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GUAM MEMORIAL HOSPITAL AUTHORITY 

Board of Trustees Regular Meeting 
 
 

 

 
Board Members: Lee Webber – Chairman | Frances Mantanona – Vice-chairperson | Dr. Edna Santos – Secretary | Rose Grino, RN – 
Treasurer | Dr. Ricardo Terlaje – Trustee | Valentino Perez – Trustee | Evelyna Akimoto – Ex-officio Member  
Leadership: Theodore Lewis, MBA – Interim CEO | Zennia Pecina, RN – Assistant Administrator of Nursing Services | Florencio Lizama, MD 
– Medical Director | Benita Manglona – Chief Financial Officer | Dr. Hoa Nguyen – Medical Staff President | Joy Villaruel, RN – Acting, 
Compliance Officer 

AGENDA 
Thursday, July 30, 2015 | 6:00 p.m. 

D. L. Webb Conference Room 
 

I. Call meeting to order and determination of quorum 
II. Medical Staff President’s report 

III. Executive Session 
IV. Approval of regular session minutes 

A. May 28, 2015 
 

V. Board Sub-committee reports 
A. Human Resources 

1. Res. 15-61 Relative to commending Dr. Michael Robinson for his dedication and 
commitment to GMHA 

 
B. Joint Conference and Professional Affairs 

1. Res. 15-62 & 63 Relative to Appointments/Reappointments 
 

C. Facilities, Capital Improvement Projects, and Information Technology 
D. Governance, Bylaws, and Strategic Planning 
E. Quality and Safety 

1. Performance Improvement Dashboard – Month 3 (CY-2015, 1Q) 
2. Patient Safety Dashboard (CY-2015, 1Q) 

 
F. Finance and Audit 

1. Financials – June 215 
 

VI. Administrators’ reports 
A. Associate Administrator of Medical services 
B. Chief Financial Officer 
C. Hospital Administrator/CEO 
 

VII. Old Business 
A. Res. 15-64 Relative to honoring the GMHVA for their hard work, dedication, and 

contributions to GMHA 
 

VIII. New Business 
IX. Public Comment 
X. Adjourn  
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Minutes of the regular meeting of the   
Guam Memorial Hospital Authority (GMHA)  

Board of Trustees 
 

May 28, 2015 | 6:00 p.m.| D.L. Webb Conference Room 

ATTENDANCE 

Board Members:  
Frances Mantanona 
Edna Santos, MD 
Rose Grino, RN 
Ricardo Terlaje, MD  
Valentino Perez 
Evelyna Akimoto 
 
Lee Webber – Excused (off-island) 
 
 
 

Hospital Leadership: 
Theodore Lewis 
Dr. Florencio Lizama 
Zennia Pecina, RN 
Benita Manglona 
Joygemma Villaruel, RN 
 
Dr. Hoa Nguyen - Absent 
 
Guest(s): 
Elizabeth Claros – Human Resources 
John Pangelinan - Finance  

I. CALL TO ORDER AND DETERMINATION OF QUORUM – After notices were duly and timely issued pursuant to Title 5 Guam Code Annotated, Chapter 8 
Open Government Law, Section 8107(a) and with a quorum present, Vice-chairperson Frances Mantanona called to order the regular meeting of the GMHA 
Board of Trustees at 6:10 p.m. on Thursday, May 28, 2015 in the D. L. Webb Conference Room of the GMHA located in Tamuning, Guam. 

ISSUE/TOPIC/DISCUSSIONS DECISION(S)/ACTION(S) 
RESPONSIBLE 

PARTY 
REPORTING 
TIMEFRAME 

STATUS 

II. MEDICAL STAFF PRESIDENT’S REPORT 
Dr. Nguyen was not present to provide his report. 

 
No decisions or actions taken.  

 
Dr. Nguyen 

Updates to be 
provided at the 
next regular 
meeting 

Informational 

III. EXECUTIVE SESSION – At the written request of Legal Counsel, Vice-chairperson Frances Mantanona called the meeting into Executive Session.  
Trustee Santos motioned and it was seconded by Trustee Grino to move to Executive Session. Motion carried with all ayes. 

 The minutes of the Executive Session are confidential and kept under separate cover in accordance with Title 5 Guam Code Annotated, Chapter 
8 Open Government Law, Section 8111(c)(7). 

IV. APPROVAL OF REGULAR SESSION MINUTES – The minutes of the April 30, 2015 regular meeting and May 7, 2015 special meeting for the Hospital’s 
FY-2016 budget proposal were reviewed. Trustee Grino motioned and it was seconded to approve the minutes as printed. Motion carried with all ayes. 

V. BOARD SUB-COMMITTEE REPORTS 

A. Human Resources Sub-committee   
1. Trustee Mantanona presented Board Res. 

15-56 through 15-58 Relative to Retirements 
for the following:  
 Jennifer N. Uruo 
 Roberto G. Tuazon, Jr. 
 Agnes S. Quintanilla 

 
Trustee Perez motioned and it was seconded 
by Trustee Santos to approve the resolutions 
as printed. Motion carried with all ayes. 

Trustees 
Mantanona and 
Grino 

Updates to be 
provided at 
each meeting 

Informational 

B. Joint Conference and Professional Affairs 
Sub-committee (JCPA) 
The sub-committee reviewed and supported the 
appointments/reappointments for hospital 
privileges. The following were presented to the 
Board for review and approval: 
1. Res. No. 15-59, Relative to the Appointment 

of Active Medical Staff Privileges (exp. 
04/30/17) for:  
 Ricardo Eusebio, MD 

Trustee Grino motioned and it was seconded 
by Trustee Santos to approve the resolutions 
as presented. Motion carried with all ayes. 

Trustees  
Webber and 
Santos 
 
Medical Director 
 
Medical Staff 
Office 

Reports to be 
provided at 
each meeting 

Informational 
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2. Res. No. 15-60, Relative to the Appointment 
of Provisional Medical Staff  Privileges (exp. 
03/31/16) for: 
 Clarissa Hammer, DO 
 Theodore Mayer, MD 
 Ben Thebaut, MD 
 Jeffrey Shay, MD 
 Eric Wong, MD 

C. Facilities, Capital Improvement, and 
Information Technology Sub-committee 
The sub-committee did not meet during the 
month of May 2015. Meetings would be 
scheduled on an as needed or quarterly basis. 

 
 
No decisions or actions taken. 
 

 Reports to be 
provided at 
each meeting 

Deferred 

D. Governance, Bylaws and Strategic Planning 
Sub-committee 
The sub-committee did not meet during the 
month of May 2015.   Meetings would be 
scheduled on an as needed or quarterly basis. 

 
 
No decisions or actions taken. 

