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Chelan County Public Hospital District No. 2
Regular Meeting of the Board of Commissioners
January 28, 2025 at 1:30 am via TEAMS

Meeting ID: 298 885 195 850 Passcode:Im3G8g7G

Agenda

Mission- “To provide the highest quality healthcare with compassion and respect to the community we serve.”
FI — For Information; FD — For Discussion; FM — For Motion; FA — For Acceptance; FR-For Resolution

Time  Agenda Item Facilitator Topic/Action
1:30 e C(CalltoOrder W. Withrow
1:32 e Public
Comment
1:35 e ChairReport W. Withrow
Commission A. Board Elections
Commission B. Committee Assignments
1:45 e Consent Commission A. Regular Board Meeting Minutes 12/17/2024 (FA)
Agenda B. Warrants & Vouchers (FM)
C. Bad Debt & Charity Care (FM)
D. Finance Committee Minutes 1/22/25(FA)
E. DEI Committee Minutes 1/16/25 (FA)
F. Governance Committe Minutes 1/9/2025 (FA)
1:50 e Executive A. RCW 42.30.110(1)(o) to consider information
Session regarding staff privileges or quality improvement
committees under RCW 70.41.205
2:05 e Reports L. Sahlinger A. Med Staff Report & Credentialing (FM)
S. Hippe, MD B. Chief of Staff (FI)
B. Truman C. Financial Committee Report (FA)
R. Eickmeyer D. DEI Committee Report (Fl)
A. Edwards E. CEO Report (Fl)
S. Ottley F. Strat Plan KPI Report (Fl)
Commision G. Community Connections (FD)
L. Withrow H. Board Education (Fl)
3:20 e Old Business A. Edwards A. CHNA (FI)
S. Ottley B. Construction Update
3:35 e New Business L. Sahlinger A. Annual Quality Plan (FA)
Commission B. Policies:
a. Board Policy regarding Ethical and Legal
Matters (FM)
Conflict of Interest Policy (FM)
c. Board of Commission Policy Review
Guidelines (FM)
d. Charity Care (FM)
e. Board Bylaws (FD)
Commission C. Conflict of Interest Form (Fl)
4:50 e Roundtable Commission
/Action Items
4:55 e Public
Comment
5:05 e Executive A. RCW 42.30.110(1)(g) to evaluate the performance of
Session a public employee.
5:35 e Adjournment



Board Calendar Reminders:

2/13/2025 Quality Committee Bragg Room/ TEAMS 1pm-3pm
2/10/2025 TBA Bragg Room/ TEAMS 9am
2/19/2025 Finance Committee Bragg Room/ TEAMS 11 am
2/25/2025 Regular Board Meeting Bragg Room/ TEAMS 1:30 pm
3/5/2025 Compliance, Privacy, & Risk Committee 1212 Conference Room 10am—-11am
3/10/2025 TBA Bragg Room/ TEAMS 9am
3/18/2025 Med Staff Bragg Room/ TEAMS 7:30-8:30
TBA Quality Committee TBA TBA
3/19/2025 Finance Committee Bragg Room/ TEAMS 11 am
3/25/2025 Regular Board Meeting Bragg Room/ TEAMS 1:30 pm
4/14/2025 TBA Bragg Room/ TEAMS 9am
4/15/2025 Med Staff Bragg Room/ TEAMS 7:30-8:30am
TBA Quality Committee TBA TBA
4/23/2025 Finance Committee Bragg Room/ TEAMS 11am
4/29/2025 Regular Board Meeting Bragg Room/ TEAMS 1:30 pm




Chelan County Public Hospital District No. 2
Regular Meeting of the Board of Commissioners
Meeting Minutes December 17, 2024 1:30 pm

in person and via Microsoft TEAMS

Commission Attendance:

(L not present X present)

Jordana LaPorte, Chair Mary Murphy, Secretary Len England

Lori Withrow, Vice Chair Doug Gibson

Staff Participants: A. Edwards, B. Truman, S. Ottley, A. Oden, L Sahlinger, R. Montgomery, M. McCormick, A. Benegas, J.
Phetteplace,

Guests: Guild B Chair, Vice Chair, and Secretary

Community Members: Ruth (Lake Chelan Mirror), A. Moroz, M. Navarro, Sara

Recorder: Wendy Kenck

Agenda ltem Topic/Action

e J. LaPorte called the meeting to order at 1:30 pm and recited the mission statement.
e Agenda Changes
1. Callto Order 0 M Murphy motioned to approve the Meeting Agenda changes (removal of Med
Staff Quarterly update and the Charity Care Policy, add Community Connection
to Old Business, change Board Nomination item from FM to FD), seconded,
motion approved
e Guild B members, Mary School (Board Chair), joined by Vice Chair and Treasurer, presented
two fundraising events from 2024. They thanked the dedication of volunteers, donors, and
the support of the hospital. The events were a great success: Paint the Town Pink raised
$20K for standardizing BP machines, and Karen Collins' estate sale raised $6200 for an EKG
2. Public machine at the clinic. They expressed excitement for the positive changes these
Comment contributions will bring to the hospital and community and thanked everyone for their
continued support.
e Adrienne Oden introduced herself as the Interim Surgical Director. She works with Whitman
Partners and specializes in perioperative leadership. She expressed her excitement to learn
and build the department for LCH and the community.
e J. LaPorte expressed appreciation for all the effort the Employee Activities Committee (EAC)
3. Chair's Report organized for the employee holiday party, which was a success. Thanks to the staff who
were not in attendance but were keeping the hospital up and running.
e [Edits to the Consent Agenda: Governance meeting minutes dated 11/20/24, item 2 should read
‘Recommend Bylaws updates at December 17 Board meeting.’
0 D. Gibson motioned to approve Consent Agenda with edits, seconded, motion passed

e J. LaPorte announced Executive Session at 1:46 pm for 10 minutes to consider information
regarding staff privileges or quality improvement committees under RCW 70.41.205 and RCW
42.30.110(1)(0)

e Extended 15 minutes

e Executive session ended at 2:10 pm

e L. Withrow verified all credential files are complete for the proposed list of providers and

6. Reports motioned to approve the appointments and removals as presented, seconded, motion passed.

e Med Staff Report: M. Hillman noted that institutional policies need constant review and
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7. Old Business

8. New Business

update. The currentfocusis on improvingand streamlining operating proceduresin the OR and
Anesthesia and adding policies and procedures for institutional care.
Finance:
0 B. Truman presented the unaudited November 2024 Finance Report.
= D. Gibson motioned to accept the unaudited November 2024 Finance Report
O Additional Financial items of discussion:
= $560K paid out to staff for Board-approved 2024 bonuses.
»  S$21K paid out to staff for years of service recognition covering 2022, 2023, and
2024,
= $800K in outstanding funding for the new hospital is being finalized with
Bouten for release by the USDA.
= $175K soil mitigation.
= $270K currently has been spent on the EMS building to date; reimbursement
request will be submitted to the Department of Commerce.
= Pre-application to the USDA will be submitted for additional funding related
to the EMS and MRI machine.
= Revenue Cycle Goal: Reduce AR days from 73 to 53 days.
CEO Report: A. Edwards shared additional notes of interest, including discussion regarding
an increase in B&O taxes and Employee Recognition for years of service for 2022, 2023, and
2024.
Strat Plan KPI Report: S. Ottley presented the Board KPI Dashboard for 2025 based on
feedback received from the Board and proposed its use in 2025
EMS/Admin Building Project Update: S. Ottley presented the EMS/Admin Building Project
Scope and Total Budget, noting the contingency for water and the goal to reduce overall
construction costs by analyzing materials for a hybrid of steel and wood. Approval was sought
for Admin to move forward with the scope and total budget.
0 D. Gibson motioned to approve the scope of the EMS Building including the budget
estimate of S15.6M, seconded, motion approved.
Specialty Clinic Update: S. Ottley presented an update on the Specialty Clinic and will
provide a biweekly progress report with build updates and pictures to be included in the
CEO report.
Two new ambulances have arrived.
Board discussion regarding the Board Letter, which will be added to the Lake Chelan Mirror.
CHNA Update: Five proposals were received. It was proposed that Aaron select one of the
companies and proceed to initiate the project.
Community Connections:
0 An Apple Blossom Association meeting to be held in January. L. Withrow to attend.
0 L. England connected with the Manson School District regarding signage and potential
partnerships for advertising.
Discussion among the Board members regarding the ‘Governing Bylaws’ policy that is in review
process.
Policies:
0 L. England motioned to approve the ‘CEO and Board Decision Matrix’ policy with edits
as discussed, seconded, motion approved
0 M. Murphy motioned to acceptthe ‘End of Life’ Care policy, seconded, motion approved
0 L. Withrow motioned to accept the ‘Hospital Staffing Plan’, seconded, motion approved.
Resolutions:
0 D. Gibson motioned to approve Resolution 2024-12 '2025 Legal Holidays’, seconded,
motion approved.
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0 L. England motioned to approve Resolution 2024-13 '2025 BOC Meeting Dates’,
seconded, approved

e D. Gibson motioned to approve the surplus of the 2012 Dodge, seconded, motion approved.

e Discussion on Board nominations, and vote scheduled for January.

e W. Kenck to send WORD version of the letter to J. LaPorte for edits, final review by Aaron.

e Board to review the Board Duties and Responsibilities Governance information provided by
J. LaPorte for feedback by mid-January

e Aaron and Agustin to decide on one of the CHNA proposals and get started to meet the
requirements.

9. Roundtable/Act ) L . .
L. Withrow to attend the January Apple Blossom Association meeting regarding the HOA dues.

lon tems e Wendy to reach out to the Business Office manager regarding updates to the Charity Care
policy.
e W. Kenck to email the current Board Bylaws to Dr. Hillman.
¢ Len mentioned that the holiday party was great, and he enjoyed meeting the staff he hadn't
met before.
10. Public No public comment
Comment
e L. Withrow announced Executive Session at 4:40 pm for 20 minutes for
0 RCW42.30.110(1)(g) Evaluate the performance of a public employee.
0 RCW 42.30110(1)(d) to review negotiations on the performance of publicly bid
11. Executive contracts when public knowledge regarding such consideration would cause a
Session likelihood of increased costs

= L. Withrow extended the Executive Session 20 minutes
= L. Withrow extended the Executive Session 20 minutes
= Executive Session ended at 5:40 pm

No action was taken as a result of the Executive Session

12. Adjournment ) .
J. LaPorte adjourned the meeting at 5:41 pm

Attest:

M. Murphy, Secretary Aaron Edwards, CEO

W. Kenck, Executive Assistant
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DATE December 2024

TOTAL BAD DEBTS - HOSPITAL $128,933.72
TOTAL MEDICARE BAD DEBTS $11,138.30
TOTAL BANKRUPTCY $0
TOTAL CHARITY CARE - HOSPITAL $77,218.38
TOTAL MEDICARE CHARITY CARE - $0

TOTAL ATTESTATION $217,290.40

I, The undersigned, do hereby certify that the accounts, as described on the attached “bad debt list”, have
been duly examined and have been duly processed in accordance with the hospital credit/collection policies. It is
hereby submitted and recommended to the Governing Board that the said accounts be turned over to outside

professional collector (s) as indicated on the attached list.

