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REGULAR MEETING OF THE  

BOARD OF DIRECTORS OF TAHOE FOREST HOSPITAL DISTRICT 
 

AGENDA 
Tuesday, February 24, 2015 at 4 p.m. 

Tahoe Truckee Unified School District (TTUSD) Office 
11603 Donner Pass Rd, Truckee, CA 

1. CALL TO ORDER 
 

2. ROLL CALL 
 

3. CLEAR THE AGENDA/ITEMS NOT ON THE POSTED AGENDA 
 

4. INPUT AUDIENCE:   
This is an opportunity for members of the public to comment on any closed session item appearing before 
the Board on this agenda. 
 

5. Designate Medical Office Building Suite 210  Real Property  Negotiator(s)    

 
6. CLOSED SESSION:   

6.1. Approval of closed session minutes of: 01/08/15, 01/13/15, 01/26/15, and 1/27/15 
6.2. Health & Safety Code Section 32155:  Medical Staff Credentials 
6.3. Government Code Section 54956.8:  Conference with Real Property Negotiator(s), agency designated 

representatives: as designated by agenda item 5; negotiating party: David G. Kitts MD, Inc.  
6.4. Health & Safety Code Section 32155: Quality Report 
6.5. Government Code Section 54956.9(d)(2):  Exposure to Litigation (4 items)  

 
7. DINNER BREAK 

APPROXIMATELY 6:00 P.M. 
 

8. OPEN SESSION – CALL TO ORDER 
 

9. CLEAR THE AGENDA/ITEMS NOT ON THE POSTED AGENDA 
 

10. INPUT – AUDIENCE  
This is an opportunity for members of the public to address the Board on items which are not on the 
agenda.  Please state your name for the record.  Comments are limited to three minutes.  Written 
comments should be submitted to the Board Clerk 24 hours prior to the meeting to allow for distribution.  
Under Government Code Section 54954.2 – Brown Act, the Board cannot take action on any item not on 
the agenda.  The Board may choose to acknowledge the comment or, where appropriate, briefly answer a 
question, refer the matter to staff, or set the item for discussion at a future meeting.  
 

11. INPUT FROM EMPLOYEE ASSOCIATIONS 
This is an opportunity for members of the Employee Associations to address the Board on items which are 
not on the agenda.  Please state your name for the record.  Comments are limited to three minutes.   

5 of 202



Special meeting of the Board of Directors of Tahoe Forest Hospital District 
February 24, 2015 AGENDA – Continued 

 

  Page 2 of 3 

 
12. MEDICAL STAFF REPORT 

12.1. Approval of the Medical Staff Consent Agenda ................................................................ ATTACHMENT 
 

13. CONSENT CALENDAR:   
These items are expected to be routine and non-controversial.  They will be acted upon by the Board at 
one time without discussion.  Any Board Member, staff member or interested party may request an item 
to be removed from the Consent Calendar for discussion prior to voting on the Consent Calendar. 
13.1. Approval of Minutes of Meetings:  

01/08/15, 01/13/15, 01/26/15, and 1/27/15 ....................................................................... ATTACHMENT  
13.2. Financial Report:  January 2015 Financials ...................................................................... *ATTACHMENT 
13.3. Contracts: 

13.3.1. New  
a. Krause _Rural PRIME Site Clerkship Director  ............................................................ ATTACHMENT 
b. Krause_Rural PRIME Site Medical Director ............................................................... ATTACHMENT 
c. Samelson_PSA Medical Director Medical Education Committee  ............................. ATTACHMENT 

13.3.2. Auto Renew 
a. Brown_Medical Director Pediatric Health Clinic ....................................................... ATTACHMENT 

13.3.3. Amendment 
a. Barta_ Tahoe Center for Health and Sports Performance  

 Diabetes Medical Director  ........................................................................................ ATTACHMENT 
 

14. ITEMS FOR BOARD DISCUSSION AND/OR ACTION 
14.1. Patient and Family Center Care [20 minutes] .................................................................... ATTACHMENT 
14.2. Wellness Neighborhood [40 minutes] ............................................................................... ATTACHMENT 
14.3. Board Education [30 minutes] 

14.3.1. Co-Management Agreements ................................................................................... ATTACHMENT 
Education will be provided related to what Co-Management Agreements are, and how hospitals 
have used them to align hospital and physicians around common goals.   
 

15. PRESENTATIONS/STAFF REPORTS [potential action items] 
15.1. Citizen’s Oversight Committee Annual Report and Amended Bylaws [15 minutes] ....... ATTACHMENT  

It is the responsibility of the Citizens Oversight Committee (COC), per its Bylaws established by the 
Tahoe Forest Hospital District Board of Directors, to submit an annual report of its activities during 
the year.  

15.2. Facilities Development Plan Quarterly Update [15 minutes]  .......................................... ATTACHMENT 
The Chief Facilities Development Officer will present a quarterly update of the Facilities Development 
Plan to include status of current capital projects. 
 

16. STRATEGIC INITIATIVE UPDATE .................................................................................................. ATTACHMENT 
Staff reports will provide updates related to key strategic initiatives. 
 

17. BOARD COMMITTEE REPORTS/RECOMMENDATIONS[potential action items] 
17.1. Community Benefit Committee – No Meeting 
17.2. Finance Committee Meeting – 02/23/15 ......................................................................... *ATTACHMENT 
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Special meeting of the Board of Directors of Tahoe Forest Hospital District 
February 24, 2015 AGENDA – Continued 

 

The next regularly scheduled meeting of the Board of Directors of Tahoe Forest Hospital District is February 24, 2015, 11603 Donner 
Pass Rd., Truckee, CA.  A copy of the Board meeting agenda is posted on the District’s web site (www.tfhd.com) at least 72 hours 
prior to the meeting or 24 hours prior to a Special Board Meeting. 

*Denotes material (or a portion thereof) may be distributed later. 

Note:  It is the policy of Tahoe Forest Hospital District to not discriminate in admissions, provisions of services, hiring, training and employment practices on the basis 
of color, national origin, sex, religion, age or disability including AIDS and related conditions. 

Equal Opportunity Employer. The meeting location is accessible to people with disabilities.  Every reasonable effort will be made to accommodate participation of the 
disabled in all of the District’s public meetings.  If particular accommodations for the disabled are needed (i.e., disability-related aids or other services), please contact 
the Executive Assistant at 582-3481 at least 24 hours in advance of the meeting. 
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17.3. Governance Committee Meeting – 02/13/15 .................................................................... ATTACHMENT 
17.3.1. Board Draft Goals ....................................................................................................... ATTACHMENT 
17.3.2. Board Retreat Planning .............................................................................................. ATTACHMENT 

17.4. Personnel/Retirement Committee Meeting – No meeting 
17.5. Quality Committee – 02/10/15 ........................................................................................... ATTACHMENT 

 
18. AGENDA INPUT FOR UPCOMING COMMITTEE MEETINGS 
19. ITEMS FOR NEXT MEETING 

a) Radiology Contract 
20. BOARD MEMBERS REPORTS/CLOSING REMARKS 
21. CLOSED SESSION CONTINUED, IF NECESSARY  
22. OPEN SESSION  
23. REPORT OF ACTIONS TAKEN IN CLOSED SESSION 

24. MEETING EFFECTIVENESS ASSESSMENT ..................................................................................... ATTACHMENT 
The Board will identify and discuss any occurrences during the meeting that impacted the effectiveness and 
value of the meeting. 
 

25. ADJOURN 
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TAHOE FOREST HOSPITAL DISTRICT 

 
MEDICAL EXECUTIVE COMMITTEE 

 
   

    DATE:   February 18, 2015 
  PAGE NO.     1 

 
MEDICAL EXECUTIVE COMMITTEE’S 

RECOMMENDATIONS  TO THE BOARD OF DIRECTORS - OPEN MEETING 
FEBRUARY 18, 2015 

 
CONSENT AGENDA ITEM 

 
REFERRED BY: 

 
RECOMMEND/ 

ACTION 
 

 
Discussion Items Medical Executive Committee  

1. Chief of Staff  Dr. Dodd reported on the following:  
 Discussion was held regarding changing the time of MEC meetings 

to be in the morning. After input was solicited, the time of the MEC 
meetings will remain in the evening.  

 Ortho Total Joint Program Update was provided.  
 ED Follow up care was discussed.   
 The department meeting composition and structure was discussed. 

 Efforts are underway to streamline. The physicians are interested in 
more educational case discussions at the meetings.  

 Discussion was held regarding IVCH physicians participation at the 
TFHS Medical Staff’s General Quarterly Staff meeting.  It was felt 
that the attendance is important.   

Information 

2. Strategic Planning – Medical Staff 
Tactics 

Dr. Coll reported on the following: 
 Update on Team STEPPS training. 
 Planning for communication education is underway with Beta.  

Information 

3. Board Report Dr. Sessler reported on the following: 
 Last month the Board implemented the CEO Succession Plan, and 

appointed Virginia Razo, Pharm.D. as the Interim CEO. The 
physicians asked to participate in the development of the CEO 
qualifications and in the interview process.  

 The Board is receiving education on co-management agreements.  
 The Medical Staff Quality Plan was approved by the Board at the 

January meeting. 
 Administration is looking at various possible business models 

radiology services.   

Information 
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TAHOE FOREST HOSPITAL DISTRICT 

 
MEDICAL EXECUTIVE COMMITTEE 

 
   

    DATE:   February 18, 2015 
  PAGE NO.     2 

 
MEDICAL EXECUTIVE COMMITTEE’S 

RECOMMENDATIONS  TO THE BOARD OF DIRECTORS - OPEN MEETING 
FEBRUARY 18, 2015 

 
CONSENT AGENDA ITEM 

 
REFERRED BY: 

 
RECOMMEND/ 

ACTION 
 

 

 Board meetings are now televised.  
 At the next Board meeting on 2/24/25, there will be presentations 

provided on Patient and Family Centered Care and the Community 
Health Needs Assessment top 3-5 priorities.  

Consent Approval Items The Policies and Procedures items are being presented for approval to the 
Board in compliance with AGOV-9, Policy and Procedure Structure and 
Approval.  The Preprinted Orders are being presented for approval to the 
Board in compliance with APH-43, Preprinted Order Sets Policy. All clinical 
policies and procedures and pre printed order sets must be approved 
annually and as revised. 

Information 

1. Department of Emergency Medicine The Department of Emergency Medicine recommended approval of the following 
revised policies at their meeting on 2/10/15: 
 Annual approval for Emergency Dept. P&P’s 

Approval 

2. Department of OB/PEDS The OB/PEDS Department recommended annual approval of their clinical P&P’s at 
their department meeting held on 1/21/15 as follows: 
 Annual approval of Pediatric and Women & Family P&P’s 
 Pediatric General Admission Order - NEW 
 Labor-Epidural Analgesia Policy (was re-sent via email for a revised 

approval) 
 Labor - Pediatrician Attendance at Delivery (minor revision) 
 Recommended retiring the following policies: 

o Postpartum - Postpartum Complications 
o Labor - Placental Emergencies  

Approval 

3. Department of Medicine The Department of Medicine recommended approval of the following policies at 
their meeting on 2/5/15: 
 Annual P&P approvals of the following: 

o Cancer Center 
o Cardiac Rehab 

Approval 
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TAHOE FOREST HOSPITAL DISTRICT 

 
MEDICAL EXECUTIVE COMMITTEE 

 
   

    DATE:   February 18, 2015 
  PAGE NO.     3 

 
MEDICAL EXECUTIVE COMMITTEE’S 

RECOMMENDATIONS  TO THE BOARD OF DIRECTORS - OPEN MEETING 
FEBRUARY 18, 2015 

 
CONSENT AGENDA ITEM 

 
REFERRED BY: 

 
RECOMMEND/ 

ACTION 
 

 
o TCHSP 
o DI 
o Dietary 
o ECC 
o Home Health 
o Hospice 
o ICU 
o MedSurg & Swing 
o MSC 
o Nursing Services 
o Occ Health Clinic 
o RT 

The Department of Medicine recommended approval on 2/5/15 for Administration 
to move forward with a tele-psychiatry program and having a tele-provider on staff. 
 It was recommended for approval to add tele-psychiatry the psychiatry privileges. 
 
The Department of Medicine recommended approval on 2/5/15 for inpatient 
urinalysis orders (UA) be ordered or defaulted to UA with Urine Culture if indicated. 
 This will prevent a delay in care.  

4. IVCH Sub Committee The IVCH Sub Committee recommended approval of the following policies at their 
meeting on 2/4/15: 
 Annual P&P approvals: 

o Case Management 
o Diagnostic Imaging 
o Dietary 
o Emergency 
o Environmental Services 
o Infection Control 
o Laboratory 

Approval 
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TAHOE FOREST HOSPITAL DISTRICT 

 
MEDICAL EXECUTIVE COMMITTEE 

 
   

    DATE:   February 18, 2015 
  PAGE NO.     4 

 
MEDICAL EXECUTIVE COMMITTEE’S 

RECOMMENDATIONS  TO THE BOARD OF DIRECTORS - OPEN MEETING 
FEBRUARY 18, 2015 

 
CONSENT AGENDA ITEM 

 
REFERRED BY: 

 
RECOMMEND/ 

ACTION 
 

 
o Lakeview Unit 
o Medical Nutrition Therapy (MNT) 
o Nursing Services 
o Pharmacy 
o Rehabilitation Services (PT/OT/ST) 
o Surgical Services 

- Ambulatory Surgery 
- Pain Clinic 
- PACU 
- Special Procedure Room 
- Surgery 

5. Quality Committee The Quality Committee recommended approval of the following policies at their 
meeting on 2/12/15: 
 Annual P&P approvals: 

o Case management 
o DI 
o HIM 
o Lab (TFH/IVCH) 
o Quality and Regulations 

Approval 

6. P&T Committee The P&T Committee recommended approval of the following via email on 2/9/15: 
 Cataract Surgery Pre-Op and Post-Op Orders (minor) 
 Pediatric General Admission Orders (new) 
 OB Triage Orders (minor) 

Approval 
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SPECIAL MEETING OF THE BOARD OF DIRECTORS  

DRAFT MINUTES 
Thursday, January 8, 2015 at 2 p.m. 

Tahoe Truckee Unified School District (TTUSD) Office 
11603 Donner Pass Rd, Truckee, CA 

 
1. CALL TO ORDER  
 The meeting was called to order at 1:02 p.m. 
 
2. ROLL CALL 

Board: Karen Sessler, President; Chuck Zipkin, Vice President; Greg Jellinek, Secretary; Dale Chamblin, 
Treasurer; John Mohun, Director 
 
Staff:  Robert Schapper, Chief Executive Officer; Virginia Razo, Chief Operating Officer; Crystal Betts, 
Chief Financial Officer; Jayne O’Flanagan, Director Human Resources; Patricia Barrett, Clerk of the Board 
 
Other:  Steve Gross, General Counsel 
 

3. CLEAR THE AGENDA/ITEMS NOT ON THE POSTED AGENDA 
No changes made. 
 

4. INPUT – AUDIENCE  
Director of Community Development, Ted Owens, introduced Tom Gemma with the Tahoe Truckee Unified 
School District and thanked him and Superintendent Leary for their assistance and support of the Hospital 
District in a transitioning to live streaming meetings at the School District location. 
 

5. INPUT FROM EMPLOYEE ASSOCIATIONS 
None provided. 
 

6. ITEMS FOR BOARD DISCUSSION AND/OR ACTION  
6.1. Election of Board Officers 
Election of the 2015 President of the Tahoe Forest Board of Directors took place as the first order of 
business.  Director Mohun provided a summary of the process.   
 
Director Chamblin nominated Director Sessler for Board President; nomination seconded by Director 
Jellinek.   
 
Director Mohun nominated Director Chamblin for Board Chair; no second.   
 
Director Sessler elected to the position of President of the Board by unanimously consent. 
 
New President of the Board of Directors, Sessler, called for nominations for Board Vice President. Director 
Mohun elected Director Chamblin as Vice President; nomination seconded by Director Jellinek. Director 
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Special meeting of the Board of Directors  
January 8, 2014  

DRAFT Minutes – Continued 

 
 

 
Page 2 of 6 

 

Chamblin nominated Director Zipkin; nomination seconded by Director Sessler.    Director Chamblin 
declined his nomination indicating he felt he could better serve the Board/District as Finance Chair. 

 
ACTION: Motion made by Director Chamblin, seconded by Director Zipkin, to elect officers as follows: 

 President:  Karen Sessler, M.D. 

 Vice President:  Charles Zipkin, M.D.  

 Secretary:  Greg Jellinek, M.D. 

 Treasurer:  Dale Chamblin  
 Motion passed unanimously. 

 
6.1.1. Appointment of Board Committees  

The newly elected President of the Tahoe Forest Hospital District Board of Directors appointed 
directors to board committees and designate board committee chairs for the 2015 term. 

 
ACTION: Appointments were made as follows: 

 
Finance Committee: ............................... Chamblin (Chair) / Jellinek  
Personnel Committee: ........................... Zipkin (Chair) / Chamblin  
Community Benefit: ...............................  Zipkin (Chair) / Sessler  
Quality Committee: ................................ Jellinek (Chair) / Mohun  
Governance Committee: ........................ Sessler (Chair) / Jellinek  
 
Med Tech: ............................................... Mohun /Jellinek  
Citizen’s Oversight Committee: .............. Chamblin / Jellinek  
IVCH Foundation: .................................... Zipkin  
Tahoe Forest Foundation: ....................... Chamblin  
Bioethics: ................................................. Zipkin  
TIHIR: ....................................................... Sessler  
Joint Conference: .................................... Sessler / Mohun  
Orthopedic Advisory Committee: ........... Mohun 
Wellness: ................................................. With addition of Board Community Benefit Committee, this ad 
hoc committee is no longer needed  
  

6.1.2. Annual Designation of Board Representative to Medical Executive Committee 
  
 ACTION: Board President Sessler designated as the Board representative to the Medical 

Executive Committee for the 2015 term. 
 

6.2. New Board Meeting Location Training  
Director of Community Development provided an overview of the training outlined being provided 
related to the new meeting location.  A printed outline was provided to the Board for reference. 
 
Instruction on use and locations of the cameras and microphones was provided. 
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Special meeting of the Board of Directors  
January 8, 2014  

DRAFT Minutes – Continued 
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It was noted that the President of the Board will need to facilitate meetings a bit more formally to 
ensure comments can be recorded clearly.   
Background was provided related to the function of the videographer. 
 
Discussion took place regarding the steps being taken to notify the community of the availability of 
the live streamed meetings and availability of archive video of past meetings. 
 
District Counsel joined the meeting at 2:32 p.m. 
 

6.3. 2015 Board Goals  
Director Sessler provided background related to the Board Self Assessment survey and importance of 
identifying board goals before getting to far into the year. 
 
Director Jellinek shared public comment received during the election regarding the perception of 
board isolation from the community.  
 
Director Zipkin expressed an interest in discussing the idea of holding separate community 
informational meetings with two board members present, giving consideration to holding board 
meetings at other locations within the District, and opportunity for discussion regarding the addition 
of community members as non-voting members of board committees. 
 
Discussion took place regarding the benefit of identifying a Public Information Officer for the District 
to assist with marketing and communication to the community 
 
Director Chamblin expressed an interest in further investigating diagnostic imaging and competitive 
pricing with Reno. 
 
Director Mohun encouraged the Board to capitalize on education and informational resources 
available to district hospital boards in California.   Director Mohun identified compliance as a topic of 
concern for further discussion, along with reviewing labor expenses and engagement hospital staff. 
 
Additional topics identified for consideration relate to the community health improvement plan and 
building/repairing community trust. 
 
Discussion took place regarding the need to assess board committee meeting frequency and how to 
improve the flow of information from the committees to the full board. 
 
Director Mohun indicated there may be a need to focus on mission and vision and determine if they 
need to be updated or re-evaluated.   
 
Director Jellinek recognized TFH for the care he received during a recent admission to the hospital. 
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Special meeting of the Board of Directors  
January 8, 2014  

DRAFT Minutes – Continued 
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Discussion took place regarding what the Board can do to improve the Community’s perception of the 
Board.  Discussion took place regarding the use of social media to assist with marketing and 
community communication. 
 
The need for ongoing compliance education for the organization was noted. 
  
Discussion took place regarding communication made on behalf of the board.  It was noted that it is 
important to have a consistent party line. District Counsel referenced the Board’s Manner of 
Governance policy which indicates that the Board President is primarily the spokesperson for the 
board.   Board members may speak on behalf of themselves but need to bring questions/comments 
back to the Board for discussion before a response on behalf of the Board can be made.  
 
A Board retreat will be scheduled in late February or early March to gain consensus related to goals 
and priorities for the year. 
  
Dr. Shawni Coll requested to have medical staff involved in the mission / vision work. 
 
Discussion took place regarding the process by which items are agendized and identified for open or 
closed session.  It was noted that the Brow Act is very specific as to what items can be discussed in 
closed session.   
 
Director Mohun raised concerns with current closed session items and how they were agendized.  
Discussion took place between District Counsel and Director Mohun regarding process of identifying 
items in closed session. 
 
Director Sessler, redirected conversation to the agenda topic related to Board goals. 

7. INPUT – AUDIENCE  
Director Mohun expressed issue with the item listed as exposure to litigation on the closed session 
agenda.   District Counsel explained the topic is fashioned and worded in accordance with the safe harbor 
language as provided by the Brown Act. General Counsel provided background and purpose behind the 
guidelines around these items.  
 
Director Sessler reaffirmed that the Board will move forward with how the agenda is prepared today.  
 
Clarification provided as to how the report out occurs following closed session. 
  
Mark Spohr from Tahoe City spoke to closed session item 8C.  Shared this meeting has been a bad start in 
responding to the community’s request for transparency, expressing that topics should not be on a short 
noticed special meeting agenda.   This has been one of the major bones of contention with the community.   
If the Board is considering continuing M. Schapper’s contract, it needs to involve full community 
participation.  New leadership is needed to lead the hospital with a focus on basic needs. 
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Dr. Shawni Coll addressed closed session item 8C. On behalf of the TFH medical staff (28 names confirmed) 
expressing support for the involvement/inclusion of the medical staff in the hiring process from start to 
finish if a decision is made to pursue recruitment of a new CEO.  
 
Dr. Jensen spoke on behalf of TTMG related to item 8A.  TTMG has put together a purchase of the medical 
office building (MOB) suite 360.  The purchase of the space allows TTMG to expand to meet increased 
need where as the Hospital District has various real estate spaces for possible expansion. The MOB is 
unique in that individual physicians can be property owners.  Requests the Board allow TTMG to purchase 
the space. 
 
Dr. Kamenetsky addressed the board, indicating the current Administration has been instrumental in 
numerous ways in supporting a radiology practice in our community; noting the difficulty in attracting 
qualified radiologist to the area. 
 
Dr. Tad Laird, North Tahoe Radiology Group commended the new Board on the manner in which they have 
started their tenure. Dr. Laird shared that the he was enticed to come to TFHD from St. Mary’s as it 
provided an opportunity to work with a stable administration and his ability to provide a high level of 
practice.   Dr. Laird offered to participate in the discussion related to competitive radiology discussion as 
noted by Director Chamblin.   
 
Director Mohun addressed Dr. Spohr’s comments related to the CEO’s contract.  Director Mohun 
requested General Counsel to explain why the CEO’s performance can be agendized in closed session of a 
special meeting based on the recent changes to the Brown Act.  District Counsel clarified the changes to 
the Brown Act and confirmed the appropriateness the topics as agendized. 
 
Director Chamblin shared that he and Director Jellinek met with Dr. Jensen of TTMG at the MOB and are 
focused on identifying a win-win solution for all the parties.   
 
Meeting adjourned at 4:05 p.m. to the Tahoe Forest Health System Foundation Conference 
Room at 10976 Donner Pass Rd, Truckee, CA for Closed Session.   
 

It was noted that report out from closed session will occur at the Foundation location. 
 
