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IVI E IVI O R I A L trust with those we serve
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ABOUT

The first Hospital was located at 641 South Baxter Ave. In 1918, Dr. Timmons had a new hospital built at
236 South Interocean Ave. It was later purchased by Dr. H.C. Hill and his wife, Irene. They lived in the
downstairs area of the hospital while maintaining a 10-room hospital on the floor above them. In 1949,
the community raised enough funds to purchase the hospital from Mr. Hill. It was turned over to Phillips
County and governed by a board of directors appointed by the county commissioners. The living area
was then turned into a delivery room and a small surgery room. C-sections, tonsillectomies,
appendectomies, and hernia repairs were just some of the surgeries performed in the new surgery
room. Before the addition of the delivery room, women labored in delivery homes located throughout
the county. At times, Mr. Will Heginbotham drove the doctors to these homes by horse and buggy.

In 1964, Will Heginbotham donated the property and funds to build a new hospital at 505 South Baxter
Ave. Inreturn, he requested that the new hospital be named after his mother, Melissa. Melissa
Memorial Hospital opened its doors in July of 1965. The building was 75 feet by 190 feet and was
constructed of fireproof masonry and steel. It had room for 25 patients and featured the latest in
medical technology and equipment for its time. It’s interesting to note that the caged elevator from the
previous hospital was brought over to the new hospital to provide access to the basement, which was
used for storing supplies and records. The first patient at the new hospital was Fred Peterson, a former
mayor of Holyoke. Records show the hospital had a census of 15-17 patients with an average length of
stay of seven days through the 1960’s and 1970’s. Philanthropic giving by Roy C Gebhart, Henry and
Mary Massman, Philip and Frances White and the Will Heginbotham Trust helped sustain the hospital
during a difficult period.

At the turn of the century, Melissa Memorial Hospital was facing a shortage of space with the specialty
clinics using patient rooms and patients having to wait in the halls. The emergency room also did not
allow for any privacy that was required and expected by families. As medicine evolved and a public
need emerged for additional services, a new hospital became the driving force of Administrator, Arlene
Harms and CFO, Shelly Larson. A collaborative effort was formed between the MMH Board, Melissa
Memorial Hospital Foundation, and the community in 2002. The MMH Board members involved
throughout this process included Cherrie Brown, Gary Krumm, John Baldwin, Sharon Thompson, Steve
Young, Ray Malleck, and Sheryl Farnsworth. The groundbreaking was the next phase in the Holyoke
healthcare legacy on a very cold November 18, 2006. The project was completed on schedule and
almost one million dollars under the eighteen million dollar budget. The grand opening ribbon was cut
on March 7, 2008.

In 2015, Melissa Memorial Hospital began its renovation and expansion project, which will include a
specialty clinic and family practice addition, an onsite residence, an enclosed ambulance drop-off area
and ambulance storage, another laboratory entrance and new office space, as well as an onsite
Helicopter landing pad, parking, and drives for the critical access hospital. Anin-house Pharmacy was
also added off of the clinic waiting room during the project.

The groundbreaking ceremony took place on Oct. 12, with a completion in the summer of 2016.


http://melissamemorial.org/wp-login.php?redirect_to=http%3A%2F%2Fwww.melissamemorial.org%2Fwp-admin%2F&reauth=1

PURPOSE

To document Melissa Memorial Hospital (MMH) compliance with Federal regulations and Critical Access
Hospital (CAH) Conditions of Participations for CAH (CFR § 485.641): The CAH carries out or arranges for
a periodic evaluation of its total program. The evaluation is performed at least once a year and includes
a review of the utilization of CAH services, including at least the number of patients served and the
volume of services; a representative sample of both active and closed clinical records; and an annual
review of policy and procedures. As a Critical Access Hospital (CAH), MMH performance review process
touches on volume of service, type of service, improvements, trends, concerns and department specific
accomplishments. The Leadership team develops action plans for commented areas of concern and then
determines what, if any policies or processes should be revised or implement.

