Qualty Improve me nt Initia tive

f Facitated developmentofthe
No rthwe st Rural ACO and assisted it
in securing Medicare approval

f Fomalzed ofentaton and on -
boaring program fornew
members.

f Expanded jointcontacting to
laboratory (anaggregate savingsof
$900,000 to members). Commenced
processforPACSand GPO.

f Advocated formuralhealh issues
and actively paricipated in  wral -
centic value based purchasing and
population health disc ussions at the
State level

f Begandevelopmentofqualty and
financialmeticsand dashboards
thatwilbe used incoming yearto
demonstrate value.
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h 2014, a new Commitee ,Providerleadership ,wasestablshed and the Chief Nursing

Exe cutve (CNE) commitee was restuc ture d
commitee . naddiion to the fourCommi

, breaking out qualty in tsown
tfteessummarzed below, the Board of

Directors,composed ofthe Chief Executive Offcer sfrom the 13 memberhospials,
metregulaty though the yearand provide d overallleadership, share d ideas, problem
solved shared chalenges, identfie d stategic proiltes ,resource requieme nts, and set
overaldirecton. Ihaddiionto the Board ofDiectors, the fourkeycommi tees
operating orestablshed in 2014are summatzed nt he chatbelow along wih eithe r

therfocusortherraccompli shments.

launched September2014

Developed and implemented an
inttductory intemalPeerReview program
(Stage )

2015 Foc us:
f Continue developing the PeerReview
program to incomporate clinic -based

care and care tanstions by June 2015.

f Confim bestpractice qualty measures
directy mpactng the value of our
sewicesforapplcation of
benchmarking —selectionsto be
proposed by PFQlcommitee.

launched November2014

Focus:

f Eucation and taining

f Develop and share clinic alnursing
practice standamds, polciesand
procedures

f Share bestpractcesand evidence
based administatve and clnical
practices

Parnered with WSHA, DOHto hosta
Fnancial Summitattended by 18 hospitals

dentfied 20 financialpefomance
measuresto benchmark

dentfied one Pefomance improve me nt

Projectfor2014/2015: Reduce Daysin

Gross AR

f Colected and analyzed benchmark
data

Joint Contracting Oversight: Lab, GPO and
PACS

10 Hospitalscompleted value -based
re adine ss a sse ssme nts

Researched clnicaland financialtool sto
tack benchmatkand share bestpractices

Purc hased with grant funding,
implemented and tained staffon QHiTool
inalmemberhospitals

dentfied 8 measuresto benchmatk

Developed and implemented a process
improvementtookitand projecttemplate

Crated a Colaboratve Process
improvementTool
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Graphic 1
Alocation of Diect Savings by Inita tive

h 2014, the Colaboratve began
tacking diect savingsto members

, . associated with itsvatous initatves.
Estimated Savings

Reference Lab Joint Intialeffots produced a velty
<1% Contacts conseatve calculaton because
Complance Line . tviti h d i
1% Jont Contac s varous actvites such aseducaton,
1% . . shared stategy development , and
QHiBenchmarking commitee meetings are not
ToolJointContacts o )
captured. Smiady, the PHD Joint
80% OHeath Care Business Operating Board and the ACO are
hsig hts . .
< notcaptured inthe calculaton at
HRSA-HT G rants this time .

WHRC Retum on hve stme nt Data, 1001413 . . . .
Consevatve accounting ide ntifie d

more than $1.1 miionin diectsavingsto members . Thisis alocated across the five
initatvesdetailed in Gaph 1. The netretum, (s smembership dues) was $928,372. In
2015, addtionaleffors wilbe made to capture othersavingsrealzed byt he
memb e rship.

Graphic 2displaysexpected

2015 RO (forknown initia tive s) Grphic 2
by individualmember. The ROI 2015 Expected Retum on Investmentby Hospital
isimpacted by the measured

inttia tive s that the varous

membershave elected to

paricipate in. ROlwas

calculated astotal

savings/membership duespaid.

Using the consevatve measur e

ofsavingsdepicted n Graph 2 ,

the average ROIforthe 13

membersis $5.84, manging fom

a highof$15.13 forevery dolar

invested to a low of $0.11 for

everydolar invested.