Trustee Terlaje 
 
 

Reports to be 
provided at 
each meeting 

Deferred 

E. Quality and Safety Subcommittee 

 Around the end of November 2014, a letter 
was received from the College of American 
Pathologists notifying the Hospital that its lab 
accreditation was placed on probationary 
status. 
 
Mr. Lewis reported that CAP had provided a 
copy of the letter to CMS and the Joint 
Commission.   
 
Trustee Grino reported that representatives 
from CAP returned the week of 05/17 – 05/23 
to conduct their regularly scheduled survey of 
the lab and found deficiencies (some from a 
previous survey that had not been 
addressed). Some issues included: 
 
 supply management 
 chemical analyzers 
 ensuring coverage for medical director of 

the lab 
 
Trustee Grino stated that the Board had not 
been notified of the lab’s situation. 
 

 
 
 
Management met with CAP representatives 
during an exit interview to discuss the lab’s 
situation.  
 
The laboratory department was in the process 
of developing their actions to address the 
deficiencies. 
 
Management would notify CMS of the 
hospital’s laboratory accreditation. 
 
This item would be a standing item on the 
agenda for the Quality & Safety sub-
committee. 
 
      

Trustees Santos 
and Grino 
 
 
 
 
 

Reports to be 
provided at 
each meeting 

Informational 
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 As for performance improvement efforts, 
documentation remained a challenge for 
clinical staff and was being focused on in 
terms of improvement. 
 

 Trustee Grino reported that some 
departments were asked to evaluate identify 
more significant indicators to monitor. 

F. Finance and Audit Sub-committee 
1. MOU between GMH and Chief Medical 

Examiner’s office for FY-2015 
 
Trustee Mantanona reported that the F&A 
sub-committee supported the MOU with the 
caveat that the CME’s office would make an 
attempt to request additional funding of 
$100K for FY-2015. 
 
Additionally, management may factor the 
loss from providing services to the CME’s 
office into the Hospital’s FY-2016 budget 
proposal.   
 

2. April 2015 Financials 

 
Trustee Grino motioned and it was seconded 
by Trustee Terlaje to approve the resolution 
as presented. Motion carried with all ayes. 
 
 
 
 
 
 
 
 
 
 
 
This item was deferred to the Chief Financial 
Officer’s report. 

Trustee Grino 
 
Trustee 
Mantanona 
 
 

Reports to be 
provided at 
each meeting 

Informational 

VI. ADMINISTRATORS’ REPORTS 

A. Hospital Administrator/CEO’s Report 

 Mr. Lewis reported that progress continued 
with Part I of the cooperative agreement 
between GMH and DEPCOR for pharmacy 
services.   
 

 Ms. Pecina mentioned that a ceremony and 
reception was held for Nurses Day in honor 
of all the hard-working and dedicated nursing 
staff at the Hospital. 

 
No decisions or actions taken.  
 

 
Theodore Lewis 

 
Reports to be 
provided at 
each meeting 

 
Informational 

B. Associate Admin. of Medical Services’ Report 

 Dr. Lizama reported that Dr. Sidell stepped 
down from his position as associate medical 
director effective 06/15/15. He commended 
Dr. Sidell for all his contributions and efforts 
during his tenure in that capacity. 
 

 
Dr. Lizama was aggressively recruiting 
physicians and implemented a “fast-track” 
recruiting process when needed. 

Dr. Lizama Reports to be 
provided at 
each meeting 

Informational 
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 Dr. Lizama reported that recruiting for 
medical staff remained his biggest challenge 
and was his biggest focus for the time being. 

 
 Dr. Lizama reported that he would be closely 

with quality management and utilization 
review to provide more efficient and standard 
care. 

 
 Dr. Lizama commended Dr. Randolph Leon 

Guerrero for continuing to assist with 
coverage at the SNU despite his resignation 
from SNU, effective this month (May 2015). 

 
 Dr. Duenas continued to oversee CMS and 

Joint Commission related activities for the 
medical staff. 

C. Chief Financial Officer’s Report 
1. A draft of the April 2015 financials was 

distributed for the Board’s review. 
  

Mrs. Manglona described April 2015 as the 
“best month” to date as far as billing and 
collections was concerned. 
 
Mr. Perez made inquiries regarding the 
following: 
 collections and payments for accounts 

referred to the Guam Marianas Collection 
Agency and subsidies 

 government subsidies 
 supplies and materials 
 
Mrs. Manglona highlighted the financials and 
answered clarifications from the Board. 

 
2. Mrs. Manglona presented a power point of 

the Hospital’s FY-2016 budget proposal 
($132.7M). 
 
She explained the different factors used to 
develop the proposal (e.g., inflation of 
supplies materials, Medicare 
reimbursements, market share loss, etc.).   

  
At the request of Trustee Perez, Mr. Lewis 
would ensure that an executive summary of 
the Hospital’s financials would be made 
available at each meeting moving forward. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
As recommended by the Board, the 
presentation would be refined prior to 
presenting it to the Legislature. 
 
Trustee Terlaje motioned and it was seconded 
by Trustee Santos to approve the resolution 
as presented. Motion carried with all ayes. 

Mrs. Manglona Reports to be 
provided at 
each meeting 

Informational 
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TARGET KEY:        

Target 
Goal CY2014 1Q 2Q 3Q 4Q COMMENTS

>95%
>90%
<90%
<75%
>95%
>90%
<90%
<75%

>90%
>85%
<85%
<75%
>95%
>90%
<90%
<79%
>90%
>85%
<85%
<75%

>90%

>85%

<85%

<75%

>90%

>85%
<85%
<75%

>95%

>90%

<85%
<75%
>90%

>85%

<85%
<75%

<0.10
<0.25
<0.75
>0.75

ACTUAL ERRORS 173 48
NEAR MISSES 2013 672

< 2.5%

< 5%

< 10%
> 10%

Total # of errors related to ATM ND

>90%
>85%
>75%
<75%

# of patients discharged with FDI
90% 92%

VOLUME INDICATOR

Total # of cases reviewed ND

Anticoagulation 
Therapy Management 

(ATM)

cases where there are one or more instances 
of INR > 5.0 and evidence that Warfarin dose 

was still given without documented 
justification < 5%

ND

# of medication doses DISPENSED 
(inpatient) 0.27 0.28

Anticoagulation 
Therapy Management-

-FDI Coumadin 
Teachings

# of FDI consults ordered for Dietary 
Staff

>85%

NPSG 3:  MEDICATION SAFETY

Medication Errors 
Rate per 1000 

medication doses 
billed (NEAR MISSES & 

ACTUAL ERRORS)

# of ACTUAL medication errors*1000
<0.25

VOLUME INDICATOR

RADIOLOGY - Critical 
Results Reporting

# of critical test result samples correctly 
reported and documented on logsheet

>95%

SPECIAL SERVICES - 
Critical Results 

Reporting

# of critical test result samples correctly 
reported and documented on logsheet

>90%
total # of critical test result samples 

audited 96% 96%

total # of critical test result samples 
audited 100%

RESPIRATORY - 
Critical Results 

Reporting

# of critical test result samples correctly 
reported and documented on logsheet

>85%

total # of critical test result samples 
audited 100% 98%

total # of critical test result samples 
audited 88% 85%

LABORATORY - 
Critical Results 

Reporting

# of critical test result samples with 
documented readback on LIS

>95%

NURSING - Critical 
Test/Critical Results 

Reporting 
Documentation - ER 

(outpatients)

*NOTE - Data only reflects the month of January; February 
and March data are pending submission.