DATA SOURCES

Information used for this Annual Report was obtained through the following mechanisms:
1. Utilization review

2. Committee and department minutes

3. Incident and variance reports

4. Patient satisfaction and complaint data

5. Statistical reports

6. Other reports as applicable

REVIEW PROCESS AND FOLLOW UP

The Quality, Infection Prevention, and Safety Committee, under direction of the Quality Director,
coordinates information gathering and develops an annual review report. The report is reviewed and
discussed at the Committee meeting. The report, which includes findings and recommendations, is then
presented to Senior Leadership Team for review and identification of areas for improvement that align
with MMH strategic goals and objectives. The report is presented to the Hospital Board for review and
input. The Committee uses the Board of Directors and Leadership feedback to guide the subsequent
year’s Quality Improvement Plan.



CURRENT SCOPE OF SERVICES

Emergency Services
Trauma Level IV Designation
24/7 Emergency Department (ED)

Medical Services
Inpatient
Outpatient
Swing Bed
Surgical Services

Pharmacy
MMH Hometown Pharmacy

Diagnostic Services

Laboratory

General X-ray

Computerized Tomography (CT)
Ultrasound

Mammography

Magnetic Resonance imaging (MRI)
Echocardiography

Stress Testing

Contracted Sleep Study

Ambulatory Care
Family Practice of Holyoke
Physical Therapy
Speech Therapy
Occupational Therapy
Nutritional / Dietary Services
Cardiac Rehabilitation
Telemedicine
Adult and Pediatric Immunization
Annual Exams and Preventative Care
Specialty Clinic
Cardiology
Orthopedic
Podiatry
Oncology
General Surgery
CRNA Epidural Injections for Pain Control

Community Health Services
Concussion Management
Sports physicals

COVID Vaccination Clinic
COVID Testing Clinic
Pink-Out for Breast Cancer
Cancer walk

Racecar Safety

Trunk and Treat

Diabetic Clinic




UTILIZATION OF SERVICES

NOTABLE SERVICE UTILIZATION TRENDS FOR 2021 COMPARED TO 2020

Note: COVID-19 restrictions had a direct effect of the service lines.

Inpatient Days 979 Rehabilitation Procedures N13626
Swing Care Days 570 Cardiac Rehab Visits J 643
Observation Days 87 X-Ray Procedures 3673
Surgery Cases ™ 162 Chemotherapy Services ™12
Gastrointestinal (Gl) Cases M™N113 Rural Health Clinic Visits {16756
Emergency Room Visits 1433 Sleep Studies 52
Lab Procedures 423388 | Mammography 361
Ultrasound 2426 Magnetic Resonance Imaging (MRI) 220
Nuclear Med 65 Specialty Clinic Visits M™N12777
Computerized Tomography (CT) 1083 Wound Care 43239
Out-patient Nursing Infusion and Injections 370

Average length of stay for inpatients 3.69 days. The length of stay by hours continues to meet the 96
hours annual average CMS regulatory requirement for CAH status. Readmissions to the hospital were

6.7% for all cause, which falls below the national average of 14% recognized by CMS.

Cardiopulmonary Rehab

e Improved Crash Cart checks
o New Monitoring System

Diagnostic Imaging

DEPARTMENT SERVICES REVIEW

e Radiology performed a record total 3673 exams. Increase from 3055 the prev. year
e Radiology performed a record 361 Mammograms, an increase from 311

e Upgraded the Radiology room to new Siemens Ysio equipment

e Upgraded the Portable X-ray machine to a new Siemens

Dietary and Nutrition Services

o Utilize contracted Dietitian
e Passed the hood inspection
e Replaced the cafeteria floor




