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2024 Quarterly
Risk Assessments

Q1 Risk Assessment -
Ambulatory Medical and Dental
Risk Management Assessment
(ECRI Tool)

Q2 Risk Assessment — HIPAA Risk
Assessment (SNHD Compliance
Tool)

Q3 Risk Assessment — Infection
Prevention and Control (ECRI
Tool)

Q4 Risk Assessment — Obstetric

Services Risk Assessment (ECRI
Tool)

Action Plan:

Goal #1: Create an Infection Prevention
Control Poticy that addresses all

Infection Prevention and Coatrol (IPC).

December 2024 —Policy outline has
been drafted to include allpertinent

. at 2 minimum, FQHC
Risk Manager, QMC, Opm'.\uns Managr, s Media DiccocIPC Officr

IPC Poticy by May 31, 2025
o AnIPC Poticy Draft has been crafted and attached, in correlation with the IPC
Risk: g It 1l 4

Action Plan:

CY25 Guals CY25 Activities (What, Who, When)

et Senio L eadery b he
oty mseen: The sl s o s
e ne Ml Diretor o be hied

‘mitigated.

March Director was
ired in February and has not yet
reviewed the policy deaft

June 2025

Goal #2: Name a new IPC Offcer and
a backup IPC Officer

« FQHC CEO to determine who will serve as the FQHC IPC Officer.

o FQHC CEO 2nd IPC Officer will determine who will be the backup/Assistaat IPC
Offcer.

An IPC Certification programytraining will be identified and both the IPC Officer

and the Assistant IPC Officer wil be certified.

‘Decermber 2024 — The plan is to await
the new Medical Diector to be hired

n February to appoint them as the IPC
e for the FOHC

March 2025 ~ Medical Director was
bired in February and has ot yet had
enough time onboard to be appoiated
quite yet

June 2025 -

Goal #3: IPC

o IPC Commitee will determine metsics to be measured snd provide quarterly
teports o the FQHC Leadership team.

‘December 2024 — Once the new IPC.
Policy is accepted, the incoming
‘Medical Diector will organize,
devel

be

daveloped, docacaacied, uined, o
implemented with measurable metri
2ad

. pment, documentation, raining, and
implementation of
o day-to-day sanitation, sterfization,

support the findings in this assessmeat

2 IPC
‘monitoring and qualty control.

o day-to 2 pr daily IPC proced:
practices,

o e, safety, sterilization, and

o equipment manul adherence, use, 2ad svailability

d pr
March 2025 - The plaa is o await the

‘new Medical Director to be hired in.
February to approve.
June 2025

Activities (What, Who, When)

CY24 Performance

Goal #1: Check faclites on storage

* Facilities dept. will

Tune 2024  faciliies reviewed. Areas

expectations
0

gulations for tems stored
in clinic coridors

day with the inention o vh:emﬂg safety regarding corridor storage and
eliminating clutter and hazards

uptocode. M bserving daily
to monitor

September 2024 - Completed. Many
item were able o be sored and
zemoved from common areas

Goal #L: Create an Obsteric Services
Policy that addresses all componeats
required to resolve the eficiencies

+ Risk Management Comumittee (RMC) to be formed including, at a minimum, the
FQHC CEQ, FQHC Risk Manager, QMC, Operations Managers, zad Medical

Director

March 2025

RMC will collaborate on the creation, training, and implementation of an Obstetric | June 2025

“‘i';'::g:f::&fn f‘;fol_ Serrices Policy by August 31, 2025, September 2005 -
e S |4 An Obitetc Services Poliy Draft will b ceated it he help of the RN, using
the Q4 isk assessment a3 guide and outlne for the policy
+ FQHC CEO to determine who will be assigned o oversee the quality, claims, and
Gosl#2: Agpint  personto s fﬁc_n lemets o the abetetrc policy ad ik ssessuent componeats, Thiwill |00
y be the Medical Director -
the qualty, clams, and clitiesl FQHC CEO and Medical Disector willdet o will be the backupassistant | 25
clements of obstetric care. * O 0t Medical Disector all determine who wil b the backuplassitant | gy ygp5

for overseeing the quality, clains, and clinical aspects of obstetic services a5

outlined in the risk meat tool.

Goal #3: Medical Director and RMC
will reate a more definitive plaa to

‘Medical Director and RMC will use the components of this obstetric services risk

assessment tool to create a definitive plan to improve the noncomplisnt and semi- | March 2025 —

vill e complizat componeats ofthe sk assecsment fnings, Tone 2005~
identify and recuce obsterlc ek + BMC Committs will sversee the development documentation, taining, and | September 2005~
 the plan created.
ction Pians

Operations Managers regularty walk through potential risk
arens thronghont fhe day with the intention of ohserving
i

Gual #1: ation i
‘needed to ensure conversations continue
i oecur confidentially sither in
patient sooms, o il desiguated s
‘wher the public does 1ot have access

PHL B
Operations Managers cover enpectations and ricks at buddles
segularty.

Operations Managers identify and define areas for verbally

24 — Team 2nd Managers report that managers
callcing theough bhigh trsfic arsas multiple times a day.
No issues bisve been witnessed or sepurled. Topics of
HIPAA compliance are covered in huddles and staff

" PHI

and PIT, a5 well as logging vul of comspules stations when

leaving them. placing materials with PHLPII in locked

sheedding b, beoping Kl cabinds ok, priner s
£ docurents, and computer sereens proeeled.

encver poce Gisoussiag PHL 30 communisation oaly ocoars oway & e e S e,
3 crher parieats. provad. Spat checks following iiel 2ssesoment ocur
Tune 2004 - revemping of et phone s e ———"
system underway. New extensionsare S a1 Ja
with
. “August 2024 — Team and Managers report that managers
Goal #2: Work vith e LA P through high traffc arcas muliple imes a day.
Poyviek o o Communic e . s Al sy de s 0o lerver have voen vistnocrod of reperted. Topics of
A . ! ac being remove + opecations TPAA
card with emergency mumbers topostt | ¢ O September 2024 — Complted ress toughont e day it o ention of sbrerving FH1
all phones g1 0 order nd ntaledhough T ES o) Goat 2 m e of elactroni 8 P o il 7 i ot o s
ol oot ‘;pm_“ & ‘needed to ensure the computer screens | o Operations expectations leaving the ith PHLPI in locked
completed to reduce missed calls for zemain protected. regulady. Siredding b, keeping Tie cabinet locked. prniers free
clinical support and case of use by + Operations Managers ideatiy any computes srecas that nced | of documents, and Gomputer sercons protected.
paieas e Covesand 5 1 0 et 20 aaled Waough 1T | Noveamber 2024 Complere G eam menber s
cmpote monitor i ot e proective scren. When
tnacrod, it e immedistely corre Cther wcous of
Tune 2024 - Safey offcerwas Sty e e
+ RACE( JarmAlet, ConineCont i g o iy
pus e e il b It | A 075 T N ot it
Goal #1: O i ‘a with the inteation of observing theough high traffc areas maltiple imes a day.

Goal #3: Provide RACE Training

o Plan RACE trining at staff meeting

Seplembn 2024 - Completed.
Training materials provided to the

assary to ensurs the team's

o mse ofpriters

ND Lrre hava eem witmansed of saporiad. Topi of

. betiaviuns continve to uitigute papes/fix | aogamdig PHL "AA complisace me covered is huddies and siull
Conduct RACE training. team on 8-13-2024 by Safety Officer nisk. « Opesations expectations and risks at huddl PHI
oty and PIT 2o el 22 1 ot tstions when

Risk Assessments

Person
responsible

Measure! Key
Performance Indicator

Threshold o

Q2 Q3

Annual
o Total

RM

# Completed annual high-
risk assessments

= 2T

2

# Completed quarterly
assessments

Min /g

% Open action plans

=75%
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2024 FTCA
Required

Annual
Training
Compliance

Training and Education
Annual
Person Measure! Key Total
Threshold 1
resgpongible| Performance Indicator e - = . Completion
Rate
Planning , review and
z -
FAHC completion of annual OB |20 @ BYYea| gonar | G239, | 923% | s23%
Leadership . end
training.
Planning , review and
FQHC completion of annual High | =%0% by year- . c . .
Leadership Risk Area (Safe Injection) end 0.00% 19.05% 15.03% 12.05%
training.
Planning , review and
FQHC completion of annual High | 250% by year- . . .
Leadership | Rizk Area (Hand Hygiene) end 0.00% | 80.77% | 80.77% | 80.77%
training.
Planning , review and
z -
FAHC | o mpletion of annual HIPAa, | =207 DY YEarl g nnee | soa7e | sosrw | soerw
Leadership . end
training.
Planning , review and
FQHC completion of annual =50% by year- c c c
Leadership | Infection Prevention (BBP) end 0.00% | =2.0%% | S8.09% =8.09%
training.
— - . |
FQHC Annual Training Completion | =50% by year- c c c c
Leadership Rate Goal of 30% end 1.85% 1.32% | 51.32% =1.32%

Annual Risk Training was not conducted in 2024.

Discovery of this gap happened during a HRSA FTCA clinic training.

Risk Training Plan was amended to include a regular cadence for the FQHC
Leadership to review the training trackers and prevent this gap.

Required FTCA training was immediately provided in March of 2025 when
the gap was discovered to ensure the team had the training.



Risk and Patient Safety Activities
Person Measure! Key Annual
responsible | Performance Indicator fl==hold 2l g Q3 Sl Toral
uf‘-!:MDEE"IE # Grievances Huglgtr 2 0 ] 2 4
ars.
QI,:,;I;E':IEE; # Grievances resolved 100
ur\!:;:?:lgﬁqg Fatient Satisfaction Scores A0
. HIP &4 bre aches - wrong Total # aof
CempliancelRM visit hardouts breaches
# af Ptz eligible for
uh'; “:E':,Er"f Pregnancy Intention Total # 1325 897 1413 586 4227
' Sereening
QMO Ops #of Prs Screened.l‘nr Total # =5 263 . 471 1523
Mars. /BM Pregnancy Intention
QMO D= = af Ptz Screened Far TE
C Mar=.!BM Pregnancy Intention i
I S uh[: M':”Erﬁ'f #of Pregnant P Seen | Total # 1 i 10 1 55
ars.
GIMDIOp= # af Pregnant ptsreferred | # of Prenatal 15 5 10 1 5
[ Mars. /BM out for prenatal care Pts Referred
# af Prenatal Ptz w
F 0O #of P tal
a n d a t I e n t U P Documented Trimester of ot renata 15 & 10 M 55
Mar=.!RM ; Pt= Referred
Pregnarcy 'when First
¥ of Prenatal Pts w
0O
GM < |'F|f?'15 Documented Trimester of TS
' Pregnarcy 'when First
QMO Ops # of Birthw eights by Face Total #
. . - Mar=. /BM Captured
FMIHE . !:re-jjenlflallng.and 100
privileging file review rate

Improvement needed with processes revolving around capturing pregnant
patient data, and their referrals for prenatal care

* Improvement needed to capture data of babies when they are born for
UDS.




