






Medical Staff Education
Presented to the Board of Commissioners



Everything you need to know, in sixty 
seconds.

Governing Board has ultimate authority 
and responsibility for the quality of 

medical care

The Medical Staff exists to ensure 
consistent, high-quality care, maintain 
appropriate staff composition, ensure 

24/7 coverage, and oversee 
credentialing/privileging, performance 
review, education, and self-governance 
through bylaws, rules, and committee 

work

Governance operates through defined 
membership categories, officers, and 
standing committees (notably MEC, 
PPEC/Peer Review, and Credentials), 
with Board approval integral to key 
decisions (bylaws/rules approval, 

appointments, privileges, and final 
actions).



What is the Medical Staff?
The Medical Staff is the organized body of physicians and advanced practice 
providers (APPs) practicing at Jefferson Healthcare, operating under the Medical 
Staff Bylaws and supporting Rules & Regulations.



“Board Authority & the ‘Three-Legged Stool”

The Medical Staff Bylaws states the Governing 
Board has ultimate authority and responsibility 
for quality of medical care.

The bylaws describe a collaborative relationship 
among the Medical Staff, CEO, and Governing 
Board to fulfill patient obligations.

Board

Medical StaffCEO



Why the Medical Staff Exists

To ensure consistent and high-quality care across all hospital services

To ensure Medical Staff composition meets hospital and community needs

To ensure a Medical Staff member is always available for services

To maintain delineation of privileges and ongoing performance review

To provide education and continuous advancement in clinical knowledge/skill

To maintain self-governance through rules, regulations, and policies; serve as a forum for 
relations between Board and Medical Staff



Who can be on the Medical Staff? 

Membership extended only to qualified, licensed physicians/dentists/APPs who meet 
standards in the bylaws and rules

No one may admit/provide services unless they are a Medical Staff member or granted 
temporary privileges per bylaws process

Qualifications include documented training/competence, certifications, ethics, ability to 
work with others; membership/privileges are not guaranteed by licensure alone

Non-discrimination provisions are explicitly stated (professionally justified criteria only)



Medical Staff Categories

Active: can vote/hold office; 
expected to participate in 
quality activities and call 

coverage; must comply with 
bylaws/rules.

Courtesy: may admit/provide 
services as granted but cannot 

vote or hold office; includes 
limited shifts/telemedicine; 

may require periodic 
credentialing attestation.

Affiliate: primarily refer/follow 
functions; explicit limitations 

(e.g., cannot write orders, 
cannot vote/hold office/serve 

on MEC).

Locum Tenens: temporary fill-
in within specialty; time-

limited and generally without 
voting/office rights.

Honorary: recognition role; no 
admissions/clinical care; 

committee participation at 
MEC discretion.

The bylaws define five categories: 
Active, Courtesy, Honorary, Locum Tenens, Affiliate.



Appointments and Privileges

• Initial appointments and reappointments are made by 
the Governing Board, and the Board acts after 
recommendation from MEC through the Credentials 
Committee.

• Appointment confers only the clinical privileges granted 
by the Governing Board.

• Initial appointment/privileges are provisional for one 
year, with possible extension (not to exceed two years 
from original appointment).

• Reappointments are not to exceed three years from 
reappointment date.

• The bylaws describe Board authority to limit 
services/privileges based on community need, 
resources, and standards; applications are not accepted 
for services not available at Jefferson Healthcare.



Members are nominated by the 
committee and approved by MEC.

Members are nominated by the 
individual committees and approved 

by MEC.

The Chief of Staff is nominated and 
voted on by members of the medical 

staff.  Officers, section chairs, and 
the CMO are voting members of 

MEC.  CEO and Administration are 
ex-officio non-voting members.

Chief of Staff
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Governance Structure: Officers, MEC, and Standing Committees



Board and Medical Staff Interface

MEC actions are reported to the Medical Staff and are reported directly to the 
Governing Board as described in MEC responsibilities.

Joint Conference Committee: standing committee composed of Chief of Staff, CEO or 
CMO, and a representative Governing Board member; serves as a forum for hospital 
policy/practice and participates in corrective action as provided in bylaws. 

