
 

1Salinas Valley Memorial Healthcare System operating as Salinas Valley Health  
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October 8, 2026 
 
 
 
TO: Legal Counsel 

News Media 
Salinas Californian 
El Sol 
Monterey County Herald 
Monterey County Weekly 
KION-TV 
KSBW-TV/ABC Central Coast 
KSMS/Entravision-TV 

The next regular meeting of the QUALITY AND EFFICIENT PRACTICES 
COMMITTEE - COMMITTEE OF THE WHOLE of SALINAS VALLEY HEALTH1 will 
be held MONDAY, OCTOBER 12, 2026, AT 8:30 A.M., DOWNING RESOURCE 
CENTER, CEO CONFERENCE ROOM 117, SALINAS VALLEY HEALTH MEDICAL 
CENTER, 450 E. ROMIE LANE, SALINAS, CALIFORNIA.  

(For Public Access Information Visit https://www.salinasvalleyhealth.com/about-us/healthcare-
district-information-reports/board-of-directors/board-committee-meetings-virtual-link/.) 
 
 
 
 

 
Allen Radner, MD 
President/Chief Executive Officer 
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1Salinas Valley Memorial Healthcare System operating as Salinas Valley Health 

Committee Voting Members: Catherine Carson, Chair, Rolando Cabrera, MD, Vice Chair, Clement Miller, 
Chief Operating Officer, Carla Spencer, RN, Chief Nursing Officer and Richard Gerber, MD, Medical Staff 
Member 
 
Advisory Non-Voting Members: Cheryl Pirozzoli, Community Member 
 

QUALITY AND EFFICIENT PRACTICES COMMITTEE 
COMMITTEE OF THE WHOLE 
SALINAS VALLEY HEALTH1 

 
MONDAY, OCTOBER 12, 2026, 8:30 A.M. 

DOWNING RESOURCE CENTER, CEO CONFERENCE ROOM 117 
 

Salinas Valley Health Medical Center 
450 E. Romie Lane, Salinas, California 

 
(Visit SalinasValleyHealth.com/virtualboardmeeting for Public Access Information) 

 
AGENDA 

1. Call to Order / Roll Call  
 

2. Public Comment  
 
This opportunity is provided for members of the public to make a brief statement, not to exceed 
three (3) minutes, on issues or concerns within the jurisdiction of this District Board which are not 
otherwise covered under an item on this agenda. 
 

3. Approve the Minutes of the Quality and Efficient Practices Committee Meeting of September 14, 
2026. (CARSON) 
 Motion/Second 
 Public Comment 
 Action by Committee/Roll Call Vote 

 
4. Patient Care Services Update (SPENCER) 
 Report from Night Shift Unit Practice Council (DICKERSON) 

 
5. Patient Safety Plan (GROOTERS) 
 Staff Report 
 Committee Questions to Staff 
 Public Comment 
 Committee Discussion/Deliberation 
 Motion/Second 
 Action by Committee/Roll Call Vote 

 
6. Performance Improvement Reports 
 Nutritional Services (NADER) 
 Laboratory Services (JOHNSON) 
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7. Closed Session 
 

8. Reconvene Open Session/Report on Closed Session 
 

9. Adjournment  
The next Quality and Efficient Practices Committee Meeting is scheduled for Monday,  
November 9, 2026 at 8:30 a.m. 

 
This Committee meeting may be attended by Board Members who do not sit on this Committee. In the event that a 
quorum of the entire Board is present, this Committee shall act as a Committee of the Whole. In either case, any 
item acted upon by the Committee or the Committee of the Whole will require consideration and action by the full 
Board of Directors as a prerequisite to its legal enactment. 
 
The Salinas Valley Health (SVH) Committee packet is available at the Board Meeting, electronically at 
https://www.salinasvalleyhealth.com/about-us/healthcare-district-information-reports/board-of-directors/meeting-agendas-
packets/2026/, and in the SVH Human Resources Department located at 611 Abbott Street, Suite 201, Salinas, 
California, 93901. All items appearing on the agenda are subject to action by the SVH Board. 
 
Requests for a disability related modification or accommodation, including auxiliary aids or Spanish translation 
services, in order to attend or participate in-person at a meeting, need to be made to the Board Clerk during 
regular business hours at 831-759-3208 at least forty-eight (48) hours prior to the posted time for the meeting in 
order to enable the District to make reasonable accommodations. 
 
  

Page 3 of 38 

https://www.salinasvalleyhealth.com/about-us/healthcare-district-information-reports/board-of-directors/meeting-agendas-packets/2026/
https://www.salinasvalleyhealth.com/about-us/healthcare-district-information-reports/board-of-directors/meeting-agendas-packets/2026/


Page 3 Quality and Efficient Practices Committee October 12, 2026 
 

QUALITY & EFFICIENT PRACTICES COMMITTEE 
COMMITTEE OF THE WHOLE 

SALINAS VALLEY HEALTH 
 

AGENDA FOR CLOSED SESSION 
 
Pursuant to California Government Code Section 54954.2 and 54954.5, the board agenda may describe closed 
session agenda items as provided below. No legislative body or elected official shall be in violation of Section 
54954.2 or 54956 if the closed session items are described in substantial compliance with Section 54954.5 of the 
Government Code. 