2024

Credentialin
and
Privileging
Tracker

Loc |Employee lob Title Hire Date |Ei|ingual Pay| FTE 1D Gov. ID | Lic. Type | State License| CPR/BLS |Edu Verif. NPDB QlG Priv Appr
337 [Alfaro, Stacey Medical Assistant | 5/28/2024 1.00| 5/7/2024| 8f14/2028 |01 : : 5/15/2024| 6/12/2024| 5/15/2024| 5/7/2024
30% [Andrade, Daysi Medical Assistant 1/3/2022|Spanish 1.00| 3/26/2025| 11/26/2024 U1 : : 12/5/2021| 7/25/2024| 5/29/2024| 3/26/2025
337 [Basa, Doris Medical Assistant | 11/12/2024 1.00] 10/24/2024| 9/8/2027 WTE : : 11/4/2024| 1/30/2025( 11/5/2024| 10/24/2024
350 [Calito, Maria Medical Assistant 9/5/2024|Spanish 1.00| 8/6/2024| 8f27/203001L : : B/21/2024| 1/30/2025| 8/21/2024| B/6/2024
338 [Disz Villa, Banessa Medical Assistant | 1/28/2019|Spanish 1.00) 3/26/2025| B8/12/2031|MA 6/18/2025 : 1/31/2019( 6/30/2024| 5/29/2024| 3/26/2025
309 [Diaz, Michelle Medical Assistant | 3/26/2018|Spanish 1.00] 3/27/2025| &/27/2031|LA 5/27/2025 : 3/15/2018| 7/25/2024( 5/29/2024| 3/27/2025
337 [Dominguez, Liliana Medical Assistant | 7/10/2017|Spanish 1.00| 3/27/2025| 8/17/2030\M1L : : 6/8/2017| 7/25/2024| 5/29/2024| 3/27/2025
337 [Fajardo, Claudette Medical Assistant | 5/13/201%|Spanish 1.00] 3/26/2025| 4/15/2029 |1 i i 5/6/2019| 7/25/2024| 5/29/2024| 3/26/2025
337 [Iniguez Barrera, Ricardo [Medical Assistant | 11/12/2024|Spanish 1.00) 10/22/2024| 9/13/2027 1L : : 11/5/2024| 1/30/2025| 11/5/2024| 10/22/2024
350 [Martinez, Monica Medical Assistant | 4/10/2023|Spanish 1.00| 4/3/2025| 2/29/2031 : : : 4/4/2023|7/13/2024| 5/29/2024|  4/3/2025
338 [Miller, Tanisha Medical Assistant 8/3/2024|Spanish 1.00] 8/6/2024| 5/10/2031 i i i 8/15/2024| 1/30/2025| 8/15/2024| B/e/2024
337 [Nyberg, Chantel Medical Assistant | 8/21/2023 : 1.00| 6/29f/2023| 7/7/2025 : : : B/15/2023| 3/19/2024| 5/29/2024| &/29/2023
337 [Orea-Valencia, Mirelly |Medical Assistant 6/4/2018|Spanish 1.00| 3/26/2025| 8/23/2028 |1 : : 5/29/2018| 7/25/2024| 5/29/2024| 3/26/2025
337 [Ortega Martinez, Itzel Medical Assistant | 11/30/2020|Spanish 1.00] 3/26/2025| 7/23/2026|005 : : 11/5/2020| 7/25/2024( 5/29/2024| 3/26/2025
353 [Ortega Martinez, Leydi  [Medical Assistant | 11/12/2024|Spanish 1.00| 10/24/2024| 10/15/2026 1L : 11/1/2026| 11/5/2024|1/30/2025| 11/5/2024| 10/24/2024
350 [Perez, lose Medical Assistant | 7/15/2019|Spanish 1.00| 10/24/2023| 12/10/2026 |1 : : 6/18/2019| 1/30/2025| 5/29,/2024 | 10/24/2023
338 [Quiroz, Patricia Medical Assistant | 5/13/201%|Spanish 1.00] 3/26/2025| 11/21/2029 0T : : 5/10/2019| 7/25/2024( 5/29/2024| 3/26/2025
337 [Royval, Yvanne Medical Assistant 9/5/2024|Spanish 1.00] 8/6/2024| 8/29/2026|M1L : : B/13/2024| 1/30/2025| 8/13/2024| B/6/2024
350 [Santillan, Myra Medical Assistant | 10/29/2018|Spanish 1.00) 10/24/2023| 4/29/2026 1L : : 10/15/2018| 7/25/2024 | 5/29/2024| 10/24/2023
30% [Valdes Ayala, Beatriz Medical Assistant | 11/5/2018|Spanish 1.00] 3/26/2025| 3/19/2027 |WNE : : 10/23/2018( 7/25/2024| 5/29/2024| 3/26/2025
30% [Villalobos, Yolanda Medical Assistant 9/5/2019|Spanish 1.00| 10/23/2023| 1/11/2030 015 : : B/16/2019| 7/25/2024| 5/29/2024| 10/23/2023
337 [Basa, Doris Medical Assistant | 11/12/2024 {1 1.00]10/24/2024| 9/8/2027 [N i i 11/5/2024| 1/30/2025( 11/5/2024| 10,/24/2024
337 [Guerrero, Jocelyne Medical Assistant | 3/17/2025|Spanish 1.00] 2/19/2025| 17272026005 : : 2/18/2025| 3/17/2025( 2/18/2025| 2/19/2025

Credentialing and Privileging Data in 2024 remained current.




2024 Claims

Management

Claims Management

m:.f;:??hm Perf:::::f I::yi:atﬂr Threshold b b b =
CH # Claims submitted to HHS Ma 0 0 0 0
CH # Claims =ettled or closed MA 0 0 0 0
CH # Claimz open MNA 0 0 0 0
CH # Lawsuits filed MA 0 0 0 0
CH # Lawsuits settled MA 0 0 0 0
CK # Lawsuits litigated N& 0 0 0 0

Annual

Total

No lawsuits or other claims were received or processed in 2024.
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Risk and Patient Safety Activities

Rizsk Assessments

Adverse Events! Incident Reports

Person

Measurel Key

Person Measure! Key
Threshold
responsible] Performance Indicator
am # Completed annual high-rizk = Dy
azzezsments
# Completed rt
RN ompleted quarterly Min 1/gtr
azzezsments
RH % Open action plans =75%

Training and Education
Person Measure! Key
responsible| Performance Indicator Threshold
FQHE PlﬂI'II'III'.Ig , review and =90% by year-
Leadership completion .uf annual OB end
training.
Planning , review and
FQHC completion of annual High | 250% by vear-
Leadership Risk Area (Safe Injection) end
training.
Planning , review and
FQHC completion of annual High | =50% by vear-
Leadership Rizk Area (Hand Hygiene) end
training.
Planning , review and
FaHC . completion of annual HIPAA =30% by year-
Leadership L end
training.
Planning , review and
FQHC completion of annual =50% by vear-
Leadership Infection Prewvention (BBP) end
training.
am Annual Training Completion | =590% by :-.rear—r

Rate Goal of 50%

end

Threshold
responsible] Performance Indicator
Center staff # Sentinel Incidents Total fgtr.
Center staff # High Rigk Incidents Total /gtr.
Center staff # Medium Risk Incidents. Total igtr.
# Low Rizk Incidents/N
Center staff oW RIS . neigen sar Total igtr.
Mizzes
Quarterly Incident Totals Prior ear - 65
# Root Cause Analyses
Rl (RCA) completed per gtr. Total /qtr.
Medical # Peer review audits 20%
Diirector completed (S/provider/gtr)

Person Measure! Key
responsible| Performance Indicator [N
QUNMVOps ) . .

Mars/RM Patient =atisfaction score 50%
%:;12;2:;5 # Grievances Awglgtr
QUNMVOps .

Mars/RM # Grievances resolved 100%
QUPhar Mar Phﬂrmﬂgy packaging and 5o

labeling error rate
Compliance/R | HIPA& breaches —wrong Total # of
M visit handouts breaches
QUNMVOps )

Mars/RM Referral completion rate =80%
QUMD/Ops ;# of Ptz ellglutt:-le tf.|:|r ol

Mars/RM regnancy n ention ota

Screening
QVNMIVOps #ofPi= Screened. for Total #

Mgrs/RM Pregnancy Intention
QVNMIVOps % of Ptz Screened for —

Mgrs/RM Pregnancy Intention -
%:;12;2:;5 # of Pregnant Ptz Seen Total #
QUNMI¥Ops  |# of Prenatal pts referred out| # of Prenatal

Mgrs/REM for prenatal care Ptz Referred
QUMD/Ops # of Prenatal Pts w # of Prenatal

Mars/AM Documented Trimester of Pts Referred

ne ' Pregnancy VWhen First Seen

% of Prenatal Ptz w

C:':”f:gﬁs Documented Trimester of »75%

ne ' Pregnancy VWhen First Seen
QUNMDG i i

ps # of Birthweights by Race Total #
Mgrs/RM Captured
RIHR Credentialing and privileging 100%

file review rate

2025 Risk Management Goal Dashboard
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Annual Risk Management Report (ARMR) to Governing Board

for 2024

Title: 2024 Annual Risk Management Report to the Southern Nevada Community Health Center Governing Board

Date: January 1, 2024, to December 31, 2024

Submitted by: David Kahananui, MBA-HM, FQHC Administrative Manager/FQHC Risk Manager

Reviewed/approved by: Randy Smith, MBA, FQHC Chief Executive Officer

Date ARMR submitted to the board: April 15, 2025

Date board approved the ARMR:

Date board approved the meeting minutes containing board approval of the ARMR:

Introduction

The purpose of this report is to provide an account of Southern Nevada Community Health Center’'s

(SNCHC) annual performance, relative to the risk management plan, and to evaluate the effectiveness of

risk management activities for the 2024 calendar year. SNCHC participates in risk management planning,

reporting, and activities to reduce the risk of adverse outcomes that could result in medical malpractice or

other health or health-related litigation. Topics presented include quarterly risk assessments, incident an

provider peer review reporting, risk management training, risk and patient safety activities, and claims

management. Each topic includes:

An introduction to explain the relevance of the topic
A data summary to highlight performance relative to established goals

A SWOT (Strengths, Weaknesses, Opportunities, Threats) analysis to identify additional
factors related to performance

Follow-up actions to note activities aimed to maintain or improve performance throughout the
year

A conclusion to summarize findings at year-end

Proposed future activities to respond to identified areas of high organizational risk

See the attached Risk Management Dashboard for a complete data summary of all topics presented.

Proprietary and Confidential Page 1 of 29
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Quarterly Risk Assessments

Introduction

The Health Center Program Compliance Manual requires quarterly risk assessments focused on patient
safety. A risk assessment is a structured process used to identify potential hazards within the
organization's operations, departments, and services. Evidence-based risk assessment tools used by
SNCHC are provided by the Emergency Care Research Institute (ECRI), which is the recommended risk
management resource for the Health Resources and Services Administration (HRSA). Risk assessments
are conducted when member(s) of leadership walk around the building, evaluate conditions, and ask
employees about potential risks and concerns while observing processes in action. Collecting data on
practices, policies, and safety cultures in various areas generates information that can be used to
proactively target patient safety activities and prioritize risk prevention and reduction strategies. The
purpose of conducting regular risk assessments is to reduce the risk of adverse outcomes that could
result in medical malpractice or other health or health-related litigation.