Closed session set to commence at 4:30 p.m. at the Foundation office location. 
 

8. CLOSED SESSION:   
Discussion held on privileged matters. 
 

9. OPEN SESSION  
 
Open session reconvened 8:10 p.m. 
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10. REPORT OF ACTIONS TAKEN IN CLOSED SESSION 
 

ACTION:  The Tahoe Forest Hospital District Board of Directors, by unanimous vote, elected to waive 
right of first refusal to purchase unit/suite 360 of the Tahoe Forest Medical Building.  

11. ITEMS FOR NEXT MEETING   

No items identified. 

12. BOARD MEMBERS’ REPORTS/CLOSING REMARKS 

No closing remarks. 

13. NEXT MEETING DATE  

The next regularly scheduled meeting of the Board of Directors will take place on February 24, 2015. 

14. MEETING EFFECTIVENESS ASSESSMENT 
None. 

15. ADJOURN  
 
Meeting adjourned at 8:12 p.m. 
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SPECIAL MEETING OF THE BOARD OF DIRECTORS 

DRAFT MINUTES 
Monday, January 26, 2015 

Eskridge Conference Room, Tahoe Forest Hospital 
10121 Pine Avenue, Truckee, CA 

 

1. CALL TO ORDER 
Meeting called to order at 1:30 p.m. 

2. ROLL CALL 

Board: Karen Sessler, M.D., President; Charles Zipkin, M.D., Vice President; Greg Jellinek, M.D., 
Secretary; Dale Chamblin, Treasurer; John Mohun, Director. 

Staff: Bob Schapper, Chief Executive Officer; Crystal Betts, Chief Financial Officer; Virginia Razo, Chief 
Operating Officer; July Newland, Chief Nursing Officer/IVCH Administrator 

Others: Gary Hicks, President G.L. Hicks Financial, LLC; Sandra Jacobs and Keri Whitehead with Jacobus 
Consulting 

 
3. CLEAR THE AGENDA/ITEMS NOT ON THE POSTED AGENDA 

Correction to December financials reference to reflect 2014. 

4. INPUT – AUDIENCE  
Gerald Herrick provided background related to his civic participation.  Mr. Harrick Has knowledge of 
hospital via his Measure C involvement and through experience as a patient. Mr. Harrick indicated he has 
total confidence in the hospital. Mr. Harrick spoke to the 1/27/15 board agenda as he will not be able to 
attend.  Supports the CEO transition plan as proposed by the Board.  Recommends not going to an outside 
consultant, and not pursuing recruitment for a minimum of 6 months to allow the District to heal.  
Recommends an outside consultant be engaged to conduct an assessment of the leadership and that an 
advisory committee of citizens be established. 
  

5. INPUT FROM EMPLOYEE ASSOCIATIONS 
None. 

6. ITEMS FOR BOARD DISCUSSION AND/OR ACTION  
6.1. Finance Review  

CFO provided a quick overview of the expectation for today’s education session.  Intent of scheduling 
the January Finance Committee as a special board meeting finance orientation is to allow new board 
members to familiarize themselves with the reporting and provide a refresher to existing board 
members.  
 

6.1.1. Financial statement orientation 
A sheet reflecting various financial term definitions was provided to the Board for reference.  The 
CFO provided a review of District’s balance sheet by line item. 
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Background was provided related to the Clawback provision legislation impacting our skilled nursing 
facility.  
 
Discussion took place related to the municipal lease.  The interest rate is very low and it is more 
beneficial to the District to maintain the lease and retain cash on hand as it factors into the District’s 
bond rating. 
 
Discussion took place related to the board designated fund reflecting a $2000 balance.  It is not 
known for what this money was designated; the CFO will research with prior treasurer and look at 
prior Board minutes to identify its original purpose before making a recommendation to the Board 
on whether to undesignate the funds. 

 
Explanation of the term defeasance was provided.   
 
Gary Hicks provided background related to the bond references included under the current liabilities 
section of the Balance Sheet.  
 
Incurred but not recorded (IBNR); relates to health insurance claims that have been received but 
have not been paid.  Workers compensation works in a similar manner as the District is self insured 
for both.  
 
A review of the good, better, best ratios was provided by Gary Hicks and relates to financial ratios 
looked at on a monthly basis.  A review of the various bond rating options was provided.  Bond 
ratings impact an organization’s ability to obtain funding with better interest rates.  
 
Discussion took place related to Medicare, Medi-cal and Medicaid payor mix trends.  The District 
needs to focus on revenues (what is charged) and staffing.   Covered California will make this worse 
following an initial pick up.   
 
Discussion took place related to payor contract rates and trends being seen related to 
reimbursements. TFHD has been able to maintain their reimbursement rates though it is anticipated 
that the insurance companies will be coming back to TFHD to reduce the reimbursements.  The 
Board has been very outspoken about not changing rates to compete with Reno.  
 
Discussion took place regarding the EBIDA ratio and looking at the ratios with and without the 
property tax dollars.  
 
Cash flow and cash reserves are the most important factors for the bond rating.  Compared to other 
critical access hospitals, TFHD is doing very well.  TFHD is one of only two small hospitals with a BBB- 
rating. 
 
CFO will work with Finance Chair to look at additional opportunities for Board education related to 
finance. 
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6.1.2. Financial Report – November 2014 Package 

November financials were not reviewed in detail as December financials would reflect pertinent 
updates.  
 

6.1.3. Financial Report – December 2014 Quarterly Package 
 
Discussion took place related to the self pay program.  A significant amount of work is being done 
and staff is looking at outsourcing funding payment plans in advance.  An update will be coming to 
the Board in the future.    
 
The trend for bad debt indicates the no-pays are migrating to Medi-cal. 
 
TFH outpatient volumes were above budge in the following departments by at least 5%: Emergency 
visits, Laboratory Testing, Oncology Lab, Diagnostic Imaging, Oncology procedures, Nuclear Medicine, 
Ultrasounds, Pharmacy Units, Physical Therapy, Speech Therapy, and Occupational Therapy. 
 
TFH outpatient volumes were below budget in the following departments by at least 5%:  Surgical 
cases, MRI exams, and Respiratory therapy. 
 
Net patient revenue as a percentage of gross patient revenue was 60.0% in the current month 
compared to budget of 55.3% and to last month’s 47.7%. 
 
EBIDA was 7.5% above budget; year to date EBIDA was 1.3% over budget. 
 
Cash collections for the current month were 83% of targeted net patient revenue. 
 
Gross days in AR were 70.4, compared to prior month of 66.1.  The percent of gross accounts 
receivable over 120 days is 29.5% compared to the prior month of 32.4%. 
 
Working capital days cash on hand is 17.9 days.  S&P days cash on hand is 141.6. 
 
Overview of the IVCH financials was provided.  IVCH is doing better than they were at this time last 
year.  IVCH is seeing a significantly different payor mix than that of TFH.  It was noted that an 
increase in the Medicaid population may require an annual report filing which has not historically 
been required.  
 

6.1.4. Review of Quarterly Payor Mix 
TFH is seeing the lowest commercial insurance and the largest increase in Medicare and Medi-cal for 
the second quarter.   
 
Director Mohun left the meeting at 3:15 p.m. 
 
Trends are being watched and will play significantly into the budget process. 
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6.1.5. Review of Financial Status of Separate Entities 
6.1.5.1. Separate Business Enterprises 

The CFO provided a review of the separate business enterprises.  
 
Home Health has a net operating loss, with a net loss of $63k making it off budget by 
approximately $80k; Hospice is doing better than budget resulting in a combined status for Home 
Health/Hospice better than budget. 
 
Children’s Center is $8k better than budget and better than this time last year.  It was noted that 
the Director has done a stellar job of operating the non employee portion of the center very well.  
 
Health Clinic is $10k off from budget and about on track with this time last year. 
 
Retail Pharmacy – employee drug program.  Discussion took place related to the self insured 
program and payments made to outside pharmacies and how these relate. 
  
Director Mohun rejoined the meeting at 3:20 p.m. 
 
Discussion took place related to how to encourage employees to use the TFHD pharmacy to help 
reduces costs.  It was reported that a third party entity is encouraging employees to go 
elsewhere.  Employees who live in Reno are a loss due to convenience.  The COO provided some 
background related to the steps being taken in this area. 

 
6.1.5.2. Center for Health and Sports Performance 

Exceeding budget.  Lab is off, but other areas are right on budget. Net income better than budget. 
Overall operations is within $500 of budget.   

 
6.1.5.3. Cancer Program 

Medical oncology is $150k better than budget and better than this time last year. 
 
Physician oncology is off of budget by $96k.  Combined, medical oncology represents a positive 
aspect to budget. 
 
Radiation oncology (nursing/equipment side). Better than budget. MSC Radiation oncology off 
from budget.  Combined, $11k off of budget. 
 
Labs better than budget and this time last year.  Pharmaceuticals off from budget. Discussion 
related to costs of pharmaceuticals and benefit of centralized pharmacy.  
 
All combined departments’ net income off by approximately 49k. 

 
6.1.5.4. Tahoe Institute for Rural Health Research 

Available balance of $285k.  It was noted that there was an error in including the interest in the 
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$2m letter of credit and the available balance has been adjusted. 
 

6.1.6. General Obligation Bond Refinancing Update 
Gary Hicks provided an update related to the general obligation bond market.  Results in a net 
savings to the public/property owners won’t be known until the bonds are sold.  
 
Summary of the process of paying off the 2008 bonds and the defeasement was provided.  Issue is 
scheduled to go to the Board on February 24th for authorization; approximately a week after 
approval the bonds will be sold. 
 
Discussion took place regarding the timing of the sale. Interest rates are low so it may be beneficial 
to move up the approval process by two weeks requiring a Special BOD meeting around February 
12th to initiate the sale of the bonds.  
 
The Board approves moving forward with a special board meeting as indicated to approve the sale, 
legal documents, and final resolution. 

 
  Meeting recessed at 3:40 p.m. 

 
6.1.7. Revenue Cycle Project Update – Jacobus Presentation 

 
  Meeting reconvened at 3:46 p.m. 
 

Sandra Jacobs introduced herself and provided a summary of her professional background and 
overview of Jacobus Consulting. 
 
Topics reviewed during today’s update include: 

• Industry Trends Driving Revenue Cycle Optimization 
A brief review of industry trends and pressures was provided. 
 

• Jacobus Service and Strategy 
A summary of the services and strategy for Jacobus was provided.  
• 3) Management Consulting/Advisory Services  

• Health Care Performance Improvement  
• Consultant as Trusted Advisor  

• 2) HC Information Systems Delivery  
• Projects – Clinical and Financial  
• ADVANCE Delivery Methodology  
• Multi-Vendor HCIS  

• 1) Staff Augmentation  
• IT Systems Consultants  
• Interim Leadership  
• SWAT Team Services  
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• Project Goals and Comparisons 
Comparisons: 
Typical Project:  18 months to 2 years 
 TFHD on track for 12 month Completion 
Project Goals: Overview Cash Acceleration Focus  

 SWAT Cash Collections $10.8 m 
People, Process, Systems (By Pillar) 
Gap Analysis  
How to Sustain the Gain 

• Key financial indicators: 
 

BEFORE OPTIMIZATION PROJECT  CURRENT STATUS  

Days in AR:   
85.9 Days  

70 Days  

Cash Collections:   
86% of Goal  

115%  of Goal  

Discharged Not Final Billed: 
2,575 accounts 
Estimated Days:  14.25  

1,464 accounts 
8.1  AR days 

Aged AR >120 Days:   
34.33%  

29.5%  

Clean Claim Validation Rate: 
30%  

71%  

 
• Revenue Cycle Pillar Project Status, Gap Analysis 

 
 Patient Access Pillar: project status:  estimated completion date 2/13/12 
Case Management Pillar: project status:  30% 
 Revenue Integrity Pillar: project status:  close to 100% 

 Health Information Mgmt: project status: 100% 
 PFS Pillar Accomplishments: project status: 45% 

 
A detailed breakdown of the various metrics will be provided.  Benchmarked from commencement, 
to today, and projected for tomorrow.  Finance Committee to review and make recommendation 
for presentation to the Board.  

 
6.1.8. Approval of Revised Charity Care Financial Assistance Policy 

On September 28, 2014 the Governor of the State of California approved SB1276: Hospital Fair 
Billing Policies (Charity Care and Discount Payment Plans).  Notification to Hospitals was provided by 
the California Department of Public Health on December 4, 2014.  SB1276 was effective January 1, 
2015 and requires modifications to Hospitals existing Charity Care and Financial Assistance Policies. 
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Discussion took place related to the reference to “high deductible” and how that is defined in the 
legislation.  Not clearly defined but appears to be based on individual income.   

  
ACTION: Motion made by Director Sessler, seconded by Director Chamblin, to approval the 

revised ABD-9 Financial Assistance Program Full Charity Care and Discount Partial 
Charity Care Policy incorporating the required changes from SB1276.  Roll call vote 
taken.  Approved unanimously. 

 
6.1.9. Agenda Input and Date for Next Finance Committee Meeting 

The next Board Finance Committee meeting will be scheduled on Monday, January 23 or early in the 
day on Tuesday, January 24th. 

  
6.2. BREAK 

 
Meeting recessed at 4:38 p.m. 

APPROXIMATELY 5:00 P.M. 
 

6.3. Compliance Education Session 
Meeting reconvened at 5:03 p.m. 
 
Compliance Officer introduced speaker, Diane Racicot, with Procopio law firm as the guest speaker.  
Ms.  Racicot provided a summary of the training objectives for the education session.   
These include: 

• Review the framework for an effective compliance program including the role of the 
Board of Directors 

• Discuss recent laws impacting compliance programs in health care organizations 
• Identify evolving governance considerations 
• Summarize fraud and abuse and other relevant health care laws 

The Board’s role: 
• Formally adopt the agency’s compliance program 
• Be familiar with health care and other applicable laws that impact the agency’s 

business operations 
• Support the Compliance Officer’s independence and direct reporting line to the Board 
• Require an effective reporting system that allows the Board to properly exercise its 

oversight role  
• Exercise reasonable inquiry of management to obtain information necessary to satisfy 

Board’s obligations 
• Establish a Board level quality committee and make quality of care a standing Board 

agenda item 
• Perform regular assessments of the Board and its committees 
• Actively review results of compliance program (internal and/or external) performance 

evaluations 
Public Agency Considerations: 

• Conflicts of interest 
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• Gift of public funds 
• Procurement and bidding 
• Gifts and honoraria 
• Transparency 

 
It was noted that it is not common for a board to be held liable, but they could be; especially if they 
were personally involved in the event. Discussion took place related to the burden proof. 
 
Discussion took place related to role of a small hospital district with limited resources in addressing 
issues.  The Board needs to have a basic understanding of the law and must ask questions of key 
subject matter experts within the organization to determine if engagement of outside resources is 
warranted.  

7. INPUT – AUDIENCE  
None. 
 
Open session recessed at 6:54 p.m. 
 

8. CLOSED SESSION 
8.1. Government Code Section 54956.9(d)(2): Exposure to Litigation (3 matters) 

Discussion held on privileged matters. 
 

9. OPEN SESSION  
 
Open session reconvened at 8:54 p.m. 
 

10. REPORT OF ACTIONS TAKEN IN CLOSED SESSION 
General Counsel provided a report out related to closed session item 8.1.   
 
REPORT OUT:  By unanimous approval, the Board authorized the compliance officer to expend no more 
than $5k to investigate a compliance risk matter related to exposure to litigation.  
 

11. ITEMS FOR NEXT MEETING   
 
No items identified. 
 

12. BOARD MEMBERS’ REPORTS/CLOSING REMARKS 
 
No closing remarks provided. 
 

13. NEXT MEETING DATE  
 
The next regular meeting of the Board of Directors will be January 27, 2015. 
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14. MEETING EFFECTIVENESS ASSESSMENT 
The Board will identify and discuss any occurrences during the meeting that impacted the effectiveness and 
value of the meeting. 
 

15. ADJOURN 
  
 Meeting adjourned at 8:55 p.m. 
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SPECIAL MEETING OF THE BOARD OF DIRECTORS 

DRAFT MINUTES 
January 27, 2015 at 2:00 p.m. 

Tahoe Truckee Unified School District (TTUSD) Office 
11603 Donner Pass Rd, Truckee, CA 

1. CALL TO ORDER 

Meeting called to order at 2:00 p.m. 

2. ROLL CALL 
Board: Karen Sessler, President; Chuck Zipkin, Vice President; Greg Jellinek, Secretary; Dale Chamblin, 

Treasurer 
 

Absent at time of Roll Call: John Mohun, Director 
 
Staff:  Robert Schapper, Chief Executive Officer; Virginia Razo, Chief Operating Officer; Crystal Betts, 

Chief Financial Officer, Judy Newland, Chief Nursing Officer/IVCH Administrator; Gail Betz, 
Compliance Officer; Patricia Barrett, Clerk of the Board 

 
Other:  Steve Gross, General Counsel 

3. CLEAR THE AGENDA/ITEMS NOT ON THE POSTED AGENDA 

No changes noted. 

ACTION: Motion made by Director Chamblin, seconded by Director Jellinek, to approve the agenda as 
presented.  Approved unanimously by those Board Members present. 

4. INPUT – AUDIENCE  

None. 

5. INPUT FROM EMPLOYEE ASSOCIATIONS 
None. 
 
Open session recessed at 2:03 p.m. 
 

6. CLOSED SESSION:   
 
Director John Mohun joined the meeting at 2:07 p.m. 
 
Discussion held on privileged matters. 
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          

7. OPEN SESSION  
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Open session reconvened at 3:49 p.m. 
 

8. REPORT OF ACTIONS TAKEN IN CLOSED SESSION 
 
General Counsel indicated there were no reportable actions related to closed session items. 

9. ADJOURN 
Meeting adjourned at 3:44 p.m. 
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REGULAR MEETING OF THE BOARD OF DIRECTORS 

DRAFT MINUTES 
January 27, 2015 at 4 p.m. 

Tahoe Truckee Unified School District (TTUSD) Office 
11603 Donner Pass Rd, Truckee, CA 

1. CALL TO ORDER 
Called to order at 4:01 p.m. 

 
2. ROLL CALL 

Board: Karen Sessler, President; Chuck Zipkin, Vice President; Greg Jellinek, Secretary; Dale Chamblin, 
Treasurer; John Mohun, Director 
 
Staff:  Robert Schapper, Chief Executive Officer; Virginia Razo, Chief Operating Officer; Crystal Betts, 
Chief Financial Officer; Jayne O’Flanagan, Director Human Resources; Patricia Barrett, Clerk of the Board 
 
Other:  Steve Gross, General Counsel 
 

3. CLEAR THE AGENDA/ITEMS NOT ON THE POSTED AGENDA 
Director Sessler stated that agenda items 17.1 and 17.2 are deferred to the next meeting. 
 
ACTION: Motion made by Director Chamblin, seconded by Director Mohun to approved the agenda as 

amended. Roll call vote taken.  Approved unanimously. 
 
General Counsel read meeting into closed session.  
 

4. INPUT AUDIENCE 
None. 
 
Open session recessed at 4:04 p.m. 
 

5. CLOSED SESSION:   
Discussion held on privileged matters. 

 
6. DINNER BREAK 

APPROXIMATELY 6:00 P.M. 
 

7. OPEN SESSION – CALL TO ORDER 
Opens Session reconvened at 6:00 p.m. 
 
Director Sessler shared that the meeting will be the first live stream meeting for TFHD.  Video of the 
meeting is available at ttctv.org.  
 
Open session Roll call:  
Board: Karen Sessler, President; Chuck Zipkin, Vice President; Greg Jellinek, Secretary; Dale Chamblin, 
Treasurer; John Mohun, Director 
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8. CLEAR THE AGENDA/ITEMS NOT ON THE POSTED AGENDA 
Director Sessler restated that items 17.1 and 17.2 have been deferred to the next regularly scheduled 
meeting if the Board.  
 

9. INPUT – AUDIENCE  
Pat Davison, Executive Director of the Contractors Association, addressed the Board to thank them for 
responding positively to CATT’s request for the hospital district to provide live streamed meetings.  A 
summary of the origin of the Ralph M Brown Act was provided and a portion of the legislation was read.   
 
Dennis Chez addressed the Board regarding what he believes is a policy of defamation and discrimination 
against his clinic and asked that it stop. Dr. Chez indicated the issue had previously been brought the Board 
in 2012 and the Board directed staff to conduct an investigation; the findings of that investigation was 
read by Dr. Chez. Dr. Chez shared three instances wherein ski resort clinic staff had misinformed patients 
regarding his clinic.   
 
Ann McCall read a statement by Patty Lamanto (sic) recognizing the hospital for the decision to hold 
meetings in the evening and providing live streaming.  Suggestion made for the District to require that 
annual audit be complete and comply with industry standards which provides a non-qualified opinion; it is 
critical to have non-qualified reports. Many questions are on the mind of the public.   
 
Pete Forni addressed the Board regarding six questions which were presented to the Board last year. Dr. 
Forni resubmitted the questions in writing and requested a response. 
 
An unidentified member of the public expressed concerns related to an interaction between Director 
Chamblin and Dr. Forni at the 2/13/15 special board meeting.  
 
Greg Matulo (sic), retired attorney addressed the Board regarding the benefit of seeking general counsel 
from outside the community. In his own Board experience, local counsel was never you used as the 
relationship between that attorney and the Board gets too cozy; counsel from outside the areas makes it 
easier to scrutinize issues.  
 
Russ Anderson addressed the Board regarding the Hospital’s need to make money.  Has never had to use 
TFH but odds are he will some day.  The expectation is that he will receive good care at a reasonable cost 
per the intent of the founders.  Mr. Anderson expressed concern regarding TFH’s operational margin. The 
District needs to understand where the money is going and how to stop the bleeding.  This business 
cannot wait until June.  Concerns noted regarding labor costs for being twice that of the California.  
 
Lynn Larson shared that she spent time in May and June surveying citizens in the community to obtain 
feedback regarding TFH.  The survey results showed that 48% of those responding, who could, went out of 
the area for services.   Feedback also indicated concern about management practices.  Ms. Larson 
proposes that the Board engage an outside entity to survey the community and encourages the Board to 
attend the February 23 Brown Act training. 
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Gaylan Larson expressed concerns related to the MSC clinics.  Mr. Larson indicated he believes they were a 
bad investment decision.  Mr. Larson stated there is some value in having specialties supported by the 
hospitals based on specific criteria.  
 
John Falk addressed the Board in response to public comment related to the MSC model sharing details of 
the independent physician clinic/insurance product being considered by the Board when he was a Director 
inquiring how the MSC serve any different purpose. 
 
Pete Rivera commended the Board on there accomplishments to date. Mr. Rivera encouraged the Board to 
remember the average person in our community who are primarily low income individuals; including many 
of the hospital’s front line employees. 
 
Jamie Cole stated she is hugely concerned that all the physicians remain independent.  The Board and new 
CEO need to make things okay again with the independent physicians, specifically TTMG.   If all the other 
doctors are being subsidized they should be too without having to be contracted with the hospital. 
 
 

10. INPUT FROM EMPLOYEE ASSOCIATIONS 
No input provided. 
 

11. MEDICAL STAFF REPORT 
11.1. Approval of the Medical Staff Consent Agenda 

Dr. Dodd provided a summary of the January MEC meeting.  Consent items included policy and 
procedure items presented for approval. 
 
ACTION:   Motion made by Director Jellinek, seconded by Director Zipkin, to approve Medical 

Staff Consent items as presented.  Roll call vote taken.  Approved unanimously. 
 

12. CONSENT CALENDAR:   
These items are expected to be routine and non-controversial.  They will be acted upon by the Board at 
one time without discussion.  Any Board Member, staff member or interested party may request an item 
to be removed from the Consent Calendar for discussion prior to voting on the Consent Calendar. 
12.1. Approval of Minutes of Meetings:  

 11/18/14, 11/25/14, 12/11/14, 12/16/14  
12.2. Financial Report:  November and December 2014 Financials 

 
ACTION:   Motion made by Director Chamblin, seconded by Director Zipkin, to approve consent 

items as presented.  Roll call vote taken.  Approved unanimously. 
 