CLOSED SESSION AGENDA ITEMS 
 
HEARINGS/REPORTS 
(Government Code §37624.3 & Health and Safety Code §§1461, 32155) 
Subject matter: (Specify whether testimony/deliberation will concern staff privileges, report of medical audit 
committee, hospital internal audit report, or report of quality assurance committee):   

1. Quality and Safety Board Dashboard Review (SYED)  
 
 
ADJOURN TO OPEN SESSION 
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CALL TO ORDER 
ROLL CALL  

 
 
 
 

(Chair to call the meeting to order) 
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PUBLIC COMMENT 
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1Salinas Valley Memorial Healthcare System operating as Salinas Valley Health 
 

DRAFT SALINAS VALLEY HEALTH1 
QUALITY AND EFFICIENT PRACTICES COMMITTEE MEETING 
COMMITTEE OF THE WHOLE 
MEETING MINUTES SEPTEMBER 14, 2026  
 
Committee Member Attendance:  
 
Voting Members Present: Catherine Carson, Chair, Rolando Cabrera, M.D., Vice Chair, Carla Spencer, CNO, 
Richard Gerber, M.D., Medical Staff Member, and Clement Miller, COO 
 
Voting Members Absent: None 
 
Advisory Non-Voting Members Present:  
In Person: Allen Radner, MD, CEO, Alysha Hyland, CAO, Tim Albert, M.D., CCO, Cheryl Pirozzoli, Family/ 
Patient Advisor, Rakesh Singh, MD, VP 
Via Teleconference: Michelle Childs, CHRO 
 
Other Board Members Present, Constituting Committee of the Whole:  
Via Teleconference: Victor Rey Jr, Joel Hernandez Laguna 
 
 
1. CALL TO ORDER/ROLL CALL 
A quorum was present and Chair Carson called the meeting to order at 8:32 a.m. in the Downing Resource 
Center, CEO Conference Room 117.  
 
2. PUBLIC COMMENT: None. 
 
3. APPROVAL OF THE AMENDED MINUTES FROM THE QUALITY AND EFFICIENT 

PRACTICES COMMITTEE MEETING OF AUGUST 17, 2026 
Approve the minutes of the August 17, 2026 Quality and Efficient Practices Committee meeting. The 
information was included in the Committee packet. 
 
PUBLIC COMMENT: None. 
 
COMMITTEE MEMBER DISCUSSION: None. 
 
MOTION:  
Upon motion by Vice Chair Cabrera, and second by committee member Carla Spencer the minutes of the 
August 17, 2026 Quality and Efficient Practices Committee Meeting are approved as presented.  
 
ROLL CALL VOTE: 
Ayes: Chair Carson, Vice Chair Cabrera Spencer, Miller, Dr. Gerber;  
Nays: None; 
Abstentions: None; 
Absent: None. 
 
Motion Carried. 
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4. PATIENT CARE SERVICES UPDATE: REPORT FROM THE CRITICAL CARE UNIT 
PRACTICE COUNCIL  

Carla Spencer, CNO, introduced a member of her team to present an update on the Perioperative Clinical 
Practice Council. Mikhail Brown, MS, BSN, RNII, PCCN, gave an overview of the FY 2027 smart goals 
and initiatives. Two charts were presented highlighting RN BSN or higher degree and RN professional 
board certification data. Mikhail also reviewed board certification preparation classes, the Professional 
Development & Education Fair, and nurse recognition activities. She then presented nurse turnover data 
and compared our organization’s turnover rates with the national average. Lastly, she reviewed our 
strategic retention and engagement efforts. 
A full report was included in the packet. 
 
COMMITTEE MEMBER DISCUSSION:  Chair Carson asked for clarification on board certification 
and what it takes to reach that. Mikhail Brown noted that he believes the stay interview will have the 
largest impact. 
 
5. ACCREDITATION & REGULATORY UPDATE 
Kimothy Sparks, JD, RN, Interim Director of Accreditation & Regulatory Compliance presented the dates 
for the Mock Survey and the Triennial TJC Survey. He overviewed the preparations: Initiate the 
Accreditation Readiness Committee (ARC), Survey Pocket Card , Logistics Planning, Weekly Safety 
Rounds, Tracer Activity, and Chapter Focused Meetings 
A full report was included in the packet. 
 
COMMITTEE MEMBER DISCUSSION:  None. 
 
6. PERFORMANCE IMPROVEMENT REPORTS: 
 PERINATAL UNITS: Julie Vasher, Director of Women and Children Services Labor and 

Delivery, provided an update on the enhancing developmental care in the NICU. She then 
overviewed the Labor & Delivery NTSV, Post C/S Huddle, and Mother Baby Human Donor Milk. 
She talked about the Mother- Baby POST Birth Alert Bracelet and Lacatation. Lastly, she went 
over what is on the horizon: OB Specific withdrawal protocol, white noise use in NICU, and high 
risk blood cooler CCHD – reliability. 