BOARD DESIGNATED AUDITOR DATE:

BOARD APPROVAL

DATE:

CHAIR

VICE CHAIR

SECRETARY

MEMBER

MEMBER

ATTEST. ADMINISTRATOR

Form 02-a Revised 4-26-95



January 2025

Meeting Minutes

Name of Group: Date of Meeting: 01/16/2025 Meeting Start: 1300

DEI Committee

Meeting End: 1343

Title of Meeting: DElI Committee

Facilitator/ Chairperson: Ray Eickmeyer

Location: TEAMS only

Recorder: Ray Eickmeyer

Participants:

X Commissioner #1 — (Mary Murphy )

X Commissioner #2 (Doug Gibson)

XICEO or designee (Aaron Edwards)

CINurse manager or designee ( Rhianna Montgomery)
[IER representative ( )

[IClinic manager or designee ( Giovanne )

XICHW representative ( George Rohrich )
XIEMS-Community Paramedicine (Ray Eickmeyer)
XSocial worker ( Codi Onda )

X Education worker or designee (Dave Dawson )

LJHR or designee ( )

[JQuality (Louise Sahlinger )

XCommunications or designee ( Agustin Benegas )
CJAdhoc- physician ( )

CJAdhoc- community public member ()

Meeting Objectives(s)/Purpose:
1. Meet LCH equity policy

2. Create an environment that is inclusive, equitable, and diverse.

Fl — For Information; FD — For Discussion; FA — For Action

Agenda Item Facilita- Topic/Action
tor/Time
1. Call to Order R. Eickmeyer | Motion to approve meeting minutes as corrected;
a. Introductions Fl /2 Dave 1%, Aaron 2" | all present approved.

b. Approval of last meeting minutes

Ray will follow up with Tyler for menu in Span-
ish options.

Page 1 of 3




2. Wins/Manage-Ups FI

N/A

3. People

A. Language services Survey

B. Meeting dates and times / Chair-
person

C. Agenda items for 2025

D. 2024 Annual Report

E. Charter Review

F. Updated CLAS Implementation
plan- review only Governance,
leadership and workforce

G. Reports:

a. Patient survey report
b. Language services report
c. Ptoutcomes report

d. Staff feedback report

A language services survey was sent out and
we have 65 responses so far. Committee re-
viewed some results.

The committee approved leaving the dates
and times the same for 2025- 3" Thursday
each month at 1pm.

Discussion occurred as agenda items for FY
2025 meetings- one agenda item was the re-
view of the DEI policy at the next meeting.
Another item was department language ser-
vices orientation process for staff (how to ac-
cess language services while at work).

Ray shared the Annual report for 2024, after
discussion it was recommended to add the
annual language services report to the an-
nual report. Ray will then send the final re-
port to Wendy to give to the Board for ap-
proval.

The DEI Committee Charter was reviewed
and updated with removal of “distributive
leadership” to “Chairperson and vice chair-
person” for committee facilitation. Aaron
made a motion to approve the changes as
discussed, Doug 2" the motion, all present
approved.

Chairperson and Vice Chairperson was then
discussed and nominated; George Rohrich as
Chairperson for FY 2025 and Ray Eickmeyer
as Vice-Chair for FY 2025. Codi made a mo-
tion to approve, Dave 2" motion, all present
approved, Ray obtained.

Agustin shared 2024 totals for Language ser-
vices and shared that the questions from De-
cember meeting re: numbers not adding up,
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has not been answered by the language ser-
vices yet.

Other reports are tabled because of absent
staff with those reports.

4. Service N/A
5. Safety/Quality N/A
6. Growth & Innovation N/A
7. Finance N/A
8. Community N/A
9. Other Good of the e OB case- good feedback from patient,
Order George reported.
Adjournment Committee/2 | Rate the Meeting:
Next DEI committee 1 2 O3 04 X5
Meeting: _Feb 20t 2025 at_1pm
Poor Ex-
cellent

Page 3 of 3



MEETING AGENDA

Name of Group:
Governance Committee

Date of Meeting: Time of Meeting:
1/9/25 10:00 am

Facilitator: Mary Murphy

Location: Zoom

Recorder: Mary Murphy

Members present:

X BOC Representative (Mary Murphy)

X BOC Representative (Lori Withrow)

Other: {other attendees or guests}

Meeting Objectives(s)/Purpose:
Review policies for updates

FI — For Information; FD — For Discussion; FM — For Motion

Time Agenda Item Topic/Action
10:00 am | 1. Call to Order
10:00 am | 2. Revise BOC Policy 2. Revised and recommend revised guidelines to Board for
Review Guidelines review/approval Include Attachment of list of policies.
3. Revise BOC Policy and
Procedure for Ethical 3. Revised and recommend revised BOC Policy to Board for
and Legal Matters review/approva.l
4. Revise Conflict of
Interest Policy and 4. Revised and recommend revised Conflict of Interest Policy to
ensure match with COI Board for review/approval. Send Conflict of Interest Disclosure
form. Form.
5. Discussed need for flow 5. Committee to review flow chart /checklist and CCPHD2
chart/checklist to track Board Health Equity Policy at next meeting Jan 29 at 9 am.
policy update processes
10:40 am | 5. Adjournment

Next meeting: TBD




MINUTES

Group:
Finance Committee
1/22/25, 10AM in person and via Teams

Facilitator: Jordana Laporte

| Recorder: W. Kenck

Member Attendance:

Jordana Laporte, BOC
Doug Gibson, BOC

Shawn Ottley, COO Aaron Edwards, CEO
(TEAMS)
Brant Truman, CFO

Participants: V. Bodle, M. Miller, L. Sahlinger, R. Montgomery,

Fl — For Information; FD — For Discussion; FR — For Recommendation

Agenda Item Topic/Action

e (Call to Order

J. Laporte called meeting to order at 10:05am

e New Business

GOALS:

a. Beat 2024 NetIncome of S2M

b. 5 year Capital Budget
Dr. Kalliath provided an update on the Hospitalist program, highlighting
the goal to create in-house protocols, review chest pain and stroke patient
transfers, and build rapport with nursingand provider staff to ensure they
feel comfortable calling the Hospitalist for in-person care assistance. He
also announced the Compass Program at LCH, offering subspecialist
support in Cardiology, Infectious Disease, and Pulmonary Critical Care.
Subspecialists will manage orders and patient care throughout their stay.
B. Truman reviewed different underwriters: Piper Sandler, Cain Brothers,
and DA Davidson, presenting a side-by-side comparison of their metrics.
Based on fee structure and track record, DA Davidson was identified as the
best option to move forward with.
The Finance department reviewed social media posts and comments and
is currently auditing those accounts. The audit aims to identify issues
related to processes, types of pay, etc., and to streamline and clean up
internal processes.
Retirement discussion including total amount adjustments and vesting
options.
The SAO report was received in December, showing no issues and a clean
audit.
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Old Business

B. Truman provided a USDA financing update, noting a request for
projected financials. Timing related to funding may not be feasible for
current projects as originally discussed.

There is S800K outstanding, with Bouten finalizing paperwork.

The $170K Ecology funding should be finalized by the end of the week.

Reports

V. Bodle presented the unaudited December 2024 Financial Statement

Adjournment

J. LaPorte adjourned the meeting at 12:00 pm
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DEI -ANNUAL
REPORT 2024



The Lake Chelan Health DEI-(Diversity, Equity, and Inclusion) committee was formed and
implemented in FY 2024.

The summary timeline included the following:

January-March:

Several meetings to develope the Charter, membership development,
and implimentation plan.

April:

First DEI committee meeting with completion of Charter for Board
approval and CLAS standards as the guide for implimentation planning.

May 2024- December 2024

Reporting and analysis of strengths and weaknesses of LCH using the
Nationally recongized CLAS standards as an assessment tool for LCH.



DEI COMMITTEE ACCOMPLISHMENTS:

e Development of regular meeting committee
e Development of charter

e Development of regular reporting tools

e Development of monitoring reports

e Tracking of CLAS standards

e Development of LCH’s first employee language survey

What are the National CLAS Standards?

The National Standards for Culturally and Linguistically Appropriate Services in Health and Health
Care (the National CLAS Standards) gives health organizations 15 action steps for providing CLAS. The
National CLAS Standards and information to help you put them into practice may be found at
www.ThinkCulturalHealth.hhs.gov.

The Principal Standard (No. 1) calls on organizations to “provide effective, equitable, understandable
and respectful quality care and services that are responsive to diverse cultural health beliefs and
practices, preferred languages, health literacy, and other communication needs.”

The remaining standards are divided into three themes:

1. Governance, Leadership, and Workforce (Standards 2-4);

2. Communication and Language Assistance (Standards 5-8); and

3. Engagement, Continuous Improvement, and Accountability (Standards 9-15).

The National CLAS Standards can be applied to a wide array of professions and sectors, including
medical care, behavioral health, public health, social work, community health, emergency health, and
more.

The HHS Office of Minority Health developed the Standards to advance health equity, improve quality

of services, and help eliminate disparities. The Standards were first published in 2000 and updated in
2013.




CLAS STANDARDS PROGRESS

DEI

overnance, Leadership, Workforce

Completed

Completed

In progress

In progress

Completed

In progress

Completed

Communication

in progress

completed

in progress

Completed

completed

Completed

Completed

In progress

Completed

Completed

in-progress

in-progress

not started

not started

in-progress

ngagement, Im

Goals:

The fair treatment and full participation of all people

1. To establish,develop and sustain relationships with members ofdiverse populations.
2. Fostering diversity throughoutthe entire organization, ensuring equityin opportunity,
contribution, and advancement, and promoting inclusive teams and leadership.

3. To establish an accepting workplace, commitmentto change and positive action by

being curious, courageous, and committed individuals. Thi
become more welcoming and inclusive.

Identify DEI champions (DEIl committee for responsible to learn, promote, and
share DEIl resources

Create a formal plan

Target recruitment efforts to the populations served to increase the
recruitment of culturally and linguistically diverse individuals, through actions
such as: posting job descriptions in multiple languages in local community
media, holding job fairs in the community(ies) served, and/or working with
leaders of local community institutions to create mentorship and training
programs targeting populations served.

Create internal organizational mentorship programs
Provide access to DEI training to all staff
Create and disseminate new resources about DEI within the organization

using widely accessible platforms (e.g., employee-dedicated webpages,
employee Intranet, employee break room).

Incorporate assessment of DEl competencies (e.g., bilingual communication,
cross-cultural communication, cultural and linguistic knowledge) on an
ongoing basis into staff performance ratings.

nd Language sSsistanc
Complete an organizational assessment specific to language assistance
services to describe existing language assistance services and to determine
how they can be more effective and efficient.