Facilities/Plant Operations

e Dietary floor replacement

o Carpet replacement

e |nstalled new cooling HVAC system

e Replaced batteries for back-up generator

o Passed Nebraska Safety and Fire Equipment sprinklers inspection
e Maintained COVID treatment area for ED and Inpatients

e Purchased two negative pressure tents

Lab

e Replaced the covid antigen test with molecular (NAAT) test

e Started the PCR test for Covid-19 and the 4-Plex PCR for COVID-19, Influenza A, Influenza B and RSV
o Replaced Microbiology analyzer, from Biomeriux Vitek 2 to Beckman’s Microscan

e Purchased blood bank Ortho Workstation which is a centrifuge/incubator combo

e Passed the CILA survey

Medical Staff Changes

The following providers joined the Medical Staff:
Jimmie Bailey, MD

Lawrence Davis, MD

Michael Monahan, MD

The following provider resigned:
Tayna Riddle, MD

Zachary Hartman, MD

Aaron Gale, MD

Nursing Services
Emergency Department and Inpatient Services

e Patients left without being seen = 3

e Patients left against medical advice =4

e Maintained COVID-19 patient care area

o Collaboration with EMS for nursing desk coverage
e Hired a new Quality Director

e Hired a new Employee Health Nurse

e Implemented Zero Suicide Program

e Implemented Antibiotic NHSN vendor

e Hired new DON



o Added monoclonal administration

e Hired a new inpatient pharmacist

e Acquired two isolation negative pressures tents
e Acquired three ventilators

e Acquired all new inpatient beds

Emergency/Inpatient Department Projects and Memberships:

e State of Colorado Level IV trauma center
o Collaboration tertiary facilities for neuro / stroke, psych, and cardiac care
e Participated in Race Car safety with EMS and Fire Departments, local county fair, and trunk or treat

Chemotherapy /Outpatient services

e Increased utilization of chemotherapy and specialty infusions
e Chemo hood passed inspections and recertification

Rehabilitation Services

e Added Speech Therapy — Swallow, Cognitive, and Pediatrics
e Added Occupational Therapy

e Added Lymphedema specialty

e Obtain two (2) new Hi-Lo tables

e Added Vision Therapy

e Hired additional PT

Retail Pharmacy

o Added Home COVID testing kits

e Added COVID antivirals

e Pharmacy Technician earned vaccination administration certification
o Added part-time FTE

Rural Health Clinic (RHC)

e Grants
CDPHE National Diabetes Prevention Program
Colorado Center for Care Innovation CHIC Pilot Project
WHOLE: Witnessing Health Opportunities to Leverage Equity — Colorado Health Foundation
Office of E health and Innovation Remote Patient Monitoring
Colorado Rural Health Center CORES
Northeast Health Partners Diabetes Grant
Northeast Health Partners Practice Incentive Program
RHCCT Program — HRSA
UC Health Alzheimer Grant — High Plains Research Network



e New Service Lines
Telehealth services
Remote patient monitoring
Point of Care A1C
Telehealth mental and behavioral health
Integrated mental and behavioral health services
e Improvement opportunities
100 patients enrolled in our chronic care management program
300 AWV completed for Medicare patient population
75% of our patient population receive mammograms in 2021
50% of patients compliant with HbA1C less than 9
The Family Practice of Holyoke’s goal is to record 75% of HCC Gaps to improve the RAF score

Specialty Clinic

e Recovered services from COVID-19 shut down

e Coordinated with Lincoln County Health Systems for orthopedic Surgical Services
e Added weekly orthopedic coverage

Surgical Services

e Hired an OR Manager

e Hired a Surgical Technologist

e Hired a Registered Nurse

e Acquired new laparoscopy equipment
e Added an orthopedic surgeon

e Added a general surgeon

e Acquired new surgical helmets

e Acquired new instrumentation

e Acquired automated endoscope reprocessor
e Acquired ultrasound probes

e Acquired new chairs in preop

CLINICAL RECORD REVIEW

In compliance with CAH regulations CFR 485.641(a) (1) (ii), a representative sample (at least 10%) of
both active and closed clinical records were reviewed in the past year. Included in the review were
inpatient, emergency room, and ambulatory records. Both concurrent and retrospective reviews were
conducted for completeness, accuracy, consent and advance directives, medical necessity, and
adherence to protocols and standards of care.