MD Documentation in Medical Record 100% *100%

Nursing staff taking action to contact 
patients whether successful or not

Documentation compliance

>95%
100% *100%

100% *100%

New Concurrent Auditing Process began in February; involves 
Nursing Unit Supervisors and Pro-Support Servicing Departments.

# of critical test/critical results 
MD notification documented

89% 94%

NURSING - Critical 
Test/Critical Results 

Reporting

# of  MD notification within 60 
minutes of report time

>90%

# of critical test/critical results 
sample

55% 90%

NPSG 2:  EFFECTIVE COMMUNICATION
NURSING - Critical 

Test/Critical Results 
Reporting 

Documentation

# of documented MD 
notification of critical 

>85%

New Concurrent Auditing Process began in February; involves 
Nursing Unit Supervisors and Pro-Support Servicing Departments.

Total number of observations
98% 99%

PATIENT SAFETY DASHBOARD
CALENDAR YEAR 2015

REPORT DATE:  June 18, 2015

TARGET KEY

NPSG 1:  PATIENT IDENTIFIERS

Patient Identifiers--
Labeling of 
specimens

# of observations in compliance
>90%

Total number of observations
98% 99%

Patient Identifiers # of observations in compliance
>90%

GUAM  
MEMORIAL 
HOSPITAL 
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TARGET KEY:        

Target 
Goal CY2014 1Q 2Q 3Q 4Q COMMENTSTARGET KEY

    # ON ENOXAPARIN ND
# ON HEPARIN DRIP AND HEPARIN 

SQ ND

# ON WARFARIN ND

< 1.0
< 5.0
> 5.0
> 7.0

Gastrointestinal Infections 0 15 1
Blood Stream Infections 0 33 4
Urinary Tract Infections 0 89 14
Surgical Site Infection 0 12 1

Hospital Acquired Pneumonia 0 30 3
Ventilator Associated Pneumonia 0 6 1

Skin and Soft Tissue Infection 0 61 11
<0.73
<0.78
<0.84
>0.87
<1.6
<3.1
<6.9
>6.9

<0.38
<0.49
<0.58
>0.66
<1.6
<3.1
<6.1
>6.1
>95%
>85%
>75%
<75%
>95%
>90%
>80%
<80%

FLASH 
STERILIZATION

Total # of Flash sterilization 23 9
1Q (January) - insufficient supply of the following: Myringo 
instruments, suction tip (Fr 3,5,6), ER speculum, Alligator clamp, 
Light handles, and Bookwalter Retractor.

>95%
>85%
>75%
<75%
> 98%
> 95%
> 85%
< 85%
< 3.0
< 8.1

< 10.0
> 10.0

6 1
0

<1.5
<3.2
>3.2

0

# of ventilator days            
0

TOTAL OCCURRENCE

Ventilator Associated 
Pneumonia--NICU

# of VAP*1000/ <1.5

# of ventilator days            
4.9 2.4

TOTAL OCCURRENCE

Ventilator Associated 
Pneumonia Rate--ICU

# of VAP*1000/
<8.1

Surgical Site 
Infection - Cases 

WITHOUT infection 
(based on SSI Survey 

Rec'd)

# of cases WITHOUT infection

> 95%

Total SSI Survey Sent out 98% 100%

Via SSI Survey Responses - (1) in Jan, (1) in Feb, and (1) in 
March.

Total Survey Response Rec'd 99.3%

REVISED/ 
NEW FOR 

CY2015

Total cases reviewed 98% 96%

Prophylactic 
Antibiotic 

discontinued within 
24 hours post 

operatively

Total cases compliant

>90%

VOLUME INDICATOR

Surgical Site 
Infection - Survey 

Response

Total Survey Response Rec'd

>85%

Prophylactic 
Antibiotic 

Administration

Total cases compliant-administered 1 
hour prior to cut time

>85%

Catheter Related BSI 
per Central Line Days 

in the ICU

# of ICU CR-BSI *1000

<3.1
ICU Central Line Days 3.49 0

Total cases reviewed 90% 90%

Central Line Device 
Usage Rate

ICU Central Line Days

<0.49

# of ICU Catheter days
3.69 0

ICU Patient Days 0.42 0.48

Catheter Associated 
UTI Infections per 

Urinary Catheter Days 
in ICU

# of CA-UTI *1000
<3.1

HAI Occurrences

VO
LU

M
E 

IN
DI

CA
TO

R
Urinary Catheter 

Device Usage per ICU 
Patient Days

# of urinary catheter days
<0.78

# of discharges
1.87 1.28

# of ICU Patient Days
0.60 0.71

ANTICOAGULATION 
USAGE

VOLUME INDICATOR

NPSG 7:  INFECTION CONTROL 

Hospital Acquired 
Infections 

# of HAI
<5.0%

 
 

Doc. No. 33GL-15-0710



TARGET KEY:        

Target 
Goal CY2014 1Q 2Q 3Q 4Q COMMENTSTARGET KEY

    