Standardize procedures for staff members and train staff in those
procedures. It may be appropriate to provide staff with a script to ensure that
they inform individuals of the availability of language assistance and to inquire
whether they will need to utilize any of the available services.

Provide individuals with notification that describes what communication and
language assistance is available, in what languages the assistance is
available, and to whom they are available. Notification should clearly state that
communication and language assistance is provided by the organization free of
charge to individuals.

Require that all individuals serving as interpreters complete certification or
other formal assessments of linguistic and health care terminology skills to
demonstrate competency.

Provide financial and/or human resource incentives to staff who complete
interpreter training and meet assessment criteria, to build organizational
capacity to provide competent language assistance.

Formalize processes for translating materials into languages other than
English and for evaluating the quality of these translations. This may include
testing materials with target audiences.

rove ent, Accountabi
Incorporate CLAS into mission, vision, and/or strategic plans by determining
how organization acknowledges and addresses concepts such as diversity,
equiity, inclusion, and practices such as asking individuals about preferences
for care/services.

Tailor existing evaluation efforts to include measures of CLAS
implementation (e.g., patient/client satisfaction measures can include
questions about CLAS; outcome data can be stratified by REAL data to
determine demographic differences).

Complete a CLAS-related organizational assessment of the cultural and
linguistic needs of populations served and of organizational resources to
address these needs.

Collect race, ethnicity, and language (REAL) data (at a minimum) from all
individuals receiving services, either by tailoring existing data collection
approaches or creating a new data collection process.

Use REAL data to identify needs, describe current care and service provision
trends, and improve care and service provision.

Collaborate with stakeholders and community members in community
health needs assessment data collection, analysis, and reporting efforts to
increase data reliability and validity.

Include community members in the process of planning programs and
developing policies to ensure cultural and linguistic appropriateness by
convening town hall meetings, conducting focus groups, and/or creating
community advisory groups.

Consider using staff as cultural brokers to help improve feedback
mechanisms, conflict resolution process, and communication with culturally
and linguistically diverse individuals.

Partner with community organizations to lead discussions about the services
provided and progress made and to create advisory boards on issues affecting
diverse populations and how bestto serve and reach them.

inspires ourteams to

Completed members of a committee and
formed a formal committee with a charter for a
formal plan.

Target recruitment is in progress. Mentorship
program: some ideas are 1. mentor new hires,
2. Succession mentor, 3. Job shadow -cross
dept/role learning DEI training- required to all
staff with Relias. DEI communication
platforms: looking for ideas, i.e. CVCH
webpage for employees. DEI competency- is
four things: patient survey, lanugage services,
patient ourcomes, staff feedback

1. is language services survey being done via
normal survey? Add to CHW/EMS follow-up
question to language services. 2. competency
check list for all staff who can use
interpretation 3. Is signage for patients, there is
language in patient rights, sharing it is FREE.
There is language information on the website.
Ask patient access for signage. 5. Rhianna wiill
look at what other hospitals are doing for
incentive for interpretation education we get $1
more an hour. 6. Have policy in place for
translation of materials into other languages.

1. Board has incorporating CLAS in mission,
vision, and plans. 2. in progress of creating
measure for DEI .. how can we know we have
effective DEI? 3. We are re-assising at each
DEI committee meeting with reporting of DEI
culture and logi s. 4. Reviewing how to
collect this data. 5. Reviewing the data we
have, but will review when we have a written
infomatics plan. 6. Collaboration with
stakeholders- currently doing with other
projects, looking at what to add the DEI
measures. 7. not started 8. not started 9.
Board does this on a regular basis and
provides the opportunity with the community,
but not a formal process.




Language Service Reports for 2024






Continuing Progress

Continue to implement CLAS standards and improve areas of

weakness within our organization

-2024 DElI Committee

e Aaron Edwards

e Mary Murphy

e Doug Gibson

e Rhianna Montgomery
e Giovanne Valleloza
e George Rohrich

e CodiOnda

e Dave Dawson

e Louise Sahlinger

e Tara Lautiki

e Agustin Benegas

e Ray Eickmeyer



2025
Lake Chelan Health

Continuous Quality Improvement
&

Continuous Process Improvement Plan

Final ver. 1.0; 2024-12-17 - LMS 1



Scope
The Continuous Quality Improvement, Continuous Process Improvement Plan (CQl/CPI plan),

outlines the goals, strategies, and processes that promote safe, optimal patient care, and a
high performing culture of safety. This will be achieved through interdisciplinary collaboration
for identification, assessment, and continued improvement of process/performance indicators
and care outcomes, collectively referred to as the organization’s Quality Assurance Process
Improvement Plan (QAPI). The scope of this plan will include all patient care and support
services organization- wide. The Lake Chelan Health Board of Commissioners approves this plan
which supports the Mission of Lake Chelan Health. The Lake Chelan Health Board of
Commissioners delegates the oversight of the CQl/CPI Plan to the Lake Chelan Health Chief
Executive Officer (CEO). The Lake Chelan Health CEO delegates operational oversight to the
Director of Quality, to the committee reporting hierarchy represented in Appendix 1, and to the
Lake Chelan Health Executive Leadership Team. The Lake Chelan Health Medical Staff is charged
with actively participating in the CQl/CPI Plan to achieve quality patient care and compliance
with regulatory/accreditation organizations. Medical Staff members will contribute to all
CQl/CPI activities through Medical Staff Service committees, project team activities and by
assuming leadership roles, as necessary in CQl/CPI processes and activities.

Organizational Context

The Vision of Lake Chelan Health is a healthy community. We will accomplish this as our superb
medical staff and caregivers partner with others to provide patient- centered care in a
respectful, healing environment, while ensuring fiscal responsibility.

The Mission of Lake Chelan Health to provide quality healthcare with compassion and

respect to the community we serve.

As caregivers of Lake Chelan Health, we support our mission and vision by basing our
decisions and actions on the following:
Core Values:

o Relationships

o Integrity

o Compassion

o Respect

. Excellence

Final ver. 1.0; 2024-12-17 — LMS



Purpose and Objectives
To uphold the Mission, Vision, and Values of Lake Chelan Health, all members of the organization
will be committed to Continuous Quality and Continuous Process Improvement activities using
an interdisciplinary approach as laid out in this Enterprise CQI/CPI Plan. This includes but is not
limited to:
e Assure safe and effective patient care is provided at a level consistent with
professional standards and evidence-based practice.
e Mitigate potential or actual liability exposure through proactive evaluation of systems,
processes and patient care delivery.
e Provide a framework for continuous, interdisciplinary process and outcome assessment,
monitoring, and improvement across the organization's scope of services (QAPI).
e Prioritize opportunities for improvement based on, but not limited to, identified
trends, level of risk, and/or benchmarking data.
e Comply with the requirements of all State, Federal and accrediting agencies in accordance
with performance improvement activities.

Quality and Performance Improvement Principles

Quality and Performance Improvement is a systematic approach to assessing services and
improving them on a priority basis. The Lake Chelan Health approach to quality is based on the
following principles:

e Patient Focus. High quality organizations focus on their internal and external customers
and on meeting or exceeding needs and expectations and achieving equitable results.

e Employee Empowerment. Effective programs involve people at all levels of the
organization in improving quality.

o Leadership Involvement. Strong leadership, direction, and support of quality
improvement activities by the governing body and CEO are key to improvement.

e Data Driven & Informed Practice. Successful improvement processes create feedback
loops, using data to inform practice and measure results. Fact-based decisions are likely to
be correct decisions.

e Statistical Tools. For continuous improvement of care, tools and methods are needed that
foster knowledge and understanding. Continuous Quality Improvement (CQl) organizations
use a defined set of analytic tools such as run charts, cause and effect diagrams, flowcharts,
Pareto charts, histograms and control charts to turn data into information.

e Prevention Over Correction. Continuous Quality Improvement entities seek to design
good processes to achieve excellent outcomes rather than fix processes after the fact.

e Continuous Improvement. Processes must be continually reviewed, improved and
evaluated for effectiveness and sustainability. Small incremental changes do make an
impact and staff can always find an opportunity to make things better.

Confidentiality

All matters and activities relating to the performance improvement process will be held in
confidence to the extent permitted by law. Performance improvement activities are conducted
pursuant to Sections 4.24.250, 43.70.510, 70.41.200 & 74.42.640 of the Revised Code of
Washington (RCW) regarding peer review of health care providers. Confidential information may
include, but is not limited to, the Medical Staff Quality Committee minutes, Quality Committee
minutes, Board of Commissioner Reports, chart abstraction data and reporting, unexpected
event reporting, clinical and peer reviews. All employees receive the Lake Chelan Health
confidentiality policy and are required to sign a confidentiality agreement upon hire.
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The Quality Committee Responsibilities

o Develop, revise, approve and oversee the implementation of the Continuous Quality
Improvement, Continuous Process Improvement Plan, Work Plan and ongoing action plans to
improve the quality of care, services and processes.

e Evaluate and make recommendations for improvement to the CQl/CPI plan and send to
Board of Commissioners for final approval.

e Review the Hospital-Wide Continuous Quality Improvement, Continuous Process
Improvement Plan and supporting documents annually.

e Establish measurable objectives based upon priorities identified through use of established
criteria for improving quality and safety, regulatory requirements, etc.

o Periodically assess information based on the indicators, taking action via performance
improvement initiatives to solve problems and pursue opportunities to improve performance.

e Establish and support specific quality improvement initiatives.

e Report to the Board of Commissioners on performance improvement activities of Lake Chelan
Health on a regular basis.

e Utilization of formal, best practice, improvement methodologies.

e Determination of annual QAPI projects to be overseen by the CQl/CPlI Committee.

e Evaluation of effectiveness of improvement actions and any recommendations to ensure
continued effectiveness.

Medical Staff Responsibilities: The Lake Chelan Health Medical staff participate in all phases of
CQl CPI activities including representative leadership in the CQI/CPI Committee, and quality
subcommittees — refer to appendix 1. Medical Staff participate in peer review,
credentialling/privileging.

Physicians will also serve as members of Quality Improvement Teams and subcommittees as
they are created. The goal of physician involvement is to provide an avenue for physician
engagement in organization- wide improvement work.

Board of Commissioners Responsibilities:
e Support and guide implementation of CQl/CPI activities at Lake Chelan Health
e Review, evaluate, and approve the CQI/CPI Plan annually.

Leader Responsibilities: Support CQl/CPI activities through planned coordination and
communication of the results of measurement activities and overall efforts to continually improve
the quality of care provided. Leaders, through a planned and shared communication approach,
ensure the Board of Commissioners, staff, patients, and family members have knowledge of and
input into ongoing CQIl/CPI initiatives. Annual review of the Quality Management System (QMS)
through the Procedure for Management Review.

Leadership roles required to participate includes the CEO, COO, CNO, and CFO.