13. ITEMS FOR BOARD DISCUSSION AND/OR ACTION 
13.1. Discussion of Leadership Transition Plan  

Director Sessler provided a summary of the proposed leadership transition plan  
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The Board of Directors invited the public comment on a proposed leadership transition plan for the 
Tahoe Forest Hospital District. The Board proposal includes adopting the Districts' succession plan in 
which the current Chief Operating Officer (COO) assumes the role of Interim Chief Executive Officer 
(CEO) effective immediately. The proposal also includes that Mr. Schapper will make himself 
available for consultation to the leadership of the organization for the remainder of his contract term 
and that recruitment for a new hospital CEO would begin in July 2015.  

 
Ryan Williams, owner of Northwest Mutual, shared disappointment in the lack of positivity Truckee is 
known for in public comments presented.  Mr. Williams recognized Mr. Schapper for his work with 
the District and mentorship he provided on how to grow a successful business in this community.   
 
John Falk addressed the board regarding the transition plan proposal and succession.  No issue with 
moving the COO into an interim CEO role and having MR. Schapper as an advisor but he has issue 
with delaying the recruitment to July.  The transition should be sooner rather than later.  The Board 
should hold a public ½ day workshop as part of the recruitment process to serve the public interest.  
Four traits for future CEO but three minutes is wholly inadequate do the process as a workshop.  Dr. 
Zipkin requested that Mr. Falk provide his list of traits he did not have time to present to the Clerk of 
the board 
 
Randy Hill commented on it being a sad day.  Bob Schapper brought visionary genius and 
management of the balance sheet. No one has brought as much to the health system as Mr. 
Schapper.  The treatment of Mr. Schapper from a small vicious minority and unscrupulous previous 
President’s terrible conduct is disgusting. A quiet majority extends its deepest apologies to Mr. 
Schapper for the treatment he received and wishes him and his wife Marsha the best. 
 
Pam Hobday addressed the board asking that they take a moment to honor someone in the Truckee 
way.  Ms. Hobday shared her history with Mr. Schapper and reviewed his accomplishments over the 
last 10 years.  Ms. Hobday addressed Mr. Schapper and thanked him on behalf of Truckee.  
 
Ronda Brooks addressed the board using clinical roles to illustrate her points; she sees the district as 
being in distress. Believes Mr. Schapper should be put on administrative leave with no pay and no 
severance.  Interdisciplinary team put in place for the interim CEO.  Legal counsel should be sought 
from outside the area. An independent audit of financials and operations should be conducted.  
Independent oversight of administration is needed to provide checks and balances.  Employee 
participation in the recruitment process with weekly updates to employees and the community.  
 
Roger Kahn of Tahoe City introduced himself as a former Board member and commented on the 
allegations leveled against Mr. Schapper. None have been proven. All should remember that people 
are innocent until proven guilty.  The Board conducted a thorough investigation and findings were 
inconclusive. It is important when looking at Mr. Schapper’s performance to look at a 12 year career. 
Mr. Kahn summarized a number of Mr. Schapper’s accomplishments during his tenure with TFHD.  
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Carolyn Ford addressed the board related to the service delivery and critical access conversion.  Ms. 
Ford has been working over 30 years on models for conversion in small community. People she has 
met during her travels knew of TFHD. TFHD leadership has been incredible and something this 
community should be proud of. 
 
Greg Ledoux questioned why the Board would wait to begin recruitment stating that the longer the 
process is delayed the longer healing will take for the community.   
 
Tom Hobday spoke to the board as a patient of TFH sharing his experiences. Mr. Hobday shared that 
there have been dramatic changes and improvements at the hospital over the years. Specifically 
referenced was the relationship with UC Davis and availability of treatment locally. The Board was 
encouraged not to lose site of quality.     
 
Allison Elder spoke on behalf of a private citizen who has received healthcare at TFH and has an 
understanding that the hospital’s financial data is very complex.  It was noted that 12 years ago this 
individual worked for the largest insurance company and had limited availability of care in the 
community. Ms. Elder shared that she and her family have used the hospital a lot and has known 
employees to be proud to work for TFH. 
 
Dr. Shawni Coll a private practice physician in Truckee expressed that the medical staff needs 
stability.  There has been some much flux.  Most important thing is a smooth transition plan.  
Bringing in an outside management company would be devastating.  Ginny Razo has the support of 
the medical staff.  A quick move to a new person without stabilizing issues would not be a wise 
choice.  
 
Lynn Larson is sad that the community is so divided.  Feels the transition plan is flawed.  Nothing will 
change if an outside firm is not engaged.   The plan to keep CEO as a consultant is unacceptable. Mr. 
Schapper should be place on a paid administrative leave until the end of his contract. Must have a 
clean sweep, including new legal counsel.  
 
Jack Cashton stated he can think of two reasons to delay the CEO search. The new board needs time 
to decide the direction the hospital should go and it may take a few months to decide if you need 
both a CEO and COO.  
 
Public comment closed with Director Sessler acknowledging that a number of written statements 
have been received by the Board.  
 
Meeting recessed for at 7:18 p.m. 
Meeting reconvened at 7:21 p.m. 

 
Director Chamblin read a statement indicating his support of the proposed leadership transition plan.  
The Board needs to be aware that how the transition of the CEO is handled will impact the 
recruitment of a new CEO.  
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Director Zipkin restated that this is a time of transition. The employees of the district are terrified of 
a rapid transition plan.  Ms. Razo has been groomed for and is willing to step in to the role. 
 
Director Jellinek shared he was a member of the medical staff for 30 years.  Whole heartedly 
supports Ms. Razo’s transition to interim CEO indicating there is the potential for chaos and a high 
level of anxiety if the Board went in a different direction.   
 
Director Mohun stated that transitioning the COO to the interim CEO position provides for continuity 
which will allow a level of comfort.  Offering severance provides the cleanest transition. Reference to 
a recent Attorney General’s opinion regarding whether to enter into a consulting agreement was 
made.  Director Mohun recommends asking outside counsel for an opinion on this matter.   
 
Director Sessler shared that the decision is not about the individuals, but about the community and 
the healthcare system; what will help improve the care for the community. The District has 
experienced governance challenges over the last several months and after looking at the criteria, she 
is strongly in favor of exercising the succession plan. It is in the best interest of the District to take 
time to step back and let things settle.    
 
General Counsel addressed Director Mohun’s comments related to the AG opinion.  There has not 
been a discussion related to the extension or renewal of the CEO’s contract and the District would 
not be in conflict with the AG opinion.  

 
ACTION:  Motion made by Director Jellinek, seconded by Director Zipkin, that Virginia Razo, the 

current COO, is appointed to the position of interim CEO pursuant to the succession 
plan until such time a permanent CEO is identified.  
 
Amended motion made by Director Jellinek, seconded by Director Zipkin, that Virginia 
Razo, the current COO, is appointed to the position of interim CEO pursuant to the 
succession plan, and that the terms of the agreement are acceptable to the Board and 
Ms. Razo,  until such time a permanent CEO is identified. 
Roll call vote taken.  Approved unanimously. 

 
Discussion took place regarding the timing of the recruitment process.  The search will not be started 
immediately and the Board will revisit the topic in a few months.  
 
Open session recessed at 7:55 p.m. 

 
14. CLOSED SESSION:   
 Discussion held on privileged matters. 

 
15. OPEN SESSION 

Open session reconvened at 9:57 p.m. 
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16. ITEMS FOR BOARD DISCUSSION AND/OR ACTION 
16.1. Leadership Transition Plan 

16.1.1. Consideration of authorization to enter into separation agreement with current CEO 
Item removed from the agenda 
 

16.1.2. Consideration of appointing interim CEO and authorizing entering into employment 
agreement with interim CEO 

   
ACTION: Motion made by Director Chamblin, seconded by Director Jellinek, to extend 

the Board meeting beyond 10 pm. Roll call vote taken.  Approved unanimously. 
 
   Director Sessler reviewed the terms of the interim CEO agreement.  No public comment. 
 

ACTION:  Motion made by Director Chamblin, seconded by Director Zipkin, to authorize 
the Board Chair to enter into an agreement with the interim CEO. Roll call vote.  
Approved unanimously. 

  
16.2. Consideration of New Agreements  

16.2.1. Consider authorizing staff to evaluate and negotiate a co-management agreement with 
North Tahoe Orthopedic Group. 
Interim CEO provided background relate to this proposed agreement.  Management is 
seeking authorization to evaluate and negotiate a new Agreement with North Tahoe 
Orthopedic Group that will improve quality, service and operational efficiencies. Management 
is seeking to optimize quality, service and efficiency of Tahoe Forest Hospital District’s 
Orthopedic Service Line and leveraging physician leadership through a Co-Management 
Agreement with North Tahoe Orthopedic Group. 
 
Negotiations are expected to require between 30 – 45 days.   Dr. Dodd shared that the 
physicians are in agreement and interested in moving forward.  Discussion took place related 
to what the Hospital and NTRG bring to the agreement. 
 
Recommendation made to conduct a board education session related to these types of 
agreements. 
 
ACTION: Motion made by Director Mohun, seconded by Director Zipkin, to authorize the 

management to enter into contract negotiations with the North Tahoe Orthopedics 
for a Co-Management Agreement, to authorize management to appoint John 
Hawkins as the negotiator on behalf of TFHD, and approves to have ECG value 
negotiated terms of the agreement to ensure services provided by North Tahoe 
Orthopedic are within Fair Market Value.  Roll call vote taken.  Approved 
Unanimously 
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16.2.2. Consider authorizing staff to evaluate and negotiate a new agreement with North Tahoe 
Radiology Group. 
Interim CEO provided background related to the request for authorization to evaluate and 
negotiate a new Agreement with North Tahoe Radiology Group (NTRG) that will allow 
economic stability for radiology medical services and create a foundation that would allow for 
future bundled payments, should bundling services and billing be beneficial for the District, 
patients and physicians. 

 
Discussion took place related to whether an ECG assessment is needed.  
 
Discussion took place related to completing the business model prior to entering into 
negotiations. Dr. Mohr provided a review of the business model which has always been 
aligned with the hospital. 
 
ACTION: Motion made by Director Chamblin, seconded by Director Zipkin, to authorize 

management to engage ECG to be the negotiating party for TFHD for any new 
agreement proposal that would be brought back to the Board of Directors in 
February. 

 
16.3. Annual Quality Plan 

Director of Quality and Regulations provided an overview of the Quality Assurance/Performance 
Improvement (QA/PI) plan is to provide a framework for promoting and sustaining performance 
improvement at Tahoe Forest Health System, in order to improve the quality of care and enhance 
organizational performance.  The Quality Assurance/Performance Improvement (QA/PI) plan is to be 
reviewed, updated, and approved annually by the Medical Staff Quality Committee, the Medical 
Executive Committee, and the Board of Directors. 
 
Discussion took place related to quality reporting and the affordable care act.  As a critical care 
hospital quality reporting t will not immediately effect our reimbursements.  
 
ACTION: Motion made by Director Zipkin, seconded by Director Jellinek, to approve the 2015 

Quality Assurance/Performance Improvement Plan as presented. Roll call vote taken.  
Approved unanimously. 

 
16.4. 2015 Board Goals 

Item deferred to the next Board meeting.  
 
17. PRESENTATIONS/STAFF REPORTS 

17.1. Facilities Development Plan Quarterly Update [10 minutes]  
Topic deferred to February 24, 2015 Regular Board Meeting. 
 

17.2. Citizen’s Oversight Committee Annual Report  
 Topic deferred to February 24, 2015 Regular Board Meeting. 
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18. BOARD COMMITTEE REPORTS/RECOMMENDATIONS 
18.1. Community Benefit Committee – No Meeting 
18.2. Finance Committee Meeting – scheduled as 01/26/15 Special Board Meeting  
18.3. Governance Committee Meeting – No Meeting 
18.4. Personnel/Retirement Committee Meeting – No Meeting  
18.5. Quality Committee – No Meeting 

 
19. CHIEF OFFICER’S REPORT 

19.1. Chief Executive Officer’s Report  
Now former CEO, Bob Schapper, expressed his sincere gratitude to all of the TFHD staff.  Medical 
staff recognized for their support of the organization strategic initiatives.  Mr. Schapper has great 
fondness for management team.  Thanked volunteers and philanthropists. 

19.2. Chief Operating Officer’s Report  
19.3. Chief Nursing Officer’s Report  
19.4. Incline Village Community Hospital Administrator’s Report  
19.5. Chief Information Officer’s Report  

 
20. AGENDA INPUT FOR UPCOMING COMMITTEE MEETINGS 

 
21. ITEMS FOR NEXT MEETING 

Deferred items 
Community heath needs assessment update 
Additional finance education session related to profit/loss and statement of cash flows.   
Special board meeting related to the GO Bond.  
 

22. BOARD MEMBERS REPORTS/CLOSING REMARKS 
Director Jellinek acknowledged that the last several weeks have been challenging. It is time to move 
forward with the foundation provided by Mr. Schapper.   
 
Director Sessler reiterated Director Jellinek’s comments. Mr. Schapper was thanked for his many years of 
service to this organization and his approach to quality, the physical plant, innovation, and development; 
the positive changes leave a lasting legacy in the community.  

 
23. CLOSED SESSION CONTINUED, IF NECESSARY  

 
24. OPEN SESSION  

 
25. REPORT OF ACTIONS TAKEN IN CLOSED SESSION 

ACTION:   By unanimous vote of the Board of Directors a motion to terminate the CEO’s contract 
without cause as of midnight, January 27, 2015 was approved.  

26. MEETING EFFECTIVENESS ASSESSMENT 
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The Board will identify and discuss any occurrences during the meeting that impacted the effectiveness and 
value of the meeting. 
 

27. ADJOURN 
Meeting adjourned at 10:54 
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SPECIAL MEETING OF THE BOARD OF DIRECTORS  

DRAFT MINUTES 
Tuesday, January 13, 2015 at 3 p.m. 

Tahoe Forest Health System Foundation Conference Room  
10976 Donner Pass Rd, Truckee, CA 

1. CALL TO ORDER 

Meeting called to order at 3:00 p.m. 

2. ROLL CALL 
Directors Chamblin, Jellinek, Mohun, Sessler, and Zipkin were all present. 
 
Staff Present: 
Bob Schapper, Chief Executive Officer (CEO); Ginny Razo, Chief Operating Officer (COO); Patricia Barrett, 
Executive Assistant/Clerk of the Board 
 
Steve Gross, District Counsel 

3. CLEAR THE AGENDA/ITEMS NOT ON THE POSTED AGENDA 

None provided. 

4. INPUT – AUDIENCE  

Shawni Coll representing medical staff read written statements by medical staff members in support of the 
CEO.  A copy of the statements will be provided to the Clerk of the Board.  It was noted that should the 
Board decide not to renew the CEO’s contract, medical staff would like to be an integral part of the 
recruitment process. 

Ronda Brooks inquired as to why the discussion of the performance and future employment of the CEO is 
scheduled for a special session and believes it should be on a regular meeting agenda.  It is time to move 
on to find a new CEO to reestablish trust with the Community.  Focus the last year has been a distraction. 
Ms. Brooks referenced Section F page 14 of the bylaws wherein it describes the criteria to be sought in a 
CEO. 

Lynn Larson shared that she deeply cares for the members of the community.  No personal connection to 
the CEO but he needs to move on citing areas of concern related to his conduct and leadership style. This 
community deserves much better leadership. 

Pete Forni finds it ludicrous that the board would find it reasonable to pursue a contract with the CEO 
based on the details of  “secret” report not available to the public.  Administration intimidates people in 
various ways. Until the report is made public, no contract extensions should be made.  Lack of 
transparency by the board is part of the camouflage of incompetent management.  He believes there are 
critical ethical issues and the hospital needs an ethical audit by a company outside of the District.    
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Jamie Cole has lived in  this community for 35 years. She would like to see someone running the hospital 
looking out for those under insured, not insured, etc. A lot of people not able to use this hospital due to 
lack of insurance.  Enough of over charging and not treating everyone equally. Redirect thinking to be 
inclusive to those who do not have insurance.  

Dr. Thaddeus Laird read a statement provided to the Clerk of the Board in written form. Spoke to 
statements made by current board members related to Mr. Schapper’s job with the hospital district. Dr. 
Laird provided a summary of accomplishments by the CEO and the hospital district during his tenure.   Dr. 
Laird stated concerns related to leadership instability and encouraged the Board to make their decision 
wisely with thoughtful and factual information.  

Open session recessed to closed session at 3:18 p.m. 
 

5. CLOSED SESSION:   
 
Discussion held on a privileged matter. 
 

6. OPEN SESSION  
Open session reconvened at 5:51 p.m. 
Meeting recessed at 5:51 p.m. 
Meeting reconvened at 6:44 p.m. 
 
Discussion took place related to the location of the January 13, 2015 Special Meeting of the Board of 
Directors.  The Board Clerk indicated there was a misunderstanding and that the meeting was scheduled in 
the Foundation Conference Room as it was believed that was the Board’s preference.  It was agreed that 
any future board meetings scheduled to take place on campus will be scheduled in the Eskridge 
Conference Room.   
 
Open session recessed at 6:45 p.m. 
Open session reconvened at 7:16 p.m. 
 

7. REPORT OF ACTIONS TAKEN IN CLOSED SESSION 
 
ACTION:  The Tahoe Forest Hospital District (TFHD) Board of Directors determined in a special board 
meeting held on Tuesday, January 13, 2015 to not enter into a new employment agreement with Chief 
Executive Officer Bob Schapper.  The decision was mutually agreed upon by both CEO Bob Schapper and 
all members of the full Board of Directors.   
 
The District Board of Directors intends to bring a proposal for transition leadership to their regular 
monthly Board meeting scheduled for Tuesday, January 27, 2015 at 6:00 pm.  The proposal includes 
adopting the District’s succession plan which would include current Chief Operating Officer Virginia Razo 
assuming the role of Interim CEO on January 28, 2015.  Recruitment for a new District CEO would begin 
in July 2015.  Mr. Schapper will continue with the District in providing consulting support until June 30, 
2015.   
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The District Board welcomes an open discussion on this topic with community members at the regular 
January 27 Board meeting. The goal of the Board of Directors is to be receptive to any public comment 
about how these decisions can best serve the District, the community, physicians and employees.  
 
Mr. Schapper has held the position of Chief Executive Officer since October 2002, and is credited with 
many important District accomplishments, including creating an academic affiliation with UC Davis Health 
System, advancing clinical quality to levels of national recognition, implementing diagnostic imaging 
technology to levels rare for a rural community, and facilitating the modernization of the physical facility 
through improvements outlined in the Measure C general obligation bond.  The Board recognizes and 
appreciates Mr. Schapper’s leadership over the past 12 years. He created a vision of excellence that 
transformed Tahoe Forest Health System to have one of the best mountain community hospitals in the 
nation. 

8. NEXT MEETING DATE  

9. MEETING EFFECTIVENESS ASSESSMENT 

10. ADJOURN   

 Meeting adjourned at 7:17 p.m. 
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Board Executive Summary 

 
  By:  PFCC Team 
  Heidi Standteiner, MD 
  Eileen Knudson, RN 
  Tammy Melrose, RN 
  Trish Foley, MFT 
 
 
   DATE: January 27, 2015 
 
 
GOAL:    
Propose a Patient and Family Centered Care (PFCC) approach at TFHS including the 
implementation of a Patient and Family Advisory Council (PFAC). 
 
 
BACKGROUND: 
PFCC is a concept that involves partnerships among patients, families, and health care providers.  
It includes information sharing, dignity and respect, participation in care, and collaboration of 
policies and programs with our patients and their families.  PFCC promotes the notion of working 
WITH patients and families, not just providing services TO and/or FOR the patient.  Family 
members are respected as part of the care team, not just visitors.  A Patient and Family Advisory 
Council (PFAC) is a key element of providing PFCC. 

On September 26, 2013, the TFHS Board Quality Committee discussed the idea of utilizing focus 
groups at Tahoe Forest Hospital District as a way to promote patient and family advocacy and 
encourage collaboration between patients and staff.  At that time, it was recommended that we 
benchmark information for a Patient and Family Advisory Council (PFAC) as an alternative way to 
address concerns identified by our patients and families .  This provided us with the opportunity to 
identify areas for process improvement.  Information for PFACs was gathered from the Institute for 
Patient and Family Centered Care, and discussions with UC Davis Health System, Dana Farber 
Cancer Institute, Kaiser Permanente, and Stanford Medical Center. These facilities utilize Patient 
and Family Advisory Councils and have provided useful information for implementing a Council at 
our facility. 
 
A PFAC promotes patient and family advocacy and encourages collaboration between patients 
and Health System staff.  They create an opportunity for partnership with patients and the 
healthcare organization, and provide the reality and perspective of patient care experiences.  A 
PFAC provides feedback on areas for process improvement and development within the 
organization.  This may include the evaluation of welcoming signage, bedside rounding (involving 
patient and family in the plan of care), and the review and development of hospital policies and 
procedures (i.e. visitor policy). 
 
Patient and Family Advisory Councils consist of patients, families, and staff that include members 
of Administration, Directors, and the Patient Advocate. The size can vary, and for our institution up 
to twelve members is recommended.  Meeting times are monthly or quarterly, depending on 
agenda items and topics for discussion.  Recruitment stems from current volunteers, referrals from 
staff and the Patient Advocate, and patients who have been instrumental in voicing concerns. 
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Tahoe Forest Health System received a scholarship from BETA Healthcare Group to attend the 
Patient and Family Centered Care Conference that was held in Burlingame, CA, in April, 2014.  
Our TFHD team attendance included Heidi Standteiner, MD, Tammy Melrose, RN, and Trish Foley, 
LMFT, Patient Advocate.  As a result of this conference, we formed the PFCC team and developed 
goals which included staff education of PFCC and the implementation of a PFAC for TFHS. 
 
Our team created a power point and educated staff on Patient and Family Centered Care.  In 
August 2014, Eileen Knudson, RN, joined our team and we participated in the Patients on Board 
program offered by Hospital Quality Institute and Patient and Family Centered Care Partners.  
Guidance of the advisory council is obtained through a charter which includes the Council’s 
mission, membership, duties, and meeting schedules.  Through the Patients on Board program, we 
developed a PFAC charter, and other recruitment materials (see attached) to assist with the 
implementation of an advisory council at our facility.   
 
RECOMMENDATION:   
 
It is recommended that Tahoe Forest Health System embrace the concepts of the PFCC 
philosophy and continue to educate staff to promote this approach. We plan to implement a Patient 
and Family Advisory Council by March 2015 and propose to incorporate a PFCC philosophy when 
caring for our patients and families in the Tahoe Forest Health System. 
 
RESOURCE:  
http://ipfcc.org/ 
http://pfccpartners.com/ 
Related Articles:  
http://www.todayshospitalist.com/index.php?b=articles_read&cnt=1865 
 
ATTACHMENTS: 
 
TFHD Staff education power point presentation  
PFAC Charter  
Recruitment flyer  
Referral card  
PFAC application  
PDF Article 
 
ACTION REQUESTED: 
 
The PFCC team would like approval of the PFAC charter.  If approved, the PFCC team will work 
with management to develop a budget for consideration into the next fiscal year. Budget 
considerations may consist of: additional staff hours, funds to support PFAC meetings, and annual 
PFCC conference attendance/reimbursement. 
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Patient and Family Centered Care 
(PFCC)

Patient and Family Centered Care 
is a philosophy which emphasizes working 
with patients and families, rather than just 

providing care to or for them. 
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Patient and Family Centered 
Principles
 Dignity and Respect

 Information Sharing

 Participation

 Collaboration
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Example:

 Patient- and Family-Centered Care is Linked
with Cultural and Linguistic Competency

A welcome poster
developed by patient
and family advisors.
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Powerful First Impressions
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Patient and Family 
Advisory Council

Vision Statement

 The Tahoe Forest Health System (TFHS) values the perspectives of the 
patients and families we serve. 

