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ESTES PARK HEALTH 
BOARD OF DIRECTORS’ 

Special Board Meeting Minutes – April 24, 2020 

Board Members in Attendance 
☒ Dr. David Batey, Chair
☒ Ms. Sandy Begley, Vice Chair (via phone)
☒ Dr. Monty Miller, Treasurer (via phone)
☒ Ms. Diane Muno, Secretary (via phone)
☒ Mr. William Pinkham, Member-at-Large (via phone)

Other Attendees 
Mr. Vern Carda, CEO 
Mr. Tim Cashman, CFO 
Ms. Terri Brandt Correia, CNO 
Mr. Gary Hall, CIO (via phone) 
Mr. Randy Brigham, CHRO (via phone) 

1. Call to Order
The Special Board meeting was called to order at 1:21 p.m. by Dr. Batey, Chairman of the Board of
Directors; there was a quorum present. Notice of the Special Board meeting was posted in
accordance with the SUNSHINE Law Regulation.

2. Approval of the Agenda
Dr. Miller motioned to approve the agenda as submitted.  Ms. Begley seconded the motion, which
carried unanimously.

3. Public Comments
No public comments were submitted.

4. Open Action Items
4.1 Resolution 2020-05:  Approval of SBA Loan from Payroll Protection Program as Support for

COVID-19 Expenses 
Mr. Cashman stated that the Board Finance Committee is recommending Board approval of the 
financing of a $4,800,000 loan from the Small Business Administration and the Payroll 
Protection Program of the 2020 CARES Act, for seventeen (17) months, which will be financed 
through the Bank of Colorado, for the purposes of adequate funds for the payroll cost over an 
eight (8) week period. While 75% of the money must be earmarked for payroll needs according 
to the CARES Act, Estes Park Health will be utilizing 100% of the funds for payroll.   

Item 7.1.1
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Mr. Cashman stated that the loan is forgivable, which is outlined by the rules set forth by the 
SBA in response to the implementation of sections 1102 and 1106 of the CARES Act.    
 
Dr. Miller motioned to approve Resolution 2020-05 as presented.  Ms. Muno seconded the 
motion 
 
Discussion topics included:  
 Prior to this loan, the hospital has received approximately $5.4M through loans and stimulus 

packages.  
 The Board thanked Mr. Cashman for all his work on obtaining the loans and stimulus 

packages.   
 The loan will close today if approved by the Board.   
 
With no further discussion a verbal vote was called, and the motion carried unanimously.  
 

5. Adjournment 
Mr. Pinkham motioned to adjourn the meeting at 1:40 p.m.  Dr. Miller seconded the motion, which 
carried unanimously.    
 
 
 

 
_______________________________________ 
David M. Batey, Chair 
Estes Park Health Board of Directors 
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ESTES PARK HEALTH 
BOARD OF DIRECTORS’ 

Meeting Minutes – April 27, 2020 

Board Members in Attendance: 
☒ Dr. David Batey, Chair
☒ Ms. Sandy Begley, Vice Chair (via webinar)
☒ Dr. Monty Miller, Treasurer (via webinar)
☒ Ms. Diane Muno, Secretary (via webinar)
☒ Mr. William Pinkham, Member-at-Large (via webinar)

Other Attendees: 
Mr. Vern Carda, CEO 
Mr. Tim Cashman, CFO 
Ms. Terri Brandt-Correia, CNO (via webinar) 
Mr. Gary Hall, CIO (via webinar) 
Mr. Randy Brigham, CHRO (via webinar) 
Mr. Guy Beasley, EMS Director 
Ms. Barbara Valente, Urgent Care Director (via webinar) 
Ms. Sarah Bosko, Home Health/Hospice Director (via webinar) 
Mr. James Mann, CPA Principal Clifton Larsen Allen, LLP (via webinar) 
Ms. Sarah Sheppard, Circuit Rider LLC (via webinar) 
Ms. Lisa Taylor, Marketing Director (via webinar) 
Ms. Catherine Cornell, Emergency Preparedness Liaison (via webinar) 
Ms. Leslie Roberts, Emergency Department Director (via webinar) 
Dr. John Meyer, Chief of Staff (via webinar) 
Mr. Kevin Mullin, Executive Director, Estes Park Health Foundation (via webinar) 
Ms. Peggy Savelsberg, Executive Assistant, Estes Park Health Foundation (via webinar) 

Community Attendees (via webinar): 
Wendy Rigby, Aaron Alberter, Phil and Tara Moenning, Diane Scruton, Dr. Larry Leaming, Drew 
Webb, Robert Foster, James and Gail Cozette, Bill Solms, Morgan Svoboda and Sandy Chockla 

1. Call to Order
The Board meeting was called to order at 4:10 p.m. by Dr. Batey, Chairman of the Board of
Directors; there was a quorum present. Notice of the Board meeting was posted in accordance with
the SUNSHINE Law Regulation.