Risk Activity Summary Description of Assessment/Methodology/Indicators
Focus
Area/Measure

e The health center conducts a minimum of one risk assessment quarterly/four per year.

e At minimum, two quarterly risk assessments conducted during the year must correlate with identified
areas of high-risk within the health center.

o All four risk assessments have a emphasized focus on patient safety

e The findings and action plans that are produced as a part of the risk assessments are reviewed for
opportunities for improvement by the Quality Work Group (QWG), leadership, and then presented to the
governing board and the FQHC staff.

Quarterly risk o Areas of high concern are elevated to the medical director, senior leadership, QWG, and/or the board as
assessments appropriate.

* Additional risk assessments may be conducted as new risks are identified.

e In 2024, the names of the four quarterly risk assessment tools used were: the ECRI Ambulatory
Medical and Dental Risk Management Assessment Tool, the SNHD HIPAA Risk Assessment Tool
assessment, the HRSA ECRI Risk Assessment and Mitigation Tool: Infection Prevention and Control,
and the HRSA ECRI Risk Assessment and Mitigation Tool: Obstetric Services.

e Three common areas of improvement were identified throughout the assessments which included:
developing and implementing policy and/or standard practices, appointing a responsible role for clinical
oversight, and improving workflows to reduce risk to patients, staff, and organizational liability.

Action plans are created from the results of the quarterly risk assessments, and other risk related
activities. Each action plan is assigned a deadline upon creation. Action plans contain meaningful risk

50% Open action reduction strategies to improve overall patient safety and should be implemented in a timely manner.

plans The health center’s goal is to have no more than 75% of action plans open past their initial deadline. Any

action plan open past the deadline is elevated to senior leadership, including the Medical Director, and/or
the board as appropriate for further discussion and intervention.

Proprietary and Confidential Page 2 of 29
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Data Summary

See the dashboard below for completed risk management activities and status of the health center’s

performance relative to established risk management goals.

Risk Assessments
Person Measure/ Key Annual
responsible Performance Indicator UliRE el Qi Q2 a3 a4 Total
RM # Completed annual high- 2 2lyr
risk assessments
RM # Completed quarterly Min 1/qtr 1 1 4
assessments
RM % Open action plans <75% 75% 100% 44%
SWOT Analysis
Strengths Weaknesses Opportunities Threats

metrics.

e Managers have been
working with the new
Quality Management
Coordinator to improve
workflows, service
integration, training, and  |®
PDSA cycles for quality

e New tracking metrics
were created to follow
statistics of incident
reporting and mitigation.

e The new Medical Director
has been hired and will
help steer the clinical
practice in ways that
support risk mitigation
and improve outcomes.

Not having a Medical
Director for most of the year
also took a toll on
operational and policy
improvement.

e Policies specific to risk
management need
development, updating, and
improvement.

Possibility of collaborating
with other Health Centers
and NVPCA on Risk
Management Practices,
Tools, and Training.
Better utilization of ECRI
membership and training
available.

New Executive orders and
policy changes that impact
operational workflows.

Las Vegas is a very litigious
community.

Proprietary and Confidential

Page 3 of 29
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Follow-up Actions

ECRI Ambulatory Medical and Dental Risk Management Assessment Tool

CY24 Goals

CY24 Activities (What, Who, When)

CY24 Performance

Goal #1: Check with
facilities on storage
options and
regulations for items
stored in clinic
corridors.

Facilities dept. will review area and
provide guidance on code and regulation
expectations

Operations Managers regularly walk
through potential risk areas throughout the
day with the intention of observing safety
regarding corridor storage and eliminating
clutter and hazards.

June 2024 — facilities reviewed. Areas up to
code. Managers observing daily to monitor.
September 2024 — Completed. Many items
were able to be stored and removed from
common areas

Goal #2: Work with
communications and
Admin Supervisor to
create a small card
with emergency
numbers to post at all
phones.

Communications dept. approval of
materials.

Operations Managers ensure cards are
created and placed appropriately.
Operations Managers identify any
computer screens that need a privacy
cover and get it on order and installed
through IT.

June 2024 — revamping of entire phone
system underway. New extensions are being
established internally along with protocols for
contacting emergency services. Also, physical
desk phones are being removed.

September 2024 — Completed. Telephone
extension remapping completed to reduce
missed calls for clinical support and ease of
use by patients.

Goal #3: Provide
RACE Training

RACE (Remove/Rescue, Alarm/Alert,
Confine/Contain,
Extinguish/Evacuate) training program
needs to be identified.

Plan RACE training at staff meeting
Conduct RACE training.

June 2024 — Safety officer was contacted
regarding fire safety training.

September 2024 — Completed. Training
materials provided to the team on 8-13-2024
by Safety Officer.

Proprietary and Confidential
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SNHD HIPAA Risk Assessment Tool assessment.

CY24 Goals

CY24 Activities (What, Who, When)

CY24 Performance

Goal #1: Ongoing
observation is needed
to ensure
conversations
continue to only
occur confidentially
either in patient
rooms, or other
designated areas
where the public does
not have access,
whenever possible.

e Operations Managers regularly walk

through potential risk areas throughout
the day with the intention of observing
continued confidentiality in oral
communication regarding PHI.
Operations Managers cover
expectations and risks at huddles
regularly.

Operations Managers identify and
define areas for verbally discussing
PHI, so communication only occurs
away from other patients.

August 2024 — Team and Managers report that
managers are walking through high traffic areas
multiple times a day. No issues have been
witnessed or reported. Topics of HIPAA
compliance are covered in huddles and staff
meetings consistently, including discussions
regarding PHI and PII, as well as logging out of
computer stations when leaving them, placing
materials with PHI/PII in locked shredding bins,
keeping file cabinets locked, printers free of
documents, and computer screens protected.
November 2024 — Complete but ongoing. This
issue has greatly improved. Spot checks
following initial assessment occur every month,
and conditions and behaviors are consistent with
HIPAA regulations.

Goal #2: Ongoing
observation is needed
to ensure the
computer screens
remain protected.

Operations Managers regularly walk
through potential risk areas throughout
the day with the intention of observing
continued confidentiality in use of
electronic PHI.

Operations Managers cover
expectations and risks at huddles
regularly.

Operations Managers identify any
computer screens that need a privacy
cover and get it on order and installed
through IT.

August 2024 — Team and Managers report that
managers are walking through high traffic areas
multiple times a day. No issues have been
witnessed or reported. Topics of HIPAA
compliance are covered in huddles and staff
meetings consistently, including discussions
regarding PHI and PII, as well as logging out of
computer stations when leaving them, placing
materials with PHI/PII in locked shredding bins,
keeping file cabinets locked, printers free of
documents, and computer screens protected.
November 2024 — Complete but ongoing. Once a
team member’s computer monitor did not have a
protective screen. When witnessed, it was
immediately corrected. No other issues or
potential issues have been reported.

Goal #3: Ongoing
observation is
necessary to ensure
the team’s behaviors
continue to mitigate
paper/fax risk.

Operations Managers regularly walk
through potential risk areas throughout
the day with the intention of observing
continued confidentiality in use of
printers and fax machines regarding
PHI.

Operations Managers cover
expectations and risks at huddles
regularly.

August 2024 — Team and Managers report that
managers are walking through high traffic areas
multiple times a day. No issues have been
witnessed or reported. Topics of HIPAA
compliance are covered in huddles and staff
meetings consistently, including discussions
regarding PHI and PII, as well as logging out of
computer stations when leaving them, placing
materials with PHI/PII in locked shredding bins,
keeping file cabinets locked, printers free of

documents, and computer screens protected.
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November 2024 — Complete but ongoing. This
issue is an ongoing area of risk, however, the
workflows and protocols in place are effectively
and consistently mitigating any potential risk.

HRSA ECRI Risk Assessment and Mitigation Tool: Infection Prevention and Control

CY24 Goals

CY24 Activities (What, Who, When)

CY24 Performance

Goal #1: Create an Infection
Prevention Control Policy
that addresses all
components required to
resolve the deficiencies
identified in the HRSA Risk
Assessment and Mitigation
Tool: Infection Prevention
and Control (IPC).

IPC Committee to be formed
including, at a minimum, the FQHC
CEO, FQHC Risk Manager, QMC,
Operations Managers, and Medical
Director/IPC Officer

IPC Committee will collaborate on
the creation, training, and
implementation of an IPC Policy by
May 31, 2025.

An IPC Policy Draft has been
crafted and attached, in correlation
with the IPC Risk Assessment and
Mitigation Tool to ensure all
findings are addressed and mitigated.

December 2024 — Policy outline has been
drafted to include all pertinent areas of
concern discovered by this assessment. Senior
Leadership has the policy in review. The plan
is to await the new Medical Director to be
hired in February to approve.

March 2025 — Medical Director was hired in
February and has not yet reviewed the policy
draft.

June 2025 —

Goal #2: Name a new [PC
Officer and a backup IPC
Officer

FQHC CEO to determine who will
serve as the FQHC IPC Officer.
FQHC CEO and IPC Officer will
determine who will be the
backup/Assistant IPC Officer.

An IPC Certification
program/training will be identified
and both the IPC Officer and the
Assistant IPC Officer will be
certified.

December 2024 — The plan is to await the new
Medical Director to be hired in February to
appoint them as the [PC Officer for the
FQHC.

March 2025 — Medical Director was hired in
February and has not yet had enough time
onboard to be appointed quite yet.

June 2025 —

Goal #3: IPC daily
procedures to be developed,
documented, trained, and
implemented with
measurable metrics and a
process for ongoing IPC
monitoring and quality
control.

IPC Committee will determine

metrics to be measured and provide

quarterly reports to the FQHC

Leadership team.

IPC Committee will oversee the

development, documentation,

training, and implementation of

o day-to-day sanitation,
sterilization, and disinfection
procedures and practices,

o day-to-day rounding process to
monitor and maintain daily IPC
procedures and practices,

o equipment usage, safety,

sterilization, preventive
maintenance, and

December 2024 — Once the new IPC Policy is
accepted, the incoming Medical Director will
organize, develop, and implement the training
to support the findings in this assessment This
assessment will need to be repeated next year
to monitor progress.

March 2025 — The plan is to await the new
Medical Director to be hired in February to
approve.

June 2025 —

Proprietary and Confidential

Page 6 of 29




2024 Annual Risk Management Report (ARMR)

s ®
% 3 SOUTHERN NEVADA
e L]
ll HEALTH CENTER

o equipment manual adherence,
use, and availability

HRSA ECRI Risk Assessment and Mitigation Tool: Obstetric Services.

CY25 Goals CY25 Activities (What, Who, When) CY25 Performance

Goal #1: Create an
Obstetric Services

e Risk Management Committee (RMC) to be

formed including, at a minimum, the FQHC

obstetric risk.