 The Patient Family Advisory Council (PFAC) represents the collective 
voice of all patients and families in our community by sharing health 
related experiences and engaging in the process of quality 
improvement. 

 In collaboration with TFHS, the PFAC acts as a resource and provides 
valuable input to improve and enhance the health care experience, one 
patient and family at a time.
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Why Involve Patients/Families
as Advisors?
 Patients bring important perspectives.
 They teach us how systems really work.
 Patients keep staff grounded in reality.
 Provide timely feedback and ideas.
 Inspire and energize staff.
 Lessen the burden on staff to have all the answers.
 Bring connections with the community.
 Offer an opportunity for patients and families 

to “give back”
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Qualities of Successful Patient and
Family Advisors
 Offer a broad perspective
 Open to new ideas
 Engage in the healthcare process
 Share personal experiences  
 Listen and hear others
 Represent patient population
 Connect with people
 No longer angry or actively grieving
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Recruitment and Referral Ideas

 Ask patients/families during a clinic
visit or during a hospital stay 

 Ask staff/physicians for suggestions
 Brochures, Pacesetter article
 TFHD website
 Tahoe Magazine
 Other ideas ??
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Summary

 When patients participate more actively in the process of 
medical care, we can create a new healthcare system with 
higher quality services, better outcomes, lower cost, fewer 
medical mistakes, and happier, healthier patients.  We must 
make this the new gold standard of healthcare quality and 
the ultimate goal of all of our improvement efforts.
• Not better hospitals
• Not better physician practices
• Not more sophisticated EMR’s

Happier, Healthier Patients
Charles Safran, quoted in e-patients, how they can help
us heal health care, 2007, RWJF 120 of 202



The Power of One

I long to accomplish a great and noble task, but it 
is my chief duty to accomplish humble tasks as 
though they were great and noble.

The world is moved along, not only by the mighty 
shoves of its heroes, but also by the aggregate of 
the tiny pushes of each honest worker.

Helen Adams Keller, lecturer and author

(1880-1968

121 of 202



Contact Information:

Please contact our Patient Advocate,
Trish Foley, if you have potential advisors at:

582-6567
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Tahoe Forest Health System Patient and Family Advisory Council Charter 
 

Scope  
The Patient and Family Advisory Council (PFAC) will have an active role in improving the patient 
and family care experience by identifying opportunities, gathering and providing feedback and 
perspectives on services, activities, and programs related to patient and family centered health care.  
 
Vision  
The Tahoe Forest Health System (TFHS) values the perspectives of the patients and families we 
serve. The PFAC represents the collective voice of  patients and families in our community by 
sharing health related experiences and engaging in the process of quality improvement. In 
collaboration with TFHS, the PFAC acts as a resource and provides valuable input to improve and 
enhance the health care experience, one patient and family at a time. 
 
Membership  

 The TFHS PFAC will meet at least six times annually. The members will be notified in case 
of additional meetings or changes to the regularly scheduled meetings.  

 The council is comprised of 8 to 10 members.  
 The council welcomes all patients and families and strives to include people with diverse 

backgrounds in order to represent an array of cultures and healthcare issues of TFHS patients. 
 Staff members and health care providers from various departments of the health system will 

serve on the PFAC.  
 Membership term will be for one (1) years with a renewal option.  

 
New Membership/Recruitment  

 Recommendations for members are received from current Council members, TFHS staff and 
healthcare providers as well as self-referrals.  

 A new applicant must submit a completed application to the PFAC.  If approved by a 
majority vote by the PFAC (initially by the Patient and Family Centered Care (PFCC) 
Committee until the PFAC is formed), the applicant will be screened through the TFHS 
Volunteer screening process.  If the screening process is cleared, the applicant will be offered 
a position on the PFAC.  

 Membership recruitment will be an ongoing process.  
 
 TFHS PFAC Member Expectations  

 Attend Volunteer Orientation  
 Adhere to TFHS policies and procedures  
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 Actively participate in and out of meetings to achieve the purpose of the council 
 Members are encouraged to attend all meetings.  A minimum of 50% of meetings are 

required.  If member is not meeting this requirement, membership will be reevaluated 
 Work effectively with other council members, as well as TFHS staff/healthcare providers, 

patient and families to ensure a positive patient and family centered care experience  
 
Governance  

 The PFAC will report directly to the PFCC committee who will in turn report to the  Board 
Quality Committee.  

 The PFAC officers will include: 
o Chairperson(PFCC Committee member) 

 Provides overall direction of the council 
o Co-chair: 

 Lead the PFAC meetings with guidance from the Chairperson 
 Keep members informed of pertinent information affecting the Council  
 Provide overall direction of all PFAC activities  
 Report to the PFCC committee 

o Secretary:  
 Record and distribute minutes of all meetings  
 Assist Council with correspondence  
 Assist Chair in preparing reports  
 Maintain and update membership list  
 Track attendance  
 Send reminders with an agenda prior to meetings  

 
Agenda Development  

 Agenda will be developed at least one week prior to the meeting  
 Proposed agenda items are to be submitted to the Chair and Secretary  
 Follows the TFHS agenda template 
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Recruitment Flyer 
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Patient and Family Advisory Council Application 
 

The Tahoe Forest Health System (TFHS) values the perspectives of the patients and families we 

serve. The Patient Family Advisory Council (PFAC) represents the collective voice of all 

patients and families in our community by sharing health related experiences and engaging in 

the process of quality improvement. In collaboration with TFHS, the PFAC acts as a resource 

and provides valuable input to improve and enhance the health care experience, one patient and 

family at a time. 

Name: 

Address: 

Contact  Phone Number: 

Email:  

Languages Spoken: 

Are you willing to share your contact information with other PFAC members?   

____yes   ____no 

I/my family member has been treated at Tahoe Forest Health System  __________(Year) 

I am the ____Parent  _____Spouse______Caretaker____Patient   ___Other    

Please tell us where you or your family member received care  (Check all that apply) 

______Emergency Room   _____Medical Surgical Unit 

 ______Intensive Care Unit  _____Obstetrics/Women and Family Center  

______Ambulatory Care Center _____Outpatient Clinics  

______Other Departments____________________________________________________ 
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Please tell us the activities you might be interested in: 

____Reviewing policies and procedures     

____Improving the healthcare experience  

____Reviewing educational materials 

____Parent to Parent Support Program        

____Improving Patient Safety 

____Serving on TFHS committees as the Patient or Family Representative 

____Attending focus groups 

____Other projects/Interests, please explain: 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Please tell us why you are interested in joining the Patient and Family Advisory Council  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Please describe any other committee experience you have had either in schools, community, 
churches etc.? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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Do you have experience with public speaking and are you comfortable speaking in front of 
people? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Were there any situations where TFHS helped make you or your family member’s hospital 
experience more comfortable? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Were there any situations where TFHS contributed to you or your family member’s hospital 
experience being more difficult? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Please tell us the most convenient time for you to attend meetings? 

________Daytime    _________Evening 

Thank you for taking the time to tell us more about your interest in the Patient and Family 
Advisory Council at Tahoe Forest Health System   

 

Please return to: 
 
Trish Foley, MFT 
Department of Quality and Regulations 
10121 Pine Avenue 
Truckee, CA  96161 
pfoley@tfhd.com  
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Nancy Warren, MSN, RN, is Patient Care Manager, Sutter Medical Center of Santa Rosa, Santa
Rosa, CA.

Involving Patient and Family
Advisors in the Patient and Family-

Centered Care Model

M
any health care organi-
zations, including gov-
ernment and private
agencies, have em -

braced the goal of providing patient-
and family-centered care. The thrust
of this model of care is to involve
patients and families in their own
health care decisions and treat-
ments. The Institute of Medicine
(2001) recognized the value of this
model in identifying patient-cen-
tered care as one of six points for
health care redesign and one way to
provide care “that is respectful of
and responsive to individual patient
preferences, needs, and values, and
ensuring that patient values guide all
clinical decisions” (p. 40). Knapp
(2006) subsequently suggested use of
a patient- and family-centered care
model can help hospitals raise their
patient satisfaction scores as an indi-
cator of how well a health care
organization is serving its customers.

Planetree, Inc., and the Institute
for Patient- and Family-Centered
Care (IPFCC) have been two of the
most prominent pioneers in devel-
oping and promoting patient- and
family-centered health care (see
Figure 1). To develop a more patient-
and family-centered health care set-
ting, both organizations promote
the use of patient and family advi-
sors. Planetree integrates patients
and family members in focus groups
and patient and family advisory
councils (Frampton et al., 2008).
IPFCC offers multiple publications
addressing the importance of and
strategies for incorporating patient
and family advisors as well as adviso-
ry councils in health care settings. 

For health care providers, imple-
menting patient- and family-cen-
tered care involves a shift from
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Health care facilities that utilize patient and family advisors are experi-
encing improved outcomes in decreased length of stay, and improved
reimbursements and patient satisfaction. Patient and family advisors
can be strong allies in ongoing performance improvement efforts.
Perhaps even more importantly, involving advisors in health care sys-
tems encourages treatment of the whole patient as he or she would
want to be treated

According to its mission statement, “Planetree is a non-profit organization that
provides education and information in a collaborative community of healthcare organ-
izations, facilitating efforts to create patient-centered care in healing environments”
(Planetree, 2012, para.15). The Planetree model was developed by Angelica Thieriot
in 1978. Hospitalized with a rare viral infection, Thieriot found her hospital stay to be
cold and frightening. Her inspiration was to create a more healing setting where loved
ones could be with the patient in a warm and caring environment. Soft colors, light-
ing, home-like fabrics, and music are important in designing the Planetree rooms and
common areas. In developing the model, Thieriot also wanted to assure ample oppor-
tunities for patients and families to learn about their illness in order to foster participa-
tion in their care. Planetree organizations are committed to providing understandable
information to patients and to allowing them to make decisions that affect their well-
being. The Planetree model focuses extensively on what patients and families want.
In this regard, Planetree settings also are very open to alternative therapies, as
patients may desire (Planetree, 2012).

Founded in 1992, the Institute for Patient- and Family-Centered Care (IPFCC) is
a not-for-profit organization offering health care providers and institutions a wealth of
information and practical guidance related to patient- and family-centered care. The
IPFCC has developed core guiding concepts for patient- and family-centered care.
IPFCC encourages an array of family-centered practices, including open visitation;
family presence during all procedures; patient, family, and staff communication and
collaboration in care plan development, multidisciplinary rounds, and bedside hand-
offs between nurses; information availability in patient and family resource centers;
and the use of patient and family advisors in performance and safety improvement
efforts (IPFCC, 2012).

FIGURE 1.
Planetree and the Institute for Patient- and Family-Centered Care

“doing for” to “doing with.” Implementation also requires creating partner-
ships among physicians, nurses, patients, and families. The use of patient and
family advisors in the health care setting can model “doing with.” These advis-
ing partnerships also educate providers about ways health care can work bet-
ter for patients and families, as well as the facility as a whole.
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Understanding the varied and
useful roles of patient and family
advisors in health care settings, as
well as reviewing advisors’ successful
contributions, can lead to imple-
menting advisory roles for patients
and families in any organization or
institution.

What Is a Patient (or
Family) Advisor?

Patient and family advisors are
former clients of an organization or
institution who have become re-
engaged in a new, advisory capacity.
Their experiential knowledge as a
patient or family member receiving
care in that setting offers the institu-
tion a unique and important per-
spective. They are able to relate their
patient and family experiences in
such a way that meaningful changes
can be made to improve the next
patient’s experience in the organiza-
tion (IPFCC, 2012). Patient and fam-
ily advisors serve in varied roles:

…[as] members of task forces,
advisory board members, pro-
gram evaluators, co-trainers for
pre-service or in-service sessions,
paid program staff, paid pro-
gram or policy consultants,
mentors for other families, grant
reviewers, participants in a
needs assessment process,
reviewers of audio visual and
written materials, group facilita-
tors, witnesses at hearings, advo-
cates, participants in focus
groups, members of committees
hiring new staff, fundraisers,
members of boards of trustees,
participants at conferences and
working meetings, participants
in quality improvement initia-
tives (Jeppson & Thomas, 1995,
p. 3).

How Have Patient and
Family Advisors
Contributed in Different
Settings?

Often busy health care providers
cannot imagine fully the patient’s
point of view. Former patients and
their families now partner with
health care staff in advisory groups

to share their expertise as care recip-
ients in order to address patient sat-
isfaction, quality, and safety con-
cerns. By sharing stories of real life
experiences in the hospital and after
discharge, patients and families are
able to help health care professionals
see those experiences from a differ-
ent vantage point. As a consequence,
providers’ sensitivity can be en -
hanced, and other patient- and fam-
ily-centered improvements can be
made (Callery, 2004). The following
examples illustrate some roles of
family advisors in developing plans
related to a hospital’s physical envi-
ronment; addressing clinical con-
cerns; implementing family-cen-
tered care policies; serving as patient
advocates and customer relations
specialists; offering patient and fam-
ily support; providing staff educa-
tion and development; and partici-
pating meaningfully on multiple lev-
els across an institution.

Patient and Family Advisors
and a Hospital’s Physical
Environment

At Bronson Methodist Hospital
(Kalamazoo, MI), patient advisors
have assisted in decisions such as
whether to have curtains or glass
doors between the nurses’ station
and the neonatal intensive care beds
(McCarthy 2007). Bronson Hospital
leaders also convened multiple focus
groups of patients and family 
members to provide input into the
design plans (Morin, 2008). On a
larger scale, administrators at Mid-
Columbia Medical Center (The
Dalles, OR) decided to renovate the
whole facility using the Planetree
model. The architect spent a night in
a patient room to experience person-
ally what it was like to stay there.

Patient and Family Advisors
and Clinical Care

As one example from some cancer
centers, patient and family advisors
provide counseling to increase peers’
awareness of methods to manage
pain and improve patients’ overall
comfort. They also have improved
pain management for patients
through participation in quality
improvement teams (Foley, 2001).
According to Muething (2007), fam-

ily advisors at Cincinnati Children’s
Hospital suggested staff walk the
path families take through the emer-
gency department (ED). This exercise
increased staff members’ under-
standing and sensitivity regarding
the patient and family experience in
the ED.

Patient and Family Advisors
and Designing Family-
Centered Care Policies

As one illustration of the impor-
tance of this role, a clinical nurse
consultant from the Children
Hospital (Westmead, New South
Wales, Australia) described an excit-
ing initiative to develop a collabora-
tive care model for parents and nurs-
es. Unfortunately, this initiative was
not as successful as was hoped, in
part because key stakeholders (par-
ents) were not involved in the plan-
ning. Subsequently, leaders at the
institution revised the plan with the
input of patients and families. The
resulting model is a better reflection
of what is wanted by all parties
(Kelly, 2007).

Similarly, at The University of
Central Lancashire in the United
Kingdom, a health care consumer
group was formed to ask parents
their perceptions of how family-cen-
tered care was practiced in the local
trusts of the National Health
Services. Many parents reported dis-
satisfaction about feeling obligated
to provide a large part of the direct
care for their children. Parenting in
public also made many parents feel
uncomfortable. As a result, policies
were changed and parents now are
asked about their preferred level of
involvement. Additionally, each par-
ent is invited to document observa-
tions regarding the child’s progress
in the medical record. Because of the
success of involving the consumer
group in this project, some parents
have been invited to the local uni-
versity to teach nursing students
about their experience as parents on
a children’s ward. Parent input has
been added to the curriculum in
order to improve sensitivity in newer
nurses (Sawley, 2002). Many limiting
assumptions can be made by health
care personnel, and obvious prob-
lems can be overlooked, if the
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patient and family perspective is not
represented in the planning process
as demonstrated in this example.
Clearly, including patients and fami-
lies in the initial phases of planning
family-centered programs and initia-
tives can be critical in assuring suc-
cess.

Patient and Family Advisors
and Family Support

A study using qualitative method-
ology found families with a loved
one in the intensive care unit (ICU)
rate support provided by former ICU
family members high in importance
during their stay (Sacco, Stapleton, &
Ingersoll, 2009). Family advisors are
able to share their experience from
the ICU, when transferring to a reha-
bilitation setting, and then in the
transition to ongoing care at home.
This family-to-family advice and
support help family members to
cope better and participate more
effectively in the care of a loved one.
Findings also suggested a patient
progresses better in these situations.

Patients, family members, and
staff benefit from the use of family
advisors. At Strong Memorial Hos -
pital, University of Rochester Medi -
cal Center (Rochester, NY), family-
to-family support is given in meet-
ings which include a nurse manager,
staff nurses caring for the patient, a
social worker, a chaplain, and the
family advisor. Meetings focus not
on disease-specific or technical infor-
mation but only on the family’s
experience. Support also is given in
one-to-one telephone conversations
between family members and advi-
sors. By participating in these family
support meetings, staff members
learn about the patient and family’s
experience of the ICU and the tran-
sition to other levels of care.
Participation has been found espe-
cially helpful for new nurses who
may have less time to focus on a
family’s needs when they are learn-
ing clinical and technical aspects of
their roles (Sacco et al., 2009).

Additionally, the Parent Support
Program at the Center for Children
with Special Needs at Children’s
Hospital and Regional Medical
Center (Seattle, WA) employs a fam-
ily member, currently the mother of

two girls with health concerns, in a
paid support role. This employee
organizes other parent volunteers to
mentor parents caring for children
with special needs (Williams, 2007).
Another family advisor from the
Washington, DC, area began her
involvement as one of several par-
ents from the neonatal intensive
care unit who created a parent-to-
parent support group. That partici-
pation led to other important advi-
sory roles, including membership in
the hospital ethics committee. She
has participated in efforts to educate
clinicians about family-centered
care, including pediatric end-of-life
care, through publications, consult-
ing, and program development. She
is now co-editor of a column on fam-
ily issues in the journal Pediatric
Nursing. In addition, she has served
on the U.S. Food and Drug
Administration’s Pediatric Advisory
Committee (Dokken & Ahmann,
2006). At the University of Utah, the
neonatal family advisor also began
as a volunteer and is now a paid staff
member whose role is to coordinate
family support services throughout
the children’s hospital. Becky
Hatfield has received awards and
recognition for this role, which she
began over 20 years ago (National
Perinatal Association, 2010).

Patient and Family Advisors
and Staff Education and
Development

Bronson Methodist Hospital
(Kalamazoo, MI) received the 2005
Malcolm Baldrige Quality Award for
promoting patient- and family-cen-
tered care. Staff at this institution
have benefited from a variety of
patient and family input. Hospital -
ized patients are asked about care
preferences, and patient and family
advisory meetings are held monthly.
These forums have led to implemen-
tation of four staff behavioral expec-
tations: information sharing, dignity
and respect, collaboration, and par-
ticipation. The hospital’s staff report
feeling more empowered to do their
jobs because of receiving patient
input (McCarthy, 2007). At the
Medical College of Georgia (Augusta,
GA), patient and family advisors
serve as faculty to medical students.

Discussing with medical students
their experiences as parents of grave-
ly ill children helps facilitate honest
communication between parents
and physicians about children who
may die. Based on their experiences,
family faculty members also are able
to teach staff how to talk to parents
in these situations (Dokken, Moretz,
Black, & Ahmann, 2007).

Patient and Family Advisors
and Multiple Levels of
Involvement

Partnerships exist between doc-
tors and nurses. A very important
partnership also exists between
patients and families and a hospital.
At Children’s Hospitals and Clinics
of Minnesota, patients and family
members are involved on many lev-
els and in many activities system-
wide. For example, a family advisory
council fields recommendations and
concerns raised by patients and fam-
ily members. Council members also
assist in developing, implementing,
and evaluating services and facilities
of the entire hospital system, and all
major initiatives and policies are
contributed to or reviewed by the
council. The council has created
safety guidelines for a play area,
helped improve family access to
post-anesthesia areas, made meals
available to visiting family members,
raised funds, and gave input to the
design of a new hospital tower.
Additionally, council members have
been involved in educational activi-
ties for hospital leaders, staff, man-
agers, students, and new employees
(Landis, 2007).

Another institution involving
patient and family advisors on mul-
tiple levels is the Dana-Farber Cancer
Institute (Boston, MA). Shortly after
two sentinel events involving med-
ication errors, leaders at the institute
decided to merge with Brigham and
Women’s Hospital. However, the
proposed merger caused an outcry
from the public. After several
patients were invited to participate
in the planning process, the public
was convinced of the benefits of the
merger. A permanent patient adviso-
ry system developed as a result of
this experience, including adult and
pediatric patient and family advisory
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councils. Leaders at the Dana-Farber
Cancer Institute have used advice
from IPFCC in recruiting and select-
ing council members who partici-
pate in work groups, performance
improvement projects, planning
committees, and quality and risk
committees. They also help design
education for the hospital staff.
Patient and family advisors have
become so integrated into the hospi-
tal’s structure that patients, families,
and staff now consider each other
equal collaborators in care planning
(Ponte et al., 2003). This experience
offers a good example of response to
the Institute of Medicine’s (2001) call
for patients to be in control of their
own health care.

The University of Pittsburgh
Medical Center also has experienced
exciting outcomes as a result of
involving patients and family mem-
bers more fully in all aspects of its
health care system. A complete
methodology for implementing
patient- and family-centered care
using lean concepts has been
employed at the center (DiGioia,
DiGioia, DiGioia, & The Innovation
Center, 2010). One effort involves
following a patient from parking lot
entry through the entire hospitaliza-
tion to discharge. Patient and family
observations and feedback are re -
corded and compared to staff and
advisors’ perceptions of an ideal
experience. Any differences between
actual and ideal are subjected to a
performance improvement process.
A full description of their efforts and
successes, including practical guides
and tools for involving patients 
and families, can be found online
(www.pfcc.org).

Testing the Concept with a
Patient and Family Advisory
Council

While it may appear to be easy for
health care providers to make
changes and implement patient- and
family-centered care on their own,
something is missing until the
process becomes a collaboration
with patients and families. Inviting
patients and families to help in the
implementation of the care model
requires a new way of thinking.
Partnering with patients and family

advisors may be a very different
approach for many health care
providers.

Initial work with patient and fam-
ily advisors may be uncomfortable
because health care providers are
demonstrating their vulnerability
and potential fallibility by asking for
input or help. There may be hesita-
tion to initiate open discussion of
approaches to care with patients and
family members. Fear of litigation
and poor public reports may be fac-
tors, and they may be concerned
about potentially losing some con-
trol of the care experience.

Inviting patients and family mem-
bers to be involved in process
improvement at an organization may
be uncomfortable for some staff
members. As demonstrated earlier,
some institutions have made changes
without patient input and found they
were not what were wanted by the
customer. Even though some vulner-
ability may be demonstrated to
patients and families by asking for
help, this type of collaboration will
create a more successful patient- and
family-centered care model.

Several strategies can help health
care providers work effectively with
patient and family advisors despite
any initial discomfort. Talking with
staff in settings that already have a
patient and family advisory council
can demystify the process. In addi-
tion, observation of another patient
advisory council in action may offer
concrete ideas about how a council
functions (Halm, Sabo, & Rudiger,
2006).

Another way to test the effects of
a patient and family advisory body is
to form a work group. This relatively
informal arrangement can involve
just a short commitment period for
the staff and advisors, and can offer
vital feedback about possible effec-
tiveness. Beginning collaboration as
a work group may be aided by
undertaking a specific, time-limited
project with clearly articulated,
measurable goals. Starting with a
well-defined project focused in a
selected inpatient or outpatient set-
ting can reduce potential roadblocks
to success. In addition, use of a spe-
cific method or process for problem
solving, such as Plan, Do, Study, Act

(PDSA), can facilitate success. Initial
projects for a patient and family
advisory council might include
input on relevant issues, such as
patient safety, quality, and patient
satisfaction (Leonhardt, Bonin, &
Pagel, 2008).