 CASE MANAGEMENT: Troy Scott, Director of Case Management, provided an overview of 
the notification of admission, data analysis and continuous improvement plans NOA, 
barriers/challenges, Medicare Outpatient Observation Notice MOON, and EPIC Impact on NOA 
and MOON Completion.  

 ENVIRONMENTAL HEALTH AND SAFETY PROGRAM: Jeff Wardwell, Vice President 
Emergency Management Safety Security, presented the Environmental Health and Safety 
overview, regulatory, standards, and accreditation, program hierarchy & governance, safety risk 
management cycle, and the program performance review. Lastly, he compared safety, fire safety, 
security, emergency management, hazardous materials & waste, utilities, and medical equipment 
in 2025 and 2026. 

 
Full reports were included in the packet. 
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COMMITTEE MEMBER DISCUSSION: In regards to the Perinatal Unit presentation, Chair Carson 
asked how they are noting their documentation. Julie Vasher explained they have paper checklists but 
now also integrate the documentation into EPIC. Julie Vasher also noted that white noise has already 
been added to the NICU. Regarding Case Management, Chair Carson noted that patients must be notified 
of the MOON notice. In regards to Environmental Health and Safety Program, Chair Carson asked 
whether all fire drills are being tracked for Joint Commission. Sophia Sanchez noted that they are tracked 
on the dashboard. Chair Carson asked whether a mold assessment is being conducted following the flood 
in the basement. 
  
7. ADJOURNMENT 
There being no other business, the meeting adjourned at 9:45 a.m. The next Quality and Efficient Practices 
Committee Meeting is scheduled for Monday, October 12, 2026 at 8:30 a.m. 
 
 
___________________________________ 
Catherine Carson, Chair 
Quality and Efficient Practices Committee 
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PATIENT CARE SERVICES UPDATE 

Presented by: 
Carla Spencer, MSN, RN, NEA-BC
Chief Nursing Officer

Featuring: Night Shift Practice Council
Monday, October 12, 2026

Night Shift Practice Council Members 

NIGHT SHIFT PRACTICE COUNCIL  |  2026 BOARD UPDATE

COUNCIL LEADERSHIP

Hannah Dickerson, BSN, RN, CMSRN
Chair

Rizelle Legaspi, BSN, RN
Co-Chair

Raymundo A. Morales, BSN, RN, PCCN
Associate Co-Chair

Glenda Alinio, BSN, RN, PCCN
Advisor

COUNCIL MEMBERS

Michael L. Brown, MS, BSN, RN, PCCN

Ludy Lim, MSN, RNC-LRN

Isabel Cervantes, RN

Yasmin Fernandez Rodriguez, RN, CMSRN

Fides Tugaoen, BSN, RN, PCCN, CMSRN

David Castro Rangel, RN

Corinna Neemia, CNA
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Council Purpose

NIGHT SHIFT PRACTICE COUNCIL  |  2026 BOARD UPDATE

Provide clinical leadership
Identify and implement standards of care and evidence-based practice specific to night shift.

Collaborate across departments
Improve night shift processes through multidisciplinary collaboration to support positive outcomes.

Increase employee engagement
Engage employees who work off-shift hours in council activities and practice improvement.

FY26 Council Goals & Accomplishments

NIGHT SHIFT PRACTICE COUNCIL  |  2026 BOARD UPDATE

GOAL 1 | RESTFULNESS OF HOSPITAL ENVIRONMENT

Increase the inpatient domain top-box score from the FY25 baseline of 57.2 to 

GOAL 2 | SAFETY CULTURE: PREVENTION AND REPORTING

Increase the organization-level score for night shift staff from the 2025 baseline 

NOT MET: 57.3 (but )

MET: 4.15
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FY26 Council Goals & Accomplishments

NIGHT SHIFT PRACTICE COUNCIL  |  2026 BOARD UPDATE

FY26 goal was not met, but 
the score increased from the 
previous year.

Variation in data suggests 
inconsistent adoption of 
practices.

FY27 Focus:
Move from implementation 
of new interventions to 
reinforcing and sustaining 
practices.

FY26 Council Goals & Accomplishments

NIGHT SHIFT PRACTICE COUNCIL  |  2026 BOARD UPDATE

Existing interventions are in 
place to support a Restful 
Environment.

Council focused hardwiring 
and reinforcing existing 
practices, including the Quiet 
Menu and Quiet Champion, 
through:
• Quarterly unit rounding 
• Staff engagement and 

education 
• Professional Development 

Fair participation 
• Poster Expo presentation
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FY26 Council Goals & Accomplishments

NIGHT SHIFT PRACTICE COUNCIL  |  2026 BOARD UPDATE

Support Night Shift Staff Wellness

Created a Night Shift Staff Wellness Guide 
to equip our team with practical tools, 
strategies, and support tailored specifically 
to their needs.

Created a STARNet Community page for 
Night Shift Staff as a venue to connect with 
fellow night shifters and share tips and 
resources.