Quality Sub-Committees
e Refer to Appendix 1.
e Each quality sub-committee will have a formal Committee Charter that specifies:
=  Committee Purpose
= Scope of Responsibility 4

Final ver. 1.0; 2024-12-17 — LMS




= Committee Membership

= Reporting Relationship

=  Meeting Structure
Will have an annual work plan that lays out the scope of the work for that committee
for the coming year.
Will maintain an agenda and take meeting minutes in an action item focused format.
Will track data that is specific to the area of focus to aid in identifying areas of
improvement and conduct formal improvement work to achieve desired goals.
Will report out quarterly to the CQl/CPI Committee, and representative Medical Staff
meeting on current committee progress.

Organizational Departments / Service Lines:

Each department and/or service line will be actively engaged in CQIl/CPI activities.
These departments will work directly with the Department of Quality to develop their
improvement projects and develop tracking systems using accepted improvement
methodologies.
Each department and/or service line will report to the CQl/CPl committee at least once per
quarter on their progress.
Department leaders will actively engage the participation of all team members on
improvement work and will formulate strategies to communicate improvement work to staff,
patients, and family.
A list of projects underway will be kept on the Quality SharePoint site in the Quality
Committee folder.

= All projects underway will provide documentation that outlines why the project was

chosen and how it intends to use data to inform and drive positive change.

Records of current and previous QI/PI projects will be retained and maintained on the Quality
SharePoint site in the Quality Committee folder.

Attachments

1. Appendix 1. CQl/CPI Committee Reporting Structure
2. Appendix 2. CQl/CPlI Committee Charter
4. Appendix 3. CQI/CPI Annual Work Plan

References

1. NIAHO Accreditation for Healthcare Organizations: Accreditation Requirements, Interpretive
Guidelines and Surveyor Guidance for Critical Access Hospitals Revision 23-1, October 3, 2023.

2. HQ Solutions: Resource for the Healthcare Quality Professional, Fourth Edition, Pelletier, Luc R.,
Beaudin, Christy L., National Association for Healthcare Quality, 2018.

3. Medicare 42 CFR 482.21 Conditions of Participation

4. WAC 246-320-136, Leadership

5. WAC 246-320-171, Improving Organizational Performance

6. NIAHO Accreditation for Healthcare Organizations: Accreditation Requirements, Interpretive

Guidelines and Surveyor Guidance for Critical Access Hospitals Revision 18, 02-20-18.
https://brandcentral.dnvgl.com/fr/gallery/10651/files/original/96194cdda02d
4e0493a2bf25c03574b0.pdf Accessed 4/21/20.
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Continuous Quality Improvement, Continuous Process Improvement Plan Approval

The CQI/CPI Plan has been reviewed, approved, and adopted by Lake Chelan Health Executive
Administration, Medical Staff, and the Board of Commissioners — attested by the signatures
below:

Director of Quality Date
Chief Executive Officer Date
Chief Medical Officer Date
Chairperson of the Board of Commissioners Date
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2025 LCH QUALITY COMMITTEE OBJECTIVES

The Quality Committee will identify/designate a workgroup by 1/31/2025 to develop a staff
satisfaction survey that allows for the utilization of an Employee Promoter Score for the benefit of
benchmarking and improving staff satisfaction across the organization.

The Employee Satisfaction Survey workgroup will develop and distribute a staff satisfaction survey
by 3/1/2025 to gather data on the level of staff satisfaction at LCH and highlight areas for
improvement and develop the Employee Promoter Score.

Policy owners will complete the following percentage of policies according to the new policy writing
guidelines by March 31, 2025, based on the overall number of policies they own in order to meet
organizational Quality Management System standards.

* 1-10 policies - 100%
* 11-20 policies - 65%
* 21-30 policies - 45%
* 31-40 policies - 30%
* 41-50 policies - 25%
* 51-60 policies - 20%

* 61 + policies-10%

Lake Chelan Health’s aggregate quality score will achieve an average over the performance period
of 80% by 10/31/2025 in order to support the organization’s commitment to excellence.

Each department at LCH will be rounded on by one or two board members in 2025, to include
department managers, one or two board members and one or two representatives from Quality.
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LAKE CHELAN
HEALTH

Lake Chelan Health — 2025, Continuous Quality Improvement & Continuous

Process Improvement Committee

Purpose:

To uphold the Mission, Vision, and Values of Lake Chelan Health, all members of the
organization will be committed to Continuous Quality, and Continuous Process
Improvement activities using an interdisciplinary approach as laid out in the 2025
Enterprise CQl CPI Plan. This will include:

Assure patient care is provided at a level consistent with professional
standards and evidence-based practice.

Mitigate potential or actual liability exposure through proactive evaluation of
systems and patient care delivery.

Provide a framework for continuous, interdisciplinary process and outcome
assessment, monitoring, and improvement across the organization's scope of
services.

Prioritize opportunities for improvement based on, but not limited to,
identified trends, level of risk, and/or benchmarking data.

Comply with the requirements of all State, Federal and accrediting agencies
regarding performance improvement activities.

Provide administrative oversight and guidance for all matters related to
Quality, Improvement, Safety, and Risk. This Oversight will include but is not
limited to:

0 Review of performance and improvement data from all quality related
sub committees and departments per the CQl CPI 2025 Committee
Reporting Structure.

0 Oversight of organizational event reporting data, patient safety data,
and staff safety data.

0 Quality, safety, and risk evaluations of any new, or additional services or
ventures.

0 Development of organizational quality indicators based on current best
practice — and available data, and track to these measures for
improvement.

0 Monitor patient, and staff satisfaction — provide guidance for
opportunities for improvement.

0 Provide organizational guidance for survey readiness and preparedness
activities.

0 Formulate and implement educational opportunities for staff regarding
quality, process improvement, value, safety, and risk.



Scope of Responsibility:

The Continuous Quality Improvement, Continuous Process Improvement Committee

is responsible for developing, revising, approving and implementation of the

Continuous Quality Improvement, Continuous Process Improvement Plan to improve

the quality of care and service, which affects patient health, safety.

Committee Membership:

Chair

Executive Director of Quality

Louise Sahlinger

Board Representative

Board Member

Len England

Board Representative

Board Member

Doug Gibson

Record Keeper

Quality Dept. Specialist

Madison McCormick

Executive Sponsor

Chief Executive Officer

Aaron Edwards

Nurse Executive

Chief Operating Officer

Shawn Ottley

Physician Executive

Chief Medical Officer

Matthew Hillman

Physician Representative

ED Medical Director

Matthew Hillman

Nursing Representative

Chief Nursing Officer

Rhianna Montgomery

Nursing Representative

ED Nurse Manager

Bryce Kipp

EMS / Safety Representative

Safety Officer

Ray Eickmeyer

Facilities Representative

Director of Facilities

Kenneth Peters

Infection Prevention
Representative

Infection Preventionist

James Phetteplace

Employee Health
Representative

Employee Health RN

James Phetteplace

Informatics Representative

Clinical Informaticist

Sheri Krupla

AD-HOC MEMBERSHIP

Ad-Hoc Member

Chief Financial Officer

Brant Truman

Ad-Hoc Member

Chief Informational Officer

Amy Thomas

Ad-Hoc Member

HR Manager

Tara Lautiki

Ad-Hoc Member

Surgical Services Manager

Ad-Hoc Member

Lab Manager

Byron Schmidt

Ad-Hoc Member

Radiology Manager

Chris Schmidt

Ad-Hoc Member

HIMS Manager

Samuel Nau

Ad-Hoc Member

Patient Access Manager

Patti Peters

Ad-Hoc Member

Environmental Services
Manager

Tyler Ehlert

Ad-Hoc Member

Materials Manager

Joseph Thompson

Ad-Hoc Member

Dietary Manager

Tyler Ehlert

Ad-Hoc Member

Pharmacy Manager

Lindsey Hippe

Ad-Hoc Member

Rehab Manager

Jeffery England

Ad-Hoc Member

OB Coordinator

Juliana England

Ad-Hoc Member

Sterile Processing
Coordinator

Ad-Hoc Member

Communications/Outreach

Agustin Benegas

Ad-Hoc Member

Clinic Manager

Jodi Sweeney

Ad-Hoc Member

Accounting/Finance

Vickie Bodle




Reporting Relationship:

The CQIl CPI Committee reports directly to the Lake Chelan Health Board of
Commissioners, and provides information updates to Medical Staff, and Executive
Leadership.

Meetings:

The CQl CPI Committee will meet no less than monthly on the first Thursday of the
month, for two hours Ad-Hoc meetings may be called for urgent issues needing
committee attention. Guests and ad-hoc members will attend at the discretion of the
committee chair, based on the needs of the committee and according to the
predetermined reporting schedule. Case review will be conducted under closed
session with committee members only and operated under RCW 70.41.200. The
committee may choose to form ‘sub-committees’ or ‘task forces’ to work on specific
tactical work, these groups will serve at the direction of, and report directly to, the
CQl CPlI committee. Meeting minutes will be made available to committee members
no later than 10 days after the close of the meeting. Meeting agendas and
supporting documentation will be provided to committee members one week prior
to meeting start via email. Members are expected to attend 83% of scheduled
meetings during the calendar year — ad-hoc members are expected to attend 100%
of the meetings they are scheduled to report-out at.



MONTH

January
2025

February
2025

2025 LCH QuALITY COMMITTEE WORK PLAN

TOPIC, ACTION ITEM(S), AGENDA ITEM(S)

Old Business

0 Blood Transfusion Documentation
Restraints Documentation
Contracts/Policies Evaluation Review
DNV CAP Tracking Review

Aggregate Quality Score

QM 7 Tracking

Quality Committee Objectives Tracking

O O O0OO0OO0oOo

New Business

O Review 2025 Workplan
0 2025 Committee Education

Education —
Department Report Out

o MSU

ED

Surgical Services

Rehab Services

EMS

OB

O Express Care/Primary Care/Specialty Clinic

OO0 O0OO0OOo

ISO 9001 Review
Radiology High Radiations Review
Data

O Event Reporting
0 Complaints/Grievances
O Patient Satisfaction

DNV Quality Committee Oversight of NCs

0 NC-1-1
0 NC-1-2
0 NC-1-3
O NC-1-4

Sub-Committee Report Out

0 Clinical Quality Committee
0 Safety Committee
0 Pharmacy & Therapeutics

Open Discussion
Old Business

0 Blood Transfusion Documentation
Restraints Documentation
Contracts/Policies Evaluation Review
DNV CAP Tracking Review

Aggregate Quality Score

QM 7 Tracking

Quality Committee Objectives Tracking

O O0OO0OO0OO0OOo

New Business

O LCH CAH Annual Report

Education — Tara, Adrienne
Department Report Out

0 Dietary, EVS
Pharmacy
Patient Access
Radiology

Lab

O O0OO0Oo

OWNER

Lab Manager

CNO

Executive Director of Quality
Executive Director of Quality
Executive Director of Quality
Executive Director of Quality
Committee