The group may work on only one
or two specific tasks and then be
done. In the process, some discover-
ies might be made about the effec-
tiveness and rewards of working
together. In addition, patient and
family leaders may emerge who
could become chairs of future
patient and family advisory councils
(IPFCC, 2010b). Individual staff
members also may demonstrate a
particular gift for working collabora-
tively with patients and family
members and/or advocating for con-
tinued joint efforts.

After work group activities have
been completed, a more formal
patient and family advisory council
may be formed. The IPFCC has pub-
lished materials detailing how to
plan for, recruit, train, and then pro-
vide ongoing support to patient and
family advisors. Many of their forms
and materials can be customized for
use in an organization. Key steps to
consider in starting a patient and
family advisory council are listed in
the IPFCC’s publication Patient and
Family Advisory Council: A Checklist
for Getting Started (IPFCC, 2010b) (see
Figure 2).

Developing a Formal
Patient and Family
Advisory Council

When leaders of a health care
institution are ready to develop a for-
mal patient and family advisory
council, a number of factors should
be considered related to recruiting
and training advisors, running suc-
cessful meetings, and celebrating
success. Ethical and risk concerns
also must be addressed.

Recruiting and Training
Advisors

IPFCC (2010b) suggests 12-15
advisors as an appropriate number in
many cases; having one staff mem-
ber for every four advisors also is sug-
gested. Several approaches can be
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taken to recruiting patient and fami-
ly advisors. For example, staff and
physicians may be able to recom-
mend potential advisors. Invitations
to participate also can be sent to ran-
domly selected patients with varied
diagnoses and cultural backgrounds
(Halm et al., 2006). The conditions
of admission form at the facility
should clarify that solicitation for
participation in performance im -
provement opportunities may be
done if this method will be used.
Alternately, it may be helpful to post
the opportunity to serve as an advi-
sor in public areas of the hospital for
patient and family consideration.

The IPFCC (2012) provides a sam-
ple application for potential advi-
sors. Requested information typical-
ly includes demographics, the type
of encounter experienced in the hos-
pital, the applicant’s motivation to
serve, possible project interests, past
experience in an advisory or com-
mittee role or in public speaking,
and availability to attend meetings.
Applicants also can be asked to rec-
ommend other patients or family
members who may wish to serve as
advisors. 

In one hospital, staff facilitators
interviewed and selected more advi-
sors than they thought would be

needed for the council in order to
accommodate expected rotation and
non-attendance. Advisors were
offered 2-year terms. However, actu-
al participation decreased and
recruitment of more advisors was
necessary after about a year (Halm et
al., 2006).

Caution should be taken not to
select as advisors individuals who
have a single complaint or who are
still too emotional to be able to par-
ticipate comfortably in meetings.
Also, depending on the roles they
will perform, patient advisors may
provide communication to and from
patients, staff, and administrators.
Therefore, they should be chosen for
their ability to offer the generic
patient voice within their area of
experience with the hospital (IPFCC,
2002). 

Once selected, advisors will need
orientation to their specific roles as
well as ongoing training for effective
communication and work within a
group (IPFCC, 2002). Roberson
(2008) reported a criminal back-
ground check is performed for all
potential advisors at the Medical
College of Georgia. In addition, advi-
sors who will be in patient areas
undergo the employee physical
examination.

If advisors are unpaid volunteers,
assistance with expenses (e.g., child-
care, transportation, parking) may
be warranted. A small stipend may
be provided for attending meetings.
When there is representation from
all socioeconomic classes served by
the organization, it may be difficult
for some to be able financially to par-
ticipate unless some of the financial
burdens and barriers are removed
(IPFCC, 2012).

Running Effective Meetings
If working with patient and family

advisors is a new encounter for staff
members, orientation to the experi-
ence and the staff member role is
needed. Additionally, training related
to group communication methods is
advised. Jeppson and Thomas (1995)
suggested this as an orientation exer-
cise to promote “elements of collabo-
ration” (p. 11). These elements
include mutual respect for skills and
knowledge, honest and clear commu-
nication, understanding, and empa-
thy. Consideration of meeting time
and location should involve atten-
tion to transportation concerns and
convenience for advisors. Meeting at
the well-known health care setting
may be more comfortable and acces-
sible. Some councils have found that
daytime hours work best for meet-
ings, while others meet in the
evenings to accommodate advisor
work schedules. McCarthy (2007)
identified several approaches to
scheduling meetings; for example,
one group schedules advisory meet-
ings every 2 months early on a week-
night, while another meets for 90
minutes every month. Simple refresh-
ments of beverages and cookies often
are provided.

Strategies to reduce feelings of
intimidation between patient and
family advisors and health care per-
sonnel are important to assure pro-
ductive working relationships.
Having council members use first
names during meetings and avoid-
ing the use of professional titles can
help with this. Arranging tables and
chairs in a circle symbolically sug-
gests equality. Advance agreement
on ground rules for meeting proce-
dures can eliminate potential points
of disagreement or confusion. For

Involving Patient and Family Advisors in the Patient and Family-Centered Care Model

FIGURE 2.
Key Steps in Starting a Patient and Family Advisory Council

• Assure support from the senior team in the organization.

• Consider the following questions:
•• Who has an interest in forming the council?
•• What kind of supportive people or structures will be needed?
•• What financial backing is available?

• Determine which staff members from various disciplines should participate.

• Anticipate potential challenges or barriers and develop plans to address them.

• Gather potential projects for the first few meetings.

• Decide when to have the first meeting.

• With council members:
•• Define and record the purpose of the council.
•• Decide where and when the meetings will occur.
•• Agree on ground rules and other operational guidelines, including:

■ Attendance requirements.
■ Length of service for staff and advisors.
■ Plans for members to rotate off the council at various times rather than all

at once.
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example, one council is committed
to starting and ending on time, lim-
iting discussion to the current topic,
and assuring only one person speaks
at a time. As a practical strategy,
Halm and colleagues (2006) suggest-
ed the group facilitator may need to
request discussion be continued in
another forum if one member domi-
nates the conversation. Facilitators
also will need special sensitivity to
assure meetings do not become
focused on one person’s experience.
If advisors seem to need professional
assistance, they can be referred to an
appropriate resource outside the
council (IPFCC, 2002).

In order to engage all members
and validate their importance to the
group, each participant can be given
work to complete for the next meet-
ing (Leonhardt et al., 2008). If need-
ed, sub-committees can be formed to
address items that need research out-
side the meeting. Positive recogni-
tion is particularly important in vali-
dating the contributions of patient
and family advisors.

Meetings should be run formally
with agendas, minutes, and bylaws
(IPFCC, 2002). In one facility, the
patient and family council meeting
is chaired by three staff facilitators,
but the meeting belongs to the
members (Halm et al., 2006). The
council facilitator role includes
scheduling the meeting, inviting

appropriate speakers, and mailing
the agenda to all members 2 weeks
before the meeting.

A facilitator will ensure the meet-
ing runs smoothly and remains
focused. Each topic of discussion
should be allowed at least 15 min-
utes (see Figure 3 for possible agenda
items). To allow time for all topics,
more complicated issues should be
placed at the end of the meeting.
Sometimes guest subject matter
experts are invited to meetings; for
example, if food concerns arise, a
dietitian may be asked to attend. The
council also may find it beneficial to
allow time for discussion of mem-
bers’ new concerns at the end of
each meeting. A facilitator also takes
minutes to document the council’s
suggestions. One group found using
informal, cartoon-embellished min-
utes to be less threatening to partici-
pants than more formal minutes
(Sawley, 2002). 

Recognition of
Accomplishments

In most settings, an advisory
council only makes recommenda-
tions and not binding decisions.
Because decision making authority
typically remains with hospital lead-
ers (Halm et al., 2006), meeting min-
utes should be distributed to persons
in authority. Widespread distribu-
tion of minutes across the organiza-
tion also allows everyone to be
informed about the council’s work;
in addition, this exposure con-
tributes to group credibility (IPFCC,
2002). The group also should be
given feedback about any of its rec-
ommendations that are considered
and implemented. This validates the
group’s contributions and spurs fur-
ther sharing of new ideas for
improvement (Leonhardt et al.,
2008).

Ethical and Legal Concerns
The Healthcare Information Porta -

bility and Accountability Act (HIPAA)
must be observed in all dealings with
patients and families. A common
strategy is to have advisors receive
instruction (written, verbal, or both)
regarding the HIPAA rules, and then
sign an agreement to follow these
rules. In particular, advisors provid-

ing peer support should be trained in
HIPAA compliance. Advisors who are
members of risk, safety, and quality
committees have a legitimate need
to know about specific patient cases.
As long as HIPAA training has been
received, they can be considered
fully functioning members of the
committee for related discussions.
Hospitals report patient and family
advisors understand and comply
with the intent of HIPAA (IPFCC,
2010a).

Regarding potential litigation aris-
ing out of revelations at meetings,
one institution found that concerns
about increased litigation were not
justified. Johnson and colleagues
(2008) reported that while many
academic hospitals who do not have
patient and family advisors reported
annual increases in litigation ex -
pens es, the Medical College of
Georgia Health System (Augusta,
GA) actually experienced a decrease
in such expenses from 2001 to 2006.

Conclusion
In health care settings around the

globe, patients and family members
share their unique perspectives to
help organizations and institutions
with improvements in honest, accu-
rate, timely information sharing;
shared decision making that respects
patient wishes; and smooth transi-
tions between levels of care, includ-
ing the transition to self-care. Use of
electronic communication and other
communication and documentation
improvements have been made with
patient input. Improved pain man-
agement and other timely, tailored,
expertly managed quality advances
have occurred when physicians and
nurses hear patient stories that bring
urgency to a situation. When pa -
tients act as faculty to medical and
nursing students, increased attention
is placed on relieving fear and anxi-
ety. Facilities that utilize patient and
family advisors are experiencing de -
creased length of stay, and  improved
reimbursements and patient satisfac-
tion. Patient and family advisors can
continue to be strong allies in ongo-
ing performance improvement ef -
forts. Perhaps even more important-

FIGURE 3.
Common Topics Addressed in
Patient and Family Advisory

Councils

Concerns addressed by the patient
and family council typically address
one of the following seven areas:

1. Philosophy of care

2. Environment and design

3. Personnel practices

4. Information and decision making

5. Patient-family support

6. Charting and documentation

7. Patients and families as advisors

Source: Halm et al., 2006
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ly, involving advisors in health care
systems encourages treatment of the
whole patient as he or she would
want to be treated. By involving
patients and families in advisory
roles, providers are able to modify
care based on patient needs rather
than make the patient accept one
model of care (IOM, 2001). As
Solomone (2007) noted, patient- and
family-centered care is not a destina-
tion, but a journey. Patient and fami-
ly advisors can teach health care
providers that it is a journey most
successful and rewarding when taken
together. 
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Board Executive Summary 

 
  By: Caroline Ford 

Executive Director 
Wellness Neighborhood/ 
Community Health 

 
   DATE: February 15, 2015 
 
 
ISSUE:    
 
Outcomes of the 2014 TFHS Community Health Needs Assessment 
 
 
BACKGROUND: 
 
The Wellness Neighborhood conducted a region-wide Community Health Needs 
Assessment in 2014 on behalf of the Tahoe Forest Health System.  The major purposes 
were: updating the TFHS assessment conducted in 2011; providing feedback as part of 
the hospital’s strategic plan on a continuous basis; and providing the community an 
opportunity to communicate their health care needs. 
 
The assessment methods included a household survey, conducted by phone and by web, 
key informant and focus group interviews, specific needs assessment of youth and of 
providers of mental/behavioral health services.  Additionally, analysis of data and 
information from public health, data reports, and other community organizations were used 
to aggregate information. All ages, ethnicities and geographic areas of the region were 
included in the collection and analytics of the assessment. 
 
Major findings necessitating either corrective action or attention included: 
 High rates of alcohol consumption; 
 Prescription drug misuse; 
 Access to and availability of mental health services; 
 Health care costs and affordability; 
 Oral health care access barriers; 
 Vaccination rates among adults and children; 
 Access to care ethnic disparities;and 
 Transportation to services. 

 
 
 
ACTION REQUESTED: 
Board ratification of proposed Community Health Priority Issues and Community Health 
Improvement planning work by the Wellness Neighborhood and Community Health 
Programs. 
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BoardofDirectors: 042611 BODAg 
 

Suggested Motion: Move to approve the priority health issues of: Optimizing Community 
Health, Substance Use and Abuse, Mental/Behavioral Health, and Access to Care and 
Preventive/Primary Health Services as the focus of the 2015 Community Health 
Improvement Plan. 
 
 
Alternatives: 
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  Board Informational Report 

 
By: Caroline Ford DATE: February 15, 2015 
 
 
Topic/Initiative 
 
The work performed by the Wellness Neighborhood in addressing the major findings of the 2014 
Community Health Needs Assessment,which aggregated findings from multiple methods,continues 
with the development of the Community Health Improvement Plan (CHIP).  The development of the 
plan, and work that is performed with the community, addresses one of the key TFHD 
organizational strategies: “#8Achieve equitable, sustainable programs and partnerships that 
respond to local health priorities”.  This strategy is combined with one of the TFHD plan principles 
to promote community health improvement.   
 
These efforts are measured by the established TFHD methods of: “the completion of the 
assessment documents, establishing 2014 health status benchmarks, documentation of access to 
care barriers, evaluation of community needs, and comparisons of data between the  2011 and 
2014 assessments”.  The health indicators and variances between assessment years are currently 
being discussed and disseminated throughout the community.  Expanded dissemination of 
information will include the launch of the Wellness Neighborhood website that will provide the 
community with a substantial array of data with which to understand health status benchmarks and 
provide access to multiple resources that can target health improvements and information. 
 
The TFHD strategic plan defines community health improvement through the development of 
partnerships and collaborations.  These principles will guide the Wellness Neighborhood approach 
of community engagement in the CHIP and meeting the TFHD strategic plan goals through 
Collective Impact. 
 
Collective Impact: this is a method that brings various organizations, from different sectors, 
together in agreement to solve specific social problems using a common agenda, aligning their 
efforts and using common measures of success.  This approach would initiate rigorous work 
leading to results in addressing the most significant negative findings from the 2014 Community 
Health Needs Assessment work. 
 
There are five major conditions that mark success of Collective Impact whichare: 1) a common 
agenda, a shared vision for change; 2) shared measurement, an agreement on the ways success 
will be measured and reported; 3) mutually reinforcing activities, with a plan of action; 4) 
continuous communication that is frequent and structured; and 5) backbone support with a staff 
dedicated to the initiative.  The Wellness Neighborhood would initiate comprehensive community 
engagement to address improvement of the 2015 priority health issues through Collective 
Impactthrough which significant, multi-sectorial commitments would be established for widespread 
change in community and population health. 

140 of 202



TAHOE FOREST HOSPITAL DISTRICT •10121 PINE AVENUE • TRUCKEE, CA 96161 • 530/587-6011 
INCLINE VILLAGE COMMUNITY HOSPITAL • 880 ALDER AVENUE • INCLINE VILLAGE, NEVADA 89451-8215 •775/833-4100 

 

 
 

   
  Board Informational Report 
  Co-Management Education 

 
By: Virginia Razo  DATE:  February 17, 2015 
 Interim Chief Executive Officer 
 
 
 
 
Co-Management Education / Discussion  
 
Tahoe Forest Hospital District’s management team continues to explore contractual arrangements 
with physicians to achieve the Institute for Healthcare Improvement’s Triple Aim for the health care 
industry; improved quality and patient satisfaction, improved access and reduced costs.  While 
most states allow for direct hospital employment of physicians, California does not. To that end, 
Mr. John Hawkins will be present to provide an overview of what Co-Management Agreements are, 
and how hospitals have used them to align hospital and physicians around common goals.  For 
your convenience, Mr. Hawkin’s Bio has been provided to you as well has some literature that 
summarizes some key points about Co-Management Agreements which should help inform you to 
the basics prior to the Board meeting scheduled on February 24, 2015. 
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John P. Hawkins 
410 Dixie Rd. 

Weatherford, Texas  
(775) 233-1037 (O) 

hawkinsjph@gmail.com 
 
 
 

SUMMARY OF QUALIFICATION 
A dedicated, loyal professional with extensive and diverse experience in the healthcare industry including management in 
hospitals, managed care, joint ventures and medical finance. Able to provide a broad range of innovative problem solving 
techniques and services, capitalize on the “best case scenarios” in institutional medicine, and offer knowledge and expertise to 
make productive and cost effective decisions. Demonstrated areas of expertise include: 
 
 
PROFESSIONAL EXPERIENCE 
Eisenhower Medical Center – Director of  Orthopedic Services                                                      July 2010 – July 2014 
A 335 bed acute not-for-profit community medical center known for center of excellence in Cardio/Vascular and 
Orthopedic Services.  Also is home to the renowned Betty Ford Center. Owns 62% market share in Coachella Valley. 
 
Responsible for business development, strategic planning, cost management/stewardship, physician/patient satisfaction, 
profitability, reimbursement and market share. 

 Co-leader in developing a co-management agreement between the medical center and orthopedic surgeons. 
 Chairperson for developing bundled pricing with payers and providers in a pilot program in southern California. 
 Created and managed a dedicated orthopedic service team involved in the total spectrum of orthopedic services. 
 Introduced and implemented various cost reduction measures including enhanced pain management, re-manufactured 

surgical single use devices and standardization of pre and post-op order sets. Contribution margins for all orthopedic 
IP cases increased 40% average per case between FY 2010 to 2011. 

 Initiating in corroboration with orthopedic surgeons to provide anterior hip service at EMC. 
 Applied and was designated as Blue Distinction Center for Hips and Knees by Blue Cross/Blue Shield. 

 
Renown Health - Service Line Administrator/Business Development Administrator/Orthopaedic    2004 – June, 2010                                                            
A five hospital system plus a wholly owned health insurance/managed care company with a consolidated budget in 
excess of $1.2 billion. Renown Regional is affiliated with the University of Northern Nevada Medical School. 
 
Responsible for business development, strategic planning, physician/patient satisfaction, profitability, reimbursement, cash 
management, and market share. 
 Arthroplasty implant costs reduced by $1,200,000. Spine and fracture implants reduced by $450,000 in „09‟ and 

projected savings in FY„10‟ of $900,000 for TJ implants and $600,000 for spine implants. Reduced trauma vendor to 
three with collaboration with Ortho Surgeons resulting in $400,000 in „10‟. 

 Organized and direct the Orthopaedic Implant and Biological Agent Review Committee consisting of three orthopaedic 
surgeons and three administrators for the purpose of approving new technology and reducing implant costs. 

 Progressive increase in contribution margin averaging 135% to 145% annually revenue over direct costs. 
 Orchestrated complete and positive turnaround in physician satisfaction resulting in significant improvement in physician 

participation in strategic planning, cost containment and collaboration with administration on joint venture projects and 
other opportunities including 1) 24/7 ortho trauma call, 2) joint venture to build & occupy MOB, 3) orthopaedic 
physician extender program utilizing ortho trauma physician assistants, 4) rural outreach program, 5) new physician  

       orientation, 6) orthopaedic office managers‟ group, 7) best practices in arthroplasty services and 8) establishing our first  
       orthopedic trauma fellowship. 
 Oversee two medical directors in arthroplasty and ortho trauma services for a Level II ED and two ortho trauma PAs. 

Instigated with MSO billing of PAs‟ services. 
 Reduced LOS for all ortho patients from 4.6 days to 4 days; 3.7 days in total joints. 
 Orthopaedic market share increased in previous 12 months by 2.3% resulting in overall 58.7% in Reno/Carson City 

region and 62% market share for the orthopaedic service line in the Reno/Sparks area in „09‟. 
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Alternative Finance Advisors, Inc. - Vice President for Business Development & Marketing                 1998-2004 
Responsible for developing business opportunities for healthcare systems and facilities for medical financing of self-
pay receivables. 
 Signed up and supervised eighteen hospitals and healthcare systems. 
 Served as liaison with various funding sources including foundations, venture capitalists, finance companies and banks. 
 Generated $6.5M+ of loans and contracted with 32 hospitals within 14 months. 
 Developed the first of a kind training manual and curriculum for installment loan origination used to generate the $6.5M 

loan portfolio. 
 Secured bank financing that paid 92% payment for all patient receivables at the time the patient was discharged from the 

hospital and/or at time of outpatient service. 
 Served as hospital consultant for risk contracting with HMOs‟/PPOs‟.  
 Marketed outsourcing business office services for hospitals and healthcare systems. 

 
Private Business Management, Inc. - President                                                                                                  1994-1998 

Responsible for start-up of new company for the purpose of providing managed care services. The company is a 
wholly owned subsidiary of United Managed Care Corporation. 
 Developed provider networks throughout the US. Total network consisted in excess of 200,000 physicians and 23,000 

hospital/ancillaries, making it one of the most diversified and accessible networks on the market. 
 Contracted, designed and implemented community health plans for healthcare providers. 
 Provided utilization management and reprising services with an annual savings of $650,000. 
 
Hillcrest Health Center - President/CEO                                                                                                            1989-1994 
A 180-bed teaching facility with an annual budget of $121M. 
 Instigated and developed a hospital based Physician Hospital Organization (PHO) incorporating a 65-physician member 

Independent Professional Association (IPA). 
 Increased adjusted discharges by 9.5%, decreased salary for adjusted discharges by 22%, and trimmed total expense per 

adjusted discharge by 11%. 
 Secured and implemented a prime vendor contract with the State of Oklahoma to provide residential treatment and 

outpatient counseling services for adjudicated adolescents. 
 Opened six outpatient treatment centers. 
 Assisted in developing, budgeting and implementing a family practice residency program including the selection of a 

qualified residency director. 
 Negotiated and secured a prime vendor contract with the Federal Correctional Center.  
 Participated in planning, budgeting and construction of a $4.5M renovation and new construction project. Successfully 

secured funds by issuance of $5M tax-exempt bonds. 
   
FORT WORTH OSTEOPATHIC MEDICAL CENTER, Fort Worth, TX                                      1982 – 1989 
A 265-bed progressive teaching facility with an annual budget of approximately $180 million. 
 
Executive Vice President 
Responsible for overall operations including marketing, strategic planning, budgeting and financial management.  Coordinated medical 
education programs for student, interns, and residents. 
 Instigated and developed, to meet external market challenges, a hospital-based Physician Hospital Organization (PHO) 

incorporating a 120-physician member Independent Professional Association (IPA) 
 Successfully negotiated a prime vendor contract with a 100-bed hospital primarily treating CHAMPUS beneficiaries, resulting 

in additional annual revenues of approximately $850,000. 
 Increased market share by recruiting 23 general practitioners within a 15-mile radius of the Medical Center. 
 Created the first hospital-based home health agency in Tarrant County which averaged 1000 monthly home visits. 

Designed and implemented a program, HEALTHCHOICE, to market inpatient/outpatient/occupational health services to 
companies with up to 150 employees. 

 Successfully designed, developed, and/or directed a vertical array of services to support acute care, resulting in overall 
profitability of 7.41% in 1988 and 7.55% in 1989.  Services included a management productivity system generating $1.7 
million savings the first year and a nutritional support service resulting in annual savings of $40,000.  Also initiated were an  
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 incentive bonus program, multiple tier pricing levels, decentralized supply/pharmacy delivery system, hospital-base 
 transfusion services for trauma care, and a new heart cath lab to support implementation of an open-heart program. 
 Performed as co-leader in developing a $25 million bond program to finance construction of 120-bed patient tower and the 

refinancing of old/new debt totaling $36.5 million. 
 Planned and directed expanded physician retention services, including in-house physician placement services, physician 

management services, office computerization, and office staff orientation and training. 
 Successfully incorporated a formal hospital-wide guest relations/hospitality training program for all employees, enhancing a 

high touch, quality service image.  
 