Integrated into new hire and New Graduate 
RN orientation.

NIGHT SHIFT PRACTICE COUNCIL  |  2026 BOARD UPDATE

SEPTEMBER 2026

Improved Access to Thickened Liquids & Food During Night Shift
Night Shift Council partnered with Nutrition Services to improve access to thickened liquids, meals, and 
snacks for patients during night shift.

Staff surveying identified key barriers:

Thickened liquids: Not routinely stocked on inpatient units, creating an access barrier for patients who need them 
during night shift.

Food supply: Units reported borrowing food stock from other units when supplies ran low.

Workflow opportunity: Staff reported using unit-stocked food for patients even when the Room Service option was 
available.

Outcome: Council findings informed Nutrition Services improvements and staff education through WIN-TIP 496.

FY26 Recent Accomplishments
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FY27 Council Goals

NIGHT SHIFT PRACTICE COUNCIL  |  2026 BOARD UPDATE

GOAL 1 | RESTFULNESS OF HOSPITAL ENVIRONMENT

Increase the inpatient domain top-

GOAL 2 | SAFETY CULTURE: PREVENTION AND REPORTING

Increase the organization-level score for night shift staff from the 2026 baseline 

NIGHT SHIFT PRACTICE COUNCIL  |  2026 BOARD UPDATE

Support Restfulness of Hospital Environment
• Prepare for the planned relaunch in collaboration with nursing leadership.

• Continue quarterly unit rounding to reinforce quiet practices and identify barriers

FY27 Projects

Promote Night Shift Staff Engagement
• Integrate Night Shift Staff Wellness into New Graduate education as a scheduled session.

• Increase engagement on the Night Shift Staff Community page.

• Increase awareness of the Night Shift Council and promote the referral process to help identify and 
address night-shift-specific opportunities.
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NIGHT SHIFT PRACTICE COUNCIL  |  2026 BOARD UPDATE

Thank you

Night Shift Practice Council
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Patient Safety Program Plan 
Amy Grooters, RN, NE-BC

Patient Safety Manager 

Purpose

Proactive, organization-wide framework for patient safety at Salinas Valley Health

Zero preventable harm 

Just Culture

Prioritization of safe patient care practices; ensuring systems, resources, policies 
and culture is in line with established healthcare and quality frame works:  

Patient Safety Structural Measures 

National Performance Goals 

Health and Safety Code 

2
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Scope 

Reduces risk and eliminates preventable harm

Acknowledge that risks to patients impact outcomes

Promote a culture of safety 

Creation of a non-punitive, transparent approach for 
reporting, analyzing, and evaluating errors and 
problems

Applies across all sites, services, and departments under 
SVHMC

Encompasses patients, visitors, volunteers, students, all 
staff, including medical staff

3

Patient Safety Structural Measures 

CMS attestation-based measure evaluating a healthcare 
organizations total-system approach to safety 

5 Domains 

Leadership Commitment to Eliminating Preventable 
Harm

Strategic Planning and Organizational Policy 

Culture of Safety and Learning Health Systems

Accountability and Transparency 

Patient and Family engagement 

4
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National Performance Goals 

The Joint Commission – 14 Goals 

Examples include: 

Correct patient receives the correct care at the correct 
time

Leadership fosters a culture of safety 

Hospital maintains workplace and patient safety 

Mediation Management program that focuses on 
safety 

5

Health and Safety Code 

Patient Safety and antidiscrimination requirements

Examples include: 

Reporting of patient safety events (RLDatix)

Culture of Safety 

Monitoring of sociodemographic disparities 

6
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Thank you

7

Patient Safety Program Plan. Retrieved 9/28/2026. Official copy at https://svmh.policystat.com/policy/20679865/. Copyright
© 2026 Salinas Valley Health
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Patient Safety Program Plan. Retrieved 9/28/2026. Official copy at https://svmh.policystat.com/policy/20679865/. Copyright
© 2026 Salinas Valley Health
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Patient Safety Program Plan. Retrieved 9/28/2026. Official copy at https://svmh.policystat.com/policy/20679865/. Copyright
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Patient Safety Program Plan. Retrieved 9/28/2026. Official copy at https://svmh.policystat.com/policy/20679865/. Copyright
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AT-RISK BEHAVIOR: behavioral choice that 
increases risk where risk is not recognized 
or is mistakenly believed to be justified

COACHING: a values-supportive discussion 
with the employee on the need to engage in 
better behavioral choices

DISCIPLINARY SANCTION: punitive deterrent to 
encourage an individual or group to refrain 
from undesired behavioral choices

HUMAN ERROR: inadvertently doing other than 
what was intended: a slip, lapse, or mistake

IMPOSSIBILITY: condition outside of 
employee’s control that prevents duty from 
being fulfilled

KNOWINGLY CAUSE HARM: having knowledge that 
harm is practically certain to occur

PERFORMANCE SHAPING FACTORS: attributes that 
impact the likelihood of human errors or 
behavioral drift

PURPOSE TO CAUSE HARM: conscious objective 
to cause harm

RECKLESS BEHAVIOR: behavioral choice to 
consciously disregard a substantial and 
unjustifiable risk

REMEDIAL ACTION: actions taken to aid 
employee including education, training, 
and/or reassignment to task appropriate to 
knowledge and skill

SOCIAL BENEFIT: a higher order benefit to 
society or the organization

SUBSTANTIAL AND UNJUSTIFIABLE RISK: a 
behavioral choice where the risk of harm 
outweighs the social benefit attached to 
the behavior

DEFINITIONS

Provided for the exclusive use of
BETA Healthcare Group members

v 4.0

Just Culture
AlgorithmTM

Threshold Investigation

• What happened?