RMC Committee will oversee the development,
documentation, training, and implementation of
the plan created.

azgilecs};et?ztll CEO, FQHC Risk Manager, QMC, Operations
components Managers, and Medical Director
required to resolve RMC will collabgrate on the creat'ion, tra.ining, March 2025 —
the deficiencies and. implementation of an Obstetric Services June 2025 —
‘dentified in the Policy by August 31, 2025. September 2025 —
HRSA Risk An Obstetric Services Policy Draft will be
Assessment and created with the help of the RMC, using the Q4
Mitigation Tool: risk assessment as a guide and outline for the
Obstetric Services. policy.
FQHC CEO to determine who will be assigned to
oversee the quality, claims, and clinical elements
Goal #2: Appoint a of the obstetric policy and risk assessment
person to oversee components. This will likely be the Medical March 2025 —
the quality, claims, Director. June 2025 —
and clinical FQHC CEO and Medical Director will determine | g . 5055
elements of who will be the backup/assistant for overseeing P
obstetric care. the quality, claims, and clinical aspects of
obstetric services as outlined in the risk
assessment tool.
. Medical Director and RMC will use the
]();i(;zlcﬁi.alrdeg{lﬁé components of this obstetric services risk
. assessment tool to create a definitive plan to
will create a more . . . . March 2025 —
» improve the noncompliant and semi-compliant
definitive plan to . . June 2025 —
identify and reduce components of the risk assessment findings. September 2025 —
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Conclusion

The number of quarterly risk assessments met the threshold. Two of the quarterly risk assessments
completed were also high-risk assessments. The percentage of open action plans was 44% for the year,
meaning that there is only 44% of the action plan items that are not complete for the year with a threshold
of 75% or less. The Q4 action plan items were not completed, as the risk assessment was conducted in

December with little time to respond to the findings.

Proposed Future Activities

The number of quarterly risk assessments that were completed met the Health Center’s goal. Due to the
Health Center’s aim to reduce the risk of adverse outcomes that could result in medical malpractice or
other health or health-related litigation, all four risk assessments for 2025 are recommended to have a
focus of patient safety in nature with support from the clinical operations managers and the medical

director for evaluation and recommended action items.

Two of the areas assessed for risk included high-risk categories: infection prevention and control, and

obstetric care.

¢ Medical Director to be the clinical champion leading change and improvement in clinical execution
with support from the Quality Management Coordinator, the Operations Managers, the Risk
Manager, and the FQHC CEO as needed.

¢ Quarterly Risk Assessments are presented to the Quality Risk Management and Credentialing

Committee and to the governing board.
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Incident Reporting and Provider Peer Reviews

Introduction — Incident reporting is an essential component of the risk management program and is
considered part of the performance and quality improvement process. Each provider, employee, or
volunteer is responsible for reporting all incidents and near misses at the time they are discovered to his or
her immediate supervisor and/or the risk manager. Provider Peer Reviews are chart audits conducted by a
provider on patient charts that were documented by their peers in the health center. Both the incident
reporting and provider peer review processes provide opportunities for a health center to identify potential
issues, mitigate problems discovered, conduct root cause analysis, and implement proactive prevention

strategies and mitigation tactics to enhance efficiency and reduce risk.

The “Risk Manager Informal Review” and the Risk Manager Formal Incident Review” forms are critical to
determining the cause of the incident, who else needs to be alerted, what trainings need to be provided,
analysis of the process, and outcomes.

Data Summary

See the dashboard below for completed risk management activities and status of the health center’s

performance relative to established risk management goals.

Adverse Events/ Incident Reports
Person Measure/ Key Annual
responsible Performance Indicator et il e Q2 o e Total
Center staff # Sentinel Incidents Total /qtr. 1 0 0 0 1
Center staff # High Risk Incidents Total /qtr. 2 4 6 3 15
Center staff # Medium Risk Incidents Total /qtr. 12 8 18 14 52
Center staff # Low Risk .InC|dents/Near Total /qtr. 2 0 0 0 2
Misses
Quarterly Incident Totals gg'” e 17 12 24 17 70
# Root Cause Analyses
RM (RCA) completed per gr. Total /qgtr. 5 5 8 3 21
Medical # Peer review audits o o o 0 0 o
Director completed (5/provider/qtr) 80% R R e L IR

e 62% of all incidents reported involved a medical issue where staff had to respond with the provision
of medical care, monitoring, and follow-up, which is all documented.
o 22 medical-event incidents that were reported involved staff responding to non-emergent
medical issues.
o 22 medical-event incidents that were reported involved staff responding to emergent
medical issues that required a call to for EMS support.
e 23% of incidents reported involved a patient’s behavior.
o 8 incidents reported were for patients behaving aggressively, but did not escalate to a level
requiring the need for SNHD security support.
o 4 incidents reported were for patients behaving aggressively, and did escalate to a level
requiring the need for SNHD security support, including the only sentinel event of the year.
o 4 incidents reported were for patient complaints regarding a poor experience.
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6% of incidents reported involved lab errors, which originated from incorrect lab orders.
9% of incidents reported were for a variety of reasons across six other categories.
68.75% of all medical event incidents were reported as occurring in the FQHC division.

o Of the medical-event incidents reported in the FQHC division, Fremont reported 60.6% of
the medical event incidents in the FQHC division, demonstrating their commitment to
reporting all incidents to support mitigation and prevention efforts.

o Of the medical-event incidents reported in the FQHC division, Decatur’s Sexual Health
Clinic reported 30.3% of the medical event incidents in the FQHC division.

o Of the medical-event incidents reported in the FQHC division, 9.1% of the incidents were in
common areas of the FQHC division.

31.25% of all medical event incidents were reported as occurring in non-FQHC divisions.

¢ Root cause analysis was performed on 30% of incidents.
o Most RCAs were performed on incidents that were sentinel or high risk or medium risk
incidents that could have escalated into becoming high risk.

e 47.5% annual peer review score reflects:
o No peer review data recorded in Q1 or Q2, despite some peer review activity occurring.

= No medical director to oversee.
= FQHC CEO, Quality Management Coordinator, and Operation Managers developed

the policy and procedure to correct the unstructured peer review process.
o The “Ongoing Professional Practice Evaluation — Peer Review” policy and procedure was
presented, approved, and implemented during Q2.
o The 19 SNCHC providers had an average quality score of 94% in Q3.
o The 19 SNCHC providers had an average quality score of 96% in Q4.

SWOT Analysis

Strengths

Weaknesses

Opportunities

Threats

e Two consecutive years in
a row, there has been an
increase in the number of
incidents being reported
Versus prior year.

¢ An incident reporting and
root cause analysis
process has been
developed and
implemented.

o A Peer Review process
has been developed,
approved, and
implemented.

¢ A new medical director
has been onboarded to
oversee this process.

Several iterations of
incident reports and
confusion about when to
use each one

Some departments in the
FQHC division are not
reporting incidents
commensurate with other
departments who are
sometimes less busy.

More training for staff on
the incident reporting
process and expectations
is needed.

Peer review audit policy
has lacked oversight with
no medical director to
review and take action.

Technological systems or
reporting templates are being
explored to provide regular
comprehensive reports to
leadership, the QRMC Board
Committee and the
Governing Board.

ECRI/HRSA resources are
being used to develop toals,
reports, assessments, and
dashboards.

¢ Monitoring executive orders and

how they affect SNCHC’s
policies, procedures, and
workflows.
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Follow-up Actions
o New incident review and tracking process was developed and led by the Risk Manager.
Approval was needed and acquired from FQHC leadership. The incident tracking and
communication process was made available to SNHD’s legal and risk management
leadership for consistency and cooperation across the district with the intent to
collaborate on risk mitigation efforts. No peer review process in place and needs to be

Type of Incident Choose One and Type an "x" in Correct Category
Customer/Patient Employee [ 00000 w0 | severity-Typeanw

Assigned Incident
#
2024-12-19-001
2024-12-26-001

Critical Lab Result
Drug Seeking Behavior
District vehicle damage
District property loss
Personal property loss
Fire Hazard

Dr. Redbird

Dr. Bluebird

Lab Order Error
Cybersecurity
Medication Error
Legal Threat
Aggressive Vendor

Injury
HIPAA
Aggressive
Lab ksue
Aggressive
Criminal
Sentinel

Bl Other Medical

EREN Medium

developed.

Incident Review Forms

Informal Review Report

Risk Manager Informal Review

Severity of incident:

O Low (Simple in nature, low risk lewel, requires issus filing and closure )

£ Medium (Multiple causss, medium risk level, requires some follow-up, then filing and closura.)

IO High (High risk to safety of the team, the patients, andior the brand, high risk lzvel, abusive behavior,
reguires follow-up, a formal incident review, and poscible dismissal. Meeds possible prevention strategy,
and intervention.)

£ Sentinel (Dangerous risk of injury or death as well as safaty of the team, the patients, andfor the brand.

highest risk level, sbusive behavior, requires follow-up, & formal incident revisw, and possible dismissal.
MNesds possible prevention strategy, and intervention.)

|5 there any follow-up needed for this report to be resolad? O Yes O ne [m T
If yes, is a Formal Incident Review form O ves O He [m
raquired?

Findings: including if internal professionals were contacted, and any recommendations made:

If external parties were confacted, who, and were any recommendations made, including an Against Medical
Advice (AMA] form, ambulance, transport, pelice report, arrest, ete.?

Risk Date:
Mar:
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Formal Review and Resclution (Risk Manager Only)
Document NUmBEr is created by the Risk MEnager during Ine Jocumeniation snd iing Brocess.

Risk lavel of incident as determined by the Risk Manager = O Low O Med O High
Was Security alerted? O ves 0 Mo
Was Legal alerted? O ves O Mo
Was Human Resources alerted? O ves 0 Mo
Wias IT alerted? O ves O Mo
Was the Safaty Officer alerted? [ ves O Mo
Wias the Medical Director alerted 7 O ves O Mo
Was the Compliance Officer alerted? 0 ves O Mo
Was the Rizk Manager alerted? 0 ves O Mo
Was a patient or cusiomer contacted? 0 ves O Mo
Was a patient or customer discharged/bannsd? Ol ves O Mo
If patient was discharged/banned, was proper discharge protocol followed? 0 ves O Mo
If patient or customer was dischargedibanned, was security informed? 0 ves [m 1
If patient was discharged, was an alert plsced in the pt's EMR account? O ves O Mo
Wias an insurance payor alertd? 0 ves O Mo
Was a nursing or medical board alert=d? O ves O Mo
Wias the Q13 alerted? Ol ves O Mo
Was there a HIFAA breach? 0 ves O Mo
Wers any authorities alertzd? O ves O Mo
Wias the incident praventable? 0 ves O Mo
Wers resources, toals, and fraining available to prevent the incident? 0 ves O Mo
Are mitigation efforts being employed to prevent another incident 0 ves O Mo

O Sentinel

OHa
Ona
OHa
Ona

O Ha
O nNa
O na
Ona

O nNa
O na
O na
O na
O na

O nNa
O na
Ona
O na
O na

OHa
OHa
OHa

Incident Resolution Narrative Rilsk idanagers namrative of the fimelne snd steps fahen fo resoive the noldent, who was

contacied, how the incident was resoived, and If qually coordingior andior operations ieaoership have dentifisd ways fo pravent

SITiar sUBsequent Ncgents.