 
Corpus Christi Medical Center - Administrator                                                                                              1978-1982 
Glenview Hospital, Hospital Affiliates International (HAI) - Administrator                                                 1975-1978                                                                               
Spohn Hospital - Administrative Resident                                                                                                         1974-1975 
 
EDUCATION 
Trinity University, San Antonio, Texas - Master of Health Care Administration                                             1973 
Texas Christian University, Fort Worth, Texas   B.B.A.                                                                                   1971  
 
 

PROFESSIONAL AFFILIATIONS 
 
Dallas/Fort Worth Hospital Council     Oklahoma Hospital Association 
 Past Chairman, Board of Directors                  Regional Advisory Board 
   Former Chairmen, Budget & Finance Committee 
 Former Chairman, Ad Hoc Committee on Info Center 
 Member, By-Law Revision Committee 

  
American Osteopathic Hospital Association                   Medical Care Advisory Council 
 Former Chairman, Board of Directors                  (MCAC)/ Medicaid 
 Leader, PAC 
 
Texas Hospital Association      Trinity Alumni Association 
 Texas Delegate, House of Delegates, Region 5A   Member 
 Member, Constituency for Teaching Hospitals 

 

 

 

 

 

 

References available on request. 
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Career Synopsis 
 

John P. Hawkins 
 
 
 
My professional career in healthcare administration has been very rewarding and 
productive. My background is diverse consisting of developing and expanding new 
programs and providing strong leadership in growing physician development/satisfaction. 
I have managed and/or overseen multiple construction projects and correspondingly 
assembled a management staff capable of meeting and exceeding corporate objectives.  
 
My goal in my current consultant position is to share my 41 years’ experience in 
healthcare administration. Particularly the innovative trends associated with health care 
finance, physician/hospital alliances focused on reimbursement, quality, patient/physician 
satisfaction and efficiency. 
 
Prior to consulting, I was a Service Line Administrator for Orthopedic/Spine Services for 
a health system in southern California and prior to that, the SL Orthopedic/Spine 
Administrator for a large healthcare system in northern Nevada. Conceptually, I was the 
CEO of a corporation within a corporation. My “corporation”, the Orthopaedic & Spine 
Service Line, in both health systems became the highest dollar margin service line second 
only to general & vascular surgery. 
 
Tahoe Forest Hospital District, [“TFHD”] has demonstrated sound leadership in 
developing the “service line” concept for Orthopedic by hiring a highly qualified, 
competent service line administrator who is skilled in administration and possessing 
clinical skills in orthopedic surgery. These attributes are vital in developing physician 
alliances and team development. In my experience, developing physician alliances is vital 
to the organization by giving the physicians the authority and accountability to maximize 
four important basic fundamentals addressing People, Service, Quality and Stewardship. I 
believe, based on my experience the best way to accomplish this is having a co-
management agreement that clearly defines the physician/hospital relationship and 
common goals each party shares. The physicians are incentivized to co-manage all 
aspects of the patients’ experience in both the clinic, outpatient and inpatient care. The 
hospital is incentivized given the opportunity to lower cost, improve quality and 
maximize patient satisfaction. 
 
I look forward at your February Board meeting in explaining the components of a co-
management agreement and how I believe it can become a strong catalyst in making the 
orthopedic/ services a Center of Excellence in the next two years. I have no doubt that all 
the components are there starting with a visionary Administration and a competent 
management staff coupled with dedicated surgeons wanting the best for their patients and 
hospital. The results I believe will increase market share, patient satisfaction and 
contribution margins. 
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5 Things to Know About Co-Management 
Agreements 
Written by Akanksha Jayanthi (Twitter | Google+) | May 23, 2014  

Hospital-physician alignment arrangements are becoming an increasingly sought-after 
integration model as health organizations are redesigning their approaches to care in the pay-for-
performance environment. 

Mercy Gilbert (Ariz.) Medical Center, part of San Francisco-based Dignity Health, and 
OrthoArizona Southeast Valley Co-Management Group entered into the one of the latest co-
management agreements. 

OrthoArizona physicians will co-manage Mercy Gilbert's entire orthopedic service line, 
including foot and ankle surgery, fractures and dislocations, hand surgery, orthopedic spine 
surgery, sports medicine and total joint replacement. 

"The rationale for this agreement is to create and standardize best practices, processes and 
procedures with a focus on systems of care," said Tim Bricker, president and CEO of Chandler 
Regional and Mercy Gilbert Medical Centers, in a news release. 

In light of this recent announcement, here are five things to know about co-management 
agreements. 

1. Co-management agreements are growing in popularity as organizations turn to pay-for-
performance reimbursement models. Co-management agreements are quality oriented, pay-
for-performance-based arrangements in which physician groups contract with hospitals to 
manage a service line. Physicians oversee and manage the service line — such as orthopedics, 
oncology or cardiology — and ensure it runs smoothly, effectively and at a high quality. The 
hospital continues to oversee administrative duties, such as budgets, marketing and personnel 
issues. Co-management allows for hospital-physician integration without requiring physicians to 
become hospital employees. Quality improvement is a main goal in these arrangements since 
everybody benefits when quality improves. Physicians are rewarded with incentive bonuses for 
reaching certain quality measures and benchmarks, hospitals see higher reimbursements under 
the pay-for-performance model and patients receive better care. 

2. Physicians are paid a base fee with opportunities to earn bonuses. In such agreements, 
physicians are compensated for the time they dedicate to overseeing, managing and sometimes 
overhauling the care process. This is a fixed, annual base fee consistent with the fair market 
value of the physicians' time and efforts. Physicians typically are eligible to also receive certain 
bonuses if they meet or exceed mutually agreed-upon quality goals. "We generally see a base 
compensation of $200,000 to $300,000 per year plus incentive compensation payments," says 
Scott Becker, JD, publisher of Becker's Hospital Review. "Here, the core base fee must be 
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defensible as fair market value and a valuation is needed to support the valuation. Further, the 
incentives cannot be based on the volume and value of referrals." 

3. Co-management agreements should be set up in a way to ensure compliance with civil 
monetary penalty and anti-kickback laws. Organizations should take time to ensure their fees 
and services are of fair market value to avoid legal complications. Many organizations refer to 
the HHS Office of Inspector General's Advisory Opinion No. 12-22 as a template for developing 
a legally compliant agreement. This document assessed a typical co-management agreement of a 
catheter lab in a hospital and found it to be in compliance with healthcare fraud laws. Several 
initial issues raised by the opinion were the potential occurrences of "stinting on patient care," 
choosing to treat healthier patients, steering sicker ones to other hospitals and offering payments 
to increase referrals. However, the OIG ultimately said it would not impose sanctions for those 
because analysis indicated physician compensation is fair market value for services provided, 
physician pay is not dependent on the number of patients treated, and the specificities of the 
arrangement were clearly laid out. 

4. Agreements should have a set time limit. Benchmarks and quality goals continuously 
change, so there is less room for improvement if such measures are not regularly revisited. 
Additionally, part of the OIG's opinion on the legal compliance of that co-management 
agreement cited the finite time parameters of the agreement as a positive factor in its review of 
the legal compliance. 

5. Elements of co-management agreements and bundled payments overlap, but they can 
still coexist in a hospital for the time being. Both arrangements seek to improve quality while 
lowering costs by a higher degree of interaction between hospitals and physicians. Physicians 
earn bonuses for reaching certain quality measures, though the bonuses are calculated in different 
ways and reward different measures. Co-management agreements are centered on physician 
management of an entire service line, while bundled payments are focused on specific episodes 
of care. In the current market, the two models seem to coexist, though some thought leaders 
project one model may become more prevalent in the years to come. 

More Articles on Integration: 

A Seat at the Table: How Physician Advisory Councils Contribute to Hospital-Physician 
Alignment 
The Benefits of Integrated Physician & Employer Market Strategy 
Hospital-Physician Economic Alignment: What it Entails & Why its Important 

© Copyright ASC COMMUNICATIONS 2015. Interested in LINKING to or REPRINTING this 

content? View our policies by clicking here. 

To receive the latest hospital and health system business and legal news and analysis from 
Becker's Hospital Review, sign-up for the free Becker's Hospital Review E-weekly by clicking 
here. 
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DATE: January 27, 2015  
 
TO: Tahoe Forest Hospital District Board of Directors 
 
FROM:  Gerald Herrick, Chairman 
               Measure C Citizens Oversight Committee 
 
SUBJECT: 2014 Citizens Oversight Committee Annual Report 
 
It is the responsibility of the Citizens Oversight Committee (COC), per its Bylaws established by 
the Tahoe Forest Hospital District Board of Directors, to submit an annual report of its activities 
during the year which shall include the following information: 
 
 - A statement indicating whether the District is in compliance with the letter and 

intent of Measure C; and 
 

 - A summary of the Committee's proceedings and activities for the preceding year. 
 
In an effort to fulfill these responsibilities, the COC receives regular updates from TFHD senior 
executives and the staff members managing the Measure C construction projects, as well as 
information of important changes in the health care industry related to Measure C activities.  
 
The COC believes that the district is in compliance with the letter and intent of Measure C 
based on the detailed oversight exerted during the past year.  
 
 - The COC continues to meet quarterly. 
 
 - Elected officers for 2015 are, with approval on an exception to the by-laws from the 

District Board, Gerald Herrick, Chair and Paul Leyton, Vice-Chair 
 

- Oversight includes monthly meetings of the Finance Sub-committee, chaired by Sherrin 
Fielder, to review the then-current Schedule of Values for projects and selected invoices 
with Rick McConn, Chief-Facilities Development.  Mr. McConn is frequently asked to 
provide back-up documentation for large invoices, invoices from new vendors, plus a 
random selection of all invoices.  While the Committee and Mr. McConn resolve many 
questions, Ms. Fielder has developed a detailed tracking system to insure answers are 
obtained for all invoices with questions.  In addition, Ms. Fielder maintains a 
spreadsheet for total billings which indicates the committee has reviewed 42.7 percent 
of the total dollar value of all Measure C invoices.  Ms. Fielder continues to be assisted 
by COC members Gary Boxeth and Gerald Herrick, however, all COC members rotate 
attendance at these meetings to keep up to date on this important financial review 
process.  
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 - Paul Leyton is the Communications Chair and the Sub-committee includes Gerald 
Herrick and Gary Davis. The most recent objective of the Communications Sub-
committee was to fulfill the bylaws’ requirement to “…inform the public concerning the 
expenditure of bond revenues”  by producing newspaper and online ads that would 
provide clear information to the community on the findings of the Citizens Oversight 
Committee while directing attention to the website to access the 2013 Annual Report . 
Two print ads were ultimately used in rotation along with online banner ads which ran 
in the Sierra Sun and Moonshine Ink in August and September 2014. 

 
 - Reports are provided at every meeting of progress and the status of every project 

being constructed with Measure C funds as well as updates on the Quarterly Facilities 
Development Plan. 

 
 - In addition to the regular reports, the COC requested the management and outside 

construction manager provide additional detailed cost information on the completed 
and remaining projects to date.  Please see ATTACHMENT. 

 
Finally, the COC wishes to thank the Board of Directors and the staff for their efforts to upgrade 
the medical service to the community through the Measure C Capital Program.      
 
Respectfully, 
 
 
 
Gerald Herrick, 
COC Chairman 
 
cc: COC Members 
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Tahoe Forest Hospital District

Facilities Development Plan September 30, 2014

PROJECTS                                                                                                                                                                              
Board Approved          

Bid / Budget

 Actual / Projected 

Cost as of 9/30/14 

Measure C Projects Completed as of 2014

Master Planning

TOTAL PROJECT COSTS 884,459$                     884,459$                      

IT Data Center

TOTAL PROJECT COSTS ** 1,326,327$                  1,316,070$                   

Cancer Center; Site, Concrete, Building + LINAC / Utility Bypass, Phase 1

TOTAL PROJECT COSTS ** 29,123,557$                28,191,141$                 

Central Plant Upgrades & Relocations; Utility Spine

TOTAL PROJECT COSTS ** 15,690,544$                15,374,288$                 

Infill Projects; Pharmacy Relocation

TOTAL PROJECT COSTS ** 1,411,353$                  1,337,304$                   

Fluoroscopy / Nuc Med Upgrades / Diagnostic Imaging Equipment Replacement

TOTAL PROJECT COSTS ** 2,287,828$                  2,243,147$                   

Skilled Nursing Facility

TOTAL PROJECT COSTS ** 5,252,445$                  5,220,506$                   

Office Relocations / Medical Records Relocations 

TOTAL PROJECT COSTS ** 393,300$                     391,680$                      

Infill Projects; Phase I Dietary / Respiratory Therapy / Dietary Office / Staff Lockers 

TOTAL PROJECT COSTS ** 4,665,560$                  5,320,903$                   

Respiratory Therapy Relocation - This project was included within the Phase I Dietary Budget

TOTAL PROJECT COSTS ** -$                            -$                              

New Staff Lockers and Physician's Locker/Lounge - This project was included within the Phase I Dietary Budget

TOTAL PROJECT COSTS ** -$                            -$                              

Infill Projects; Interim Birthing at Western Addition

TOTAL PROJECT COSTS ** 2,129,020$                  2,129,020$                   

Emergency Department & Sterile Processing Department; Increment I

TOTAL PROJECT COSTS ** 5,738,568$                  5,729,341$                   

Measure C Projects Under Construction

Emergency Department & Sterile Processing Department; Increment II

TOTAL PROJECT COSTS ** 7,122,949$                  8,395,177$                   

South Building; Birthing / Dietary Phase II

TOTAL PROJECT COSTS ** 19,650,394$                19,650,394$                 

TOTAL PROJECT SUMMARY COSTS ** 95,676,304$                96,183,430$                 

*Project Costs does not include the cost of Owner / Regulatory Scope Modifications.

**Total Project Costs for each Construction Project includes Hard Costs, Soft Costs and Contingency Costs.

MEASURE C PROJECT COSTS SUMMARY*

MC budget vs costs COC request 9.30.14 1 of 1164 of 202
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TAHOE FOREST HOSPITAL DISTRICT •10121 PINE AVENUE • TRUCKEE, CA 96161 • 530/587-6011 
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  Board Executive Summary 

 
   By:  Gerald Herrick 
     Citizens Oversight Committee Chair 
 
 
   DATE:  2/24/15 
 
 
ISSUE:    
The Citizens Oversight Committee (COC) bylaws state in Section 9: “No person shall serve as 
Chair for more than two (2) consecutive terms.”  Gerald Herrick has served as Chair for two 
consecutive terms and Paul Leyton has served as Vice Chair for two consecutive terms.   
 
 
BACKGROUND: 
The members of the COC anticipate their oversight work will be complete within the next 24 
months and it is the wish of the members that Mr. Herrick and Mr. Leyton continue in their 
respective roles until such time as the work is complete.  Currently, no other COC member 
desires to fill these roles. 
 
 
ACTION REQUESTED: 
The members of the COC respectfully request that the District Board approve an amendment 
to the bylaws to allow Mr. Herrick and Mr. Leyton to continue as Chair and Vice Chair for the 
anticipated period that the COC will conduct its oversight responsibilities. 
 
Recommendation to remove the sentence “No person shall serve as Chair for more than two 
(2) consecutive terms.” from Section 9. Officers. 
 
If approved, Section 9 would then read: 
 

Section 9. Officers. The Chief Executive Officer of the District, upon approval from the 
District Board, shall appoint the initial Committee Chair who shall serve for the initial 
two year term. Thereafter, the Committee shall elect a Chair and Vice-Chair by majority 
vote, which positions shall continue for a one (1) year term. The Vice-Chair shall act as 
Chair only when the Chair is absent. In the event of a vacancy prior to the end of the 
term for such office, the Committee shall by majority vote choose one of their Members 
to serve for the balance of the vacated term. 
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Board Executive Summary 

 
  By: Rick McConn 
  Chief-Facilities Development 
 
 
   DATE: January 19, 2015 
 
 
ISSUE:    
At the request of the Board, an update pertaining to the Facilities Development Plan is 
provided on a quarterly basis.  
 
 
 
BACKGROUND: 
The quarterly update prepared on September 30, 2014 was scheduled to be presented to the 
Board at the December 2014 meeting and was deferred to the January 2015 meeting. 
 
The quarterly update of the Facilities Development Plan (FDP) includes updates pertaining to 
the Measure C Projects and related Owner and Regulatory Scope Modifications.  
 
See the attached 09/30/14 FDP Status Summary for additional detail.  
 
 
 
 
ACTION REQUESTED: 
No action requested; provided as information only.  
 
 
 
Alternatives: 
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Measure C Projects 96,183,430$                

Owner Scope Modifications 4,871,919$                  

Regulatory Scope Modifications 1,963,725$                  

FDP with Scope Modifications / Total Projects Cost 103,019,074$              

Development Completed  / Paid to Date (82,550,968)$              

Balance to Complete 20,468,106$                

Project Fund Balance (18,815,319)$              

Projected Interest Earned TBD

Balance - TFHD Capital Budget 1,652,787$                  

•

• Owner/Regulatory Scope Modification increases attributable to the addition of two new projects.  

ο

ο

•

• Permitting

(11) OSHPD permits issued to date

(5)  Town of Truckee permits issued to date 

233 prime contracts for construction issued to date and at present we are working with (2) contractors regarding change 

order requests that are in dispute.

Facilities Development Plan
Tahoe Forest Hospital District

TFHD FDP STATUS SUMMARY

September 30, 2014

Continuity project to address the correction of medical gas system deficiencies and utility infrastructure re-

routing.

Measure C Projects increase specific to extended delays imposed by OSHPD upon the new ED/SPD Addition and 

Dietary projects.  

South Building Phase IV scope of work to upgrade the Interim OB postpartum rooms after the South Building 

is fully occupied.
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Tahoe Forest Hospital District

Facilities Development Plan September 30, 2014

PROJECTS                                                                                                                                                                              

(*)

 Current Project 

Estimate            

 Owner / 

Regulatory Scope 

Modifications 

Board Approved          

Bid / Budget
Variance Footnotes

 Total Amount 

PTD                        

(***)

Balance to 

Complete                

% 

Complete

QTR Actual   

(Q3 2014)

Current Projects 

with Scope 

Modifications

Status/Notes

Current Projects - Non Qualified Expenditures

ICU Renovations

HARD COSTS: Construction Costs 629,394$             629,394$                -$                    486,387$               143,007$            77% 250,802$          629,394$                 

SOFT COSTS 315,407$             315,407$                -$                    221,586$               93,821$              70% 31,579$            315,407$                 

CONTINGENCY 89,374$               89,374$                  -$                    20,188$                 69,186$              23% 20,188$            89,374$                   

SUBTOTAL PROJECT COSTS 1,034,175$          -$                         1,034,175$             -$                    728,161$               306,014$            70% 302,569$          1,034,175$              Construction in Progress

CT Scanner Replacement 

HARD COSTS: Construction Costs 620,711$             620,711$                -$                    90,462$                 530,249$            15% 90,462$            620,711$                 

SOFT COSTS 1,542,926$          1,542,926$             -$                    416,187$               1,126,739$         27% 210,886$          1,542,926$              

CONTINGENCY 124,142$             124,142$                -$                    124,142$            0% -$                  124,142$                 

SUBTOTAL PROJECT COSTS 2,287,779$          -$                         2,287,779$             -$                    506,649$               1,781,130$         22% 301,348$          2,287,779$              Construction in Progress

OR Exam Lights Replacement 

HARD COSTS: Construction Costs 356,066$             -$                        -$                    356,066$            0% -$                  356,066$                 

SOFT COSTS 839,851$             -$                        -$                    294,355$               545,496$            35% 294,355$          839,851$                 

CONTINGENCY COSTS 71,213$               -$                        -$                    71,213$              0% -$                  71,213$                   

SUBTOTAL PROJECT COSTS 1,267,130$          -$                         -$                        -$                    294,355$               972,775$            23% 294,355$          1,267,130$              Conceptual Design in Progress

NPC-2 Filings

HARD COSTS: Construction Costs -$                     -$                        -$                    -$                       -$                    0% -$                  -$                         

SOFT COSTS 100,000$             -$                        -$                    -$                       100,000$            0% -$                  100,000$                 

CONTINGENCY COSTS -$                     -$                        -$                    -$                       -$                    0% -$                  -$                         

SUBTOTAL PROJECT COSTS 100,000$             -$                         -$                        -$                    -$                       100,000$            0% -$                  100,000$                 

PROJECT SUMMARY COSTS (Hard Costs + Soft Costs + Contingency) **** 4,689,084$          -$                         3,321,954$             -$                    1,529,165$            3,059,919$         46% 898,272$          4,589,084$              

Definitions:

Footnotes:

(2) Overage includes additional equipment costs, related OSHPD Fees and other fee reallocations.

* Project Descriptions located within applicable project section.

** FDP Report dated 09/30/2014

*** Reconciled with TFHD General Ledger dated September 30, 2014.  Reference Application for Payment SOV located within applicable project section.

On or under budget

1-5% over budget

6% or beyond over budget

CURRENT PROJECTS - NON QUALIFIED EXPENDITURES COST SUMMARY 

Hard Costs = Administrative Requirements, Temporary Facilities, Execution Requirements, Site Construction, Concrete Construction, Masonry, Metals, Woods & Plastics, 

Thermal/Moisture Protection, Doors, Windows, Glazing, Finishes, Specialties, Equipment, Furnishings, Special Construction, Conveying Systems, Plumbing/Mechanical, 

Electrical.