• What normally happens?

• What does procedure require?
  (if applicable)

• Why did it happen?

• How was the organization 
  managing the risk?

Was the duty to 
produce an

outcome known to 
the employee?

Was it 
possible to 

produce the 
outcome?

Did the social 
benefit exceed 

the risk?

Investigate
circumstances

leading to
impossibility

Is the rate of 
failure within the 

expectation?

Accept 
outcome

Can the employee 
reasonably and 

appropriately be 
helped?

YES
NO

Investigate
circumstances

leading to failure 
to know the duty

YES

YES

NO YES

NO

YES

NO

Assist employee 
in producing 

outcome

Consider 
disciplinary 

sanction

NO

Support 
employee in 

decision

DUTY TO PRODUCE
OUTCOMES

Did the employee breach a duty 
to produce an outcome?

Human Error

Accept the 
error

At-Risk Behavior

Coach
employee

Reckless Behavior

Consider 
disciplinary

sanction

YES

YES
NO

NO

NO
NO

NO

YES YES

YES

Did the employee have a 
good faith but mistaken 

belief that the violation was 
insignificant or justified?

Did the 
employee 
knowingly 

violate 
the rule?

Did the social 
benefit exceed 

the risk?

Investigate
circumstances

leading to
impossibility

Was it 
possible 
to follow
the rule?

Investigate
circumstances

leading to
failure to know 

of duty

Support 
employee for 

decision to 
violate rule

Was the duty 
to follow a rule 
known to the 

employee?

DUTY TO FOLLOW
PROCEDURAL RULES

Did the employee breach a duty 
to follow a procedural rule?

ACTIONS

Human Error 
At-Risk Behavior
Reckless Behavior
Knowledge & Purpose

• modify system performance 
  shaping factors

with system

• coach employee

• remedial action
At-Risk Behavior

• console employee

• remedial action
Human Error 

Reckless
Knowledge & Purpose

• disciplinary sanction

• remedial action

with employee

ACTIONS

Human Error
At-Risk Behavior
Reckless Behavior

• modify system performance 
  shaping factors

with system

At-Risk Behavior

Human Error 

Reckless Behavior

• console employee

• remedial action

• coach employee

• remedial action

• disciplinary sanction

• remedial action

with employee

ACTIONS

Duty to Produce
an Outcome 

• modify system performance 
  shaping factors

with system

Duty to Produce
an Outcome 

• help employee produce 
better outcomes

• disciplinary sanction

with employee

ACTIONS

Repetitive Human 
Errors

• modify system performance 
  shaping factors

with system

Repetitive Human 
Errors

• employee to address personal 
  performance shaping factors

• employee to make better 
behavioral choices

with employee

ACTIONS

Repetitive At-risk 
Behavior

• modify system performance 
  shaping factors

with system

Repetitive At-risk 
Behavior

• employee to address personal 
  performance shaping factors

• disciplinary sanction

with employee

YES

NO
Was it the 

employee’s 
purpose to 

cause harm?

Did the employee
knowingly cause

harm?

Was the harm 
justified as 

the lesser of 
two evils?

Did the behavior 
represent a 

substantial and
unjustifiable risk?

Did the employee 
consciously 

disregard this 
substantial and 

unjustifiable risk?

Purpose to cause harm

Consider 
disciplinary

sanction Knowledge that 
harm will occur

Consider 
disciplinary

sanction Reckless Behavior

Consider 
disciplinary

sanction

YES

YES

Support 
employee in 

decision

NO

NO

YES

YES

Should the 
employee have 

known they were 
taking a substantial 

and unjustifiable 
risk?

NO NO
Do not 

consider 
employee

action

YES

Did the 
employee

choose the 
behavior?

NO
Do not 

consider 
employee

action

Human Error

Accept the 
error

At-Risk Behavior

Coach
employee

YES

NO

DUTY TO AVOID CAUSING
UNJUSTIFIABLE RISK OR HARM

Did an employee put an 
organizational interest or 
value in harm’s way?

• potential or actual harm to  
   persons or property

REPETITIVE
HUMAN ERROR

YES

NO

Are there 
behavioral 

choices causing 
the repetitive 

errors?

Are there system 
performance 

shaping factors 
causing the 

repetitive errors?

Consider 
system 

redesign

Are there personal 
performance 

shaping factors 
causing the 

repetitive errors?

Will the employee 
address personal 

performance 
shaping factors?