Recommended Next Steps to Prevent Future Incidents: Lessons ieamed, Sre there aoequsis S00E55 10 FESOLTCES, MO0V,
and fraining fo preven! fUllre COCWTERGES, NS IMEre REW LYOI0COIS, PrOcEdWEs, o FOCiEs recommended, elc. 7 Aiso note what
EPECIC frakning, (néervention, end MItgsHion SEps &re ta be taken, by WAOm. and on whal tmeine, for spproprisie Implementation
and execution 1o pr\:—asnr SL:'.!ISE!".'JE i genfs of ike king.

Is mors follow-up required? [ Yes [JMNe  If yes, when is the next review dus?

Incident Resolution Date

Number of Days fram
Incident to Resolution

Risk Manager:

Signature: Date: £
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Goal #4:
Improve the
reporting of

actual or

potential
incidents.

* FQHC Administrative Manager to create, implement, and monitor the new
Incident Reporting process.

15 total incidents » FQHC Administrative Manager to create, implement, and monitor the new

reported in CY22 ncid ing f
65 total incidents ineident reporting forms. L. .
reported in CY23 s FQHC Administrative Manager to keep statistics of types of incidents

being reported, severity of incidents, and the number of incidents.
¢ FQHC Administrative Manager to review the findings with the Quarterly
Quality. Risk Management, and Credentialing Committee.

2024 2023

Dr. Bluebird Medical Fvent Breakdown:
* 13/24 (54.17%) were in FQHC
o 9/13 (69.23%) reported from
Fremont FQHC
o 4/13 (30.77%) reported from
Decatur FQHC
* 11/24 (45.83%) reported from non
FQHC

Non-Bluebird Medical Event Breakdown:
e 20/24 reported in the FQHC (81.82%)
o 11/20 (55%) reported from Fremont
FQHC
o 9/20 (45%) reported from Decatur
FQHC
= 8/9 (88.89%) Decatur FQHC
reported from SHC
* 4/24(18.18%) reported from non-
FQHC

e Efforts to improve the response time of the emergency response team to medical events is a

focus led by the medical director, chief nursing director, and the operations managers.

Goal £2: CY22-25%of * Clinieal staff and Chief Nurse are working to revise the current policy for
Al ns bluebird mcidents medical events, that will include training for staff responding to medical
Reduce delayed ) . . . ) = .
time | VWresponse time at or events. This is currently in process and should be ready for presentation in
rcspfglisIe)r longer than 2 min Q3.
. CY23 —4% blucbird | o Inspect and verify the crash carts are labeled and stocked with supplies.
Bluebird events | .. ) S .
by 50% year incidents w/response | s Mapping of AEDs and provide biannual training for use of AEDs when
’ time at or longer than BLS licenses are renewed.
over year. 2 min

e Although the peer review process was finalized and implemented the loss of the medical

director left the process without clinical oversight. While a new medical director is being

recruited the practice of peer review began. Incident reporting numbers are improving.

Proprietary and Confidential
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Q3 Peer Review Scores Q4 Peer Review Scores
Location |Program |Provider Name Total Avg Score |Location |Program |Provider Name
Fremont 100% Decatur |SHC
Fremont 100% Decatur [BH
Decatur 97% Decatur |FH
Fremont 97% Fremont |BH
Decatur 96% Fremont [FH
Fremont 96% Decatur |SHC

Total Avg Score

Decatur Fremont |BH
Decatur Fremont |FH
Decatur Decatur |FP
Decatur Decatur |FH
Decatur Decatur |BH
Decatur Fremont |BH/SHC
Decatur Decatur |RW
Fremont Decatur  |RW
Decatur Decatur |FH
Fremont Fremont |FP
Decatur  |RW

Decatur

Decatur |SHC

Decatur

¢ New medical director accepted an offer and will start during Q1 of 2025. Peer review
process implemented and has some clinical oversight through other clinicians, but needs
more focused oversight and feedback from the incoming medical director. Incident
reporting improved among Fremont and SHC at Decatur, but other departments in
Decatur are not reporting nearly as many incidents or near misses as other departments.
This needs investigating. Also, medication errors are a focus of improvement, led by the

medical director, pharmacy manager, and the operations managers.

» Implementation of the vaccine administration training and competency
Goal #1: checklist, which is reviewed one by one during employee evaluation, and
Reduce CY22 -7 errors updated by the supervisor annually.
medication CY23 -3 errors * Annual vaccine administration training every September organized and
errors to 0. facilitated by the Vaccine Coordinator.
Conclusion

Adverse event reporting has been stable during the year. There was an increase in the number of near
misses and unsafe conditions reported following the culture-of-safety and responding-to-events trainings.

New process for completing peer review audits has increased the rate of completion.

Proposed Future Activities

In addition to continuing culture-of-safety and responding to incident training for new staff, a refresher
course will be created and added to the annual training course bundle in the learning management
system. A “good catch” program will also be initiated to encourage and reward staff for identifying near-

miss events and unsafe conditions through event reporting.
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Risk Management Training

Introduction

The Health Center Program Compliance Manual requires risk management training for all staff members

and documentation that all appropriate staff complete training at least annually. Risk management
education and training are critical for clinical and nonclinical staff to improve safety and mitigate risk
related to patient care. Clinical risk training is required by all Licensed Independent Practitioners (LIPs),
Other Licensed Clinical Practitioners (OLCPs), and Other Clinical Staff (OCS) that engage in patient
care. Other staff may be assigned to participate in the training as SNHD policy/leadership requires .The
risk manager collaborates with the medical director and the operations managers to identify areas of
highest risk within the context of the health center's risk management plan and selects risk management

training topics that will reduce risk to patient and staff safety.

Risk Activity Focus Area/Measure Summary Description of Assessment/Methodology/Indicators

FQHC Leadership annually reviews the previous The health center provides annual mandatory evidence-based virtual
lyear’s high-risk areas, and existing training training to all health center clinical staff on the following risk related topics:
programs to ensure FTCA compliance, best fit for | Safe clinical Obstetric practice training from ECRI, Safe injection, HIPAA,
Health Center, patient safety focused, reputable & | and Bloodborne Pathogen training from NEOGOV, Hand Hygiene training
evidence-based training programs. from train.org.

Threshold for this training is 90% of the relevant clinical staff having
completed the required training annually. 100% is preferred, however the
90% threshold has been set to allow for newly hired team members to
complete their training withing 90 days of hire per SNHD/SNCHC policy.
Planning, review and completion of annual OB Training must be completed annually by each clinical staff team member,
training. which includes LIPs, OLCPs, and OCS staff. Certificates of completed
training are then sent to the medical director, and the medical director
updates the training tracker. The training tracker is then reviewed at FQHC
Leadership meetings at least quarterly to ensure the required training gaps
are being closed.

Threshold for training is a 90% compliance rate. 100% is preferred, however
the 90% threshold has been set to allow for newly hired team members to
complete their training withing 90 days of hire per SNHD/SNCHC policy.

Planning, review and completion Training must be completed annually by each clinical staff team member,
of annual High-Risk Area (Safe which includes LIPs, OLCPs, and OCS staff. Certificates of completed
Injection) training. training are then sent to the medical director, and the medical director

updates the training tracker. The training tracker is then reviewed at FQHC
Leadership meetings at least quarterly to ensure the required training gaps
are being closed.

Threshold for training is a 90% compliance rate. 100% is preferred,
however the 90% threshold has been set to allow for newly hired team
members to complete their training withing 90 days of hire per

Planning, review and completion of annual High SNHD/SNCHC policy. Training must be completed annually by each

Risk Area (Hand Hygiene) training. clinical staff team member, which includes LIPs, OLCPs, and OCS staff.
Certificates of completed training are then sent to the medical director, and
the medical director updates the training tracker. The training tracker is
then reviewed at FQHC Leadership meetings at least quarterly to ensure
the required training gaps are being closed.

Threshold for training is a 90% compliance rate. 100% is preferred, however
the 90% threshold has been set to allow for newly hired team members to
complete their training withing 90 days of hire per SNHD/SNCHC policy.
. . . Training must be completed annually by each clinical staff team member,
Elae:gir;lng, review and completion of annual HIPAA which includes LIPs, OLCPs, and OCS staff. Certificates of completed

g- training are then sent to the medical director, and the medical director
updates the training tracker. The training tracker is then reviewed at FQHC
Leadership meetings at least quarterly to ensure the required training gaps
are being closed.
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Planning, review and completion of annual
Infection Prevention (BBP) training.

Threshold for training is a 90% compliance rate. 100% is preferred,
however the 90% threshold has been set to allow for newly hired team
members to complete their training withing 90 days of hire per
SNHD/SNCHC policy. Training must be completed annually by each
clinical staff team member, which includes LIPs, OLCPs, and OCS staff.
Certificates of completed training are then sent to the medical director,
and the medical director updates the training tracker. The training tracker
is then reviewed at FQHC Leadership meetings at least quarterly to
ensure the required training gaps are being closed.

Data Summary

See the dashboard below for completed risk management activities and status of the health center’s

performance relative to established risk management goals.

Training and Education

Person
responsible

Measurel Key
Performance Indicator

Annual
Total
Completion
Rate

Threshold o

FQHC
Leadership

Planning , review and
completion of annual OB
training.

=280% by year-

§.23%
end

§.23%

8.23%

FQHC
Leadership

Planning , review and
completion of annual High
Rigk Area (Safe Injection)

training.

=00% by year-

2
end 0.00%

15.05% 19.05% 19.05%

FQHC
Leadership

Planning , review and
completion of annual High
Rizk Area (Hand Hygiene)

training.

=50% by vear-

ey
end 0.00%

80.77%

FQHC
Leadership

Planning , review and
completion of annual HIPAL
training.

=280% by year-

0.00%
end

89.47% | 89.47% 85.47%

FQHC
Leadership

Planning , review and
completion of annual
Infection Prevention (BBP)
training.