Soft Costs = Equipment, Furniture, Signage, Preconstruction Services, Construction Scheduling, Architectural, Engineering, Testing & Inspections, IOR Testing, Agency 

Fees, State Review Fees (OSHPD), CM Fee, Insurance, Performance/Payment Bonding, Administrative Bond Contingency

Contingency Costs = Inflation, Unforeseen Conditions & Events

TFHD Facilities Development Plan Cost Model 9 8 of 49182 of 202



Tahoe Forest Hospital District

Facilities Development Plan September 30, 2014

PROJECTS                                                                                                                                                                              

(*)

 Current FDP 

Estimate           

(**) 

 Owner / 

Regulatory Scope 

Modifications 

Board Approved          

Bid / Budget
Variance Footnotes

 Total Amount 

PTD                        

(***)

Balance to 

Complete                

(*****)

% 

Complete

QTR Actual   

(Q3 2014)

FDP with Scope 

Modifications
Status/Notes

Measure C Project Expenditures

Cancer Center; Building + LINAC

HARD COSTS: Construction Costs 10,257,781$        151,973$                 10,369,754$           (40,000)$            10,369,754$          40,000$              100% -$                  10,409,754$       

SOFT COSTS 6,124,371$          6,449,302$             324,931$            6,124,371$            -$                    100% -$                  6,124,371$         

CONTINGENCY 1,017,160$          1,036,975$             -$                   1,017,160$            -$                    100% -$                  1,017,160$         

SUBTOTAL PROJECT COSTS 17,399,312$        151,973$                 17,856,031$           284,931$            17,511,285$          40,000$              100% -$                  17,551,285$       Construction Complete

Cancer Center; Sitework, Concrete Construction, Structural Steel

HARD COSTS: Construction Costs 5,154,785$          5,154,785$             -$                   5,139,922$            14,863$              100% -$                  5,154,785$         

SOFT COSTS 4,421,594$          5,018,684$             597,090$            4,440,146$            (18,552)$             100% -$                  4,421,594$         

CONTINGENCY 515,479$             515,479$                -$                   511,790$               3,689$                99% -$                  515,479$            

SUBTOTAL PROJECT COSTS 10,091,858$        -$                        10,688,948$           597,090$            10,091,858$          -$                    100% -$                  10,091,858$       Construction Complete

Utility Bypass, Phase I

HARD COSTS: Construction Costs 522,092$             522,092$                -$                   522,092$               -$                    100% -$                  522,092$            

SOFT COSTS 99,565$               130,145$                30,580$              99,565$                 -$                    100% -$                  99,565$              

CONTINGENCY COSTS 78,314$               78,314$                  -$                   78,314$                 -$                    100% -$                  78,314$              

SUBTOTAL PROJECT COSTS 699,971$             -$                        730,551$                30,580$              699,971$               -$                    100% -$                  699,971$            Construction Complete

Cancer Center; Utility Bypass, Phase II (Undergrounding)

HARD COSTS: Construction Costs -$                     525,199$                 544,877$                (19,678)$            520,660$               4,539$                99% -$                  525,199$            

SOFT COSTS -$                     349,974$                 349,974$                -$                   354,513$               (4,539)$               101% -$                  349,974$            

CONTINGENCY COSTS -$                     31,437$                   31,437$                  -$                   31,437$                 -$                    100% -$                  31,437$              

SUBTOTAL PROJECT COSTS (Hard Costs+Soft Costs+Contingency Costs) -$                     906,610$                 926,288$                19,678$              906,610$               -$                    100% -$                  906,610$            Construction Complete

Cancer Center; Equipment Upgrades

LINEAR ACCELERATOR EQUIPMENT 860,000$                 860,000$                -$                   860,000$               -$                    100% -$                  860,000$            

CT SIMULATOR (Pet CT) -$                        82,528$                  82,528$              -$                       -$                    0% -$                  -$                   

CHILLER EQUIPMENT 111,536$                 143,679$                32,143$              111,536$               -$                    100% -$                  111,536$            

IT EQUIPMENT 58,211$                   133,250$                75,039$              58,211$                 -$                    100% -$                  58,211$              

ADDITIONAL EQUIPMENT -$                        69,633$                  69,633$              -$                       -$                    0% -$                  -$                   

SNOW MELT SYSTEM 81,523$                   71,904$                  (9,619)$              81,523$                 -$                    100% -$                  81,523$              

SECURITY ACCESS SYSTEM 99,257$                   99,257$                  -$                   99,257$                 -$                    100% -$                  99,257$              

SUBTOTAL PROJECT COSTS -$                     1,210,527$              1,460,251$             249,724$            1,210,527$            -$                    100% -$                  1,210,527$         Construction Complete

Cancer Center; CAC Recommended Upgrades

HARD COSTS: Construction Costs -$                     838,256$                 847,281$                9,025$                838,256$               -$                    100% -$                  838,256$            

SOFT COSTS -$                     54,568$                   59,864$                  5,296$                51,626$                 2,942$                95% -$                  54,568$              

CONTINGENCY COSTS -$                     84,728$                   84,728$                  -$                   87,670$                 (2,942)$               103% -$                  84,728$              

SUBTOTAL PROJECT COSTS -$                     977,552$                 991,873$                14,321$              977,552$               -$                    100% -$                  977,552$            Construction Complete

TOTAL PROJECT COSTS (Hard Costs + Soft Costs + Contingency) 28,191,141$        3,246,662$              32,653,942$           1,196,324$         31,397,803$          40,000$              100% -$                  31,437,803$       

Office Relocations 

HARD COSTS: Construction Costs 109,691$             -$                        111,305$                1,614$                109,691$               -$                    100% -$                  109,691$            

SOFT COSTS 281,988$             -$                        281,995$                7$                       281,988$               -$                    100% -$                  281,988$            

CONTINGENCY COSTS -$                     -$                        -$                        -$                   -$                       -$                    0% -$                  -$                   

TOTAL PROJECT COSTS (Hard Costs + Soft Costs + Contingency) 391,680$             -$                        393,300$                1,621$                391,680$               -$                    100% -$                  391,680$            Construction Complete

MEASURE C PROJECTS COST SUMMARY 
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Tahoe Forest Hospital District

Facilities Development Plan September 30, 2014

PROJECTS                                                                                                                                                                              

(*)

 Current FDP 

Estimate           

(**) 

 Owner / 

Regulatory Scope 

Modifications 

Board Approved          

Bid / Budget
Variance Footnotes

 Total Amount 

PTD                        

(***)

Balance to 

Complete                

(*****)

% 

Complete

QTR Actual   

(Q3 2014)

FDP with Scope 

Modifications
Status/Notes

Measure C Project Expenditures

MEASURE C PROJECTS COST SUMMARY 

IT Data Center

HARD COSTS: Construction Costs 899,833$             903,465$                3,632$                899,833$               -$                    100% -$                  899,833$            

SOFT COSTS 299,483$             301,122$                1,639$                299,483$               -$                    100% -$                  299,483$            

CONTINGENCY COSTS 116,754$             121,740$                4,986$                116,754$               -$                    100% -$                  116,754$            

TOTAL PROJECT COSTS (Hard Costs + Soft Costs + Contingency) 1,316,070$          -$                        1,326,327$             10,257$              1,316,070$            -$                    100% -$                  1,316,070$         Construction Complete

Central Plant Upgrades & Relocations; Utility Spine

HARD COSTS: Construction Costs 2,640,481$          2,642,537$             2,056$                2,640,481$            -$                    100% -$                  2,640,481$         

SOFT COSTS 694,681$             824,282$                129,601$            694,681$               -$                    100% -$                  694,681$            

CONTINGENCY COSTS 657,714$             658,011$                297$                   657,714$               -$                    100% -$                  657,714$            

SUBTOTAL PROJECT COSTS 3,992,876$          -$                        4,124,830$             131,954$            3,992,876$            -$                    100% -$                  3,992,876$         Construction Complete

Central Plant Upgrades & Relocations; Generator Building

HARD COSTS: Construction Costs 2,150,583$          20,772$                   2,174,334$             2,979$                2,171,355$            -$                    101% -$                  2,171,355$         

SOFT COSTS 1,612,171$          1,655,159$             42,988$              1,612,171$            -$                    100% -$                  1,612,171$         

CONTINGENCY COSTS 315,278$             315,278$                -$                   315,278$               -$                    100% -$                  315,278$            

SUBTOTAL PROJECT COSTS 4,078,032$          20,772$                   4,144,771$             45,967$              4,098,804$            -$                    100% -$                  4,098,804$         Construction Complete

Central Plant Upgrades & Relocations;  Modular Units, Phase I

HARD COSTS: Construction Costs 418,497$             422,030$                -$                   418,497$               -$                    100% -$                  418,497$            

SOFT COSTS 574,317$             598,765$                24,448$              574,317$               -$                    100% -$                  574,317$            

CONTINGENCY COSTS 245,335$             245,887$                552$                   245,335$               -$                    100% -$                  245,335$            

SUBTOTAL PROJECT COSTS 1,238,149$          -$                        1,266,682$             25,000$              1,238,149$            -$                    100% -$                  1,238,149$         Construction Complete

Central Plant Upgrades & Relocations; Modular Units, Phase II

HARD COSTS: Construction Costs 4,800,719$          4,800,719$             -$                   4,800,719$            -$                    100% -$                  4,800,719$         

SOFT COSTS 1,083,872$          1,189,314$             105,442$            1,083,872$            -$                    100% -$                  1,083,872$         

CONTINGENCY COSTS 180,640$             185,000$                4,360$                180,640$               -$                    100% -$                  180,640$            

SUBTOTAL PROJECT COSTS 6,065,231$          -$                        6,175,033$             109,802$            6,065,231$            -$                    100% -$                  6,065,231$         Construction Complete

TOTAL PROJECT COSTS (Hard Costs + Soft Costs + Contingency) 15,374,288$        20,772$                   15,711,316$           312,723$            15,395,060$          -$                    100% -$                  15,395,060$       

Skilled Nursing Facility

HARD COSTS: Construction Costs 3,372,928$          8,466$                     3,422,324$             40,930$              3,381,394$            -$                    100% -$                  3,381,394$         

SOFT COSTS 1,505,346$          1,496,355$             -$                   1,505,346$            -$                    100% -$                  1,505,346$         

CONTINGENCY COSTS 342,232$             342,232$                -$                   342,232$               -$                    100% -$                  342,232$            

SUBTOTAL PROJECT COSTS 5,220,506$          8,466$                     5,260,911$             40,930$              5,228,972$            -$                    100% -$                  5,228,972$         Construction Complete

Skilled Nursing; Storage TI at '66 Bldg

HARD COSTS: Construction Costs -$                     -$                        -$                        -$                   -$                       -$                    0% -$                  -$                   

SOFT COSTS -$                     -$                        -$                        -$                   -$                       -$                    0% -$                  -$                   

CONTINGENCY COSTS -$                     -$                        -$                        -$                   -$                       -$                    0% -$                  -$                   

SUBTOTAL PROJECT COSTS -$                     -$                        -$                        -$                   -$                       -$                    0% -$                  -$                   Conceptual Design in Progress

TOTAL PROJECT COSTS (Hard Costs + Soft Costs + Contingency) 5,220,506$          8,466$                     5,260,911$             40,930$              5,228,972$            -$                    100% -$                  5,228,972$         

TFHD Facilities Development Plan Cost Model 9 2 of 5184 of 202



Tahoe Forest Hospital District

Facilities Development Plan September 30, 2014

PROJECTS                                                                                                                                                                              

(*)

 Current FDP 

Estimate           

(**) 

 Owner / 

Regulatory Scope 

Modifications 

Board Approved          

Bid / Budget
Variance Footnotes

 Total Amount 

PTD                        

(***)

Balance to 

Complete                

(*****)

% 

Complete

QTR Actual   

(Q3 2014)

FDP with Scope 

Modifications
Status/Notes

Measure C Project Expenditures

MEASURE C PROJECTS COST SUMMARY 

ECC Flooring / Nurses Station

HARD COSTS: Construction Costs -$                     199,774$                 217,550$                17,776$              199,774$               -$                    92% -$                  199,774$            

SOFT COSTS -$                     -$                        -$                   -$                       -$                    0% -$                  -$                   

CONTINGENCY COSTS -$                     -$                        -$                   -$                       -$                    0% -$                  -$                   

TOTAL PROJECT COSTS (Hard Costs + Soft Costs + Contingency) -$                     199,774$                 217,550$                17,776$              199,774$               -$                    92% -$                  199,774$            Completed

Infill Projects; Phase I Dietary / RT / MR / Dietary Office / Staff Lockers 

HARD COSTS: Construction Costs 2,722,504$          2,722,504$             -$                   2,656,525$            65,979$              98% 66,122$            2,722,504$         

SOFT COSTS 1,699,858$          13,970$                   1,713,828$             -$                   1,713,828$            -$                    100% -$                  1,713,828$         

CONTINGENCY COSTS 898,541$             29,052$                   272,250$                (655,343)$          536,889$               390,704$            58% 267,330$          927,593$            

SUBTOTAL PROJECT COSTS 5,320,903$          43,022$                   4,708,582$             (655,343)$          4,907,242$            456,683$            92% 333,452$          5,363,925$         Construction Complete

Infill Projects; Interim Birthing at Western Addition

HARD COSTS: Construction Costs 1,309,206$          1,309,206$             -$                   1,295,336$            13,870$              0% 68,663$            1,309,206$         

SOFT COSTS 688,893$             688,893$                -$                   660,737$               28,156$              96% 5,307$              688,893$            

CONTINGENCY COSTS 130,921$             130,921$                -$                   129,953$               968$                   0% -$                  130,921$            

SUBTOTAL PROJECT COSTS 2,129,020$          -$                        2,129,020$             -$                   2,086,026$            42,994$              0% 73,970$            2,129,020$         Construction Complete

Infill Projects; Pharmacy Relocation

HARD COSTS: Construction Costs 652,777$             652,777$                -$                   652,777$               -$                    100% -$                  652,777$            

SOFT COSTS 588,803$             631,283$                42,480$              588,803$               -$                    93% -$                  588,803$            

CONTINGENCY COSTS 95,724$               127,292$                31,568$              95,724$                 -$                    75% -$                  95,724$              

SUBTOTAL PROJECT COSTS 1,337,304$          -$                        1,411,353$             74,048$              1,337,304$            -$                    95% -$                  1,337,304$         Construction Complete

Infill Projects; Medical Records at '66 Building

HARD COSTS: Construction Costs -$                     -$                        -$                        -$                   -$                       -$                    0% -$                  -$                   

SOFT COSTS -$                     -$                        -$                   -$                       -$                    0% -$                  -$                   

CONTINGENCY COSTS -$                     -$                        -$                        -$                   -$                       -$                    0% -$                  -$                   

SUBTOTAL PROJECT COSTS -$                     -$                        -$                        -$                   -$                       -$                    0% -$                  -$                   Conceptual Design in Progress

Infill Projects; Final Personnel Move TI Office Space

HARD COSTS: Construction Costs -$                     250,000$                 250,000$                -$                   238,327$               11,673$              95% 72,260$            250,000$            

SOFT COSTS -$                     125,000$                 125,000$                -$                   139,099$               (14,099)$             111% -$                  125,000$            

CONTINGENCY COSTS -$                     30,000$                   30,000$                  -$                   24,718$                 5,282$                82% 6,899$              30,000$              

SUBTOTAL PROJECT COSTS -$                     405,000$                 405,000$                -$                   402,144$               2,856$                0% 79,159$            405,000$            Conceptual Design in Progress

TOTAL PROJECT COSTS (Hard Costs + Soft Costs + Contingency) 8,787,227$          448,022$                 8,653,955$             (581,295)$          8,732,716$            502,533$            101% 486,581$          9,235,249$         

Emergency Department & Sterile Processing Department; Increment I

HARD COSTS: Construction Costs 2,593,743$          2,593,743$             -$                   2,593,743$            -$                    100% -$                  2,593,743$         

SOFT COSTS 2,898,599$          2,907,826$             -$                   2,898,599$            -$                    100% -$                  2,898,599$         

CONTINGENCY COSTS 236,999$             236,999$                -$                   236,999$               -$                    100% -$                  236,999$            

EQUIPMENT UPGRADES - ATS Upgrades 27,824$                   27,824$                  -$                   27,824$                 -$                    100% -$                  27,824$              

SUBTOTAL PROJECT COSTS 5,729,341$          27,824$                   5,766,392$             -$                   5,757,165$            -$                    100% -$                  5,757,165$         Construction Complete
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PROJECTS                                                                                                                                                                              

(*)

 Current FDP 

Estimate           

(**) 

 Owner / 

Regulatory Scope 

Modifications 

Board Approved          

Bid / Budget
Variance Footnotes

 Total Amount 

PTD                        

(***)

Balance to 

Complete                

(*****)

% 

Complete

QTR Actual   

(Q3 2014)

FDP with Scope 

Modifications
Status/Notes

Measure C Project Expenditures

MEASURE C PROJECTS COST SUMMARY 

Emergency Department & Sterile Processing Department; Increment II

HARD COSTS: Construction Costs 4,534,232$          4,534,232$             -$                   4,273,201$            261,031$            94% 353,441$          4,534,232$         

SOFT COSTS 2,135,294$          2,135,294$             -$                   1,771,537$            363,757$            83% 69,052$            2,135,294$         

CONTINGENCY COSTS 1,725,651$          453,423$                (1,272,228)$       593,191$               1,132,460$         131% 156,661$          1,725,651$         

EQUIPMENT UPGRADES - Trump Exam Lights -$                     68,362$                   68,362$                  -$                   -$                       68,362.00$         0% -$                  68,362$              

SUBTOTAL PROJECT COSTS 8,395,177$          68,362$                   7,191,311$             (1,272,228)$       6,637,929$            1,825,610$         92% 579,154$          8,463,539$         Construction in Progress

TOTAL PROJECT COSTS (Hard Costs + Soft Costs + Contingency) 14,124,518$        96,186$                   12,957,703$           (1,272,228)$       12,395,094$          1,825,610$         96% 579,154$          14,220,704$       

Fluoroscopy / Nuc Med Upgrades / Diagnostic Imaging Equipment Replacement

HARD COSTS: Construction Costs 533,565$             619,422$                85,857$              533,565$               -$                    100% -$                  533,565$            

SOFT COSTS 1,616,669$          1,575,493$             (41,176)$            1,616,669$            -$                    100% -$                  1,616,669$         

CONTINGENCY COSTS 92,913$               92,913$                  -$                   92,913$                 -$                    100% -$                  92,913$              

TOTAL PROJECT COSTS (Hard Costs + Soft Costs + Contingency) 2,243,147$          -$                        2,287,828$             44,681$              (2) 2,243,147$            -$                    100% -$                  2,243,147$         Construction Complete

South Building; Birthing / Dietary Phase II

HARD COSTS: Construction Costs 13,033,262$        13,033,262$           -$                   100,529$               12,932,733$       1% 100,529$          13,033,262$       

SOFT COSTS 5,355,106$          5,355,106$             -$                   3,372,333$            1,982,773$         63% (710,309)$         5,355,106$         

CONTINGENCY COSTS 1,262,026$          1,262,026$             -$                   -$                       1,262,026$         0% -$                  1,262,026$         

EQUIPMENT UPGRADES - Headwalls, Exam Lights, IT Equipment -$                     185,160$                 185,160$                -$                   -$                       185,160$            0% -$                  185,160$            

SUBTOTAL PROJECT COSTS 19,650,394$        185,160$                 19,835,554$           -$                   3,472,862$            16,362,692$       18% (609,780)$         19,835,554$       OSHPD Permitting in Progress

South Building; Birthing Fourth LDR

HARD COSTS: Construction Costs -$                     286,428$                 286,428$                -$                   -$                       286,428$            0% -$                  286,428$            

SOFT COSTS -$                     187,720$                 187,720$                -$                   -$                       187,720$            0% -$                  187,720$            

CONTINGENCY COSTS -$                     42,964$                   42,964$                  -$                   -$                       42,964$              0% -$                  42,964$              

SUBTOTAL PROJECT COSTS -$                     517,112$                 517,112$                -$                   -$                       517,112$            0% -$                  517,112$            OSHPD Permitting in Progress

South Building; Phase 5 Interim Birthing

HARD COSTS: Construction Costs -$                     746,422$                 746,422$                -$                   -$                       746,422$            0% -$                  746,422$            

SOFT COSTS -$                     172,765$                 172,765$                -$                   -$                       172,765$            0% -$                  172,765$            

CONTINGENCY COSTS 37,321$                   37,321$                  -$                   -$                       37,321$              0% -$                  37,321$              

SUBTOTAL PROJECT COSTS -$                     956,508$                 956,508$                -$                   -$                       956,508$            0% -$                  956,508$            OSHPD Permitting in Progress

South Building; Continuity Phase 

HARD COSTS: Construction Costs 996,982$                 -$                   791,397$               205,585$            79% 791,397$          996,982$            

SUBTOTAL PROJECT COSTS -$                     996,982$                 -$                        -$                   791,397$               205,585$            79% 791,397$          996,982$            

TOTAL PROJECT COSTS (Hard Costs + Soft Costs + Contingency) 19,650,394$        2,655,762$              21,309,174$           -$                   4,264,259$            18,041,897$       20% 181,617$          22,306,156$       

Master Planning

SOFT COSTS 802,508$             802,508$                -$                   802,508$               -$                    100% -$                  802,508$            

CONTINGENCY COSTS 81,951$               81,951$                  -$                   77,072$                 4,879$                94% 121$                 81,951$              

CAMPUS SIGNAGE PLAN 85,000$                   85,000$                  -$                   78,075$                 6,925$                92% -$                  85,000$              

SECURITY UPGRADES 75,000$                   75,000$                  -$                   28,738$                 46,262$              38% -$                  75,000$              

TOTAL PROJECT COSTS (Hard Costs + Soft Costs + Contingency) 884,459$             160,000$                 1,044,459$             -$                   986,393$               58,066$              94% 121$                 1,044,459$         Ongoing
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Tahoe Forest Hospital District

Facilities Development Plan September 30, 2014

PROJECTS                                                                                                                                                                              

(*)

 Current FDP 

Estimate           

(**) 

 Owner / 

Regulatory Scope 

Modifications 

Board Approved          

Bid / Budget
Variance Footnotes

 Total Amount 

PTD                        

(***)

Balance to 

Complete                

(*****)

% 

Complete

QTR Actual   

(Q3 2014)

FDP with Scope 

Modifications
Status/Notes

Measure C Project Expenditures

MEASURE C PROJECTS COST SUMMARY 

PROJECT SUMMARY COSTS (Hard Costs + Soft Costs + Contingency) **** 96,183,430$        6,835,644$              101,816,465$         (229,211)$          82,550,968$          20,468,106$       81% 1,247,473$       103,019,074$     

Definitions:

Footnotes:

(2) Overage includes additional equipment costs, related OSHPD Fees and other fee reallocations.

* Project Descriptions located within applicable project section.

** FDP Report dated 9/30/2014

*** Reconciled with TFHD General Ledger dated September 30, 2014.  Reference Application for Payment SOV located within applicable project section.

**** Total Owner Scope Modifications $6,835,644 Regulatory Scope Modification $1,963,721

*****Balance to Finish is calculated from FDP with Scope Modifications less Total Amount PTD

On or under budget

1-5% over budget

6% or beyond over budget

Contingency Costs = Inflation, Unforeseen Conditions & Events

Hard Costs = Administrative Requirements, Temporary Facilities, Execution Requirements, Site Construction, Concrete Construction, Masonry, Metals, Woods & Plastics, 

Thermal/Moisture Protection, Doors, Windows, Glazing, Finishes, Specialties, Equipment, Furnishings, Special Construction, Conveying Systems, Plumbing/Mechanical, 

Electrical.

Soft Costs = Equipment, Furniture, Signage, Preconstruction Services, Construction Scheduling, Architectural, Engineering, Testing & Inspections, IOR Testing, Agency 

Fees, State Review Fees (OSHPD), CM Fee, Insurance, Performance/Payment Bonding, Administrative Bond Contingency
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Tahoe Forest Hospital District

Facilities Development Plan September 30, 2014

PROJECTS                                                                                                                                                                              

(*)

 Current FDP 

Estimate        

(**) 

 Owner / 

Regulatory Scope 

Modifications 

Board Approved          

Bid / Budget
Variance Footnotes

 Total Amount 

PTD                        

(***)

Balance to 

Complete

% 

Complete

QTR Actual   

(Q3 2014)

FDP with Scope 

Modifications
Status/Notes

Measure C Projects - Non Qualified Expenditures

Cancer Center; Building + LINAC

PERSONAL PROPERTY 1,281,523$            1,246,012$            (35,511)$            1,281,523$            -$                    100% -$                 1,281,523$        

SUBTOTAL PROJECT COSTS -$                   1,281,523$            1,246,012$            (35,511)$            1,281,523$            (35,511)$            100% -$                 1,281,523$        Complete

Skilled Nursing Facility

PERSONAL PROPERTY -$                   56,582$                 391,614$               335,032$           56,582$                 -$                    100% -$                 56,582$             

TOTAL PROJECT COSTS -$                   56,582$                 391,614$               335,032$           56,582$                 -$                    100% -$                 56,582$             Complete

Infill Projects; Phase I Dietary / RT / MR / Dietary Office / Staff Lockers 

PERSONAL PROPERTY -$                   116,280$               116,280$               -$                   89,155$                 27,125$              77% -$                 116,280$           

SUBTOTAL PROJECT COSTS -$                   116,280$               116,280$               -$                   89,155$                 27,125$              77% -$                 116,280$           

Infill Projects; Interim Birthing at Western Addition

PERSONAL PROPERTY -$                   23,074$                 15,396$                  -$                   30,437$                 (15,041)$            198% 7,363$              23,074$             

SUBTOTAL PROJECT COSTS -$                   23,074$                 15,396$                  -$                   30,437$                 (15,041)$            198% 7,363$              23,074$             

Infill Projects; Pharmacy Relocation

PERSONAL PROPERTY -$                   5,477$                   2,372$                    (3,105)$              5,477$                   (3,105)$              100% -$                 5,477$               

SUBTOTAL PROJECT COSTS -$                   5,477$                   2,372$                    (3,105)$              5,477$                   (3,105)$              100% -$                 5,477$               

TOTAL PROJECT COSTS -$                   144,831$               134,048$               (3,105)$              125,069$               8,979$                86% 7,363$              144,831$           Complete

Emergency Department & Sterile Processing Department; Increment 1

PERSONAL PROPERTY -$                   -$                       -$                   -$                    0% -$                   

TOTAL PROJECT COSTS -$                   -$                       -$                       -$                   -$                       -$                    0% -$                 -$                   

Emergency Department & Sterile Processing Department; Increment 2

PERSONAL PROPERTY -$                   708,123$               708,123$               -$                   595,302$               112,821$            84% 16,454$            708,123$           

TOTAL PROJECT COSTS -$                   708,123$               708,123$               -$                   595,302$               112,821$            84% 16,454$            708,123$           

TOTAL PROJECT COSTS -$                   708,123$               708,123$               -$                   -$          595,302$               112,821$            84% 23,817$            708,123$           

Fluoroscopy / Nuc Med Upgrades / Diagnostic Imaging Equipment Replacement

PERSONAL PROPERTY -$                   5,500$                   5,500$                    -$                   5,500$                   -$                    100% -$                 5,500$               

TOTAL PROJECT COSTS -$                   5,500$                   5,500$                    5,500$                   -$                    100% -$                 5,500$               Complete

South Building / Birthing / Dietary Phase II

PERSONAL PROPERTY -$                   750,272$               973,312$               973,312$           -$                       973,312$            0% -$                 750,272$           

TOTAL PROJECT COSTS -$                   750,272$               973,312$               973,312$           -$                       -$                    0% -$                 750,272$           

Non-Measure C Design Contingency

PERSONAL PROPERTY -$                   150,000$               -$                       -$                   -$                       -$                    0% -$                 150,000$           

TOTAL PROJECT COSTS -$                   150,000$               -$                       -$                   -$                       -$                    0% -$                 150,000$           

MEASURE C PROJECTS - NON QUALIFIED EXPENDITURE COST SUMMARY 
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Tahoe Forest Hospital District

Facilities Development Plan September 30, 2014

PROJECTS                                                                                                                                                                              

(*)

 Current FDP 

Estimate        

(**) 

 Owner / 

Regulatory Scope 

Modifications 

Board Approved          

Bid / Budget
Variance Footnotes

 Total Amount 

PTD                        

(***)

Balance to 

Complete

% 

Complete

QTR Actual   

(Q3 2014)

FDP with Scope 

Modifications
Status/Notes

Measure C Projects - Non Qualified Expenditures

MEASURE C PROJECTS - NON QUALIFIED EXPENDITURE COST SUMMARY 

PROJECT SUMMARY COSTS -$                   3,096,831$            3,458,609$            1,269,728$        -$          2,063,976$            86,289$              60% 31,180$            3,096,831$        

* Project Descriptions located within applicable project section.