Executive Director of Quality
Executive Director of Quality
Executive Director of Quality
Executive Director of Quality
CNO

ED RN Manager

Surgical Services Manager
Rehab Services Manager
Director of EMS

OB Manager

Clinic Manager

ISO Task Force Team
Radiology Manager

Executive Director of Quality
Quiality Dept. Specialist

Executive Director of Quality, ED RN
Manager, Surgical Services Manager, Safety
Officer

CNO
Safety Officer
Director of Pharmacy

Lab Manager

CNO

Executive Director of Quality
Executive Director of Quality

Executive Director of Quality

Director of EVS and Dietary Services
Director of Pharmacy

Patient Access/Business Office Manager
Radiology Manager

Lab Manager



March
2025

2025 LCH QuALITY COMMITTEE WORK PLAN

0 HIMS
ISO 9001 Review
Data
0 CMS Measures
DNV Quality Committee Oversight of NCs
0 NC-1-5
0 NC-2-1
0 NC-2-2
Sub-Committee Report Out
0 STTA Committee
0 Compliance Committee
O IP Committee
Open Discussion

Old Business

0 Blood Transfusion Documentation
Restraints Documentation
Contracts/Policies Evaluation Review
DNV CAP Tracking Review
Aggregate Quality Score
QM 7 Tracking
Quality Committee Objectives Tracking
New Business

0 2024 Annual Safety Committee Report &

O O O0OO0O0oOo

Review
Education —
Department Report Out
o |IT
0 Billing
O Materials Management
0 Facilities
0 Accounting
o0 HR
ISO 9001 Review
Data
0 WSHA - Clinic, OB, Falls
o0 HAls

DNV Quality Committee Oversight of NCs
0 NC-2-3
0 NC-2-4
0 NC-2-5
Sub-Committee Report Out
0 Obstetrics
0 UR Committee
Open Discussion

Director of Revenue Cycle
ISO Task Force Team

Director of Quality/Quality Dept. Specialist

Director of Facilities, Director of
Pharmacy, Surgical Services Manager

CMO/Surgical Services Manager
COO/CNO

Infection Preventionist & Employee Health
RN

Lab Manager

CNO

Executive Director of Quality
Executive Director of Quality

Safety Officer

Director of IT

Business Office Manager

Materials Manager

Director of Facilities

Controller

HR Manager

ISO Task Force Team

Executive Director of Quality/Quality Dept.
Specialist

Infection Preventionist, CMO, Director
of Facilities/Safety Officer

OB Manager
Social Worker



April 2025

May 2025

2025 LCH QuALITY COMMITTEE WORK PLAN

Old Business

0 Blood Transfusion Documentation
Restraints Documentation
Contracts/Policies Evaluation Review
DNV CAP Tracking Review
Aggregate Quality Score
QM 7 Tracking
Quality Committee Objectives Tracking
New Business

O O0OO0OO0OO0OOo

Education —

Department Report Out
o MSuU
o ED
O Surgical Services
0 Rehab Services
0o EMS
o OB

0 Express Care/Primary Care/Specialty Clinic
ISO 9001 Review
Radiology High Radiations Review
Data
0 Event Reporting
0 Complaints/Grievances
0 Patient Satisfaction
DNV Quality Committee Oversight of NCs
0 NC-1-1

0 NC-1-2
0 NC-1-3
0 NC-1-4

Sub-Committee Report Out
0 Clinical Quality Committee
0 Safety Committee
0 Pharmacy & Therapeutics
Open Discussion

Old Business
0 Blood Transfusion Documentation
Restraints Documentation
Contracts/Policies Evaluation Review
DNV CAP Tracking Review
Aggregate Quality Score
QM 7 Tracking
Quality Committee Objectives Tracking
New Business
Education —
Department Report Out
0 Dietary, EVS
Pharmacy
Patient Access
Radiology
Lab
HIMS

O O0OO0OO0OO0OOo

OO0 O0OO0Oo

ISO 9001 Review
Data

Lab Manager

CNO

Executive Director of Quality
Executive Director of Quality
Executive Director of Quality
Executive Director of Quality

CNO

ED RN Manager

Surgical Services Manager
Director of Rehab Services
Director of EMS

OB Manager

Clinic Manager

Radiology Manager
Executive Director of Quality/Quality Data
Specialist

Executive Director of Quality, ED RN
Manager, Surgical Services Manager, Safety
Officer

CNO
Safety Officer
Director of Pharmacy

Lab Manager

CNO

Executive Director of Quality
Executive Director of Quality

Director of EVS and Dietary Services
Director of Pharmacy

Patient Access Manager

Radiology Manager

Lab Manager

Director of Revenue Cycle

ISO Task Force Team



June 2025

July 2025

2025 LCH QuALITY COMMITTEE WORK PLAN

0 CMS Measures
DNV Quality Committee Oversight of NCs
0 NC-1-5
0 NC-2-1
0 NC-2-2
Sub-Committee Report Out
0 STTA Committee
0 Compliance Committee
O IP Committee

Open Discussion

Old Business
O Blood Transfusion Documentation

O Restraints Documentation
0 Contracts/Policies Evaluation Review
O DNV CAP Tracking Review
0 Aggregate Quality Score
0 QM 7 Tracking
0 Quality Committee Objectives Tracking
New Business
Education —
Department Report Out
o IT
0 Billing
0 Materials Management
0 Facilities
0 Accounting
0 HR
ISO 9001 Review
Data
0 WSHA - Clinic, OB, Falls
0 HAls

DNV Quality Committee Oversight of NCs
0 NC-2-3
0 NC-2-4
0 NC-2-5
Sub-Committee Report Out
0 Obstetrics
0 UR Committee
Open Discussion
Old Business
O Blood Transfusion Documentation

0 Restraints Documentation
0 Contracts/Policies Evaluation Review
O DNV CAP Tracking Review
O Aggregate Quality Score
0 Quality Committee Objectives Tracking
New Business
Education —
Department Report Out
o MSU

Executive Director of Quality
Quality Dept. Specialist

Director of Facilities, Director of
Pharmacy, Surgical Services Manager

CMO/Surgical Services Manager
COO/CNO

Infection Preventionist/Employee Health
RN

Lab Manager

CNO

Executive Director of Quality
Executive Director of Quality

Director of IT

CNO

Emergency Dept Manager
Surgical Services Manager
Lab Manager

Radiology Manager

OB Manager

Surgical Services Manager
ISO Task Force Team

Executive Director of Quality
Quality Data Specialist

Infection Preventionist, CMO, Director
of Facilities/Safety Officer

OB Manager
Social Worker

Lab Manager

CNO

Executive Director of Quality
Executive Director of Quality
Executive Director of Quality
Executive Director of Quality

CNO
ED RN Manager



August
2025

2025 LCH QuALITY COMMITTEE WORK PLAN

ED
Surgical Services
Rehab Services
EMS
OB
O Express Care/Primary Care/Specialty Clinic
ISO 9001 Review
Radiology High Radiations Review
Data
0 Event Reporting
0 Complaints/Grievances
0 Patient Satisfaction
DNV Quality Committee Oversight of NCs
0 NC-1-1

OO0 O0OO0Oo

0 NC-1-2
0 NC-1-3
0 NC-1-4

Sub-Committee Report Out
0 Clinical Quality Committee
0 Safety Committee
0 Pharmacy & Therapeutics
Open Discussion

Old Business

0 Blood Transfusion Documentation
Restraints Documentation
Contracts/Policies Evaluation Review
DNV CAP Tracking Review
Aggregate Quality Score
Quality Committee Objectives Tracking
New Business
Education -
Department Report Out

0 Dietary, EVS

O O0OO0OO0Oo

0 Pharmacy
0 Patient Access
O Radiology
0 Lab
0 HIMS
ISO 9001 Review
Data

0 CMS Measures
DNV Quality Committee Oversight of NCs
0 NC-1-5
0 NC-2-1
0 NC-2-2
Sub-Committee Report Out
0 STTA Committee
0 Compliance Committee
O IP Committee

Open Discussion

Surgical Services Manager
Rehab Services Director
EMS Director

OB Manager

Clinic Manager

ISO Task Force Team
Radiology Manager

Executive Director of Quality
Quality Dept. Specialist

Executive Director of Quality, ED RN
Manager, Surgical Services Manager, Safety
Officer

CNO
Safety Officer
Director of Pharmacy

Lab Manager

CNO

Executive Director of Quality
Executive Director of Quality

Director of EVS and Dietary Services
Director of Pharmacy

Business Office Manager

Radiology Manager

Lab Manager

Director of Revenue Cycle

ISO Task Force Team
Director of Quality/Quality Data Specialist

Director of Facilities, Director of
Pharmacy, Surgical Services Manager

CMO/Surgical Services Manager
COO/CNO

Infection Preventionist/Employee Health
RN



September
2025

October
2025

2025 LCH QuALITY COMMITTEE WORK PLAN

Old Business

(0]

O O0OO0OO0OO0Oo

Blood Transfusion Documentation
Restraints Documentation
Contracts/Policies Evaluation Review
DNV CAP Tracking Review

Aggregate Quality Score

QM 7 Tracking

Quality Committee Objectives Tracking

New Business
Education —
Department Report Out

o |IT
o0 Billing
0 Materials Management
0 Facilities
0 Accounting
o HR
ISO 9001 Review
Data
0 WSHA - Clinic, OB, Falls
o0 HAls
DNV Quality Committee Oversight of NCs
0 NC-2-3
0 NC-2-4
0 NC-2-5
Sub-Committee Report Out
0 Obstetrics
0 UR Committee

Open Discussion

Old Business

0 Blood Transfusion Documentation

O Restraints Documentation

0 Contracts/Policies Evaluation Review

O DNV CAP Tracking Review

O Aggregate Quality Score

0 Quality Committee Objectives Tracking
New Business

0 2025 Quality Committee Planning to include

objectives

Education —
Department Report Out

o MSU

o ED

0 Surgical Services

0 Rehab Services

0o EMS

o OB

O Express Care/Primary Care/Specialty Clinic

ISO 9001 Review
Radiology High Radiations Review

Data
(0]
0

Event Reporting
Complaints/Grievances

Lab Manager

CNO

Executive Director of Quality
Executive Director of Quality

Director of IT

CNO

Emergency Dept Manager
Surgical Services Manager
Lab Manager

Radiology Manager

OB Manager

Surgical Services Manager
ISO Task Force Team

Executive Director of Quality
Quality Dept. Specialist

Infection Preventionist, CMO, Director
of Facilities/Safety Officer

OB Manager
Social Worker

Lab Manager

CNO

Executive Director of Quality
Executive Director of Quality
Executive Director of Quality
Executive Director of Quality