=00% by year-

end 0.00%

58.09% 58.09% 28.09% 5B.09%

FQHC

Annual Training Completion

=50% by vea rl-

1.85% 31.32% 31.32% 31.32%

51.32%

Leadership Rate Goal of 50% end
[—— Medicareana | Sootbome | FEERET | wandatory | OS9O5E | Counseting | ounseting|
oot Gre or Al | ssemeeson | il || e | P800S | S | ol | RN | soescen | sdaescent|
| vepanment (| Iob Title [ Jinteal (21 panager [7] Womenand Pmarc | Walning ) - Competence 1) py g PN anpuat) (| Settings [ REPORINT) gy | clients o) cllents v 5y )
— —|Non-Qlinicar | Care of the Postpartunm (cunicaL— (NEOGOV) — (ALY — Abuse — NEOGOV i laws — u:umm_ encourage— resist — u\annlnj_
STAFF) (AL Prevention (CUNICAL rg/main/course/10 | (CLINICAL STaFF) Family sexual care
(CLINICAL STAFF) (Aw) 84875/details STAFF) participation | coercion
n | S Gornat)
Family Planning Medical Assistant CI Merylyn Yegon 10/11/23 8/8/23 05/16/24 05/20/24 05/21/24 05/16/24 06/06/24 08/01/23 09/17/24 5/15/24 2/22/24 05/16/24
Family Planning | Adv Prctcl Registered Nurse cI Merylyn Yegon 12/21/23 12/21/2023 12/13/23 12/28/23 05/16/24 05/16/24 05/16/24 12/28/23 09/24/24 2/12/24 2/26/24 2/26/24
gan vinie Community veati iorker [N tniesWeryymegon A a wfas/an | os/sojae | ovjaofas | osjanjee Wa | ey | wa W W
Family Planning Community Health Nurse cl Bernadette Meily 09/08/23 8/9/23 05/16/24 05/21/24 05/29/24 05/29/24 05/29/24 05/17/24 09/17/24 2/14/24 2/14/24 05/29/24
Primary Care Center _|Patient Services cal|Cassondra Major N/A N/A 08/27/24 05/20/24 05/20/24 05/29/24 05/20/24 09/24/24 N/A N/A N/A
Family Planning Community Health Nurse Bernadette Meily 07/10/24 07/10/24 03/17/24
Family Planning Mobile Unit Operator cal|Bernadete Meily N/A nN/A 05/17/2¢ 05/22/24. 05/17/22. 05/17/24. N/A 05/17/24 | 09/28/24 N/A /A N/A
Sexual Health c_|Administrative Assistant cal|Cassondra Major N/A N/A 08/22/24 01/31/24 02/12/24 07/15/24 N/A 07/15/24 09/24/24 N/A N/A N/A
Sexual Health Clinic_|Medical Assistant Bernadette Meily 09/03/24 09/03/24 09/03/24 09/03/24 09/03/24 09/17/24
Family Planning |Administrative Assistant cal|Bernadette Meily N/A N/A 05/14/24 05/14/24 05/16/24 05/14/24 05/16/24 05/14/24 09/17/24 3/6/24 3/6/24 05/21/24
Ryan White Community Health Nurse 1/C: Merylyn Yegon 05/11/23 N/A 08/28/24 05/20/24. 05/20/24. 05/20/24. 05/21/24. 05/20/24 | 09/28/24 N/A N/A N,
Family Planning |Administrative Assistant cal|Cassondra Major N/A N/A 08/27/24 05/16/24 05/16/24 N/A N/A N/A 09/24/24 N/A N/A N,
Ryan White Care Coordinator cal| Merylyn Yegon N/A N/A 08/27/24 05/21/24 05/21/24 N/A N/A 05/21/24 03/24/24 N/A N/A N,
Community Health Worker cal|Cassondra Major N/A N/A 09/16/24 05/21/24 05/30/24 N/A N/A N/A N/A N/A N/A N,
Community Health Nurse Merylyn Yegon 05/18/23 8/8/23 05/16/22 05/16/24. 05/16/22. 05/16/24. 05/16/22. 05/16/2: | 03/13/23 N/A N/A N,
Community Health Nurse Merylyn Yegon 09/19/23 8/8/23 08/15/24 05/15/24 05/15/24 05/15/24 05/16/24 05/15/24 09/24/24 N/A N/A N,
Sr Community Health Nurse Merylyn Yegon 09/19/23 8/8/23 09/17/24 05/15/24 05/15/24 05/15/24 05/30/24 08/10/23 09/24/24 N/A N/A N,
Primary Care Center | Laboratory Assistant cal|Merylyn Yegon 8/15/23 08/11/22 05/16/24. 07/27/23 08/02/23 05/30/22. 08/03/23 N/A N/A N,
Sexual Health Clinic_|Administrative Assistant ca | |Cassondra Major N/A N/A 08/22/24 07/16/24 07/13/23 07/05/23 N/A 08/01/23 09/24/24 N/A N/A N/A
Family Planning Community Health Nurse Meryiyn Yegon 09/11/23 5/20/24 08/13/24 05/16/24 05/15/24 05/15/24 05/16/28 05/15/24 | 09/28/28 2/15/24 2/12/28 | 05/16/28
Primary Care Center | Medical Assistant Bernadette Meily 09/26/23 8/2/23 05/21/24 05/16/24 05/28/24 05/16/24 05/21/24 05/16/24 09/17/24 3/15/24 3/15/24 05/28/24
Ryan White Medical Assistant Merylyn Yegon 09/25/23 8/8/23 05/15/24 05/15/24 05/15/24 05/15/24 05/17/24 05/15/24 09/24/24 N/A N/A N/A
Family Planning Community Health Nurse Bernadette Meily 10/14/24 10/14/24 10/15/24 10/14/24
Sexual Health Clinic |CHN Supervisor Merylyn Yegon 09/07/23 07/31/23 05/15/24 07/24/24 07/17/23 07/13/23 05/16/24 07/17/23 01/18/22 N/A N/A N,
Primary Care Center [Medical Assistant. Merylyn Yegon 09/14/23 8/8/23 05/16/24 05/20/24 05/20/24 05/20/24 05/16/24 08/01/23 09/24/24 N/A N/A N,
Family Planning Lead Patient Services Rep cal|Cassondra Major N/A N/A 09/18/24 06/04/24 05/29/24 N/A N/A N/A N/A N/A N/A N,
Primary Care Center | Info & Referral Specialist cal|Cassondra Major N/A N/A 08/26/24 05/20/24. 05/20/24 N/A N/A 05/20/24 N/A N/A N/A N,
FrimoryCare Coneer |ecteal ssistant erym vegon whi/s wa/E | oyt | e | oiegan | wpem | e | oweyn | wmm | wi A p
Family Planning Community Health Worker cal|Bernadette Meily N/A N/A 08/20/24 05/10/24 05/10/24 05/10/24 05/17/24 02/20/24 09/17/24 20/24 2/22/24 04/04/24
Ryan White Community Health Nurse Clinical Merylyn Yegon 09/01/23 6/4/24 08/23/24 05/21/24 05/21/24 05/21/24 05/21/24 05/24/24 09/24/24 N/A N/A N/A
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SWOT Analysis
Strengths Weaknesses Opportunities Threats
Virtual, evidence-based, Other training resources can  [Training from virtual organizations
patient-safety focused, Training plan did not specify a be researched for depends on thpse organizations
reputable, readily available regular cadence to review and supplemental relevant to maintain relevance,
training. New medical close training gaps training courses that enhance |accessibility, and compliance with
director. ’ existing training. medical standards.

Follow-up Actions

¢ Immediately update the Training plan to include a regular cadence for reviewing required training

compliance and completion.

e The CEO, Medical Director and Risk Manager review the training tracker at least once per
quarter with the FQHC Leadership Team to act on closing gaps identified by the training

tracker.

Conclusion

During 2024 a gap in compliance was discovered in SNCHC’s Risk Management Training process.
There was not a defined process for reviewing the progression of training completion. This error was
discovered in March of 2025 during a HRSA/ECRI FTCA clinic training. Preparations for the FTCA clinic
training required that the Risk Manager conduct an audit of 2024 risk management activities. During this
audit, it was discovered that the training systems being used had no mechanism for automatically
reminding the team to complete the annual training for FTCA compliance. This was unusual as most
required SNHD/SNCHC training does have a mechanism for reminding team members and their
supervisors of gaps in annual training completion. This finding uncovered that in 2024, most of the
required FTCA training that should have occurred in the calendar 2024 year was non-compliant. This
also meant that a manual process for reviewing the training progress needed to be developed and
implemented by the leadership team. The training plan was updated in March of 2025 to include a
regular cadence for leadership to review and correct gaps in FTCA required training, which is now
occurring and the FQHC leadership team is acting on updated results presented. Training compliance
ended at 51.32% for the 2024 year with a 90% goal. Immediate steps were taken in March of 2025 to get
the team through the required FTCA training, not just to demonstrate the urgency with which the error
needed to be corrected, but especially because the team had not received the training for more than a
year and needed the information to continue operating in a way that protects patient safety. The urgent
training that occurred in March brought the team into compliance for the year 2025 but cannot make up

for the noncompliance for calendar year 2024.
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Proposed Future Activities

The training plan for next year will include a regular cadence for required FTCA training to be reviewed and
name the medical director as the person owning the oversight of training completion each year. Annual
training will be conducted earlier in the year, so there is time to close any gaps in training discovered for
clinical risk training before the end of the year approaches. This will allow for a more proactive approach to

preventing gaps in the team’s training.

Risk and Patient Safety Activities

Introduction

The objective of the health center’s patient safety and risk management program is to continuously
improve patient safety and minimize and/or prevent the occurrence of errors, events, and system
breakdowns leading to harm to patients, staff, volunteers, visitors, and others through proactive risk
management and patient safety activities.

Risk Activity Focus Area/Measure Summary Description of Assessment/Methodology/Indicators

A patient grievance is a formal written or verbal complaint filed by a patient
that cannot be resolved promptly by staff present. All grievances are
investigated and reviewed for opportunities for improvement.

# of Patient Grievances The health center monitors the number of grievances opened per quarter.
No minimum nor maximum threshold is set.

For 2024, there were 4 patient grievances reported, two in Q1 and two in
Q4.

The health center responds to and resolves grievances in a timely manner.
To resolve the grievance, the health center calls and speaks with the
patient to gain greater understanding and when appropriate, provides the
patient with written notice that the health center is in reception of their
grievance. The Health Center representative contacting the complainant,
takes steps to correct the causes of the grievance and communicates the root
causes to the Health Center’s leadership team for dissemination to the team

% of Patient Grievances Resolved and improvement of process. An incident report is completed for the grievances
and the Health Center documents steps taken on behalf of the patient to
investigate the grievance, the results of the grievance process, and the
date of completion.

The health center’s goal is to resolve a grievance within 10 business days
from initial receipt of notification, and to have fixes in place to improve
process and personnel to prevent further grievances within 60 days.

Proprietary and Confidential Page 18 of



3 SOUTHERN NEVADA
HEALTH CENTER

2024 Annual Risk Management Report (ARMR)

Risk Activity Focus Area/Measure

Summary Description of Assessment/Methodology/Indicators

Patient Satisfaction Scores

The health center asks its patients to take a patient satisfaction survey
after the visit. The survey is provided through a QR code and a website. If
necessary, SNCHC can provide an electronic device on which the patients
may take the survey. Data gathered from the patient surveys directs
process and program improvements to enhance the patient experience.

The threshold for patient satisfaction surveys is >90%

# of HIPAA breaches

The health center encourages all staff to report suspected HIPAA
breaches. After visit summary handouts, which contain protected health
information, have been unintentionally be given to the wrong patient
historically. This year the health center continues to work on process
improvements as identified from last year's RCA associated with these
types of breaches.

The health center monitors the number of HIPAA breaches involving visit
handouts per quarter. No minimum nor maximum threshold is set.

# of Pts eligible for Pregnancy Intention Screening

The number of female patients who are of reproductive age that are seen at
the health center, who are eligible to be screened for their intent to become
pregnant in the next 12 months. This is a new UDS measurement required
by HRSA.

# of Pts Screened for Pregnancy Intention

The number of female patients who are of reproductive age that are seen at
the health center, who were screened for their intent to become pregnant in
the next 12 months using a standardized pregnancy intention screening
questionnaire (PISQ) tool. This is a new UDS measurement required by
HRSA.

% of Pts Screened for Pregnancy Intention

The percentage of health center patients that have a visit with a health
center provider, and are eligible to be screened for pregnancy intention, and
are screened using a PISQ tool. This is UDS required data.