WHRC Re tum on hve stme nt Data, 100143 -039/30/14
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looking Ahead to 2015

2015 promisesto be even more costbeneficial to members than 2014. in October
2014, atits AnnualRetreat, the members developed the 2015 priortes summarized
below. The chalenge isto contnualy reassessbenefit (inthe face ofa rapidly
evolving envionment) and avoid distactions . The infrastruc ture e nhanc e ments putin
place in 2014, along wih the contnued actve nvo I~ementofeachmembers
leadership teams, wilhelp assure contnued success , measured asvalue to members,
and enhanced qualtyin membercommunites.

Contnue Pefomance impmovementPogram (HRSA Gran 1):

f Conduct quality assessmentsand develop indivdualreports foreach
hospital

Qualty and Fnancialimprovementplans

Benc hmarking and analytc s

Quality dashboard and bestpractices

Clarnfy staffing and rec it

Convene the Chaisof CFO/Providerleadership/Ql

~h R ~h ~h —~H

Expand Group Purchasing /Joint Contracting

f Recwita BusinessDevelopment Analyst to manage cumentcontacts (lab,
PACS[Novarad] and GPO [Amernet]) and seekaddiio naljoint
0 pporunite s

f Cumenty opportunites being explored include GPO , Business Offce and
hsurance Captve

Health Care Reform and Tansformaton:

f Continue to explore Value Based Purc hasng oppottuniesand piots

f Expand Accountable Care Omganizatonsto interested members

f Posiion WRHC asa leaderindeveloping a system of care thatworks forumal
c ommunite s

f Activelyengage with the Health Care Authorty in pl anning and
imple mentng Washington State’s Innovation Grant

Suppottthe development, growth and work of Povide rleadership group:

f PeerReview (Pimaty Care/Specialy)

f Providers/Pimary Care -recwuitment, retenton, compensation

f Providers/Specialty - interestin evaluatng whetherthe Colaboratve co  uld
suppotrtrotating specialists

f Hospitalistpogram
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Washington Rual Health Collaboratve Hospitals




Chief Medical Officer Report
Highlights of Medical Staff Activities for the Board of Comriusgrs June 25, 2015

Effective & Efficient Operations
Continuously develop effective, efficient and well-coordinated processesdnsure patient centered
care.

Rural Healthcare ClinicéMark Reed Clinic held a celebration at the McCleary Community Cenfter
Larry Conover, PA-C’s time with the clinic combined with a welcomeasfomnie Anderson, PA-C from
Elma Family Medicine. Additional movement of providers betweentlirics is anticipated as we bring
on additional providers and optimize access for our patients over the newt feonths.

Emergency DepartmentThe ED volumes remain significantly increased over last year, bubetrics
remain positive. We have been able to keep complaints under control at asewaiting times and
throughput times short. The Urgent Care provider will begin to work in the ED ascasé provider on
days when Urgent Care is not open.

Urgent CareUrgent Care is stabilizing and plans to begin 7-day per week operafiodaly.

Organizational Development
Foster a culture of passion, performance and innovation that attractdevelops and retains the
highest caliber talent.

Medical Staff. The Medical Staff and Credentials Committee averking to approve new privileges and
practices to on-board Dr. Ken Dietrich, a Pediatrician and Criticed €pecialist, at Summit Pacific. He
will provide a unique skill set to our growing care team.

Emergency Departmen(The ultrasound machine in the Emergency Department has become
unserviceable and options for a new machine are being considered.

A special welcome to Michelle Marti, RN BSN as manager of the ED anati@aPUnit.
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Finance Summary for May 2015

Operations May was almost a complete carbon copy of April — high Emergency Depar tment
(ED) volumes and overall high outpatient volumes. The Medical Records Department is
working on ways to ensure claims are submitted accurately and timely to the centralized billing
office (CBO). They are also working diligently to keep the Error Lo g low. This will begin to
decrease Days in AR in the coming 3 to 4 months.

During May, it was noticed that the unit dose of insulin charges on the ch argemaster were built
incorrectly. This was brought to our attention by a patient complaint.  Staff corrected the
chargemaster and worked with the billing office to adjust off the cha rges. Next month’s
administrative adjustments and Medicare contractual adjustments will be h igher than normal as
this gets corrected.

Volumes Despite the urgent care service, the ED is maintaining a consistent average volume of
35 patients per day. Last year, the average was 29. The clinics are stl on pace to provide 30,000
visits for the year. Last year, the total was just over 25,000.