Rules & Regulations are adopted by the Medical Staff but become effective when 
approved by the Governing Board.



Governance Flow: 
Who tracks what?  

Quality Review: concern, case 
identification (multiple sources)

Reported to the Medical Staff office, 
who assigns the case for review

Peer Reviewer reviews the case 
summary, reads the medical record, 

researches best practice 

Reviewer presents the case to the Peer 
Review Committee and a 

recommendation is made. 

Reports are presented to MEC; 
clinician receives feedback letter; data 

is monitored for possible trends.

Application/ Reappointment packet 
submitted to the Medical Staff 

Office

Primary Source verification and 
performance/PPEC data gathered 

(Medical Staff Office)

Credentials Committee Review

MEC Recommendation

Governing Board final decision on 
appointment/ privileges.

Quality Monitoring/ 
Peer Review

Privileging and Credentialing

The Medical Staff Bylaws defines Peer Review under the Professional Practice Excellence Committee (PPEC) 
with the purpose to review care, provide feedback, and recommend corrective actions when necessary.



Credentials Committee Members 

Voting Members:
• Molly Hong, MD- 

Chair 
• Matthew Petta, CRNA 

(beginning May 2026)
• Michael Johns, MD
• Todd Carlson, MD
• Joe Mattern, MD
• Kelsea Peterman, DO
• Frank Magill, MD
• Niki Lavender, PA-C

Non-Voting Members:
• Alex Pratt, MD- PPEC Chair
• Brandie Manuel, CPSQO
• Tesha Davidson, Manager Medical 

Staff
• Andy Kurk- Minutes 



Credentials Committee Work

Create new DOPs (Delineation of Privilege forms) 
Review and approve DOP’s Bi-Annually 
Review medical staff policies annually 
Review and approve initial medical staff applicants
Review and approve reappointment applications, with 
consideration of feedback from PPEC (the Professional 
Practice Excellence Committee)



Credentials Committee Chair Work

 Review and edit monthly meeting agenda

 Review and edit DOPs and med staff policies ahead 
of monthly meeting

 Review files of initial appointment applicants:
 National Practitioner Data Base (NPDB) report
 WSP (Washington State Patrol)
 COI (Certificate of insurance)
 CV (Curriculum Vitae)
 DOP (Delineation of Privileges)
 Application for appointment
 Certifications, licenses and DEA (If applicable)
 Procedure logs
 Letters of recommendation

 Review files of reappointment applicants:
 National Practitioner Data Base (NPDB) report
 WSP
 COI
 Certifications, licenses, and DEA (if applicable)
 DOP (and compare to prior DOP)
 Reappointment application
 Procedure logs
 Performance evaluations
 Quality data

 Present Credentials Committee recommendations to 
MEC



Glad you asked.

Questions a Board Member 
might be curious about…

Credentialing: Are appointment/reappointment 
decisions and privilege delineations flowing 
through Credentials → MEC → Board as required?

Quality & Safety: Are there trends that PPEC has 
identified (standard of care, system issues), and 
what changes were made as a result? 

Medical Staff Engagement: Are general Medical 
Staff meetings occurring at the required cadence, 
and is required attendance being met?

Rules & Regulations: When Rules & Regs are 
updated, are they brought for Board approval as 
required?



Questions?



Patient Safety and Quality Report
Presented to the Board of Commissioners

April 22, 2026



QUALITY PILLAR
GOAL: 
We will be the first choice for 
healthcare.

We will do this by:
• Hardwiring High Reliability
• Elevating Clinical Excellence
• Eliminating Preventable Harm



Quality Management System (QMS) 
and What Matters Most.

QM.1 SR.1 
The board, administration, and the Medical 
Staff are responsible for ensuring The CAH 
develops, implements and maintains an 
ongoing, hospital-wide, data-driven effective 
quality management system (QMS) and 
integrates the Quality Assessment and 
Performance Improvement (QAPI) program 
into the QMS.

The board owns quality and 
management operates it. 