# of Pregnant Pts who had a visit with a Health
Center LIP

The number of female health center patients that are seen, who report to be
pregnant during the health center appointment.

# of Pregnant pts referred out for prenatal care

The number of female health center patients that are seen, who report to be
pregnant during the health center appointment and are referred to an OB or
other women'’s health specialist to receive prenatal care. This is UDS
required data.

# of Pregnant Pts w Documented Trimester of
Pregnancy When First Seen

The number of female health center patients that are seen, who report to be
pregnant during the health center appointment. The age of the pregnant
patient, and the trimester in which the patient’s pregnancy is at the time of
the visit. This is UDS required data.

% of Prenatal Pts w Documented Trimester of
Pregnancy When First Seen

% of female pregnant patients who had a visit with a Health Center provider
whose age and trimester of pregnancy was documented.
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The number of babies who have documented race and birthweight data

. . documented in the EMR, who were born to health center patients, who
f# of Birthweights by Race Captured reported being pregnant at the time the pregnant patient had a health center
visit.

The health center maintains files for all clinical staff that contain
documentation of licensure, credentialing verification, and applicable
privileges, consistent with the health center’s operating procedures as
required by the Health Center Program Compliance Manual.

The health center monitors for timely renewal of privileges. The goal is to
complete all renewals within the month they are due 100% of the time. The
credentialing and privileging information of each provider must be reviewed
and updated as necessary at least every two years.

Credentialing and privileging file review rate

Data Summary

See the dashboard below for completed risk management activities and status of the health center’s

performance relative to established risk management goals.

Rizsk and Patient Safety Activities
Person Measure! Key Annual
responsible | Performance Indicator Threshold o a2 Q3 Q4 Toral
GO Ops 8o
Mais. (M Grigvances LAuglqtr z2 1] o 2 4
CIMOIOps .
# e
Mars. 1AM Grievances resolved 100
CIMDNOps ) . . .
Migrs. 1M Patient Satisfaction Scores A0
) HIPAA breaches -wrong Tatal # of
CompliancelRM vizit handouts breaches
# af Prz eligible for
WIMDOps Fregnancy Intention Tatal # 1325 897 1413 556 4227
Mar=./RM .
Screening
GO Ops #of Pis Screened.fnr Total # 550 363 a9 471 1923
Mar=./EM Pregnancy Intention
QMO D= ¥ af Ptz Screensd for 7B
Mars.'BM Pregnancy Intention i
LUMDNCIp= 1 4 Pregnant Pts Seen Toral # 18 1 10 1 =5
Mar=./BM
GO Ops # of Pregnant pts referred | # of Prenatal 15 5 1 1 5
Mar=. 'BM out For prenatal care Pts Referred
# of Prenatal Ptz w
[iMO0 #of P I
u P Documented Trimester of o rrenata 13 L 10 il a5
Mar=.1RM ; Pt= Referred
Pregnancy ‘when First
QIMOICps “ of Prenatal Ptz w

Documented Trimester of » TS
Mar=.\RM
' Pregnancy ‘when First

QMO g # af Birthw eightzbu Face
#
Mar=. /BM Captured Toral
FMIHR . !:rerenlflallng.and 100
privileging file review rate
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Credentialing and Privileging Tracker — All compliant as of 12/31/2024

Loc |Employee Job Title Hire Date |Bilingual Pay| FTE 1D Gov. ID  |Lic. Type | State License | CPR/BLS |Edu Verif. MNPDE olG Priv Appr
337 |Aifaro, Stacey Medical Assistant | 5/28/2024 [} 100 5/7/2024| 8/14/2028 1) N/A 5/15/2024| 6/12/2024| 5/15/2024|  5/7/2024
309 |Andrade, Daysi Medical Assistant | 1/3/2022|Spanish 100| 3/26/2025] 11/26/2024 N/A 12/5/2021] 7/25/2024] 5/29/2024] 3/26/2025
337 |Basa, Doris Medical Assistant | 11/12/2024 [ 1.00{ 10/24/2024] 9/8/2027 |1} N/A 11/4/2024| 1/30/2025] 11/5/2024| 10/24/2024
350 |calito, Maria Medical Assistant | 9/3/2024|Spanish 100 8/6/2024 8727203001 N/A 8/21/2024] 1/30/2025 8/21/2024  8/6/2024
338 |Diaz Villa, Banessa Medical Assistant | 1/28/2019[Spanish 100[ 3/26/2025] 8/12/2031|MA N/A 1/31/2019] 6/30/2024] 5/29/2024] 3/26/2025
309 | Diaz, Michelle Medical Assistant | 3/26/2018[Spanish 100{ 3/27/2025] 6/27/2031[LA N/A 3/15/2018| 7/25/2024] 5/29/2024 3/27/2025
337 |Dominguez, Liliana Medical Assistant | 7/10/2017|Spanish 1.00{ 3/27/2025| 8/17/2030) 000 N/A 6/8/2017 7/25/2024] 5/29/2024| 3/27/2025
337 |Fajardo, Claudette Medical Assistant | 5/13/2019|Spanish 100[ 3/26/2025 N/A 5/6/2019] 7/25/2024] 5/29/2024] 3/26/2025
337 [Iniguez Barrera, Ricardo |Medical Assistant | 11/12/2024[Spanish 1.00{ 10/22/2024] 9/13/2027 |1 N/A 11/5/2024| 1/30/2025] 11/5/2024| 10/22/2024
350 |Martinez, Monica Medical Assistant | 4/10/2023|Spanish 100 4/3/2025] 2/29/2031 |1 N/A 4/4/2023| 7/13/2024] 5/29/2024] 4/3/2025
338 [Miller, Tanisha Medical Assistant | 8/3/2024|Spanish 100 8/6/2024] 9/10/2031)01E) N/A 8/15/2024] 1/30/2025] 8/15/2024  8/6/2024
337 |Nyberg, Chantel Medical Assistant | 8/21/2023 [} 100| 6/29/2023] 7/7/2025|01E) N/A 8/15/2023] 3/19/2024| 5/29/2024] 6/28/2023
337|Orea-valencia, Mirelly |Medical Assistant | 6/4/2018|Spanish 100| 3/26/2025] 8/23/2028 |1 N/A 5/29/2018| 7/25/2024| 5/29/2024| 3/26/2025
337 |Ortega Martinez, Izel  |Medical Assistant | 11/30/2020[Spanish 100| 3/26/2025] 7/23/2026 1) N/A 11/5/2020| 7/25/2024] 5/29/2024] 3/26/2025
353 |Ortega Martinez, Leydi |Medical Assistant | 11/12/2024[Spanish 1.00{ 10/24/2024] 10/15/2026 |1 11/5/2024| 1/30/2025] 11/5/2024| 10/24/2024
350|Perez, Jose Medical Assistant | 7/15/2019|Spanish 1.00{ 10/24/2023| 12/10/2026 |1 N/A 6/18/2019| 1/30/2025 5/29/2024| 10/24/2023
338 |Quiroz, Patricia Medical Assistant | 5/13/2019|Spanish 100| 3/26/2025] 11/21/2029 N/A 5/10/2018] 7/25/2024| 5/29/2024| 3/26/2025
337 |Royval, Yvonne Medical Assistant | 8/3/2024|Spanish 100 8/6/2024] 8/29/2026 1L} N/A 8/13/2024] 1/30/2025] 8/13/2024  8/6/2024
350(santillan, Myra Medical Assistant | 10/29/2018|Spanish 1.00( 10/24/2023| 4/29/2026 |1 N/A 10/15/2018| 7/25/2024 5/29/2024| 10/24/2023
300 |Valdes Ayala, Beatriz__ |Medical Assistant | 11/5/2018[Spanish 100| 3/26/2025] 3/18/2027 |01 N/A 10/23/2018| 7/25/2024 5/29/2024 3/26/2025
309 |Villalobos, Yolanda Medical Assistant | 8/3/2018[Spanish 1.00{ 10/23/2023] 1/11/2030 1N N/A 8/16/2019] 7/25/2024| 5/29/2024[ 10/23/2023
337 |Basa, Doris Medical Assistant 11;11{2024” 100] 10/24/2024] 97872027 |11 N/A 11/5/2024| 1/30/2025] 11/5/2024] 10/24/2024
337 |Guerrern, locelyne Medical Assistant | 3/17/2025|Spanish 100| 2/18/2025| 1/2/2026 WIS NSA 2/18/2025| 3/17/2025| 2/18/2025| 2/18/2025
SWOT Analysis
Strengths Weaknesses Opportunities Threats

Grievance responses to
patients were immediate
upon incidents being
reported

No HIPAA breaches were
reported for 2024.

Data for pregnant patients, their
trimesters of pregnancy when
first presenting, and are being
captured, but not in a structured
reportable manner. Manual
work is currently providing
these data.

No follow up efforts are
currently being made to capture
the race and birthweights of the
babies born to health center
patients who reported being
pregnant.

QOutreach process for
connecting with patients who
\were pregnant beginning Q2 of
the previous year needs to be
implemented. Medical director
and QMC will head up these
efforts with the Informatics and
IT teams. Monthly review
meetings have been established
{to begin improving process and
results.

Moving from an in-house server
based EMR system to a cloud-
based EMR system created
many holes in the way data is
captured, measured, and
reported. These issues are being
corrected through collaboration
with eCW and AZARA.
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Follow-up Actions

The following activities were executed and reviewed quarterly by the FQHC Leadership Team.

Verify eCW documentation requirements to capture data for patients by age who

¥
*
L=
=

h o DO D

50/1325-4151%

received prenatal visits/referrals by trimester of pregnancy *Q2:
o UDS Table 6b Sections A & B 34
Verify eC'W documentation requirements to capture data for the newborn 0
Goal 45: birthweights (in grams) being documented by race/ethnicity. 0
]m";‘ " o UDS Table 7a - Birthweight 0
y P emen FQHC Operations Managers to develop and implement a workflow and process to 363 / B97 - 40.5%%
workflow to
CY?23 0 prenatal o document and track prenatal pts by age and Q3:
track prenatal . " . .
services and visits/referrals o document and track prenatal pts by which trimester their pregnancy 10
baby birth documented is in per UDS requirements 0
N CY23 0 newborn birth o document whether SNCHC conducted the prenatal visit or provided 0
weights to help . . i
- - weights documented the patient with a referral to another provider for prenatal care per .0
mitigate obstetric 3 . .
risks. and ensure UDS requirements. . 589/ 1419-41.51%
: »  Follow up with referred patients to document status of *Q4:

appropriate care
1s received.

pregnancy, and ensure prenatal, intrapartum. and 11
postpartum care needs are planned.
* FQHC Operations Managers to develop and implement a workflow and process to
document and track newborn birth weights by race, per UDS requirements

*  Adopt new Pregnancy Intention Screeming practices to satisfy new UDS measures. 421/586 — 71.84%

HIPAA breach prevention activities from the annual risk assessment were a part of the risk and patient

safety activities.