Executive Director of Quality

CNO

ED RN Manager

Surgical Services Manager
Director of Rehab Services
Director of EMS

OB Manager

Clinic Manager

ISO Task Force Team
Radiology Manager

Executive Director of Quality/Quality Dept.
Specialist



November
2025

December
2025

2025 LCH QuALITY COMMITTEE WORK PLAN

0 Patient Satisfaction
DNV Quality Committee Oversight of NCs
0 NC-1-1

0 NC-1-2
0 NC-1-3
0 NC-1-4

Sub-Committee Report Out
0 Clinical Quality Committee
0 Safety Committee
0 Pharmacy & Therapeutics
Open Discussion

Old Business

0 Blood Transfusion Documentation
Restraints Documentation
Contracts/Policies Evaluation Review
DNV CAP Tracking Review
Aggregate Quality Score
Quality Committee Objectives Tracking
New Business
Education —
Department Report Out

0 Dietary, EVS

OO0 O0OO0Oo

0 Pharmacy
O Patient Access
O Radiology
0 lab
0 HIMS
ISO 9001 Review
Data

0 CMS Measures
DNV Quality Committee Oversight of NCs
0 NC-1-5
0 NC-2-1
0 NC-2-2
Sub-Committee Report Out
0 STTA Committee
0 Compliance Committee
O IP Committee

Open Discussion

Old Business
0 Blood Transfusion Documentation

O Restraints Documentation
0 Contracts/Policies Evaluation Review
O DNV CAP Tracking Review
O Aggregate Quality Score
0 QM 7 Tracking
0 Quality Committee Objectives Tracking
New Business
Education -
Department Report Out
o IT
o Billing

Executive Director of Quality, ED RN
Manager, Surgical Services Manager, Safety
Officer

CNO
Safety Officer
Director of Pharmacy

Lab Manager

CNO

Executive Director of Quality
Executive Director of Quality

Dietary & EVS Manager
Director of Pharmacy
Patient Access Manager
Radiology Manager

Lab Manager

Director of Revenue Cycle
ISO Task Force Team

Executive Director of Quality
Quality Dept. Specialist

Director of Facilities, Director of
Pharmacy, Surgical Services Manager

CMO/Surgical Services Manager
Executive Director of Quality

Infection Preventionist/Employee Health
RN

Lab Manager

CNO

Executive Director of Quality
Executive Director of Quality

Director of IT
Business Office Manager
Materials Manager



2025 LCH QuALITY COMMITTEE WORK PLAN

0 Materials Management
O Facilities
0 Accounting
0o HR
ISO 9001 Review
Data

0 WSHA - Clinic, OB, Falls
0 HAls
DNV Quality Committee Oversight of NCs
0 NC-2-3
0 NC-2-4
0 NC-2-5
Sub-Committee Report Out
O Obstetrics
0 UR Committee
Open Discussion

Director of Facilities
Controller
HR Director

ISO Task Force Team

Executive Director of Quality
Quality Dept. Specialist

Infection Preventionist, CMO, Director
of Facilities/Safety Officer

OB Manager
Social Worker



CEO Board Report (as of 1/23/25)
People:

e  We will give out 4 Daisy Awards to various nursing staff this week. More to come when all have been announce we will get
names and pictures out on social media and to various news outlets.

e  Thank you to Shawn Ottley (COO) and our ELT for taking care of the hospital while | attended to a family emergency and
traveled oversees during the holidays.

e Hospitalists have started and it seems as if they are enjoying the work and staff and patients are doing well with the
change.

e Qur visiting dermatologist (Dr. Touloe) is seeing a substantial and growing number of patients each visit to our facility.

e Dr.Goeser and PA Guadalupe Martinez-Vera are accepting new patients down at the clinic and often have same day access
to appointments!

e Continue to work on filling open positions at MA, CNA, nursing in OB &MSU), PT/OT, Plant engineer, MRI and Lab Tech,
patient access, family practice provider, internist (both MD/DO and APP), and our business office. Go to
www.lakechelanhealth.org/careers/ to see what is available and apply and see which positions have additional incentives!

Community:

e  Will be attending a rural health legislative day in Olympia coming up in early February.

e The Health and Wellness Foundation will be hosting a Heart Health Lunch on Feb 13, at Sigillo Cellars. Tickets are available
at the chamber of commerce.

e Have volunteered to be a committee member on the Washington State Hospital Association Rural Workforce Committee
and had our first meeting discussing various ways to find and attract staff.

Quality:

e The Net promoter score (patient satisfaction score) remains high and has improved slightly over the past few weeks.
e Avyearly quality plan will be presented at our January meeting.
e  Will be working hard on updating our delineation of privileges for various departments within the hospital.

Financial:

e  Finished the year with a small net gain of $2M (unaudited) which was very similar to 2023’s results (note that 2023 did not
include a bonus to staff). December was a slight loss of $74K missing expectations due to less surgeries than expected. For
the year we had a few less deliveries, a slight increase in inpatient visits, a steep decrease in swing beds, ED volume was
flat. Imaging, lab, and rehab visits were up quite a bit. Clinic visits were up slightly year-over-year.

e  Expecting the remaining new hospital financing soon as Bouten has returned all the necessary documents to the USDA.
Also expect to see cash coming in from the department of ecology (for past soil mitigation), and we will begin to see
reimbursement from commerce on the EMS project soon.

Building for the Future:

e Specialty clinic is in framing and appears to be on time.

e Preparing for our pre application meeting with the city for the EMS building. Plans are coming together well and hopefully
we can share with the public soon.

e Working on additional services such as cardiology, ENT, and other offerings with announcements hopefully coming soon.

e Rural Enterprise is well on their way to building a nurse staffing agency. We are in the cue to be included in their service in
the near future.
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Board of Commissioners Policy and Procedure regarding
Ethical and Legal Matters

|. PURPOSE

NAA

The purpose of the Board of Commissioners Policy and Procedure regarding Ethical and Legal Matters is
essential to clarify expectations for the behaviors of board members who represent the community in

overning the Public Hospital District and to ensure their compliance with ethical and legal standards to
protect the Hospital District from legal and reputational risk.

Il. POLICY STATEMENT

The Board of Commissioners shall apply the highest ethical and legal standards in fulfilling in their role.
The Board members should hold themselves accountable to each other, to Chelan County Public
Hospital District 2, and to the public for their actions and omissions. From time to time governance and
/or Board issues might arise that indicate or require the Board to seek legal counsel to identify the best
way to address a Board or governance issue.

lll. SCOPE

N/A

IV. ROLES AND RESPONSIBILITIES

NAA
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The Board of Commissioners roles and responsibilities are to apply and enforce the highest ethical and
legal standards for the Board. Failure of any board member to comply with these standards could
subject the member to Board censure, sanctions and/or removal from specific Board committees.

V. DEFINITIONS

NAA

An alleged “(improper) governmental action,” is defined by RCW 42.41.020(1) to mean:

1. Action by a local government officer or employee;

2. Taken in the performance of the officer’s or employee’s official duties, whether or not the
action is within the scope of the officer's duties or employee’'s employment.

VI. PROCEDURE

1. When a Board member identifies an improper governmental action that increases a risk of legal or
ethical issue, or does not comply with law(s) or Lake Chelan Health's (LCH) Compliance Plan or policies
and procedures, the Board member must promptly report this matter to the Compliance Officer
according the Compliance Plan. In the case that the Compliance Officer is the person whose action
allegedly places the District at legal risk, the Board member must report this action to the CEO.

2. The Board duty includes an obligation to report suspected violations of laws, regulations, or
organizational policies to appropriate officials and to avoid retaliation against others who in good faith
report such violations. A Board member may in good faith; report the suspected violation to the Hospital
District Board Chair or CEO, (or the Compliance Officer, if the CEO and/or Board Chair made the

" ”

suspected violation),-an-alleged-“improper-governmental-action,”wh

h dafined by Y

In these circumstances, the reporting Board member is protected by the Whistle-Blower Protection
policy.

3.The Board duty includes an obligation to prohibit retaliation against others who in good faith report
such violations. In these circumstances, the reporting Board member and /or employee is protected by
the Whistle-Blower Protection policy

4. Board members are encouraged to seek legal advice from the Municipal Research and Services
Center (MRSC) as appropriate. MRSC legal advice services are free to individual Board members of the
public hospital district through its membership in Association of Washington Public Hospital Districts.

5. Written advice may be requested from MRSC, and may be distributed as appropriate to all or select
Board members, to assist them in their specific role. If MRSC attorney advises that a District seek advice
from the hospital's contracted legal counsel, the Board member must request action through the Board

Board of Commissioners Policy and Procedure regarding Ethical and Legal Matters. Retrieved 1/23/2025. Official copy at Page 2 of 3
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Chair and/or CEO, as appropriate.

6. The Hospital District may contract legal counsel services with one or more outside law firms
according to their special expertise to provide services regarding Board or governance matters, such as
legal advice, investigation and report of findings, representation of the Hospital District in dealings with
other entities, preparation of documents such as Board resolutions, and review and/or development of
contracts.. Contracted legal counsel works for the Hospital District and not any individual Board member
or employee of the District. Therefore, communication with contracted legal counsel regarding Board
matters shall be conducted by CEO, Board Chair or authorized representative as indicated. See LGHLake
Chelan Health Compliance Plan.

7. When contracted legal counsel is deemed necessary, the CEO or Board Chair should discuss the need
to determine the most effective approach.

8. Confidentiality in all legal matters of the Hospital District is imperative to protect attorney- client
privilege. See the policy, Compliance Plan

VIl. REFERENCES

Lake Chelan Health Compliance Plan

Lake Chelan Health Whistle-Blower Protection polic

Revised Code of Washington
Municipal Resource and Services (MRSC)

VIill. ATTACHMENTS

N/A

*This policy may be revised at any time without prior notice. All revisions supersede prior policy and are
effective immediately upon approval.” AND “Any printed policy is not valid past the print date and should
not be relied on for official purposes. Current versions of all policies can be found in PolicyStat.

Approval Signatures

Step Description Approver Date
Policy Management Committee Policy Pending
Committee Management: Policy
Management Committee
Mary Murphy: Board 1/13/2025
Governance Committee
Member
Board of Commissioners Policy and Procedure regarding Ethical and Legal Matters. Retrieved 1/23/2025. Official copy at Page 3 of 3
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Conflict of Interest Policy

Puppesce-statomens:
. PURPOSE

So that no conflict of interest concerns arise concerning any particular issue of business transacted by
the Board of Commissioners as a whole, or in part.

Policy Statement
Il. POLICY STATEMENT

Lake Chelan Health Board members, officers of the District and Board committee members shall
conform, in the conduct of their office; to the provisions of RCW 42.20 and RCW 42.23, Board bylaws and
Lake Chelan Health policies and procedures. The Board commits itself and its members to ethical,
professional, and lawful conduct to include proper use of authority and appropriate decorum when
acting as Board members.