Translation:
You are responsible for making sure that a 
system exists that reliably produces safe, 
effective, patient-centered care – not for 
managing individual projects. 

Quality is a System (not a collection of reports). 
ISO requires that quality be managed as an 
interconnected system of processes – not siloed 
dashboards or one-off initiatives.
Our QMS is formally defined in the QMS policy and 
integrates patient safety, peer review, performance 
improvement, risk management, and regulatory 
compliance. 
We use risk-based thinking to prioritize what could 
most impact patients, staff, and organizational 
sustainability.

In summary:
• The Board sets direction and expectations
• Leadership (through the Executive Quality 

Council) designs, operates, and improves 
the system

• The Chief Patient Safety and Quality Officer 
is the ISO Management Representative –
ensuring that the QMS functions as 
intended.

The Strategic Plan is the backbone of the QMS.
DNV explicitly requires that the quality goals flow 
from the organization’s strategic direction, not 
separately.
At JH, all QMS goals are outlined and driven from 
the Strategic Plan.  
Quality priorities are reviewed, updated, and 
monitored through the Executive Quality Council.
Approving the Strategic Plan is one of the 
Board’s primary quality responsibilities.



Accreditation Update
• Survey Type:  

– NIAHO/ISO Recertification 
• Survey Date:  

– March 3-5, 2026
• Survey Summary:

– One* Condition Level Finding
– Three NC-1 Findings
– One NC-2 Finding

• Effective Date of Accreditation:
– May 26, 2026 (three years)

Conditional 
Finding

NC-1

NC-2

Opportunity for Improvement 
(OFI)

Noteworthy Findings:  
Quality & Planning for Changes

• Castle view opening in 2025, adding services for our 
community

• Mobile Dental Clinic planned go-live
• Expansion of patient parking, including ADA spaces
• Infrastructure: EKG machines, ED hallway bed monitors, 

Steris Scope Storage Cabinet.
• Collaboration demonstrated by the JH Leadership Team
• Leadership Development focus and investment
• New strategic plan, aligned with a High Reliability 

Organization (HRO)

Serious and requires 
immediate attention.

The process is broken 
or missing

Parts of a process 
is missing or drifting



Accreditation 

NC Number Non-Conformity Corrective Action Status

NC-CL-1 
Utility 
Management

Missing battery-powered lighting 
in OR Rooms 4 & 5 in Ambulatory 
Surgery Building.

• Condition level is closed – 
corrected on site.

Complete

NC-1-1 
Contracted 
Services

Failure to maintain contract list 
and consistently document 
annual contract evaluations.

• List generated with required 
elements included

• Electronic review system set up
• Drop-in support sessions offered

In 
Progress

NC-1-2
Staffing 
Management

Missing job-specific job 
descriptions.
Missing documentation of 
annual competency completion.

• Review/revise job descriptions to 
reflect role-specific expectations

• Define competencies and 
reconfigure tracking system for 
better tracking/documentation.

In 
Progress

NC-1-3 
Grievance 
Procedure

Missing letter of 
acknowledgement and/or 
missing response to each item 
reported.

• Revise grievance policy, 
including triage system

• Formalize Grievance Committee
• Update letter templates

In 
Progress

NC-2-1
Medication 
Management

Missing objective evidence that 
a medication order was present 
in Rehab Therapy. 

• Medications have been removed 
from the Rehab Therapy 
department.

Patients may self administer topical 
lidocaine as prescribed.

Complete

CAP approved by 
DNV 04/14/2026



IN THE WORDS OF OUR PATIENTS
Our goal:  To make healthcare work.  Better.



Patient Experience
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Patient Experience Office 
Quarter 1 2026 Summary

Top three feedback types:
Care/Provider issue
Staff issue
Patient suggestion

Top Departments:
Emergency Department (16/3948)
Lab (10/8609)
Sheridan Clinic (8/9470)

Because you called:  
Because our patient shared their feedback, our 
lab and informatics teams redesigned the intake 
process for outside providers!

CMS Five Star Rating



In the words of our patients.