Revenue and Expenses The $4.8 million in gross revenues in May exceeded budget by $532000
or 12 percent. Again, most of this was due to the high ED volumes. Expe nses exceeded budget
by 5 percent, or $82,000. The net operating income was $4,0001d the net income was $58,000.

Balance Sheet The District’s cash position increased from $6.8 million in April to $7 .5 million in
May, which is the amount it was prior to the District paying the approxim ately $670,000 in
USDA loan payments in April.

Financial Statements

The District’s annual financial statement report was compiled by th e Finance Department. A
draft of this report has been filed with the State Auditor’s Office a nd will be made available for
the Board of Commissioners once finalized.

DSH Audit

The Washington State Health Care Authority performs a Disproporti onate Share Hospital
(DSH) audit every year for each hospital that received DSH funds. T his year they audited the
$63,561 in DSH funds we received in 2012. Per federal rules, DSH funds cannot exceed the
hospital’s “DSH cap”, which is the total cost of care for Medicaid v olumes.

Cost Report
The District worked with Dingus, Zarecor and Associates to complete the 2014 annual Medicare

cost report. The report was signed by the CEO and filed by the June 1 deadline.

W. Callicoat 6-17-2015

Renee K. Jensen, Chief Executive Officer
600 East Main Street, Elma, Washington 98541
Owned and Operated by Grays Harbor County Public Hospital Didoctl, SPMC is an equal opportunity provider and employer
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INCOME STATEMENT

May 31, 2015
VARIANCE
CURRENT %
CURRENT MONTH OVER
| ACTUAL [ BUDGET [ PRIOR YEAR | VARIANCE BUDGET
GROSS OPERATING REVENUE
289,913 364,606 272,137 (74,693) -20% INPATIENT REVENUE
1,574,198 1,415,452 1,169,543 158,746 11% OUTPATIENT REVENUE
198,479 184,527 180,121 13,952 8% SPHC OUTPATIENT REVENUE
121,843 136,494 110,300 (14,651) -11% MRHC OUTPATIENT REVENUE
132,221 132,652 85,040 (431) 0% EFM OUTPATIENT REVENUE
55,142 61,542 - (6,400) -10% URGENT CARE OUTPATIENT
2,422,271 1,966,581 1,799,600 455,690 23% EMERGENCY REVENUE
4,794,067 4,261,854 3,616,741 532,213 12% GROSS PATIENT REVENUE
REVENUE DEDUCTIONS
961,265 848,204 501,229 113,061 13% MEDICARE CONTRACTUALS
1,569,698 839,585 891,794 730,113 87% MEDICAID CONTRACTUALS
298,823 383,567 400,168 (84,744) -22% OTHER CONTRACTUALS
166,101 340,948 331,532 (174,847) -51% BAD DEBT EXPENSE
36,268 68,190 41,010 (31,922) -47% COMMUNITY CARE
39,298 55,404 24,540 (16,106) -29% ADMIN. ADJUSTMENTS
3,071,453 2,535,898 2,190,273 535,555 21% TOTAL REVENUE DEDUCTIONS
84,145 12,100 53,011 72,045 595% CLINIC ENHANCEMENTS
14,076 5,180 15,557 8,896 172% OTHER OPERATING INCOME
- - - 0% DISPROPORATIONATE SHARE
1,820,835 1,743,236 1,495,036 77,599 4% NET OPERATING REVENUE
OPERATING EXPENSES
859,412 808,397 677,352 51,015 6% SALARIES AND WAGES
174,361 159,341 146,473 15,020 9% EMPLOYEE BENEFITS
186,236 161,073 183,894 25,163 16% PROFESSIONAL FEES
92,719 108,426 57,007 (15,707) -14% SUPPLIES
26,992 30,709 27,330 (3,717) -12% UTILITIES
220,677 174,691 144,815 45,986 26% PURCHASED SERVICES
10,082 12,878 16,832 (2,796) -22% INSURANCE
27,765 63,865 30,125 (36,100) -57% OTHER EXPENSES
12,004 9,534 11,076 2,470 26% RENTALS AND LEASES
1,610,248 1528914 1,294,904 81,334 5% EXPENSES SUBTOTAL
210,587 214,322 200,132 (3,735) -2% EBITDA
62,856 63,333 85,895 (477) -1% INTEREST EXPENSE
143,618 142,072 143,647 1,546 1% DEPRECIATION & AMORTIZATION EXPENSE
1,816,722 1,734,319 1,524,446 82,403 5% TOTAL EXPENSES
4,113 8,917 (29,410) (4,804) 54% NET INCOME FROM OPERATION
NON-OPERATING REVENUES
48,596 45,479 41,006 3,117 7% TAX REVENUES
5,402 2,619 1,495 2,783 106% MISC. NON-OPERATING REV.
53,998 48,098 42,501 5,900 12% TOTAL NON-OPERATING REV.
58,111 57,015 13,091 1,096 2% NET INCOME OR