Implementation-for Procedure
lll. SCOPE

This policy applies to the Lake Chelan Health Board of Commissioners as a whole, individual Board
members, and Board Committee members when exercising duties for Lake Chelan Health.
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V. ROLES & RESPONSIBILITIES

Lake Chelan Health Board of Commissioners as a whole, individual Board members, and Board

Committee members are responsible to monitor their behavior to ensure compliance with all laws and
organizational policies and procedures regarding conflict of interest.

V. DEFINITIONS

Conflict of Interest is defined by Revised Code of Washington and Lake Chelan Board Bylaws.

VIi. PROCEDURE

The Board shall on an annual basis complete and sign a Lake Chelan Health Conflict of Interest form
that documents any circumstances or factors that could create actual or potential conflicts of interest.

In the event that any Board member or officer has a real or potential conflict of interest on a matter
coming before the Board, they shall disclose such real or potential conflict prior to any participation in
discussion or voting on the issue. They shall also withdraw from participating and voting on the issue.
Should any other Board member disagree, the issue of participation in discussion and/or voting shall be
decided by a majority vote of the remaining Board members.

Board members must represent unconflicted loyalty to the interests of the District. This accountability
supersedes any conflicting loyalty such as that to advocacy or interest groups, membership to other
Boards or staffsstaff's, and the personal interests of any Board member acting as a consumer of Lake
Chelan Health services. Board members should avoid the following conflicts:

1. Must avoid conflict of interest with respect to their fiduciary responsibility. This means,
specifically, that there must be no self-dealing or any conduct of private business or personal
services between any Board member and Lake Chelan Health except as procedurally
controlled to assure openness, competitive opportunity, and equal access to “inside”
information.

2. Direct or indirect solicitation or acceptance of personal fees or commissions in connection
with Hospital business.

3. Use of their position to secure special privileges or exemptions for themselves, spouse, child,
parents, or other related persons from vendors, contractors, physicians, patients, the Hospital
District, or its staff.

4. Must not use their position to obtain employment at Lake Chelan Health for themselves, family
members, or close associates. Should a member desire employment, he or she must first
resign from the Board and follow the provisions of the RCW with respect to this subject.

5. Solicitation of gifts or gratuities for personal use for themselves or related parties from our
customers,
suppliers, consultants or anyone else doing business with the District. Unsolicited non-cash
gifts of nominal value such as flowers, meals, plaques, cups, pens, or calendars may be
accepted.

6. Acceptance of a paid trip from a vendor to visit an installation or attend a seminar if the

Conflict of Interest Policy. Retrieved 1/23/2025. Official copy at http://Ich.policystat.com/policy/17384217/. Copyright © 2025  Page 2 of 4
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dominant theme is entertainment. Such trips may be acceptable for educational purposes, or
an installation visit that is the result of a decision to purchase a specific vendor's product and
is directly related to the installation of the product.

7. Placing themselves in a position that may create or lead to a conflict of interest, or the
appearance of one, such as engaging in any outside business activity, financial relationship or
investment that conflicts with the District, competes with the District, or may interfere with
Board members’ responsibilities to the District. Board members are also prohibited from
having any personal interest, directly or indirectly, in any transaction with Lake Chelan Health
unless disclosed in writing in advance to the Hospital’'s CEO. A decision can then be made as
to whether a conflict of interest exists.

8. Engage in outside business, other activities, or private employment that would result in the
inducement to divulge confidential information about the District, other employees or patients.

9. Disclose confidential information about the District, nor may the Commissioners use such
information for their personal gain or benefit. It s a primary responsibility of all Board members
to protect the confidentiality of District Information. The breaking of confidentiality is the
repeating of any information, written or spoken, when authorized or indiscreet disclosure could
be harmful or injurious to the interests of a patient, employee, or the District in general.

10. Board members may not attempt to exercise individual authority over Lake Chelan Health
except as explicitly set forth in Board policies. Members' interactions with the CEO or with
staff must recognize the lack of authority vested in individuals except when explicityly Board
authorized.

Violations of this policy may be reported to the State Auditor and/or Hospital Attorney for investigation.

VIl. REFERENCES

RCW 42.20 AND RCW 42.23

Lake Chelan Health Board of Commissioner Bylaws

Open Public Meeting Act

VIll. ATTACHMENT

Lake Chelan Health Conflict of Interest Disclosure Form

This policy may be revised at any time without prior notice. All revisions supersede prior policy and are
effective immediately upon approval.

Any printed policy is not valid past the print date and should not be relied on for official purposes.
Current versions of all policies can be found in PolicyStat.

Attachments

Conflict of Interest Policy. Retrieved 1/23/2025. Official copy at http://Ich.policystat.com/policy/17384217/. Copyright © 2025  Page 3 of 4
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N Lake Chelan Health Conflict of Interest Disclosure Form

Approval Signatures

Step Description Approver

Board Approval Wendy Kenck: Executive
Assistant

Administration Aaron Edwards: CEO

Policy Management Committee Policy

Committee Management: Policy

Management Committee

Mary Murphy: Board
Governance Committee
Member

Conflict of Interest Policy. Retrieved 1/23/2025. Official copy at http://Ich.policystat.com/policy/17384217/. Copyright © 2025
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Board of Commissioners Policy Review Guidelines
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. PURPOSE

The purpose of the Lake Chelan Health Board of Commissioners Policy and Plan Review Guidelines is to
establish a clear and structured process for the review and approval of select policies and plans that
reltate to Board governance responsibilities. This ensures that the specific policies and plans are
thoroughly evaluated, comply with legal requirements, and align with the strategic objectives of the
organization. By doing so, the Board of Commissioners can maintain effective governance, uphold
accountability, and support the organization’s mission and goals.

ll. POLICY STATEMENT

Lake Chelan Health Board of Commissioners are expected to adopt new policies from time to time and
to review and approve existing policies and plans on a scheduled basis to ensure compliance with laws
and organizational policies, and timely implementation.

lll. SCOPE

This policy applies to all Board members and covers various organizational policies, and specificall
Lake Chelan Health policies that must be posted on the Washington State Department of Health website.

Review and Approval by the Chief Executive Officer (CEO): Any new policy and plan requested by the
CEO for review and approval by the Board.

i. The policy will be reviewed initially by the CEQ. Once approved by the Board, the approval will
revert to the appropriate approval workflow.

Board-Initiated Review: Any policy and plan requested by the Board of Commissioners for review and
approval.

Legal Requirements: Any policy and plan review required by law and or regulatory agencies

Board of Commissioners Policy Review Guidelines. Retrieved 1/23/2025. Official copy at http://Ich.policystat.com/policy/ Page 2 of 4
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This scope ensures that all relevant policies and plans are reviewed and approved by the Board of
Commissioners, whether initiated by the CEQ, the Board itself, or mandated by legal requirements.

V. ROLES & RESPONSIBILITIES

The Board's role is to establish, review and approve specific Board policies for implementation by
administration and/or Board. The Board is also responsible on a scheduled basis to review and update
existing organizational plans, policies and procedures that are within the scope described above.

V. DEFINITIONS

N/A

VI. PROCEDURE

The Board of Commissioners will review and approve plans, policies and procedures as shown in
Hospital Commission Policy List. See attached. The Board of Commissioners may initiate Board plans
policies and procedures as necessary and refer to administration to review and to complete the
preparation of the document for Board approval and placement in PolicyStat.

VIl. REFERENCES

N/A

VIlI. ATTACHMENTS

Hospital Commission Policy List

This policy may be revised at any time without prior notice. All revisions supersede prior policy and are
effective immediately upon approval.

Any printed policy is not valid past the print date and should not be relied on for official purposes.
Current versions of all policies can be found in PolicyStat.

Attachments

Q Hospital Commission Policy List.pdf

Approval Signatures

Step Description Approver Date
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Charity Care Policy

|. PURPOSE

This Financial Assistance Policy is intended to ensure that patients who are at or near the federal poverty
level receive Appropriate Hospital-Based Medical Services and Appropriate Non-Hospital-Based Medical
Services at a cost that is based on their ability to pay for services up to and including care without
charge. Financial Assistance will be granted to all eligible persons regardless of age, race, color, religion,
sex, sexual orientation, or national origin in accordance with WAC Chapter 246-453 and RCW 70.170.

The written policy includes:

(a1) eligibility criteria for Financial Assistance,

(b2) describes the basis for calculating amounts charged to patients eligible for Financial Assistance,
(e3) describes the method by which patients may apply for Financial Assistance and

(d4) describe how the District will publicize the policy with the community services by the District.

Il. POLICY STATEMENT

Financial Assistance may cover all appropriate hospital-based medical services, received in the hespital
inpatient or outpatient/clinic setting. Services not qualifying under financial assistance may include
elective or experimental procedures or separately billable professional services provided by the
hospital's medical staff. Non-residents of Washington State are eligible for Financial Assistance
consistent with Washington Administrative Code 246-453, which includes emergent, non-scheduled
services only. Financial Assistance will not be denied based on immigration status.
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lll. SCOPE

Lake Chelan Health is required to provide notice of its Financial Assistance program and will make a
good-faith effort to provide every patient with information regarding its availability. Lake Chelan Health
(inpatient and hospital-based outpatient clinics/facilities) will post signs in Patient Access, Business
Office/Financial Counseling, Emergency Department, and Outpatient Registration that will notify the
public of the Financial Assistance Policy. Eligibility for Financial Assistance requires that patients must
fulfill all requirements and expectations as outlined in the Financial Assistance Policy. This Financial
Assistance Policy and applications for Financial Assistance are available in any language spoken by
more than five percent of the population or 1,000 individuals in the applicable hospital's service area.
Additionally, interpreter services will be made available for other non-English speaking or limited-English
speaking or other patients who cannot read or understand the written application materials

IV. ROLES & RESPONSIBILITIES

All LCH staff can provide a charity care application for LCH patients. The financial counselor will receive
the charity care application and supporting documentation to support the determination of a discounted
rate based on the FPL LCH accounting department and will review and validate the charity care
application. Upon approval, the accounting department will provide the requested adjustment to the
business office manager for the appropriate discount

V. DEFINITIONS

Residence-and Scope of Services:

Charity Care Policy. Retrieved 1/7/2025. Official copy at http://Ich.policystat.com/policy/17297331/. Copyright © 2025 Lake Page 2 of 8
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Financial Assistance will not be denied based on resident or immigration status. Patients seeking
Medically necessary health care qualify when Third-Party Coverage, if any, has been exhausted, to the
extent that the persons cannot pay for the care or to pay deductible or coinsurance amounts required by
a third-party payer based on the criteria in this policy. Persons who have exhausted any third-party
coverage, including Medicare and Medicaid, and whose income is above 200% of the federal poverty
standards, adjusted for family size, or is otherwise not sufficient to enable them to pay for the care or to
pay deductibles or coinsurance amounts required by a third-party payer, may be eligible for Financial
Assistance under this policy.