After an emergency call to 911, 
they brought me to JHC 

Hospital in Port Townsend.  I 
keep thinking how fortunate I 
am to have such great health 

care. 

Considering the condition, I 
was in, the people and this 
hospital were are amazing.  

They saved my life.  Thank you.

I was overwhelmed with the 
kindness and sincerity in my 

caregivers.  I will go to that 
hospital from now on, as it is 
halfway to a bigger hospital if 
needed.  I can’t say enough 

about the quality care.

All staff excellent.  Fall risk 
tools excellent.  Discharge 
planner spot on questions. 

Staff report high satisfaction 
with their unit/team.

I liked the immediate attention 
and good humor between staff 

members. 

Really nice atmosphere, 
friendly and good spirited.  

Doctors listen and explain. 
Nurses friendly and helpful.  

Great water & mountain view.



Questions?



March 2026 Finance Report 
April 22, 2026
Tyler Freeman, CFO



March 2026: Income Statement Summary



March 2026: Operating Statistics



March 2026: Cash and Accounts Receivable



April 2026: Preview – (*as of 0:00 04/21/26)

• $ 41,422,831 in Projected HB charges

• Average: $1,367,848/day (HB only)

• Budget: $1,386,887/day

• 98.6% of Budget

• $ 17,264,441 in HB cash collections

• Average: $536,470/day (HB only)

• Goal: $623,806/day

• 52.3 Days in A/R

• Questions



Government Advocacy Update
April 2026



State Advocacy • Tharinger is stepping down
• Currently 5 candidates running to fill 

vacancy
24th LD

• 4 speaker panel
• Sen Chapman (24), Rep Bernbaum (24), 

Sen Muzzall (10), Rep Parshley (22)

Rural Nurse 
Leadership 
Symposium 

• Charity Care, Certificate of NeedRulemaking 

• Starting up Tuesday, May 5 

Interim 
PPAG 

meetings



Federal Advocacy • Upcoming WSHA HR1 
workgroup meeting 5/29

• Upcoming WSHA RHTP 
Initiative 1.3 meeting 5/11

HR1 & RHTP

• Mike Glenn 
• April 19-21
• Washington, D.C.

AHA Annual 
Meeting 

+ 
WSHA Federal 
Advocacy Day

• Tara Hartnett, Senator Murray
• May Tran & Tamara Allard, 

Senator Cantwell 

Meetings with DC 
Staffers





Administrative Report
Mike Glenn, CEO
April 2026
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• Provider Enterprise                     Slower, more methodical approach
• Revenue Cycle
• Payor Contracting
• Supplies/Purchase Services
• Pharmacy
• Clinical Enterprise                        Slower, more methodical approach

HR1 Mitigation & Execution Plan

• Key Dates
• Key Deliverables
• Taxpayer Impacts

Levy Lid Lift

• National Healthcare Week 5/11-5/15
• Rhody Parade 5/16
• Jefferson Healthcare Rhody Run 5/17
• Jefferson Healthcare Rural Nurse Leadership Symposium 6/25-6/26
• WSHA Rural Hospital Leadership Conference – Chelan 6/28-7/1

Community Events

Core 4= $6 million 
opportunity
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Levy Lid Lift Mechanics

Assessed Values Current Levy (0.05) 0.25 0.50 0.75

$10,176,496,894 $545,000 $2,500,000 $5,000,000 $7,500,000

Public Hospital Districts (PHDs) are authorized under RCW 70.44.060 to 
levy up to $0.75 per $1,000 of assessed value. However, the "1% levy 
limit" (RCW 84.55) often pulls the actual rate down over time. To "lift" it 
back up, the Board must:
• Adopt a Resolution: The Board of Commissioners must pass a 

resolution.
• Voter Approval: Requires a simple majority (50% + 1) for approval.



Levy Lid Monthly Taxpayer Impact

Monthly Taxpayer Impact by 
Assessed Property Value Current Levy (0.05) 0.25 0.50 0.75

$300,000 $1 $6 $13 $19

$500,000 $2 $10 $21 $31

$750,000 $3 $16 $31 $47

$1,000,000 $4 $21 $42 $63
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