Consider 
disciplinary

sanction

YES

NO

NO

YES

YES

NO
Will employee 

make better 
choices?

NO

Consider 
reassignment 

or termination

Employee to 
make better 

choices

YES

Employee to 
remedy personal 

performance 
shaping factors

Is there a series 
of human errors 
that make this 
employee an outlier in 
performance?

REPETITIVE
AT-RISK BEHAVIOR

YES

NO

Are there system 
performance shaping 

factors causing the 
repetitive at-risk 

behavior?

Are there personal 
performance shaping 

factors causing the 
repetitive at-risk 

behavior?

Employee to 
remedy personal 

performance 
shaping factors

Will the employee 
address personal 

performance 
shaping factors?

YES

NO

NO

Consider 
disciplinary 

sanction

Consider 
system 

redesign

YES

Is there continuing at-
risk behavior around a 
single task?

Is there continuing at-
risk behavior across a 
variety of tasks?
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Provided for the exclusive use of
BETA Healthcare Group members by

© 2021, The Just Culture Company, All rights reserved

TheJust Culture Company

TheJust Culture Company

v 4.0

Just Culture
AlgorithmTM

Licensed by

DUTY TO PRODUCE 
OUTCOMES

• mission-focused

• “the cake”

• cannot see the five
behaviors

• reliability-focused

• “the recipe”

• see only three of the 
five behaviors

DUTY TO FOLLOW 
PROCEDURAL RULES

• values-focused

• “conduct unbecoming”

• see all five behaviors

DUTY TO AVOID CAUSING 
UNJUSTIFIABLE RISK OR 

HARM

The Three Duties

ACCEPT

HUMAN
ERROR

Unintended 
conduct: 

inadvertently doing 
other than what was 

intended: a slip, 
lapse, or mistake

COACH

AT-RISK
BEHAVIOR

A choice where risk 
is not recognized, 
or is mistakenly 
believed to be 

justified

DISCIPLINARY
SANCTION

RECKLESS

Conscious disregard 
of a substantial and 
unjustifiable risk of 

harm

DISCIPLINARY
SANCTION

KNOWLEDGE

Knowingly
causing harm

(sometimes justified)

DISCIPLINARY
SANCTION

PURPOSE

A purpose to
cause harm

(never justified)

The Five Behaviors

Evaluate All Independent of the Actual Outcome
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Nutrition Services
2026 Initiatives and Performance 

Improvement Plan 

Jennifer Nader, MPH, RD
Director, Nutrition Services October 1, 2026

Eric Lyons
District Manager

Jen Nader MPH, RD
Director, Nutrition Services

Chessaly Miller, RD
Clinical Nutrition Manager

Allan Valentino
Executive Chef

Kayla Mora
Patient Services Manager

Noe Lopez
Retail Manager

Abby 
Moore 

(Burnell), 
MS RD

Registered 
Dietitian

Sylvia 
Krick, RD
Registered 
Dietitian

Mercedes 
Hendley, 

RD
Registered 
Dietitian

Jimena 
Gonzales, 

NDTR
Dietetic 

Technician, 
Registered

Jaclyn 
Sindel

Per Diem 
RD

2 FT RD 
Roles 

Vacant
Registered 
Dietitian
*Traveler 
Carolyn 
Oviatt

Jennifer Soules
Sous Chef

LaWanda Winn
Food Service 
Operations 
Manager

Vacant
Food Service 
Operations 
Manager

Mayra De La 
Torre

Retail Mgr 
(Starbucks)

Retail Staff

Cooks Patient Services 
Staff

Patient Services 
Staff

Natalie Rivera
Supervisor, Starbucks

Baristas

Nutrition Services Department Overview
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What We’re Doing – Clinical Nutrition

• Assessing RD Competency
• Quarterly RD Chart Audits, new RDs or below 90% are audited monthly, SVH RDs generally exceed 98% 

• Malnutrition Diagnosis 
• Audits of Nursing Nutrition Screening Tool 

• Did nursing complete the screen within 24hrs? 

• Did the patient screen score trigger RD evaluation? 

• Was referral sent to RD? 

• Did RD assess patient within 24-48 hours? 

• Tracking Malnutrition Diagnosis with Coding Team, Messaging MDs with Diagnosis

• Confirming appropriateness of diagnosis through chart audit process

Malnutrition Initiative

Purpose: To enhance malnutrition documentation to improve patient outcomes and reimbursement 

Process: 
• RNs complete screen to identify high risk patients upon admission
• RDs screen patients, document potential malnutrition, share findings with MDs via Epic messaging
• Malnutrition diagnosis must also documented by MD for reimbursement

Why this Matters:
• Clinical Outcomes (Identification triggers early targeted interventions)

Lower length of stay
Lower readmission rates
Reduces patient complications

• Financial Impact
• Accurate diagnosis can increase hospital reimbursement  $2,000 - $10,000 (varies based on payor and severity of 

condition)
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Quality indicators for identifying malnutrition, RD/MD malnutrition diagnosis agreement rate, June through August 2026

Other Clinical Metrics (2026)