VARIANCE

YTD %

[ YEAR TO DATE OVER

| ACTUAL [ BUDGET [ PRIORYEAR | VARIANCE | BUDGET
1,824,216 1,823,030 1,749,443 1,186 0%
7,282,199 7,077,260 5,311,065 204,939 3%
1,005,686 922,635 879,652 83,051 9%
624,059 682,470 526,809 (58,411) -9%
692,329 663,260 333,835 29,069 4%
160,899 307,710 - (146,811) -48%
12,437,927 9,832,905 9,644,988 2,605,022 26%
24,027,315 21,309,270 18,445,792 2,718,045 13%
4,516,962 4,241,020 3,970,641 275,942 %
7,123,263 4,197,925 3,559,537 2,925,338 70%
2,006531 1,917,835 1,790,329 88,696 5%
855,264 1,704,740 1,761,558 (849,476) -50%
176,617 340,950 255,730 (164,333) -48%
145,779 277,020 90,102 (131,241) -47%
14,824,416 12,679,490 11,427,897 2,144,926 17%
347,561 60,500 230,238 287,061 474%
45,054 25,900 44,076 19,154 74%
- - - 8420300%
9595514 8,716,180 7,292,209 879,334 10%
4,200,895 4,041,985 3,345,135 158,910 4%
899,828 796,705 690,425 103,123 13%
888,159 805,365 826,674 82,794 10%
571,269 542,130 460,189 29,139 5%
145,530 153,545 126,282 (8,015) 5%
1,178,404 873,455 712,649 304,949 35%
71,618 64,390 81,449 7,228 11%
355,577 319,325 196,601 36,252 11%
56,442 47,670 44,223 8,772 18%
8,367,722 7,644,570 6,483,627 723,152 9%
1,227,792 1,071,610 808,582 156,182 15%
310,475 316,665 314,161 (6,190) 2%
712,599 710,360 718,235 2,239 0%
0,390,796 8,671,595 7,516,023 719,201 8%
204,718 44,585 (223,814) 160,133 359%
241,909 227,395 218,872 14,514 6%
63,072 13,095 11,425 49,977 382%
304,981 240,490 230,297 64,491 27%
509,699 285,075 6,483 224,624 79%
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ASSETS

CURRENT ASSETS

OPERATING CASH

DEBT RESERVE

ACCOUNTS RECEIVABLE
ALLOWANCE FOR BAD DEBTS
ALLOWANCE CONTRACTUAL ADJ
RECEIVABLES - TAXES
RECEIVABLES - OTHER
INVENTORY

PREPAID EXPENSES

TOTAL CURRENT ASSET S

BOARD DESIGNATED ASSETS
FUNDED DEPRECIATION
DESIGNATED CONSTRUCTION

TOTAL BOARD DESIGN ASSETS

PROPERTY, PLANT & EQUIP
LAND

LAND IMPROVEMENTS
BUILDINGS

EQUIPMENT

CONSTRUCTION IN PROGRESS
TOTAL PROP,PLANT, & EQUIP

LESS: ACCUM DEPRECIATION

NET PROP, PLANT & EQUIP

TOTAL ASSETS

BALANCE SHEET
As of May 31, 2015

CURRENT LAST DECEMBER 31,
MONTH MONTH 2014
5,767,040 5,082,287 4,778,471
1,741,730 1,741,769 1,919,721
13,362,362 13,129,600 9,885,996
15,053 49,227
136,143 223,987 264,157
218,501 215,897 178,392
23,679 22,857 98,347
11,626,016 11,309,481 10,254,205
1,652,029 1,652,029 1,652,029
65,147 65,147 65,147
18,157,533 18,149,533 18,090,231
3,824,797 3,824,797 3,747,977
6,523 11,052 25,072
23,706,029 23,702,558 23, 580,456
18,538,576 18,678,723 19,125,602
30,164,592 29,988,204 29,379,807