Indicators that Trigger Medical Record Review
e Hospital deaths e Cases involving patient and/or staff complaints
e Readmissions e Transfers

e Adverse drug events e Trauma cases



e Hospital acquired conditions e Codes Blues

o Clinical quality measures e Against Medical Advice (AMA)
o Left Without Being Seen (LWBS) e Sepsis

e Utilization Review e Infection Prevention

e Incident Reporting e Medical Staff (Peer Review)

Medical Case Review for Quality Improvement

Concurrent and retrospective record reviews are conducted by department Directors for the following
clinical measures:

® 100% Heart Attack (AMI) e 100% Stroke Patients
e Healthcare Associated Infections e Antibiotic Usage
e Trauma Team Activations ® 100% Transfers

Other cases reviewed include cases representing quality or risk management issues.
Quality Reporting

o Attested for Stage 3 Performing Interoperability for the hospital

e Submitted Caravan ACO required measurement data

e Reported data to the Colorado Hospital Association’s Hospital Quality Improvement Contract (HQIC)
o Reported data to the Colorado Hospital Association’s Alternates to Opioids (ALTO)

e Reported data to the Medicare Beneficiary Quality Improvement Project (MBQIP)

e Reported data to Hospital Quality Incentive Payment (HQIP) Program

e Reported data to Colorado Rural Health Center’s through Quality Health Indicators (QHI)
e Reported data to the CDC's National Healthcare Safety Network (NHSN)

o Submitted required data to the HCPF Hospital Transformation Program (HTP)

e Reported data into U.S. Healthcare COVID-19 portal

e Reported data into the Colorado Department of Public Health and Environment COVID-19 positive In-
Patient

e Reported data into the Colorado Department of Public Health and Environment COVID-19 Employee
Vaccine

PATIENT FAMILY ADVISORY COUNCIL (PFAC)

The PFAC was established in 2018 with seven community members. In 2021, there were only four
community members. The PFAC met twice during 2021 due to the COVID-19 outbreak. he PFAC



reviewed and discussed ways to decrease racial disparities. They evaluated the phone system for
language. One of their 2022 goals to increase membership diversity.

POLICY REVIEW
Policies are scheduled for review at least annually and whenever a need for modification is recognized.
¢ Revised — 685 e Retired — 65 e New — Data Unavailable
PERFORMANCE IMPROVEMENT AND QUALITY ASSURANCE
Preventable Harm Rates: Hospital Acquired
e Catheter Associated Urinary Tract Infections: 0
e Falls: 4
e Adverse Drug Reactions: 0
e Surgical Site Infections: 0
o Pressure Ulcers: 0
¢ Central Venous Catheter-Related Infection: 0
Patient Safety Survey

Measures chosen for improvement:
1. Staff freely speaking up if they see something that may negatively affect patient care
2. Evaluating effectiveness of changes to improve patient safety
3. Hand-offs and transitions
(Yellow Highlighted measures are additional opportunities for improvement)

Survey ltems By
ltem Patient Safety Culture Area Survey Item % Positive Response

1. Teamwork Within Units

A1 1. People support one another in this unit. —J 88%
80%
2. When a lot of work needs to be done o
. 87%
A3 quickly, we work together as a team to get _‘ .
the work done. 79%
Ad 3. In this unit, people treat each other with 82%
respect. 76%

4. When one area in this unit gets really busy, 72%
others help out. 62%

Al



B1

B2

B3R

B4R

AB

A8

A13

2. Supervisor/Manager Expectations & Actions Promoting Patient Safety
1. My supervisor/manager says a good word
when he/she sees a job done according to
established patient safety procedures.

. . . 80%
2. My supervisor/manager seriously considers _ .
staff suggestions for improving patient safety. 84%
3. Whenever pressure builds up, my
. 9%
supervisor/manager wants us to work faster, _ .
even if it means taking shortcuts. 84%

4. My supervisor/manager overlooks patient 80%
safety problems that happen over and over.

79%
85%

[

(o]
2
=

3. Organizational Learning—Continuous Improvement

1. We are actively doing things to improve 84%
roalccin E—
2. Mistakes have led to positive changes 63%

here. 68%

3. After we make changes to improve patient

: - 70%
safety, we evaluate their effectiveness. 50%

|:| Database Hospitals Average % Positive

- Your Hospital % Positive

AT0R

A15

A1TR

A18

c2

C4

CER

5. Overall Perceptions of Patient Safety

1. Itis just by chance that more serious i 62%
mistakes don't happen around here. 64%

2. Patient safety is never sacrificed to get 64%
more work done. 2%
3. We have patient safety problems in this 65%
unit. 63%