RD Chart Audit
Compliance

Q1

100%
Q2

98.3%
Q3

99.3%
Nursing Nutrition
Screens Completed 
2026 to date: 773/796

Q1

96%
Q2

97.7%
Q3

96.2%

68% 64% 70%

0
10
20
30
40
50
60
70
80
90

100

Jun 2026 Jul 2026 Aug 2026

RD/MD Percentage Agreement in Malnutrition Diagnosis Where things stand

70%
Latest score (Aug 2026)

64%
July 2026 dip, before rebounding

+2 pts net change, June → August

Clinical Metrics — Competency + Identifying 
Malnutrition

What We’re Doing – Food Services
• Test Trays

• Dietitians complete minimum of 12 test trays evaluations per month; patient services also complete 4 per month 

• Tray Accuracy
• 3 sessions of tray accuracies during meal service (15 trays at each session) – 45 trays per week

• Epic/CBORD Interface
• Diet technician role added for maintenance of software to ensure accuracy of system and interface
• Diet clerks validating orders in Epic for each order

• Monitoring Daily Quality Metrics
• Temperature of hot and cold foods, safety measures in place (cut gloves, hair nets, etc.)
• Correct procedures in place

• Monthly Sanitation Audits 
• RD or Certified Dietary Manager completes

• In-services and Training
• IDDSI food preparation, monthly in-services
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What Is IDDSI?
IDDSI is a global framework, created by an international team of clinicians and scientists, 
that standardizes how texture-modified foods and thickened liquids are labeled and 
prepared for people with dysphagia — replacing inconsistent, facility-specific terms with 
one common language of 8 levels (0–7).

Benefits for Nutrition Services QA
Patient safety: consistent textures reduce choking and aspiration risk across shifts and 
staff.

Common language: dietitians, SLPs, nursing, and kitchen staff all use the same terms 
and tests.

Auditable standards: validated flow, fork, and spoon tests give QA a repeatable way to 
verify prep.

Fewer errors at handoff: clear level numbers/colors cut mistakes when patients move 
between units.

Regulatory alignment: supports Joint Commission, CMS, and state survey expectations 
for dysphagia diets.

International Dysphagia Diet Standardization 
Initiative (IDDSI)

Test Tray Program: 150 total evaluations year to date, 17 non-conformances, 99.9% tray accuracy)

Test Trays
Evaluated 

Q4 2025 

37
Q1 2026 

39
Q2 2026 

42
Q3 2026 

32

Top Non-
Conformances

Temperature

10
Accuracy

4
Appearance

3

IDDSI conformance for Mildly Thick Liquids (MT2) and Minced & Moist (MM5) test trays, by quarter.

100.0%
83.3%

57.1%

100.0%

0
10
20
30
40
50
60
70
80
90

100

Q4 2025 (n=5) Q1 2026 (n=6) Q2 2026 (n=3) Q3 2026 (n=4)

IDDSI Conformance — MT2 & MM5 Test Trays
Where things stand

57.1% low (Q2) → 100% latest (Q3)

Correction Process
• Investigated the Q2 2026 dip in conformance

• Expanded sample coverage for these diets

• Reinforced IDDSI prep standards with staff

• Established clinical + operations training 
program

Test Tray Program 
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MD/RD Alignment for Malnutrition Diagnosis
• Work with physician leadership on plan.

Continued Improvement of Epic/CBORD Interface
• Diet orders, food allergies 

Achieving 100% Compliance on Daily Monitoring Activities

Next steps… 
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DEPARTMENT/SERVICE
Quality Improvement Reports

LABORATORY
Report to QSC

“CONFIDENTIAL PATIENT SAFETY WORK PRODUCT. This document is privileged and protected under  the Federal Patient Safety and Quality Improvement Act. Do not disclose unless authorized by the Medical Executive Committee.”

Lori Orosco, PhD CLS(ASCP)CM

Laboratory Director
Timothy Johnson, MLS(ASCP)CM

Laboratory Quality Assurance and Quality Improvement 
Supervisor Date: October 01, 2026

Quality / Safety Goals - 2027

SVH Pathology/Laboratory 

• Laboratory currently 
tracks 38+ quality 
indicators & continues 
to expand

• Focus is on three 
general categories

• TATs
• Blood Cultures
• MTP process
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Quality / Safety Goals - 2027

SVH Pathology/Laboratory 

• Turnaround Times: Timely results assist clinicians with patient assessment and can directly impact patient outcomes. 
• Selected targets: ER Potassium, ER HCG (serum; qualitative), CSF Gram stain, GeneXpert Chlamydia/Gonorrhea PCR, ER 

& All STAT Type and Screens
• Selected due to historical TAT challenges and potential clinician/patient impact.

• Blood Culture contamination rate:  Switched from Kurin product to Steripath Micro 
• Blood culture contamination is consistently close to 1% but additional efforts needed to reach <=1% consistently.

• MTP Process:  MTP process and familiarity in all locations/shifts has been an area of challenge that escalated with Epic.
• New laboratory process for tracking certain elements implemented, tracked, and presented at Transfusion Committee.