LIABILITIES

CURRENT LIABILITIES
ACCOUNTS PAYABLE

OTHER PAYABLES

PAYROLL & RELATED LIAB
OTHER ACCRUED EXPENSES
DUE TO THIRD PARTY PAYORS

PATIENT REFUND PAYABLE
CURRENT PORTION LONG TERM

TOTAL CURRENT LIABILITIE S

GROSS LONG TERM DEBT
BONDS PAYABLE

TOTAL GROSS LONG TERM DEBT

LESS CUR. PORTION LTGO/CT

NET LONG TERM DEBT

TOTAL LIABILITIES

EQUITY

UNRESTRICTED FUND BALANCE
EXCESS REVENUE/(EXPENSE)

TOTAL UNRESTRICTED FUND

TOTAL LIABILITY & EQUITY

CURRENT LAST DECEMBER 31,
MONTH MONTH 2014
515,706 508,245 447,401
62,801 146,496 215,105
1,279,261 1,146,795 780,210
68,170 5,314 139,027
1,348,363 1,385,723 1,126,796
(815) (5) 1,478
590,492 590,492 579,901
3,863,078 3,783,060 3,289,018
20,302,796 20,302,796 20,591,180
20,302,796 20,302,796 20,591,180
19,712,304 19,712,304 20,011,279
23,576,282 23,495,364 23,301,197
6,078,611 6,041,251 4,878,234
509,699 451,589 1,200,376
6,588,310 6,492,840 6,078,610
30,164,592 29,088,204 29,379,807




STATISTICS

YEAR TO DATE

May 31, 2015
MONTH
ACTUAL BUDGET PRIOR MONTH
INPATIENT STATISTICS
10 21 9 DISCHARGES
26 61 31 PATIENT DAYS
1 15 5 EMERGENCY ADMITS
2.6 2.9 3.4 LENGTH OF STAY
SWING BEDS
4 4 7 DISCHARGES
44 35 141 PATIENT DAYS
OUTPATIENT STATISTICS
1,555 747 1,016 OBSERVATION HOURS
1,118 779 983 EMERGENCY ROOM VISITS
623 702 671 MRHC CLINIC VISITS
560 651 649 EFM CLINIC VISITS
1,141 924 1,090 SPHC CLINIC VISITS
337 358 247 URGENT CARE VISITS
1,993 1613 1,882 OTHER OUTPATIENT VISITS
ANCILLARY STATISTICS
7,980 7,232 7,573 LAB BILLABLE TEST
886 660 837 XRAY EXAMS
288 197 278 CT EXAMS
207 169 257 ULTRASOUND EXAMS
28 29 27 MRI EXAMS

OTHER STATISTICS

DAYS IN A/R

DAYS IN PAYABLE EXCL 3RD/DEBT
DAYS IN CASH

CURRENT RATIO

ACTUAL

67
189
29
2.8

31
410

7,034
5,226
3,209
3,208
5,309
999
8,923

39,927
4,023
1,328
1,036

111

84
10
138
3.0

BUDGET

103
299
72
2.9

20
175

3,222
3,795
3,545
3,286
4,662
1,745
8,143

36,140
3,276
967
853
147

Goal
65
<15
130
25

PRIOR YEAR

94
262
82
2.8

19
206

3,105
4,002
3,030
1,824
5,098
0
6,985

29,240
3,086
954
644
106

December 31, 2014

69
9
138
3.2
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8 Cockpit Volume May 2015
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SUMMIT PACIFIC MEDICAL CENTER
DEPARTMENT REPORT FOR 05/01/15 - 05/31/15
DEPARTMENTS : 8612 - 8612

DEPARTMENT : BOARD OF COMMISSIONERS

ACTUAL BUDGET VARIANCE ACCT # DESCRIPTION ACTUAL BUDGET VARIANCE
MTD MTD MTD YTD YTD YTD

1,515 1,417 98 8612 09 BOARD COMMISSIONERS 8,078 7,083 994

94 69 25 8612 11 FICA 501 345 156

2,369 1,935 434 8612 14 GROUP HEALTH INSURANCE 7,599 9,675 (2,076)

- 2 (2) 8612 15 GROUP LIFE INSURANCE - 10 (10)