4. Our procedures and systems are good at 749
preventing errors from happening. 53%

7. Communication Openness

1. Staff will freely speak up if they see 799
something that may negatively affect patient °
care. 67%

2. Staff feel free to question the decisions or 50%

actions of those with more authority. —I 48%

3. Staff are afraid to ask questions when 68%
something does not seem right. —IGS%

10



10. Staffing
1. We have enough staff to handle the

A2
workload.
ABR 2. Staff in this unit work longer hours than is
best for patient care.
A7R 3. We use more agency/temporary staff than
is best for patient care.
4. We work in “crisis mode” trying to do too
A14R .
much, too quickly.
11. Handoffs & Transitions
1. Things “fall between the cracks” when
F3R . . .
transferring patients from one unit to another.
2. Important patient care information is often
F5R . .
lost during shift changes.
F7R 3. Problems often occur in the exchange of
information across hospital units.
F11R 4. Shift changes are problematic for patients

in this hospital.

|:| Database Hospitals Average % Positive

- Your Hospital % Positive

52%
54%

48%
1%

[

[

64%
41%

50%
49%

[

[

42%
45%

|

53%

}

0%
47%

44%
48%

40%

|

|

Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)
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Inpatient

Spanish,Hispanic or Latino: 'MEX MEX AMER,CHI'

o AllPG Detabase  —— “Recommend the hospital

SCAHFS Top Box
100 -
100.00
996
99.2 = 99
98.8—
98.4—
EL R
Received Date B‘jgu'?:?uzzil
Benchmark Period E:gﬂﬁz'gg;]
Sample size n=1
Peer group size =246

Spanish,Hispanic or Latino: 'NOT SPAN/HISP/LA’

o Al PG Database  —s— *Recommend the hospital

SCAHFS Top Box
100 —
§12—
24—
45— 5455 T
248 -
? .
" 1112021 47172021 272021
Received Date 3312021 63072021 3/730/2021
[ 1172021 4172021 7n/2021
e 3731,2021 63072021 9/30/2021
Sample size n=11 n=5 n=9

Peer group size M=2593 M=2466 M=2455

10,1720
124312021

10172021
12112021

n=4

N=2378

“CAHFS

100
—39.6
=332
—98.8
—36.4
—136

“CAHFS

=100
—81.2
—62.4
—436

=248




Inpatient

Spanish,Hispanic or Latino: 'OTHER'

o Al PG Database —se— *Rate hospital 0-10

*CAHPS Top Baox
00— 100,
80—
60 =
40—
20=
=
Received Date Aneey
Benchmark Period E%"n%%g
Sample size n=1
Peer group size M=2474

Spanish,Hispanic or Latino: Total

o Al PG Database  —s— *Rate hospital 0-10

“CAHFS Top Box
100 -
80.4—
608 =
412 —
216=
2
S—— e
Sample size n=11 n=8

Peer group size h=2593 M=2474

72021
gfan/2021

7172021
g/3072021

M=2458

a0
943002021

7njznz1
943072020

n=10

M=2458

1042021
124312021

10/1/2021
12432021

n=h

M=2381

“CAHPS

“CAHPS

~100
_804
-60.8
—41.2

=216



Race-Black or African American: '"NO' / Race-Asian: 'NO'