** FDP Report dated 9/30/2014

*** Reconciled with TFHD General Ledger dated September 30, 2014.  Reference Application for Payment SOV located within applicable project section.

On or under budget

1-5% over budget

6% or beyond over budget
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  Board Informational Report 

 
 

By: Virginia A. Razo  DATE:  February 17, 2015 
 Chief Executive Officer 
 
 
Monthly CEO Report 
 
STRATEGIC INITIATIVE 2.1  
Develop an accountable and fully engaged team / Establish a formal system of communication and 
feedback with the medical staff organization and medical staff leadership to optimize medical staff 
involvement in strategic planning, projects and program innovation. 
 
Since being appointed as interim Chief Executive Officer, I have been meeting with medical staff 
members and leaders to understand what they believe are top priorities for Tahoe Forest Hospital 
District.  Key themes include: medical staff succession and recruitment plans; future medical staff 
leadership roles; Centers of Medicare and Medicaid Services (CMS) regulations that may impact the 
level of care provided by Critical Access Hospitals (CAHs) in the country; and evaluating business 
models that would promote physician practice independence while improving continuity of care and 
reducing costs to the consumer. In the coming month I plan to continue meeting with members of the 
medical community to gain consensus on the key priorities for strategic planning consideration in the 
future.  
 
STRATEGIC INITIATIVE 2.2  
Develop an accountable and fully engaged team / Conduct a formal survey to optimize employee 
engagement and use results to identify opportunities for improvement 
 
Tahoe Forest Hospital District (TFHD) engaged Press Ganey to conduct a formal employee engagement 
survey.  Information is currently being shared with the employees and will be shared with the Board 
Personnel Committee at the next Committee meeting.  In the mean time, I a have been rounding in 
hospital departments and in the Multi-Specialty Clinics in an effort to meet people, inform them of my 
intent to round regularly in each department and to listen to their concerns and thoughts about how 
TFHD can improve the work environment for staff and physicians.   
 
STRATEGIC INITIATIVE 4.1/ 4.2  
Make the most effective investment in and use of information systems/ Develop and deploy short-
term IT EMR plan to optimize use of current CPSI software to meet Meaningful Use and ICD-10 
 
TFHD completed an IT upgrade to CPSI that will allow TFHD to code in-patient medical records utilizing 
the ICD-10 code requirements.  In addition, TFHD invested in a Clinical Documentation Specialist, 
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Monthly CEO Report – Continued 
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Deborah White, RN, to ensure documentation provided by physicians will be descriptive enough to 
allow the coders to code in the new code set.  Ms. White has been actively working with the medical 
staff, concurrently, to help educate them to the new requirements and build templates for future 
success.  While discussion on Capital Hill continues about potentially delaying the ICD-10 requirement, 
the medical staff and TFHD management believes it should continue its efforts to prepare for the 
inevitable change and improve its current documentation practices.   
 
 
 
 

191 of 202



TAHOE FOREST HOSPITAL DISTRICT •10121 PINE AVENUE • TRUCKEE, CA 96161 • 530/587-6011 
INCLINE VILLAGE COMMUNITY HOSPITAL • 880 ALDER AVENUE • INCLINE VILLAGE, NEVADA 89451-8215 •775/833-4100 
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By: Judy Newland  DATE:  February, 2014 
 Chief Nursing Officer 
 
 
Monthly CNO Report 
 
STRATEGIC INITIATIVE 3.1.  
Improve the continuity, effectiveness and efficiency of care delivery in clinical services- develop and deploy 
process improvement teams. 
 
The Surgical Services PI Team, composed of eight nurses form the Surgical Services Department, continues to 
utilize the LEAN process to identify and prioritize opportunities for efficiency and performance in the Surgical 
Services Department. Both nursing and medical staff are involved in the planning, development and 
implementation of initiatives.  Progress of process improvements are reported to the OR Governance 
Committee. Identified initiatives include reduction of inventory and supply costs, improve pre-operative 
workflow, forms standardization and remove delays.  
 
STRATEGIC INITIATIVE 1.1. 
Management and Medical Staff will develop an annually quality plan – submit a completed annual Quality 
Plan.  
 
Health System Quality Plan submitted and approved by Medical Staff Quality Committee and Board of Directors 
in 2015. Representation from medical staff, nursing services, and education attended Team STEPPS, a nationally 
recognized program that is a teamwork system to optimize patient outcomes by improving communication and 
teamwork skills among health care professionals.  A multidisciplinary Performance Improvement Team is being 
initiated to identify and prioritize opportunities.   
 
STRATEGIC INITIATIVE 4.1. 
Develop a short-term strategy to optimize use of the current CPSI electronic medical record (EMR) software – 
EMR plan is developed and communicated. 
 
Process workflow meetings with each medical specialty groups have been completed to better understand their 
current processes for patient care orders.  New workflow processes are being developed by the Physician 
Advisory Team with review by each specialty for computerized provider order entry.   
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By: Jake Dorst  DATE: February 17, 2015 
 Chief Information Officer 
 
 
Monthly CEO Report 
 
STRATEGIC INITIATIVE 4.1& 4.2 
Develop and deploy short-term IT EMR plan to optimize use of current CPSI software to meet 
Meaningful Use Stage and ICD-10. 
 

 TFHD will attest for MU stage 1 on June 30th 2015. We are working to get our connections to 
the various State health information exchanges and our patient portal integrated with our 
system to achieve this date. We are working with our vendors to make sure we are ready for 
the ICD-10 conversion starting in October, 2015.  

 TFHD continues to refine our Computerized Provider Order Entry roll out Plan as we work with 
our physicians to better understand their workflows and our software solution’s capacity to 
achieve these new workflow goals. 

 TFHD is piloting a remote solution for our providers that will allow for quick reliable access to 
our order entry software. We will begin testing this solution this month and anticipate it being 
production ready. By the end of March, 2015. 

 TFHD has acquired Demo Personal Computers  
(PC’s) from HP and we are in the process of testing these units. If all goes well we plan on 
deploying 50 of these PC’s to our end users in our clinical areas through the district. 
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FINANCE COMMITTEE 
AGENDA 

     Monday, February 23, 2015 at 2 p.m.  
Eskridge Conference Room, Tahoe Forest Hospital 

10121 Pine Avenue, Truckee, CA 
 

1. CALL TO ORDER 
 

2. ROLL CALL 
Dale Chamblin, Chair; Greg Jellinek, M.D., Board Member 
 

3. CLEAR THE AGENDA/ITEMS NOT ON THE POSTED AGENDA 
 

4. INPUT – AUDIENCE 
This is an opportunity for members of the public to address the Committee on items which are 
not on the agenda.  Please state your name for the record.  Comments are limited to three 
minutes.  Written comments should be submitted to the Board Clerk 24 hours prior to the 
meeting to allow for distribution.  Under Government Code Section 54954.2 – Brown Act, the 
Committee cannot take action on any item not on the agenda.  The Committee may choose to 
acknowledge the comment or, where appropriate, briefly answer a question, refer the matter to 
staff, or set the item for discussion at a future meeting. 
 

5. APPROVAL OF MINUTES OF: 11/24/2014 ...................................................................... ATTACHMENT  
 
6. ITEMS FOR COMMITTEE DISCUSSION AND/OR RECOMMENDATION  
6.1. Financial Reports: 

6.1.1. Six Month Financial Review Multi-Specialty Clinics .......................................... ATTACHMENT 
6.1.2. Financial Report – January 2015 ....................................................................... ATTACHMENT 
6.1.3. Calendar Year Review Truckee Surgery Center, LLC ......................................... ATTACHMENT 
6.1.4. 2016 Budget Proposed Timeline ....................................................................... ATTACHMENT 

6.2. Update re: Refinancing of Bonds – 2008 GO Bond Series A 
 

7. REVIEW FOLLOW UP ITEMS / BOARD MEETING RECOMMENDATIONS 
 

8. AGENDA INPUT FOR NEXT FINANCE COMMITTEE MEETING ...................................... ATTACHMENT 
 

9. NEXT MEETING DATE ................................................................................................... ATTACHMENT 
 

10. ADJOURN 
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GOVERNANCE COMMITTEE 
AGENDA 

     Friday, February 13, 2015 at 1 p.m.  
Foundation Conference Room - Tahoe Forest Health System Foundation  

10976 Donner Pass Rd, Truckee, CA. 
 

1. CALL TO ORDER 
 

2. ROLL CALL 
Karen Sessler, M.D., Chair; Greg Jellinek, M.D., Board Member 
 

3. CLEAR THE AGENDA/ITEMS NOT ON THE POSTED AGENDA 
 

4. INPUT – AUDIENCE 
This is an opportunity for members of the public to address the Committee on items which are 
not on the agenda.  Please state your name for the record.  Comments are limited to three 
minutes.  Written comments should be submitted to the Board Clerk 24 hours prior to the 
meeting to allow for distribution.  Under Government Code Section 54954.2 – Brown Act, the 
Committee cannot take action on any item not on the agenda.  The Committee may choose to 
acknowledge the comment or, where appropriate, briefly answer a question, refer the matter to 
staff, or set the item for discussion at a future meeting. 
 

5. APPROVAL OF MINUTES OF: 12/09/2014 ...................................................................... ATTACHMENT  
 
6. ITEMS FOR COMMITTEE DISCUSSION AND/OR RECOMMENDATION  
6.1. Contracts 

New, amended, and auto renewed contracts are submitted to the Governance Committee for review 
and consideration for recommendation of approval by the Board of Directors. 

6.1.1. New  
6.1.1.1. Krause _Rural PRIME Site Clerkship Director........................................... ATTACHMENT 
6.1.1.2. Krause_Rural PRIME Site Medical Director ............................................. ATTACHMENT 
6.1.1.3. Samelson_PSA Medical Director Medical Education Committee............ ATTACHMENT 

6.1.2. Auto Renew 
6.1.2.1. Brown_Medical Director Pediatric Health Clinic ..................................... ATTACHMENT 

6.1.3. Amendment 
6.1.3.1. Barta_ Tahoe Center for Health and Sports Performance  

 Diabetes Medical Director ....................................................................... ATTACHMENT 
  

6.2. Community Participation on Standing Board Committees  
 Discussion related to proposal to invite community stakeholders to participate as Ad Hoc members of 

standing board committees.  
 
  Staff Recommendation:  Staff and Committee need to review best practices and draft policy related to  possible 

additions of community members to Board committees. 
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GOVERNANCE COMMITTEE 
AGENDA 

  Friday, February 13, 2015 at 1 p.m. 
 

 

*Denotes material (or a portion thereof) may be distributed later. 
 
Note:  It is the policy of Tahoe Forest Hospital District to not discriminate in admissions, provisions of services, hiring, training and employment 
practices on the basis of color, national origin, sex, religion, age or disability including AIDS and related conditions. 
 
Equal Opportunity Employer. The meeting location is accessible to people with disabilities.  Every reasonable effort will be made to 
accommodate participation of the disabled in all of the District’s public meetings.  If particular accommodations for the disabled are needed 
(i.e., disability-related aids or other services), please contact the Executive Assistant at 582-3481 at least 24 hours in advance of the meeting. 
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6.3. Board Retreat Planning 
Committee will discuss details related to planning of the annual board retreat. 
 
Staff Recommendation:  That the Governance Committee presents to the Board for consensus, the 
date and time of the annual board retreat, and seeks input and feedback on draft agenda for the 
retreat. 

 
6.4. Board Short Term Goals .................................................................................................. ATTACHMENT 
 Committee will review the 2015 short term Board goals identified at the January 8, 2015 special 

meeting of the Board of Directors. 
 

6.5. Governance Committee 2015 Goals ............................................................................... ATTACHMENT 
 Committee will review the status of 2014 goals and discuss considerations for 2015 goal planning. 
 
6.6. Compliance Program Update 

Committee will review outline of compliance work plan. 
 
6.7. After Action Review of New Meeting Location, live stream video, and video archiving 

Committee will discuss successes and opportunities for improvements related to the transition of the 
Board meeting location and addition of live stream video. 
 

7. REVIEW FOLLOW UP ITEMS / BOARD MEETING RECOMMENDATIONS  
 

8. NEXT MEETING DATE  
Committee will review meeting schedule for the remainder of the year. 
  

9. MEETING EFFECTIVENESS ASSESSMENT   
The Committee will identify and discuss any occurrences during the meeting that impacted the 
effectiveness and value of the meeting. 
 

10. ADJOURN 
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BOARD SELF ASSESSMENT 
WORKSHOP TABLE 2015 

Short Term goals Draft
Action, 

Education  
What Responsible Party Measureables 

Action 
 

Establish a committee of community members to 
provide input to/ and receive information from the 
board and healthcare district. 

Community Development 
Staff/Full Board 

Committee 
established and 
meeting 

Action Improve outreach to community groups, community 
partners considering innovative settings 

Full Board/Community 
Development Staff 

Tracking of 
attendance at 
meetings 

Action 
 

Schedule public meetings with 1-2 board members to 
inform public and receive input. 

Full Board/Community 
Development Staff 

Meetings 
scheduled 

Action 
 

Hold board meetings in other locations throughout the 
geographic extent of the district. 

Full board/Community 
Development 

Meetings 
scheduled 

Action 
 

Consider inviting community experts to participate as 
non-voting members of board committees. 

Governance to develop 
policies 

Policy written 

Action Increase community involvement on committees Full Board Track participation 
Action Designate a staff person as community liaison "Media 

Czar" 
Interim CEO Public information 

officer in place 
Education/
strategic 
planning 

Increase understanding of opportunities for competitive 
pricing in diagnostic imaging and strategic possibilities 
to meet community need. 

Finance Committee/CFO/full 
board 

Strategic plan 
item/goal 
developed 

Action Develop educational plan for board to capitalize on 
educational seminars and other sources. 

Governance Committee/Board 
Chair/ Full board 

Plan developed and 
implemented 

Education Improved understanding of board and management 
responsibility for compliance  

Full Board/Governance 
Committee 

Education plan 
implemented 

Action Focus on compliance efforts with improved 
engagement with hospital staff. 

Governance Committee/Full 
board 

Retreat discussion 

Action Increase the amount of time spent in discussion of 
strategic planning and quality at meetings with 
attention to performance against goals. 

Board Chair/CEO Agenda review 
demonstrates 
increased time 

Action Committees should address frequency of meetings and 
set yearly meeting schedule in advance, and evaluate 
meeting effectiveness. 

All Committees Meetings 
scheduled in 
advance 
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Action, 

Education  
What Responsible Party Measurables 

Action Improve the flow of committee information from to the full 
board. 

All Committee 
chairs/Board Chair/Clerk 
of the Board 

Communication 
plan developed 

Action 
 

Focus on Mission and Vision. Full Board/Governance 
Committee/ with Medical 
Staff, organization, public 

Retreat discussion 
Develop plan for 
mission and vision 
revision 

Action 
 

Repair relationship with community   Full Board Retreat discussion 

Action Improve board conduct/dynamics to improve community 
perception 

Full Board  Retreat discussion 

Action Bring stability to administration Full Board  Retreat Discussion 
Action Improve Board/C-suite interactions with clear board 

member code of conduct 
Full Board/ 
Governance 

Retreat Discussion 
Code of conduct 

Action Improve timeliness and quality of Board materials Board Chair/Clerk of the 
Board/CEO 

Track posting of 
materials, 
improved meeting 
effectiveness 
surveys 

Action 
 

Improve connections between the C-suite, the board and 
the public. 

Board Chair, Full Board, 
CEO, Communications 
Staff 

Retreat Discussion 

Action Review and clarify policy for placing items on the agenda 
for open and closed session meetings of the board 

Governance 
Committee/Board Chair 

Policy reviewed 
and brought for 
approval to BOD 
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  Board Executive Summary 

 
  By: Ted Owens 
   Director of Community Development 
 
  DATE: February 19, 2015 
 
 
ISSUE:    
Board Retreat Planning Update 
 
 
BACKGROUND: 
Governance Committee and staff have been working on a Board Retreat plan.  Below are draft 
retreat priorities identified, along with details related to the location and facilitation of the retreat. 
 

(DRAFT) Retreat Priorities: 

 How does the Board come together to work better as elected body. Discussion related to 
the structure/culture of the Board 

 Session to identify the foundational beliefs of the organization to help direct future 
discussion related to Mission and Vision 

 Board  specific goals - Prioritize and identify how they will be accomplished 

 Review strategic plan and identify the priorities for the interim CEO to accomplish 

 Order and decorum; manner of governance best practices 

 Tentative presentation/discussion related to what the process of CEO recruitment will 
look like 

 Board meeting schedule/alternate locations 
 
Dates: 
Monday, March 16 from 08:00 – 4:30 p.m.  
Tuesday, March 17 from 08:00 – 4:30 p.m. 
 
Location: 
Granlibakken Resort 
725 Granlibakken Rd.  
Tahoe City, CA 96145 
 
Facilitator(s): 
Director of Community Development is identifying outside facilitator(s) to assist with the retreat. 
 
 
ACTION REQUESTED: 
None. Provided as Committee Report out.   

199 of 202



Page 1 of 2 
 

  

 
QUALITY COMMITTEE 

AGENDA 
Tuesday, February 10, 2015 at 12:00 p.m. 

Eskridge Lobby Conference Room, Tahoe Forest Hospital 
10121 Pine Avenue, Truckee, CA 

 
1. CALL TO ORDER 

 
2. ROLL CALL 

Greg Jellinek, M.D., Chair; John Mohun, Board Member 
 

3. CLEAR THE AGENDA/ITEMS NOT ON THE POSTED AGENDA 
 

4. INPUT – AUDIENCE 
This is an opportunity for members of the public to address the Committee on items which are 
not on the agenda.  Please state your name for the record.  Comments are limited to three 
minutes.  Written comments should be submitted to the Board Clerk 24 hours prior to the 
meeting to allow for distribution.  Under Government Code Section 54954.2 – Brown Act, the 
Committee cannot take action on any item not on the agenda.  The Committee may choose to 
acknowledge the comment or, where appropriate, briefly answer a question, refer the matter to 
staff, or set the item for discussion at a future meeting. 
 

5. APPROVAL OF MINUTES OF: 10/22/2014 ...................................................................... ATTACHMENT  
 
6. ITEMS FOR COMMITTEE DISCUSSION AND/OR RECOMMENDATION  
6.1. Quality Committee Goals 2015 & Charter ................................................................. ATTACHMENT 

 Committee will review the status of 2014 goals and discuss considerations for 2015 goal planning. 
 
6.2. Patient & Family Centered Care (PFCC) .................................................................... ATTACHMENT 

PFCC is a concept that involves partnerships among patients, families, and health care providers.  It 
includes information sharing, dignity and respect, participation in care, and collaboration of policies 
and programs with our patients and their families. 

6.2.1. Patient Advisory Council Update 
The Patient and Family Advisory Council (PFAC) has an active role in improving the patient 
and family care experience by identifying opportunities, gathering and providing feedback 
and perspectives on services, activities, and programs related to patient and family centered 
health care. 

6.2.2. Patient Family Story Presentation 
 

6.3. Board Quality Education 
6.3.1. Baldridge Performance Excellence Education 
6.3.2. Other recommendations 
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QUALITY COMMITTEE – Agenda Continued 
Tuesday, February 10, 2015 

 

*Denotes material (or a portion thereof) may be distributed later. 
 
Note:  It is the policy of Tahoe Forest Hospital District to not discriminate in admissions, provisions of services, hiring, training and employment 
practices on the basis of color, national origin, sex, religion, age or disability including AIDS and related conditions. 
 
Equal Opportunity Employer. The meeting location is accessible to people with disabilities.  Every reasonable effort will be made to 
accommodate participation of the disabled in all of the District’s public meetings.  If particular accommodations for the disabled are needed 
(i.e., disability-related aids or other services), please contact the Executive Assistant at 582-3481 at least 24 hours in advance of the meeting. 
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6.4. Quality Assurance/Performance Improvement Plan   ............................................... ATTACHMENT 
 An overview of the Quality Assurance/Performance Improvement (QA/PI) plan reviewed and 

approved by the Board of Directors at the January 27, 2015 meeting will be provided.  
6.5. Service Excellence 

6.5.1. Patient Satisfaction Survey Benchmarking Comparisons ............................. ATTACHMENT 
Committee will review the HCAHP Top Box Results for Q2 and Q3 2014. 

 
7. REVIEW FOLLOW UP ITEMS / BOARD MEETING RECOMMENDATIONS  

 
8. NEXT MEETING DATE  

The date and time of the next committee meeting will be proposed and/or confirmed. 
  

9. ADJOURN 
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Date:  __________________________________________

Exceed 

Expectations

Meets 

Expectations

Below 

Expectations

1
Overall, the meeting agenda is clear and includes 

appropriate topics for Board consideration
5 4 3 2 1

2
The consent agenda includes appropriate topics and 

worked well
5 4 3 2 1

3
The Board packet & handout materials were sufficiently 

clear and at a ‘governance level’
5 4 3 2 1

4 Discussions were on target 5 4 3 2 1

5 Board members were prepared and involved 5 4 3 2 1

6  The education was relevant and helpful 5 4 3 2 1

7 Board focused on issues of strategy and policy 5 4 3 2 1

8 Objectives for meeting were accomplished 5 4 3 2 1

9  Meeting ran on time 5 4 3 2 1

Please provide further feedback here: 

Tahoe Forest Hospital District

Board of Directors Meeting Evaluation Form

G:\Admin\BoardofDirectors\Forms\MeetingEvaluationForm 202 of 202
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