Nursing
94% 93%

Sample size 1126 254

Medical Staff
78% 82%

Sample size 317 77

Operations (housekeeping)
73% 78%

Sample size 186 40

Professional Support
83% 83%

Sample size 492 127

>98%
>90%

75-90%

<75%

>98%

>90%

75-90%

<75%

<0.5
<2.0
<3.5
>3.5

Total Fall Occurrences 82 17

>95%

>90%

<90%

<80%

>95%

>90%

<90%

<80%

>95%

>90%

<90%

<80%

>95%

>90%

<90%

<80%

>90%

>85%

<85%

<75%

100%

>90%

Time-Out Verbally Called 75-90% 100% 100%
All activity CEASED <75% 99% 99%

Confirmed Correct Patient (2 identifiers) 100% 100%

Confirmed Correct Procedure 100% 100%

Confirmed Correct Side/Site 100% 100%

Confirmed Correct Patient Position 100% 100%

Confirmed Correct Radiographs 100% 100%

UNIVERSAL PROTOCOL

TIME OUT (Operating 
Room) - new criteria

OVERALL COMPLIANCE

> 90% 98.6% 99.4%

*Note - Lacks data from ER

# of identified suicide risk patients
78% *100%

Completed 
Environmental 
Assessment

# of environmental assessment 
completed

>90%

*Note - Lacks data from ER

# of identified suicide risk patients
96% *100%

Suicide Risk Referred 
to Mental Health 

Consult

# of patients directly transferred to 
Mental Health for consultation

>90%

Suicide Discharge 
Instructions

# of discharge instructions provided to at 
risk patients and documented

>85%

Ongoing Suicide 
Assessment

# of completed on going assessments 
per protocol

>90%

*Note - Lacks data from ER

*Note - Lacks data from ER

# of identified suicide risk patients
82% *100%

# of identified suicide risk patients
97% *100%

*Note - Lacks data from ER

# of identified suicide risk patients
100% *100%

VOLUME INDICATOR

NPSG 15:  SUICIDE RISK 

Initial Suicide 
Assessment

# of complete suicide assessments

>90%

# of patient days
2.81 1.58

NPSG 9:  FALL PREVENTION

FALL RATE--GMHA 
(average for the 

quarter) 

# of falls*1000/ <2.0%

Home Medication forms were not being completed. Rehab Dept. 
changed or introduced the following processes: (1) AA or Tech will 
assist with ensuring forms are completed, (2) forms will be placed 
in one consistent location within all charts, (3) more frequent 
chart reviews to identify fallouts and complete documentation.  
1:1 counseling provided.

# OF CHART REVIEWS
91% 85%

HOME MEDICATION 
COMPLETED 

(REHAB)

# OF HOME MEDICATION LISTING 
COMPLETED ON ADMISSION

> 90%

# OF CHART REVIEWS
85% 86%

NPSG 8:  MEDICATION RECONCILIATION

HOME MEDICATION 
COMPLETED 
(INPATIENTS)

# OF HOME MEDICATION LISTING 
COMPLETED ON ADMISSION

> 90%

Audit results for 1Q were unavailable until mid-June (it also included 
April & May data).  The lateness was attributed to the auditor's 
inability to conduct timely audit due to competing priorities.  Unit 
Supervisors were asked to analyze why documentation fallouts 
persist.  A Refresher-Training guide was provided to all Unit 
Supervisors to use for training during monthly staff meetings.

<70%

Hand Hygiene 
Compliance 

# of compliant Hand Hygiene 
Observation/

> 98%

> 90%

Hand Hygiene 
Compliance 
Breakdown

70-90%

# of observation
>90% 87% 87%
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TARGET KEY:        

Target 
Goal CY2014 1Q 2Q 3Q 4Q COMMENTSTARGET KEY

    Confirmed Correct Implants and equipment 100% 100%

Site Marking Visible 94% 98%

Documentation of Time-Out 100% 100%

100%

>90%

Time-Out Verbally Called 75-90% 96% 99%

All activity CEASED <75% 95% 99%
HCW Confirmed Correct Patient (2 

identifiers) 95% 100%

HCW Confirmed Correct Procedure 96% 100%

HCW Confirmed Correct Side/Site 96% 100%

HCW - Site Marking Visible 96% 100%

Proceduralist - verified procedure 96% 96%

Proceduralist - verified site/side 96% 96%

Documentation of Time-Out 96% 99%

sentinel events 0 1 0
Delays in Treatment 0 129 21

Against Medical Advice 0 113 31
Elopements 0 809 136

BLOOD USAGE STATS - SEE ATTACHMENT I
FALL RATE - SEE ATTACHMENT II
MEDICATION ERROR RATE - SEE ATTACHMENT III
RRT DATA (collected by Quality Improvement Specialists in QM Dept.) - SEE ATTACHMENT IV

OTHERS

RISK MANAGEMENT 
INFORMATION

VOLUME 
INDICATOR

TIME OUT (Radiology - 
procedures outside 
of OR) - new criteria

OVERALL COMPLIANCE

> 90% 96% 99%
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PURPOSE
To compile statistical data which may be useful in identifying problems, opportunities to improve and planning activities.

RESPONSIBILITIES
The Lab/BB will                                                                                                               
•  maintain blank forms and enter data monthly
•  submit completed forms to TTC monthly

The TTC will review and analyze data monthly and yearly.

JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC TOTAL

413 345 438 373 467 0 0 0 0 0 0 0 2036

348 283 405 284 419 0 0 0 0 0 0 0 1739

16 31 15 16 15 0 0 0 0 0 0 0 93

45 28 14 70 28 0 0 0 0 0 0 0 185

4 3 4 35 5 0 0 0 0 0 0 0 51

6 8 10 15 13 0 0 0 0 0 0 0 52

0 11 0 0 0 0 0 0 0 0 0 0 11

0 0 0 0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0 0 0 0

0 0 0 0 10 0 0 0 0 0 0 0 10

0 1 0 0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0 0 0 0

444 422 466 440 481 0 0 0 0 0 0 0 2253

589 463 576 550 641 0 0 0 0 0 0 0 2819

165.0 129.0 149.0 152.0 130.0 #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

289 218 256 361 184 0 0 0 0 0 0 0 1308

3 0 0 30 72 0 0 0 0 0 0 0 105

2 2 1 2 3 0 0 0 0 0 0 0 10

175 115 117 182 136 0 0 0 0 0 0 0 725

508 355 384 361 492 0 0 0 0 0 0 0 2100

432 325 339 335 426 0 0 0 0 0 0 0 1857

0 0 0 0 0 0 0 0 0 0 0 0 0

70 24 35 14 38 0 0 0 0 0 0 0 181

0 0 0 0 0 0 0 0 0 0 0 0 0

0 1 3 3 0 0 0 0 0 0 0 0 7

6 7 7 9 0 0 0 0 0 0 0 0 29

6 7 10 17 21 0 0 0 0 0 0 0 61

1 2 2 8 7 0 0 0 0 0 0 0 20

5 5 8 9 14 0 0 0 0 0 0 0 41

16 23 50 0 0 0 0 0 0 0 0 0 89

62 35 26 0 0 0 0 0 0 0 0 0 123

2 2 0 0 0 0 0 0 0 0 0 0 4

0 0 0 0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0 0 0 0

2 2 0 0 0 0 0 0 0 0 0 0 4

0 0 0 0 1 0 0 0 0 0 0 0 1

0 0 0 0 0 0 0 0 0 0 0 0 0

0 0 0 0 8 0 0 0 0 0 0 0 8

0 0 0 0 4 0 0 0 0 0 0 0 4

Monthly review by Lab and TTC Yearly Review
Problems Identified       Ye s      No           Opportunitie s  to Improve        Ye s      NoTrends Noted       Y                           