Appropriate Hospital-Based Medical Services:

Those Lake Chelan Health hospital services that are reasonably calculated to diagnose, correct, cure,
alleviate, or prevent the worsening of conditions that endanger life, cause suffering or pain, result in
illness or infirmity, or threaten to cause or aggravate a handicap, or cause physical deformity or
malfunction, and there is no other equally effective, more conservative or substantially less costly course
of treatment where appropriate, no treatment at all.

Appropriate Non-Hospital Based Medical Services:

Those services are rendered at the clinic offices by LCH Members. which are reasonably calculated to
diagnose, correct, cure, alleviate, or prevent the worsening of conditions that endanger life, cause
suffering or pain, result in illness or infirmity, threaten to cause or aggravate a handicap, or cause
physical deformity or malfunction, and there is no other equally effective, more conservative or
substantially less costly course of treatment available or suitable for the person requesting the service.
A course of treatment may include mere observation or, where appropriate, no treatment at all. For
purposes of this Financial Assistance Policy, preventive care services may be considered "Appropriate
Non-Hospital-Based Medical Services". LCH Members: For purposes of this policy, a physician or other
qualified healthcare professional who has executed a practice agreement with LCH, or has otherwise
reassigned their services to LCH under a contractual arrangement, and provides services at approved
LCH sites of practice.

APPLICATION

Charity Care Policy. Retrieved 1/7/2025. Official copy at http://Ich.policystat.com/policy/17297331/. Copyright © 2025 Lake Page 3 of 8
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When a patient wishes to apply for Financial Assistance, the patient shall complete a Confidential
Financial Information (CFl) Form (Attachment B) and provide necessary and reasonable supplementary
financial documentation to support the entries on the CFI. Lake Chelan Health will make an initial
determination of a patient's Financial Assistance status at the time of admission or as soon as possible
following the initiation of services to the patient. Financial Assistance application procedures shall not
place an unreasonable burden upon the patient, taking into account any barriers whichthat may hinder
the patient's capability of complying with the application procedures. Screening for eligibility for
Medicaid or other relevant public assistance benefits will be coordinated through the Patient Access
Department, Discharge Planning/Outcome Management (if not nursing home placement), or through
Patient Financial Services. Any one of the following documents shall be considered sufficient evidence
upon which to base the final determination of Financial Assistance eligibility:

W-2" withholding statement.

Current pay stubs (3 months);

1
2

3. Bank statements (3 months);

4. Last year's income tax return, including schedules, if applicable;
5

Written, signed statements from employers or others (letter of support) stating your current
financial situation and circumstances if you have no proof of income;

Forms approving or denying eligibility for Medicaid and/or state-funded medical assistance;

7. Forms approving or denying unemployment compensation; or written statements from
employers or welfare agencies.

In addition, in the event the patient is not able to provide any of the documents described above, Lake
Chelan Health shall rely upon written and signed statements from either the responsible party or another
party describing the applicant's income. If none of the above is available, Lake Chelan Health may make
a-determinationdecide based on knowledge of a prior grant of financial assistance or based on verbal
representation.

Income shall be annualized from the date of application based on documentation and verbal information

provided-and-verbalinformationprovided by the patient. FhisprocessThe information will be determined

by-the District-andprocessed by the financial counselor using the Hospital's Charity Care calculator.
Seasonal and/or temporary employment, as well as fluctuation in income, will take—m%e—emq&de%en

processing the appllcatlon.

Lake Chelan Health may waive income requirements, documentation, and verification if Financial
Assistance eligibility is obvious. Lake Chelan Health staff discretion will be exercised in situations where
factors such as from the responsible party for making a final determination of eligibility.

Lake Chelan Health shall make a final determination within 14 days of receipt of financial assistance
applications and supporting documentation. Supporting documentation includes items listed on the
Confidential Financial Information Form Instructions.
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VI. PROCEDURE

1. Initial Determination

For the purpose of reaching an initial determination of eligibility, the District shall rely upon information
provided orally or in written form for Financial Assistance as outlined in the Financial Assistance
Application Form Instructions. The district may require the responsible party to sign a statement
attesting to the accuracy of the information provided to the District for purposes of the initial
determination of eligibility. Patients will be screened for other forms of coverage such as Medicaid and
Health Benefits Exchange eligibility. This application, along with full disclosure of their financial status
with supporting documentation, will be considered in the final determination of eligibility. who do not
have applicable Third-Party Coverage to assess whether such patients/families may be eligible for
Medicaid and/or health care coverage through Washington's Health Benefit Exchange (RCW 43.71). Staff
will provide assistance with Medicaid and Qualified Health Plan applications and including but not
limited to providing the patient/family with information about the application process, assisting patients
through the application process, providing necessary forms that must be completed, and/or connecting
the patient/family with other agencies or resources who can assist the patient/family in completing such
applications. Lake Chelan Health will not initiate collection efforts until an initial determination of
Financial Assistance eligibility status is made. Where Lake Chelan Health initially determines that a
patient may be eligible for Financial Assistance, any and all extraordinary collection actions (including
civil actions, garnishments, and reports to collections or credit agencies) shall cease pending a final
determination of Financial Assistance eligibility. However, as set forth in WAC 246-453-020 the failure of
a patient or responsible party to reasonably complete Financial Assistance application procedures under
this policy shall be sufficient grounds for Lake Chelan Health to initiate collection efforts directed at the
patient. Accordingly, for purposes of this policy, a patient or responsible party has failed to reasonably
complete financial assistance application procedures when the patient or responsible party does not
submit application materials within 15 business days of the patient's or responsible party's receipt of the
materials. Any collection efforts will be halted if the patient or responsible party reengages in the
application process. Lake Chelan health excludes assets in the calculation of determining eligibility for
financial assistance.

2. Third-Party Coverage

Financial Assistance is generally secondary to all other third-party coverage resources available to the
patient.

This includes:

Group or individual medical plans.

Workers' compensation programs.

Medicare, Medicaid or other medical assistance programs.

Other state, federal or military programs.
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Third-party liability situations. (e.g.: auto accidents or personal injuries).
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6. Tribal health benefits.
7. Health care sharing ministry as defined in 26 U.S.C. Sec. 5000A.

8. Other situations in which another person or entity may have a legal responsibility to pay for the
costs of medical services.

The medically indigent patient will be granted Financial Assistance regardless of race, color, sex, religion,
age, national origin, or immigration status. In the event that the responsible party's identification as an
indigent person is obvious to District personnel, the District is not obligated to establish the exact
income level or request the documentation specified in the financial assistance application. Such
individuals are determined to have presumptive eligibility (e.g., have qualified under the state Medicaid or
Apple Health program).

In those situations where appropriate primary payment sources are not available, patients shall be
considered for Financial Assistance under this District policy based on the following criteria consistent
with requirements of WAC 246453-040.

3. Income

By policy, persons whese-income is equal to or below 300% of the federal poverty standard may be
eligible to receive Financial Assistance. Lake Chelan Health will consider all sources of income in
establishing income eligibility for Financial Assistance. Income includes total cash receipts before taxes
derived from wages and salaries; welfare payments; Social Security payments; strike benefits;
unemployment or disability benefits; child support; alimony; and net earnings from business and
investment activities paid to the individual patient/guarantor. gross family income is at or below 100% of
the current federal poverty guidelines (consistent with WAC code 246453-050. These patients shall
receive a 100% adjustment on their patient balance.

A sliding fee scale shall be used to determine the amount that shall be written off for patients with
incomes between-101greater than 100%- and less than or equal to 300% of the current federal poverty
level. All resources of the family as defined by WAC 246453-050 are considered in determining the
applicability of the sliding fee scale in Attachment A.

The sliding fee scale shall take into account the potential necessity for allowing the responsible party to
satisfy the maximum amount of charges for which the responsible party will be expected to provide
payment over a reasonable period-eftime, without interest or late fees. In determining the maximum
amount of charges, the District calculates this by using the Amounts Generally Billed (AGB) look-back
methodology. For the current year, the District's AGB percentage is listed enin Attachment A (enclosed).
No individual qualifying under the Financial Assistance Policy shall be charged more than the AGB for
emergency care ofor other medically necessary services. See 26 USC §501(r)(5)(A)

4. Catastrophic Financial Assistance

The District may also-write-off-asoffer Financial Assistance,ameunts for patients with family income in
excess-of400above 300% of the federal poverty level or at a higher percentage for those above 100% of
the federal poverty guidelines when circumstances indicate severe financial hardship or personal loss.
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This will be done only upon recommendation by the business office manager with adequate justification
and only upon approval by the Chief Financial Officer. These adjustments shall be included in the Chief
Financial Officer's regular financial assistance report to the Board of Commissioners

5. Notifications

Lake Chelan Health shall notify persons applying for Financial Assistance of its determination of
eligibility for Financial Assistance within 14 days of a receiving person's completed application for
Financial Assistance and supporting documentation. Approvals, Requests for More Information or
Denials for Financial Assistance applications shall be in writing and shall include instructions for appeal
or reconsideration. In the event that Lake Chelan Health denies Financial Assistance, Lake Chelan Health
shall notify the person applying for Financial Assistance of the basis for the denial. If denied the patient/
guarantor may provide additional documentation to Lake Chelan Health or request review by the Chief
Financial Officer or their designee within 30 days of receipt of the notification of denial. If this review
affirms the previous denial of Financial Assistance, written notification will be sent to the patient/
guarantor and the Department of Health in accordance with state law.

6. Documentation of Records

All information relating to the application will be kept confidential. Copies of documents that support the
application will be kept with the financial assistance application form and retained for seven years.

VIl. REFERENCES

1. Washington Administrative Code, Chapter 246-453, "Hospital Financial Assistance" with
specific reference to the following:

WAC 246-453-020 Uniform procedures for the identification of indigent persons
WAC 246-453-030 Data requirements for the identification of indigent persons
WAC 246-453-040 Uniform criteria for the identification of indigent persons
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RCW 70.170.060 Financial Assistance — Prohibited and required hospital practices and
policies

6. 26 USC §501(r)(5)(A) and (B)
7. Lake Chelan Health Billing & Collection Policy

8. Lake Chelan Health (Policy Stat ID 8989696 — "Duty to Provide Appropriate Medical Screen
Examination

9. Policy (CAH) - Emergency Medical Treatment and Active Labor Act (EMTALA)"

VIll. ATTACHMENTS

1. Attachment A: Federal Poverty Guidelines/Sliding Fee Scale

2. Attachment B: Financial Assistance Application / Confidential Financial Information (CFl) Form

*This policy may be revised at any time without prior notice. All revisions supersede prior policy and are
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effective immediately upon approval.

*Any printed policy is not valid past the print date and should not be relied on for official purposes. Current
versions of all policies can be found in PolicyStat.

Attachments

Q 2025 Sliding Scale - Charity Care Eligibility (4).xlsx
Q CHARITY CARE APPLICATION.pdf

Approval Signatures

Step Description Approver Date
Policy Management Committee Policy Pending
Committee Management: Policy

Management Committee

Patti Peters: Business Office/ 1/7/2025
Patient Acess/HIMS Manager
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