96 53 43 8612 18 GROUP DENTAL 383 267 117

22 18 4 8612 19 MEDICARE TAX 117 89 28

- - - 861223 CONSULTANT/MANAGEMENT FEE 5,202 - 5,202

- - - 861283 DUES/SUBSCRIPTIONS 55 - 55

- 1,127 (1,127) 8612 84 TRAVEL, MILEAGE, MEALS - 5,635 (5,635)

410 (410) 8612 94 MEETING REGISTRATION 2,052 (2,052)

4,095 5,031 (936) TOTAL EXPENSE 21,935 25,156 (3,221)




Grays Harbor County Public Hospital District No. 1

Resolution 2015-05
Surplus Property

A RESOLUTION OF THE BOARD OF COMMISSIONERS OF PUBLWMIBRITANO. 1, GRAYS
HARBOR COUNTY, WASHINGTON, DECLARING CERTAIN EQUTMMENBTRICT'S HOSPITAL OR
HEALTH CARE FACILITIES AS SURPLUS TO THE NEEDS OF TAEIDIBRREITNG THE CEO OF THE
DISTRICT TO AFFECT A SALE OF SUCH SURPLUS PROPERTY ASFROVITED B

RECITIALS

WHEREAS, the Board of Commissioners of Public Hospital District NGrays Harbor County,
Washington, has determined the listed property is no longer required for puhbspital district
purposes;

WHEREAS, RCW 70.44.320 allows the board of commissioners of any lpodtiital district to sell or
otherwise dispose of surplus personal property of the district which the board hasedatned by
resolution is no longer required for public hospital district purposes in suchnmer and upon such
terms and conditions as the board in its discretion finds to be in the best nets of the district.

WHEREAS, the property to be surplused is listed here:

Nobilis PC S/N: 1225510 (old and outdated workstation not suitable forentrneeds , crashes)
Nobilis PC A278M S/N: 1162959 (old and outdated workstation not suitédleurrent needs , crashes)
Nobilis PC A278m S/N: 1162958 (old and outdated workstation not slétédy current needs , crashes)
Nobilis 1281M S/N: 1088147 (old and outdated workstation not suitaldledurrent needs , crashes)
Nobilis S/N: 1201871 (old and outdated workstation not suitable forreut needs , crashes)

Nobilis S/N: 1201872 (old and outdated workstation not suitable forreut needs , crashes)

Nobilis PC S/N: 1107215 (old and outdated workstation not suitablectorent needs , crashes)

Nobilis PC s/n: 1107212 (old and outdated workstation not suitable forent needs , crashes)

Nobilis PC S/N: 110721 (old and outdated workstation not suitable torent needs , crashes)
Gateway S/N: 94600580230 ((old and outdated workstation not suitablectorent needs , crashes))

BE IT RESOLVED by the Board of Commissioners of Public Hospited Bo. 1 of Grays Harbor County,
Washington, that the described equipment is not and will not be needed for thetbét's hospital or
other health facilities and the CEO (Superintendent) of the District is herabhorized to proceed to
affect the sale of such property as provided by RCW 74.44.320. Scenesitisted above will be assessed
for potential foundation auction.

Resolution 2015-05 Surplus Property Pdgef 2

Renée K. Jensen, Chief Executive Officer
0ii D Jv "SE 3SU ou Ut «Z]vPSipviddondil-nW& ¥EWIO~-T01e T00riioi
Owned and Operated by Grays Harbor County Public Hospital Distact.
SPMC is an equal opportunity employer.
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Grays Harbor County Public Hospital District No. 1

ADOPTED by the Board of Commissioners of Grays Harbor County PublitaHotrict No. 1
of Grays Harbor County, Washington at a regular meeting on June 25,,28&5ollowing

Resolution 2015-05
Surplus Property
Page 2

commissioners being present and voting:

PUBLIC HOSPITAL DISTRICT NO. 1
GRAYS HARBOR COUNTY, WASHINGTON

Chair and Commissioner

Vice Chair and Commissioner

Secretary and Commissioner

Commissioner

Commissioner

oii

D Jv "§E

Resolution 2015-05 Surplus Property Payef 2

Renée K. Jensen, Chief Executive Officer
SU

SPMC is an equal opportunity employer.

ou Ut «Z]vPSipvidORIATT- "W XEWIO-T01e TOOTriioi
Owned and Operated by Grays Harbor County Public Hospital Distact.
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