BB Supervisor Initial__________     Date__________  BB Supervisor Initial__________     Date__________  
                TTC Initial__________     Date__________                  TTC Initial__________     Date__________  
COMMENTS
________________________________________________________________________________________________________________________________________

Routing:  1)BB initiates     2)TTC     3)QM
Completed forms filed in *Lab/BB    *MSO     *PI Coordinator

PATIENTS TRANSFUSED

CT Ratio: XM/TX

PATIENTS CROSSMATCHED

♦NO. OF INCOMPATIBLE CROSSMATCH

♦♦NO. OF RH NEG OB PATIENTS

SDP

PLATELETS (SDP)-LOCAL PHERESIS

UNITS RECEIVED FROM USNH

UNITS REQUESTED FROM USNH (SDP)

COMPONENTS REC'D FR. RED CROSS

PRBC (LEUKOCYTE REDUCED)

CMV NEGATIVE LRC PRBC

FRESH FROZEN PLASMA

COMPONENT TRANSFUSED

PRBC

PC ALIQUOTS

FRESH FROZEN PLASMA

TOTAL UNITS ISSUED TO USNH

NO. OF OCCURRENCES/REPORTS

♦NO. OF TYPE & SCREEN REQUESTS

PRBC CROSMATCHED

TOTAL UNITS ISSUED TO CHC

NO. OF CASES REFERRED TO TTC

PACKED CELLS

PLATELETS

SINGLE UNIT TRANSFUSIONS (Adults)

TRANSFUSION COMPLICATIONS

2 UNIT TRANSFUSION 

FFP ALIQUOT

PLATELETS (SDP)

PLATELETS (SPLIT UNITS)

NO. OF UNITS EMERGENCY RELEASED

FRESH FROZEN PLASMA (ALQ)

PLATELETS (SDP)

COMPONENTS WASTED (FFP ORDERED-NOT USED)

HEMOLYTIC RX

SOB (TRALI?)

COMPONENTS EXPIRED ON SHELF

PRBC (ALQ)

TRANSMITTED INFECTION 

OTHER
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MEDICATION ERROR RATE

CY 2015

MEDICATION ERROR PER 1000 DISPENSED RATE JAN FEB MAR Q1 APR MAY JUN Q2 JUL AUG SEP Q3 OCT NOV DEC Q4

0.24 0.23 0.35 0.28 0.00 0.00 #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

# of actual medication errors *1000 15 12 21 48 0 0 0
# of dispensed medication (inpatient) 62,128 52,276 59,492 173896 54,008 52,568
      Sample rate:  100%

      Frequency:  monthly

      Performance Measure:  

      ¨ Volume + Flow     ¨ Education & Competency

      ¨ Cost & Efficiency    ¨ Customer Satisfaction

    x Process & Output     x Patient Outcomes

     x Risk management, safety, and/or infection control

      Data Collection Method:  Patient Safety Form

JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC CY15

ACTUAL 15 12 21

NEAR MISSED - REPORTED 0 0 0 0 0 0 0 0 0 0 0 0

NEAR MISS-PHARMACY 8 17 24 26

NEAR MISS-NURSING 9 25 39 37

NEAR MISS-DRUG 

INTERVENTIONS 163 208 179 198

Desired Outcome:  GMHA will have a less than 0.05 Medication error 
rate by the end of CY2015

ACTUAL ERRORS vs. NEAR 
MISSED

0.00
0.20
0.40
0.60
0.80
1.00
1.20
1.40
1.60
1.80
2.00

JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC

MEDICATION ERROR RATE 

MEDICATION ERROR RATE
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Procurement 0 0 0 0 0 0 0 0 0 0 0 0 0

Prescribing 1 0 1 0 0 0 0 0 0 0 2

Transcription 0 0 0 0 0 0 0 0 0 0 0 0 0

Dispensing 1 1 0 0 0 0 0 0 0 0 0 0 2

Administering 12 7 12 0 0 0 0 0 0 0 0 0 31

Monitoring 1 3 5 0 0 0 0 0 0 0 0 0 9

Documenting 0 1 3 0 0 0 0 0 0 0 0 0 4

Prescribing 0 1 0 0 0 0 0 0 0 0 0 0 1

Omission 7 4 3 0 0 0 0 0 0 0 0 0 14

Wrong Patient 1 0 1 0 0 0 0 0 0 0 0 0 2

Wrong Time 1 1 2 0 0 0 0 0 0 0 0 0 4

Wrong Route 0 0 0 0 0 0 0 0 0 0 0 0 0

Wrong Dose 0 0 0 0 0 0 0 0 0 0 0 0 0

Wrong Administration 

Technique 0 0 1 0 0 0 0 0 0 0 0 0 1

Wrong Dosage Form 0 0 0 0 0 0 0 0 0 0 0 0 0

Wrong Drug Preparation 0 0 0 0 0 0 0 0 0 0 0 0 0

Allergic Reaction 0 0 1 0 0 0 0 0 0 0 0 0 1

Allergy Not Documented 0 0 0 0 0 0 0 0 0 0 0 0 0

Incorrect or Absent 

Documentation 0 0 0 0 0 0 0 0 0 0 0 0 0

Illegible Order 0 0 0 0 0 0 0 0 0 0 0 0 0

Failure to Follow Policy & 

Procedure 0 0 0 0 0 0 0 0 0 0 0 0 0

Infiltration 0 2 0 0 0 0 0 0 0 0 0 0 2

Extravasation 1 1 5 0 0 0 0 0 0 0 0 0 7

Improper dose/quantity 3 1 5 0 0 0 0 0 0 0 0 0 9

Unauthorized (wrong) drug 2 0 0 0 0 0 0 0 0 0 0 0 2

Other: 0 2 3 0 0 0 0 0 0 0 0 0 5

NODE

TYPE OF ERROR
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A 0 1 1 0 0 0 0 0 0 0 0 0 2