0 All PG Database

*CAHFS Top Box

100 —
80.4—
B0 -
412 —
216—

2=

Received Date

Benchmark Period

Sample size

Peer group size

Race-Black or African American: ‘'NO' / Race-Asian: Total

0 Al PG Database

*CAHFS Top Box

100 -
804—
B0 -
412 —
21h—

-

Received Date

Benchmark Period

Sample size

Peer group size

Inpatient

—=— *Recommend the hospital

3

112021
373172021

14142021
i

n=14

M=2533

41,202
§/30,2021

49172021
&ra020

n=B

M=2466

—s— *Hecommend the hospital

19

72021
5/30/2021

FA2021
8/30/2021

n=10

M=2455

10/1/2021
12/31)2021

10712021
12202

n=4

M=2378

3

112021
33172021

1172021
33112021

n=14

h=2583

41,202
§/30,2021

4172021
6/30/2021

n=B

M=24660

19

hfenz
8/30/2021

712021
3302021

n=10

M=2455

10742021
12/31)2021

10/1/2021
12/31/2021

n=4

M=2378

“CAHPS

=100
—304
—E0.8
—-412
=216
=2

“CAHPS

=100
—a0.4
—608
—-412

=216
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Inpatient

Race-Black or African American: 'NOQ' f Race-Asian: 'NO'

o Al PG Database  —s— *Rate hosprtal 0-10

*CAHFS Top Box
100
81.2—
62.4—
46—
248
7
E -
. 1412021 41,2021 TR0 102021
feceived Date 3312021 §/30/2021 8/30/2021 120312021
. 11172021 4172021 712021 1012021
Fenchmark Feriod 373172021 673072021 9/30/2021 123112021
Sample size n=14 n=9 n=10 n=5
Peer group size N=2599 N=2474 N=2458 N=2381

Race-Black or African American: '"NO' f Race-Asian: Total

o AllFG Database  —s— “Fate hospital 010

*CAHFS Top Box
100 —
81.2—
b2.4=
436
248
7
E -

. 112021 412021 sy 1042021
Received Date 37312021 67302021 3/30/2021 12/31/2021
forchmark Perind 172021 4172021 7n/2021 10/1/2021

e 33172021 673072021 9/30/2021 123172021
Sample size n=14 n=9 n=10 =5
Peer group size N=2583 N=2474 N=2458 N=2381

“CAHPS

=100
-i1.2
-62.4
—43E

—24.8

“CAHPS

=100
-i1.2
-624
—436
—24.8
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Emergency Department

Language: 'English’

00 Al PG Database  —s— Owvarall rating of care

FiG Maan
94 I 1
1.67}en
s Lq\’/ﬂl—m‘
836—
82.95
732
628 -
524
43
49— ——
. 112021 41,2021 20 1042021
Received Date 373112021 6/30/2021 3/30/2021 1243172001
: 142021 4172021 7172021 10072021
Fenchmark Fenod 33112021 673072021 9/30/2021 1249172021
Sample size n=21 n=11 n=22 n=17
Peer group size N=2501 N=2513 N=2512 N=2458

Language: 'Spanish’

00 AllPG Database  —s— Oharall rating of care

PG Mean
7i— .
75.00
620 —
EERE
324=
17.2—
3
2= —
i 11,4202
Received Date 3312021
Benchmark Period ;;g‘{fgﬂzg]
Sample size n=1
Peer group size M=2501

—836

-732

=628

—h24

—E28

—476

=324

=172

=2
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Outpatient Services

Language of survey: ‘English’

00 Al Facility DB —s— Owerall Assessment Crearall

PG Mean
96 — > -
@17 6238
E—
592 -
408~
24— ; 10
4- I (B
. 1142021 41,202
Received Date 33172021 §/30/2021
) 1172021 A1,72021
Benchmark Period 33172021 §30,2021
Sample size n=75 n=64
Peer group size MN=1629 MN=15595

Language of survey: ‘Spanish’

0 All Facilty DE - —s— Cwverall Assessment Crhaerall

FG Mean
00—
80—
60—
40—
20—
-
Received Date ooz a0
e YR g
Sample size n=1 n=2
Peer group size M=1629 M=1555

=36
9342 9710
—776
—68.2
—40.8
22
—224
I .
-4
TN{20A 107142021
9/30/2021 1243152021
TR0 1071/2021
47302021 12372021
n=h7 n=E8
MN=1563 N=1566
=100
—a0
—60
—40
=20
1
=0
7h{enz 107142021
g3 201 1243152021
72021 107172021
/302021 12312021
n=2 n=1
MN=1563 N=1566
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2022 priorities
e Implement the Strategic Plan

e Complete the Community Health Needs Assessment and Plan
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