CY24 Goals

CY24 Performance

CY24 Activities (What, Who, When)

Goal #1:
Ongoing
observation
is needed to .
ensure e Operations Mapaggrs regularly walk August 2024 — Team a}nd Managers report f[hat managers
conversations through pgtentlal' risk areas throughput are yvalkmg through hlgh traffic areas multiple times a day.
continue fo the Qay with the 1nte'nt%on.of observing | No issues havq been witnessed or reported. Topics of
only oceur contlnueq co'nﬁdentlah'ty in oral HIPAA compl}ance are cover.ed in hudd}es and staff
confidentially commqmcatlon regarding PHI. meetings consistently, 1pclud1ng discussions regardmg PHI
cither in o Operathns Managers cover and _PH, as well as _loggmg out of computer stations when
patient expectations and risks at huddles leavmg_ therp, placmg materials Wlth PHI/PII in locked
OOmS. OF regularly. shredding bins, keeping file cabinets locked, printers free
o the’r e Operations Managers identify and of documents, and computer screens protected.
designa ted define areas for Verba]ly discussing November 2024 — Complete. ThlS. IS.S}IG has greatly
arcas where PHI, so communication only occurs improved. Spot checks.f.ollowmg 1n1t1a1. assessment occur
the public away from other patients. every month, and copdltlons and behaviors are consistent
does not have with HIPAA regulations.
access,
whenever
possible.
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Operations Managers regularly walk
through potential risk areas throughout

August 2024 — Team and Managers report that managers
are walking through high traffic areas multiple times a day.

Goal #2: ) . . . No issues have been witnessed or reported. Topics of
. the day with the intention of observing . .
Ongoing . e HIPAA compliance are covered in huddles and staff
; continued confidentiality in use of . . . . . . .
observation electronic PHI meetings consistently, including discussions regarding PHI
is needed to . ! and PII, as well as logging out of computer stations when
Operations Managers cover . . . . .
ensure the . . leaving them, placing materials with PHI/PII in locked
expectations and risks at huddles . . - . .
computer larl shredding bins, keeping file cabinets locked, printers free
screens rOegu o M dentif of documents, and computer screens protected.
remain perations anagtirstl en(‘;l yany November 2024 — Complete. Once a team member’s
protected. compu eg screens tha dnee (211 p rlv‘alTy d computer monitor did not have a protective screen. When
Cﬁ) ver ?ITget 1ton order and nstalle witnessed, it was immediately corrected. No other issues or
through 1. potential issues have been reported.
August 2024 — Team and Managers report that managers
Goal #3: . . . .
. . are walking through high traffic areas multiple times a day.
Ongoing Operations Managers regularly walk . - .
. .o No issues have been witnessed or reported. Topics of
observation through potential risk areas throughout

is necessary
to ensure the

the day with the intention of observing
continued confidentiality in use of

HIPAA compliance are covered in huddles and staff
meetings consistently, including discussions regarding PHI
and PII, as well as logging out of computer stations when

b;;zr\rzliosrs gﬁl{ters and fax machines regarding leaving them, placing materials with PHI/PII in locked
continue to 0 e‘rations Managers cover shredding bins, keeping file cabinets locked, printers free
mitigate exI;)ectationS and rgisks ot huddles of documents, and computer screens pro.tected. .
aper/fax larl November 2024 — Complete. This issue is an ongoing area
pap: K reguiarly. of risk, however, the workflows and protocols in place are
sk effectively and consistently mitigating any potential risk.
Conclusions

Risk and patient safety activities described in last year’s risk management plan were implemented as

written.

High-risk activities (infection control, pharmacy, and HIPAA) were assessed, and actions were taken.

Several steps were taken throughout the year to correct data collection, and mapping issues. Structured data

elements still need to be tested and proven in order to implement the staff training needed to improve the

metrics being measured for risk and patient safety activities.

More work is necessary to ensure data being captured is accurate, and that it is being more closely

monitored.

Proposed Future Activities

There is a monthly meeting that has been organized to begin scrutinizing and testing structured data

collection, aggregation, analysis, and reporting. Meetings will incorporate the inspection and

improvement of risk, patient safety, and UDS mandated data. Meeting invitees will be the medical

director, risk manager, quality management coordinator, operations managers, informatics scientists, IT,

and the administrative supervisor.
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Claims Management

Introduction

The Health Center Program Compliance Manual requires health centers to have a claims management

process for addressing any potential or actual health or health-related claims. The health center identifies
risk areas most likely to lead to claims based on previous claims activity, claims prevention guidance from
professional organizations, and published research.

Claims Management Focus Area/ Summary Description of Assessment/Methodology/Indicators
Measure

The health center immediately sends court complaints or notices of intent to

the HHS Office of the General Counsel.
# Claims submitted to HHS

The health center monitors the number claims sent per quarter. No
minimum nor maximum threshold is set.
The health center monitors the number of claims settled or closed per

# Claims settled or closed quarter. No minimum nor maximum threshold is set.
The health center monitors the number of claims opened per quarter. No
# Claims open minimum nor maximum threshold is set.
The health center monitors the number of lawsuits resulting from a claim
# Lawsuits filed are filed per quarter. No minimum nor maximum threshold is set.
I” The health center monitors the number of lawsuits settled per quarter. No
Lawsuits settled minimum nor maximum threshold is set.
I” The health center monitors the number of lawsuits litigated per quarter. No
Lawsuits litigated minimum nor maximum threshold is set.

Data Summary

See the dashboard below for completed risk management activities and status of the health center’s

performance relative to established risk management goals.

Claims Management

Person Measure! Key Annual
Th hold 1
responsible Performance Indicator resho e = =5 - Total
CH # Claims submitted to HHS MA 0 0 0 0
CH # Claims =ettled or closed MA 0 0 0 0
CH # Claims open M 0 0 0 0
CH # Lawszuits filed MNA 0 0 0 0
CH # Lawsuits zettled MA 0 0 0 0
CH # Lawsuits ltigated WA 0 0 0 0
SWOT Analysis
Strengths Weaknesses Opportunities Threats
N/A N/A N/A N/A
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Follow-up Actions

No claims activities occurred in 2024. Continued prevention strategies are being deployed to keep this statistic as
low as possible.

Conclusion
No claims activities occurred in 2024. Continued prevention strategies are being deployed to keep this

statistic as low as possible.

Proposed Future Activities
Continue current claims management processes that include monitoring for emerging concerns,
preserving claims-related documentation, and promptly communicating with HHS Office of the General

Counsel, General Law Division regarding any actual or potential claim or complaint.

Report Submission

The 2024 Annual Risk Management Report to the Southern Nevada Community Health Center
Governing Board is respectfully submitted to demonstrate the ongoing risk management program to
reduce the risk of adverse outcomes and provide safe, efficient, and effective care and services.
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Risk Management Dashboard

Components of this report are provided according to standards that must be met to meet FTCA deeming requirements related to risk management. Such guidance

can be found using the following resources: Chapter 21: Federal Tort Claims Act (FTCA) Deeming Requirements, Chapter 10: Quality Improvement/Assurance,

and Health Center Program Compliance Manual.

Risk Assessments

Person Measure/ Key Annual
responsible Performance Indicator sl a Q2 a3 Q4 Total
Infection
# Completed annual high- Prevention .
RM risk assessments 2 2lyr and Obstetrics
Control
RM # Completed quarterly Min 1/qtr 1 1
assessments
RM % Open action plans <75% 75% 100%
Adverse Events/ Incident Reports
Person Measure/ Key Annual
responsible Performance Indicator Ul il e Q2 o e Total
Center staff # Sentinel Incidents Total /qtr. 1 0 0 0 1
Center staff # High Risk Incidents Total /qtr. 2 4 6 3 15
Center staff # Medium Risk Incidents Total /qtr. 12 8 18 14 52
Center staff | #Low Risk Incidents/Near | ¢, oy 2 0 0 0 2
Misses
Quarterly Incident Totals ggm e 17 12 24 17 70
# Root Cause Analyses
RM (RCA) completed per gtr. Total /qtr. 5 5 8 3 21
Medical # Peer review audits o 6 0 5 5 0
Director completed (5/provider/qtr) 80% R Vi i Bl IR
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Training and Education

Person Measure/ Key
responsible Performance Indicator Ul il e Q2 o e
FQHC Planning , review and >90% b
Leadershi completion of annual OB _ear-(;ngi/ 9.23% 9.23% 9.23% 9.23%
P training. y
Planning , review and
FQHC completion of annual High 290% by o
Leadership Risk Area (Safe Injection) year-end 0.00% 19.05% 19.05% 19.05%
training.
Planning , review and
FQHC completion of annual High 290% by o o o o
Leadership Risk Area (Hand Hygiene) year-end 0.00% 80.77% 80.77% 80.77%
training.
FQHC Planning , review and >90% b
. completion of annual =907 by 0.00% 89.47% 89.47% 89.47%
Leadership HIPAA training year-end
Planning , review and
FQHC completion of annual 290% by o o o o
Leadership Infection Prevention (BBP) year-end 0.00% 58.09% 58.09% 58.00%
training.
FQHC Annual Training Completion 290% by o o o o
Leadership Rate Goal of 90% year-end 1.85% 51.32% 51.32% 51.32%

Annual
Total
Completion
Rate

80.77%

58.09%

51.32%
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Risk and Patient Safety Activities

Person Measure/ Key Annual
responsible Performance Indicator sl a1 Q2 a3 Q4 Total
QI/MD/Ops .
Mgrs /RM # Grievances Avg/qtr 2 0 0 2 4
QI/MD/Ops .
Mgrs /RM # Grievances resolved 100%
QI/MD/Ops . . .
Mgrs /RM Patient Satisfaction Scores >90%
. HIPAA breaches — wrong Total # of
Compliance/RM visit handouts breaches
# of Pts eligible for
QI/MD/Ops Pregnancy Intention Total # 1325 897 1419 586 4227
Mgrs./RM S .
creening
QI/MD/Ops # of Pts Screened for
Mgrs./RM Pregnancy Intention Total # 550 363 589 421 1923
QI/MD/Ops % of Pts Screened for o o o o o o
Mgrs /RM Pregnancy Intention >75% 41.51% 40.47% 41.51% 71.84% 45.49%
QI/MD/Ops
Mgrs./RM # of Pregnant Pts Seen Total # 18 16 10 11 55
QI/MD/Ops # of Pregnant pts referred # of Prenatal 18 16 10 1 55
Mgrs./RM out for prenatal care Pts Referred
# of Prenatal Pts w
QI/MD/Ops Documented Trimester of # of Prenatal 18 16 10 11 55
Mgrs./RM Pregnancy When First Pts Referred
Seen
% of Prenatal Pts w
QI/MD/Ops Documented Trimester of >75%
Mgrs./RM Pregnancy When First °
Seen
QI/MD/Ops # of Birthweights by Race Total #
Mgrs./RM Captured
RM/HR Credentialing and 100% 100%*

privileging file review rate
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Claims Management

Person

Measure/ Key

responsible Performance Indicator Ul il e Q2 o e
CM # Claims submitted to HHS NA 0 0 0 0
CM # Claims settled or closed NA 0 0 0 0
CM # Claims open NA 0 0 0 0
CM # Lawsuits filed NA 0 0 0 0
CM # Lawsuits settled NA 0 0 0 0
CM # Lawsuits litigated NA 0 0 0 0

Color Coding Key

Not Compliant

Approaching Compliance

Compliant

Annual
Total
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