B 1 0 4 0 0 0 0 0 0 0 0 0 5

C 12 8 3 0 0 0 0 0 0 0 0 0 23

D 2 2 10 0 0 0 0 0 0 0 0 0 14

E 0 1 3 0 0 0 0 0 0 0 0 0 4

F 0 0 0 0 0 0 0 0 0 0 0 0 0

G 0 0 0 0 0 0 0 0 0 0 0 0 0

H 0 0 0 0 0 0 0 0 0 0 0 0 0

I 0 0 0 0 0 0 0 0 0 0 0 0 0

JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC CY15

ER 1 3 10 0 0 0 0 0 0 0 0 0 14

HEMO 3 0 0 0 0 0 0 0 0 0 0 0 3

ICU 0 0 0 0 0 0 0 0 0 0 0 0 0

LD 0 0 0 0 0 0 0 0 0 0 0 0 0

MSW 0 3 1 0 0 0 0 0 0 0 0 0 4

NURS/NICU 0 0 0 0 0 0 0 0 0 0 0 0 0

OBW 0 0 0 0 0 0 0 0 0 0 0 0 0

OR 0 0 1 0 0 0 0 0 0 0 0 0 1

PEDS/PICU 0 0 2 0 0 0 0 0 0 0 0 0 2

SURG 6 4 3 0 0 0 0 0 0 0 0 0 13

TELE-PCU 2 2 2 0 0 0 0 0 0 0 0 0 6

PHARMACY 1 0 0 0 0 0 0 0 0 0 0 0 1

RADIOLOGY 1 0 1 0 0 0 0 0 0 0 0 0 2

RESPIRATORY 0 0 0 0 0 0 0 0 0 0 0 0 0

REHAB 0 0 0 0 0 0 0 0 0 0 0 0 0

SPECIAL SERVICES 0 0 0 0 0 0 0 0 0 0 0 0 0

SNU 1 0 1 0 0 0 0 0 0 0 0 0 2

SEVERITY LEVEL

LOCATION

Severity Level Description:  CATEGORY A:  Circumstances or events that have the capacity to cause error.  CATEGORY B:  An error occurred but the error did not reach the patient.  CATEGORY C:  An error 
occurred that reached the patient but did not cause patient harm.  CATEGORY D:  An error occurred that reached the patient and required monitoring to confirm that it resulted in no harm to the patient 
and/or required intervention to preclue harm.  CATEGORY E:  An error occurred that may have contributed to or resulted in temporary h arm to the patient and required interventions.  CATEGORY F:  An error 
occurred that may have contributed to or resulted in temporary harm to the patient and required prolonged hospitalization.  CATEGORY G:  An error occurred that required intervention necessary to sustain 
life.  CATEGORY I:  An error occurred that may have contributed to or resulted in the patient's death 
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   FALL PREVALENCE RATE PER 1000 PATIENT DAYS JAN FEB MAR Q1 APR MAY JUN Q2 JUL AUG SEP Q3 OCT NOV DEC Q4

1.79 1.77 1.15 1.58 0.93 1.97 2.85 1.88 #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

     # of fall occurrences * 1000--acute areas 7 6 4 17 3 7 8 18
     # of patient days (ICU, MS, SURG, TELE-PCU) 3921 3389 3474 10784 3214 3561 2803 9578
      Sample rate:  100%

      Frequency:  monthly

      Performance Measure:  

      ¨ Volume + Flow     ¨ Education & Competency

      ¨ Cost & Efficiency    ¨ Customer Satisfaction

    x Process & Output     x Patient Outcomes

     x Risk management, safety, and/or infection control

      Data Collection Method:  Patient Safety Form

SNU FALL RATE PER 1000 PATIENT DAYS JAN FEB MAR Q1 APR MAY JUN Q2 JUL AUG SEP Q3 OCT NOV DEC Q4

3.19 4.94 0.00 2.58 4.51 1.63 0.00 2.10 #DIV/0! #DIV/0! #DIV/0! #DIV/0!
     # of fall occurrences*1000 2 3 0 5 3 1 0 4

     # of patient days 627 607 706 1940 665 614 628 1907

Desired Outcome:  GMHA will have a less than 2.00 fall prevention 
rate by the end of CY2014

0.00

0.50

1.00

1.50

2.00

2.50

3.00

JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC

GMHA FALL RATE 
CY 2014 

FALL RATE

0.00

1.00

2.00

3.00

4.00

5.00
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JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC

SNU FALL RATE CY 2014 

FALL RATE
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JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC CY2015

ICU 2 0 1 0 0 1 0 0 0 0 0 0 4
MSW 1 2 0 0 2 3 0 0 0 0 0 0 8

TELE-PCU 0 1 3 0 1 2 0 0 0 0 0 0 7
PEDS/PICU 1 0 0 0 1 0 0 0 0 0 0 0 2

SURG 1 3 0 3 2 2 0 0 0 0 0 0 11
HEMO 0 0 0 0 0 0 0 0 0 0 0 0 0

ER 2 0 0 0 1 0 0 0 0 0 0 0 3
ANCILLARY 0 0 0 0 0 1 0 0 0 0 0 0 1

SNU 2 3 0 3 1 0 0 0 0 0 0 0 9
Visitor 0 0 0 0 0 0 0 0 0 0 0 0 0

AM SHIFT 5 0 1 1 3 1 0 0 0 0 0 0 11
PM SHIFT 3 5 2 2 2 3 0 0 0 0 0 0 17
GY SHIFT 1 4 1 2 3 4 0 0 0 0 0 0 15

1 3 1 5 3 2 0 0 0 0 0 0 15

WITNESSED 1 0 1 1 4 1 0 0 0 0 0 0 8
ASSISTED 0 1 0 0 3 1 0 0 0 0 0 0 5
REPEATED 0 2 0 1 0 1 0 0 0 0 0 0 4

BATHROOM 1 2 0 0 1 2 0 0 0 0 0 0 6
BEDSIDE 8 7 3 6 7 6 0 0 0 0 0 0 37
WALKWAY 0 0 0 0 0 0 0 0 0 0 0 0 0
OTHERS 0 0 0 0 0 0 0 0 0 0 0 0

DRY 9 9 4 6 8 8 0 0 0 0 0 0 44
WET 0 0 0 0 0 0 0 0 0 0 0 0 0
SLIPPERY 0 0 0 0 0 0 0 0 0 0 0 0 0
DAMAGED 0 0 0 0 0 0 0 0 0 0 0 0 0

NONE 7 9 2 5 6 7 0 0 0 0 0 0 36
PHYSICAL 1 0 1 0 0 0 0 0 0 0 0 0 2
CHEMICAL 0 0 0 0 0 0 0 0 0 0 0 0 0
SIDERAILS X 4 1 0 1 1 2 1 0 0 0 0 0 6

FALL OCCURRENCE

FLOOR CONDITION

RESTRAINT USE

SHIFT OCCURRENCE

TYPE OF FALL

LOCATION OF FALL

OCCURRENCE 1HR BEFORE/AFTER SHIFT
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OPIODS 1 0 0 0 0 0 0 0 0 0 0 0 1
SEDATIVE 2 1 1 0 0 1 0 0 0 0 0 0 5
ANTICONVULSANTS 0 0 0 0 0 0 0 0 0 0 0 0 0
CARDIAC MEDS 0 2 1 2 2 1 0 0 0 0 0 0 8
DIABETIC MEDS 0 0 0 0 1 0 0 0 0 0 0 0 1