Data: Blood Bank Metrics
• Starting ~Oct 2025, general review, revision, and updating of the 

SVHMC Blood Bank/Transfusion Services coinciding with Epic
• Procedures reviewed and re-written.

• Multiple training & in-services related to workflow and new SoftBank software 
(Meditech replacement for Blood Bank).

• Review of past performance, antibody screen/equipment issues, physician 
complaints, WeCares, and general discussion at Transfusion Committee is guiding 
ongoing changes.

• Continue working on skill and judgement level of staff.

• Developed new MTP assessment log to capture & quantify elements
• New data approach tracking discrete MTP elements to reviewing MTP events as a whole

• Summary tables for all MTP events documented for Transfusion Committee review &
discussion.

• MTP occurrence steadily declining with new 
“Emergent Blood” order and OB Cooler implementation.

4SVH Laboratory 
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Data:  ER Turn Around Times

• Potassium used as an indicator for BMP
• Improvement of other contributing factors (“Order to 

Collect”, “Collect to Receive”, changing result release 
rule) are not reflecting in the overall TAT.

• Working with the Chemistry vendor on software to 
review times for specimen loading to result release.

• Hcg (qualitative) TAT is consistently above 
     the 45 min target

• This is a serum test requiring clotting time that 
makes this target harder to meet.

• Working with the Specimen Processing staff to set timers 
and to prioritize delivery to Chemistry for handling.

5SVH Laboratory 

Data:  Microbiology Turn Around Times

SVH Laboratory 6

• Continue efforts to ensure staff prioritizes STAT 
GeneXpert testing in preparation for additional 
tests impactful to the Emergency Department

• Education, monitoring, shift-specific focusing, 
reviewing workflow that may contribute to delays, 
investigating trends (individuals, shifts, 
instrument issues)

• CSF Gram stain is manual testing requiring several
    steps, drying periods, and experience/skill-based examination & interpretation

• Implementation of a molecular assay for meningitis/encephalitis is planned to replace this quality 
indicator as a more useful measure of initial/time-sensitive CSF assessment
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• Currently meeting Adult/Pediatric targets for ALL blood 
cultures as of July 2026.

• April 2026 OVERALL adult contamination was 0.95%.

• Several instances of individual collector groups going <1% with 
ED nursing being the most notable (Jun – Jul; 0.63% & 0.65%).

• Individual collector data (contamination, underfill rate, and 
phlebotomy order to collect times provided to ED & Laboratory
leadership for 1:1 review

• Move to Single-Site Sampling planned for end of October
• Pending Epic build finalization & nursing education period.
• Will include method of documenting collection site & if a

blood diversion device (Steripath) was used.
• Instead of historical “2x sets of blood cultures,” there will be

a single “set” of blood culture bottles 
containing all 3x bottles.

• Help improve blood culture collection time
before antibiotic administration.

SVH Laboratory 7

Data:  Microbiology Blood Culture Contamination Rates

Barriers/Challenges             Next Steps
Some data availability challenges related to Epic/associated 
software data extraction/association.

Pending vendor-specific software availability to help pin 
down lost time when processing ED Chemistry tests.

Stabilizing laboratory staffing/shifts.

New laboratory staff with limited experience are gaining 
familiarity with correct workflow, expectations, tracking of 
outstanding specimens/tests with Epic, and handling 
unexpected situations.

Continue review and standardization of all laboratory processes.

Implement more standard and laboratory-wide processes/procedures 
to facilitate consistent workflow/responsibility by staff.

Implement new instrumentation & automation lines that will improve
workflow and TATs.

Continue exploring opportunities for improvement and data availability 
through Epic tools.

Work with current MTP education & drill initiative from nursing.

Implement Single-Site Sampling of Blood Cultures.

Page 35 of 38 



 
 
 
 
 

 
 

CLOSED SESSION 
 
 

(Report on Items to be  
Discussed in Closed Session) 

Page 36 of 38 



 
 
 
 
 

 
 

RECONVENE OPEN SESSION/ 
REPORT ON CLOSED SESSION  

 
 

(Meeting Chair) 
 

Page 37 of 38 



 
 
 
 
 

 
 

ADJOURNMENT 

Page 38 of 38 


	Notice
	QEP 10 12 2026 NOTICE

	Agenda
	QEP 10 12 2026 AGENDA

	1. Call to Order/Roll Call
	Call to Order_Roll Call.pdf

	2. Public Comment
	Public Comment.pdf

	3. Approval of Minutes from the previous Quality and Efficient Practices Committee Meeting
	QEP 09 14 2026 MINUTES-Final Draft (Approved by Legal)

	4. Patient Care Services Update
	Night Shift Practice Council October 2026_Final

	5. Patient Safety Plan
	Patient Safety Plan

	6. Performance Improvement Reports
	Nutrition Services
	Laboratory Services

	7. Closed Session
	Closed Session.pdf

	8. Reconvene Open Session/Report on Closed Session
	Reconvene Open Session-Report on Closed Session.pdf

	9. Adjournment
	Adjournment.pdf