MENTAL STATUS 5 1 2 5 3 6 0 0 0 0 0 0 22
TOILETING ATTEMPT 1 6 2 0 3 2 0 0 0 0 0 0 14
BED NOT IN LOWEST 
POSITION 0 0 0 0 0 0 0 0 0 0 0 0 0
EQUIPMENT 0 0 0 0 0 0 0 0 0 0 0 0 0

IMPROPER FOOTWEAR 0 1 0 0 0 0 0 0 0 0 0 0 1
WHEELCHAIR/BED NOT 
LOCKED 0 0 0 1 1 0 0 0 0 0 0 0 2
LIGHTING 0 0 0 0 0 0 0 0 0 0 0 0 0
STAFFING ISSUE 0 0 0 0 1 0 0 0 0 0 0 0 1

NONE 6 9 3 5 8 7 0 0 0 0 0 0 38
MINOR 3 0 1 1 0 1 0 0 0 0 0 0 6
MAJOR 0 0 0 0 0 0 0 0 0 0 0 0 0
DEATH 0 0 0 0 0 0 0 0 0 0 0 0 0

TYPE OF INJURIES

MEDICATION USE

CONTRIBUTING FACTORS
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Month: January 1, 2015

RRT Location ER CCU NICU TELE MED/SURG HEMO TOTAL
Number of Cases
Level of Care:
AMBULATORY
          ER
          CCU
          PCU
          TELE

ACUTE
Outcome:
          Coded
          Prevented

CODE 72 Location ER CCU NICU TELE MED/SURG HEMO TOTAL
Number of Codes 14 4 3 4 4 1 30
Initiated by ALS 4 4
LEVEL OF CARE
          ER 13 13
          CCU 1 4 2 7
          PICU
          PCU 2 2
          NICU 3 3
          TELE

ACUTE 4 1 5
OUTCOME
Expired 11 2 3 1 1 18
Resuscitated 3 2 3 3 1 12
Admitted (ICU) 2
Expired same day 1 I pt = 2 codes 1 pt = 2 codes

RRT AND CODE 72
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Month: February, 2015

RRT Location ER CCU PICU TELE MED/SURG SURG HEMO TOTAL
Number of Cases 1 1 1 3
Level of Care:
AMBULATORY
          ER
          CCU
          PCU
          TELE 1 1

ACUTE 1 1 2
Outcome:
          Coded 1 1
          Prevented 1 1 2

CODE 72 Location ER CCU PICU TELE MED/SURG SURG TOTAL
Number of Codes 16 3 3 2 2 2 28
Initiated by ALS 3 3
LEVEL OF CARE
          ER 13 13
          CCU 3 3 6
          PICU 3 3
          PCU
          NICU
          TELE 2 2

ACUTE 2 2 4
OUTCOME
Expired 8 1 2 11
Resuscitated 8 2 1 2 2 2 17
Admitted (ICU) 7
Expired same day 1

1 PT = 2 CODES 1 PT = 2 CODES

RRT AND CODE 72
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Month: March, 2015

RRT Location ER CCU NICU OR RADIOLOGY SURG MED/SURG TELE TOTAL
Number of Cases 2 2
Level of Care:
AMBULATORY
          ER
          CCU
          NICU
          TELE 2 2

ACUTE
Outcome:
          Coded 1 1
          Prevented 1 1

CODE 72 Location
Number of Codes 13 4 1 1 1 2 1 1 24
Initiated by ALS 4 4
LEVEL OF CARE
          ER 11 11
          CCU 2 4 1 7
          PICU
          NICU 1 1
          TELE 1 1

ACUTE 1 2 1 4
OUTCOME
Expired 8 2 1 11
Resuscitated 5 2 1 1 2 1 1 13
Admitted (ICU) 3 3
Expired same day 2 2

1 PT = 4 CODES 1 PT = 2 CODES

RRT AND CODE 72
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CORE 
VALUES

DEPT. INDICATORS / MEASURES GOAL CY2014 1Q 2Q  3Q  4Q 2015

A, E, Q OB, NURSERY,               
L&D, PEDS

Pain Management 95% 98% 99% 99%

HL/IV Maintenance 95% 97% 98% 98%
Patient Identification Bands 90% new for CY2015 99% 99%
Feeding/Medication Tube Maintenance 90% new for CY2015 97% 97%
Suicide Risk Management 90% 100% 100% 100%

Q, S Patient/Family Education & Usage of PPE for TBP 90% new for CY2015 86% 86%
Cart and Rooms Checklists 95% 97% 99% 99%
High Risk / High Alert Medication 90% 90% 92% 92%
OB Tracevue Documentation 95% 97% 97% 97%
Admission Documentation (Licensed staff) 98% 100% 100% 100%
Accuracy of Electronic Documentation 98% new for CY2015 99% 99%

Accurate Accounts Payable Documentation > 95% 99% 100% 100%
Financials Completed by 10th Business Day > 95% 89% 100% 100%

A, C Budget to Actual Reports Released by 15th Day > 95% 100% 100% 100%
Accurate Payroll > 95% 99.7% 99.7% 99.7%
Physician Time Study Forms Signed > 90% new for CY2015 80% 80%
Payroll Daily/Weekly Reports with documented Manager 
Responses

> 85% 80% 60% 60%

Timekeeping Adjustments performed by Payroll Staff < 7.5% 3% 3% 3%

Forensic Guards Oriented to Forensic Policy 90% new for CY2015 100% 100%
Guarding ED Post for All Shifts 90% new for CY2015 60% 60%
CCTV Functioning Cameras 95% new for CY2015 72% 72%
Employees ID Badge Compliance 90% new for CY2015 68% 68%
Distribution - % of stock items issued from warehouse 
within 7 days of request

90% 81% 81% 81%

Stock Control - % of total stock items available for issue 
from the warehouse

85% 92% 89% 89%

Procurement - % of total requisition converted to purchase 
order within 8 days of fund certification

85% 85% 88% 88%

A, E, S CSR - Total critical care inventory available & ready for issue 
in CSR

85% 82% 89% 89%

A, C Report of Survey - % of total inventory disposed relative to 
total value of inventory

< 1% 1% 2% 2%

Guam Memorial Hospital Authority

Performance Improvement Dashboard - Divisions Month 3

NURSING SERVICES DIVISION - Maternal Child Health (MCH) Units - JANUARY, FEBRUARY, MARCH 2015

A, Q, S

PEDS

NURSERY

OPERATIONS DIVISION - JANUARY, FEBRUARY, MARCH 2015

A, Q, S
L&D

OB 

FISCAL SERVICES DIVISION - JANUARY, FEBRUARY, MARCH 2015

A
FINANCE

A PAYROLL

A, E, S SECURITY

A, E

MATERIALS 
MANAGEMENT
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CORE 
VALUES

DEPT. INDICATORS / MEASURES GOAL CY2014 1Q 2Q  3Q  4Q 2015
             A, S Recall & Alert Notice Reports - Responses from 

Departments
> 95% 85% 92% 92%

Guam Emergency Management Healthcare Coalition 
Members' Participation in Full Scale Exercises

new for CY2015 80% 80%

Accurate Blood Gas Slip Documentation 90% new for CY2015 81% 81%
CAP Proficiency Testing (Successful Results) 100% new for CY2015 100% 100%
Preventative Maintenance Completion Documented 95% new for CY2015 100% 100%

A, S, Q Outpatient Medication Reconciliation 90% 91% 85% 85%
Interdisciplinary Plan of Care Documentation 90% 97% 100% 100%
Chart Reviews 80% new for CY2015 100% 100%
SNU Documentation 90% 93% 93% 93%
Case Closures within 7 days of Discharge 90% 94% 97% 97%
Home Health Care Referrals ordered 48 hrs or more prior to 
Discharge

80% 87% 82% 82%

Cases acknowledged by SW within 2 hours 90% 96% 99% 99%
Cases with SW intervention within 4 hours 90% 98% 98% 98%

Surgical Care Improvement Project (SCIP) Process of Care 
Measures

> 85%

CMS Abstraction and Reporting Tool (CART) - Core 
Measures - (AMI, HF, PN)

> 85%

Total # of Patients with return ER visits within 48 hours for 
the same or related complaints

? 198 0

% of Patients that revisited ER (within 48 hours) with the 
same complaint after having left AMA or Eloped during the 
1st visit

? 7% #DIV/0!

% of Patients that were admitted after ER revisit (within 48 
hours)

? 21% #DIV/0!

% of Patients that were discharged after ER revisit (within 
48 hours)

? 79% #DIV/0!

A, E, Q SOCIAL SERVICES

 

A, S PLANNING

PRO-SUPPORT DIVISION - JANUARY, FEBRUARY, MARCH 2015

A, C, E RESPIRATORY

REHABILITATIVE SVCS.A, C, E

Cumulative 
tracking

PATIENT SAFETY COMMITTEE DASHBOARD - PLEASE SEE ATTACHED

MEDICAL SERVICES DIVISION - JANUARY, FEBRUARY, MARCH 2015

A, C, Q QUALITY IMPROVEMENT PLEASE SEE ATTACHED CART AND SCIP TABLE

A, S, Q RISK MANAGEMENT
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1Q 2Q 3Q 4Q
07/01 - 09/31 10/01 - 12/31 01/01 - 03/31 04/01 - 06/31

2014 2014 2015 2015

Aspirin on Arrival 100% 54/54 100% 54/54
Aspirin on Discharge 98% 46/47 98% 46/47
Given ACE Inhibitor or ARB for LSVD 85% 11/13 85% 11/13
Beta Blockers given on discharge 100% 44/44 100% 44/44
Fibrinolytic Meds within 30 minutes of arrival 25% 1/4 25% 1/4
Given a prescription of statin at discharge 94% 46/49 94% 46/49

Blood culture performed within 24 hours prior to or 
24 hours after hospital arrival for patients who were 
transferred or admitted to the ICU within 24 hours 
of hospital arrival

75% 3/4 75% 3/4

Blood cultures performed in the emergency 
department prior to initial antibiotic received in 
hospital

67% 14/21 67% 14/21

Initial antibiotic selection for Community Acquired 
Pneumonia (CAP) in immunocompetent patients 
(CMS)

70% 28/40 70% 28/40

Initial antibiotic selection for Community Acquired 
pneumonia (CAP) in immunocompetent (ICU) 
patients (The Joint Commission)

** ** ** **

Initial antibiotic selection for Community Acquired 
Pneumonia (CAP) in immunocompetent Non-ICU 
patients  (The Joint Commission)

** ** ** **

Given discharge instructions 100% 15/15 100% 15/15
Given evaluation of LVS Function 100% 15/15 100% 15/15
ACEI or ARB for LSVD 75% 3/4 75% 3/4

Prophylactic antibiotic received within one hour 
prior to surgical incision 57% 8/14 57% 8/14

Prophylactic antibiotic selection for surgical 
patients 85% 11/13 85% 11/13

Prophylactic antibiotic discontinued within 24 hours 
after surgery end time 100% 13/13 100% 13/13

Surgery patients with appropriate hair removal 100% 25/25 100% 25/25
Urinary catheter removed on postoperative day 1 
(POD1) or postoperative day 2 (POD2) with day of 
surgery being day 0

100% 5/5 100% 5/5

Surgery patients with perioperative temperature 
management 100% 1/1 100% 1/1

Surgery patients on beta-blocker therapy prior to 
arrival who received a beta-blocker during the 
perioperative period

17% 1/6 17% 1/6

Surgery patients who received appropriate venous 
thromboembolism prophylaxis within 24 hours prior 
to surgery to 24 hours after surgery

79% 11/14 79%

Elective Delivery (PC-01) ***

Given venous thromboembolism (VTE) prophylaxis 48% 12/25 48% 12/25

Given antithrombotic therapy on discharged 80% 12/15 80% 12/15

Given anticoagulation therapy for Atrial Fib-Flutter 67% 2/3 67% 2/3

Given thrombolytic therapy 0% 0/2 0% 0/2
Given antithrombotic therapy by the end of hospital 
day 2 56% 10/18 56% 10/18

Given statin medication on discharged 93% 13/14 93% 13/14
Given stroke education 35% 7/20 35% 7/20
Assessed for rehabilitation 62% 13/31 62% 13/31

CART & SCIP DATA CY2015

ACUTE MYOCARDIAL INFARCTION (AMI)

N/D N/D N/D N/D TOTAL 
N/D

GMHA 
AVERAGE 

SURGICAL CARE IMPROVEMENT PROJECT (SCIP)

PERINATAL CARE (PC)

STROKE (STK)

HEART FAILURE (HF)

PNEUMONIA  (PN)

KEY LEGEND
*    No cases eligible for inclusion within the denominator **  Measure not included this quarter ***  No Report

The data in this report is provided by the Quality Management Department on a quarterly basis. Data is obtained from the CMS Abstraction and Reporting Tool (CART) 
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