Item 7.1.2
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2. Approval of Agenda  
Ms. Muno motioned to approve the agenda as submitted.  Dr. Miller seconded the motion, which 
carried unanimously.   

 
3. Public Comments on Items Not on the Agenda and Farewell Comments for Chief Nursing 

Officer Ms. Terri Brandt Correia 
Dr. Larry Leaming thanked Ms. Brandt-Correia for her service and dedication to EPH.   

 
4. General Board Comments and Farewell Comments for Chief Nursing Officer Ms. Terri Brandt 

Correia 
Each Board member thanked Mr. Brandt-Correia for her service and the tremendous impact she 
made to the organization during her tenure and wished her well in her future endeavors.     
 

5. Consent Agenda Items 
Dr. Miller motioned to approve consent agenda items 5.1.1, 5.1.2, 5.1.3 and 5.2.1 as presented.  Mr. 
Pinkham seconded the motion, which carried unanimously.  
 

6. Presentations 
6.1 May 5, 2020 Estes Park Health Board Elections Update 

Ms. Sarah Sheppard advised the Board that the ballots were mailed out between the required 
April 13 and April 20 deadline, and all ballots have been delivered as of April 27.  There were 
several last-minute changes to the voter rolls from Arapaho County on April 13 and 14 which 
resulted in the mail out of the ballots to occur towards the latter side of the deadline.  Two (2) 
additional UOCAVA (Uniformed and Overseas Citizens Absentee Voting Act) ballots have 
been mailed or emailed to electors with the new list that the County provided.  To date, five (5) 
replacement ballots were either mailed or provided to voters in Estes Park.   
 
The local newspapers printed the election publication notice ahead of the April 15 deadline, and 
has been very helpful, again with limited human resources due to in-person office closures.  
 
This same notice for the election was posted on the district’s website at the top of the elections 
page: https://eph.org/about-us/board-of-directors/may-2020-board-election/. This notice details 
the timing for mailing and drop off locations and times through 7pm Election Day, May 5. 
Ballots can be dropped off or mailed according to the election notice. Mr. Carda and/or Mr. 
Brigham will deliver the ballot box for counting after the close of the local ballot drop-off at 
7pm on Election Day. 
 

6.2 Resolution 2020-05:  Approval of SBA Loan from Payroll Protection Program as Support for 
COVID-19 Expenses 
Mr. Cashman stated that the Board approved the financing of the $4,800,000 loan from the 
Small Business Administration and the Payroll Protection Program of the 2020 CARES Act, for 
seventeen (17) months for the purposes of funding the payroll costs over an eight (8) week 
period at their April 24, 2020 Special Board meeting.  The loan is forgivable and was closed on 
Friday, April 24 with the Bank of Colorado.   
 
Prior to this loan, EPH has received approximately $5.8M in various loans and stimulus 
packages.   
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6.3 Audited End of Year 2019 Financials 
Mr. Mann, Clifton Larsen Allen, advised the Board that the audit went very well and that no 
material weaknesses or deficiencies were identified.    
 
Highlights of the audit include the following: 
 Recommendation to review journal entries more closely and establish improvements around 

IT controls, which includes performing external penetration testing in 2020.   
 Declines in the operating margin, total margin and operating EBIDA occurred, but trended in 

line to other facilities across the country.   
 Days Cash on Hand = 149 days, which is well above the requirement.  
 Net Days in Accounts Receivable = 54   
 Debt Service Coverage Ratio = 2.2  
 Dept to Capitalization = 35%  
 Average Age of Plant = 11.6 
 
2019 was eventful for the organization and included a conversion to Epic and Lawson, which 
utilized a great deal of time and labor.  Additionally, the sterilizer went out of service, which 
caused loss of surgery revenue.  However, none of these events are on-going and therefore will 
not result in additional losses in revenue.     
 

6.4 COVID-19 Preparation and Status Update 
Mr. Hall updated the Board on the following items: 
 EPH is still open for business 
 COVID-19 hotline remains open 
 Transfer to the available ICUs   
 EPH continues to screen from home 
 EPH COVID-19 status 
 Surge planning  
 Health of healthcare workers 
 
Additional discussion items included the following:   
 No additional staff members have tested positive.  EPH only tested approximately 5% of 

employees because the organization has always operated with appropriate PPE and in 
accordance with all guidelines.   

 At this time the organization has ample PPE, but it is monitored closely.   
 First responder and healthcare worker essential testing has been implemented.  
 Discussions are underway regarding more negative pressure rooms in the ER.   
 The clinic has a designated “respiratory hallway.”    
 Urgent Care will have a COVID-19 screening plan finalized prior to opening.   
 Community testing is available with a physician’s referral Monday – Friday by appointment 

only.  Information is available at www. eph.org 
 Hospital visitors are screened at the front door.  If symptomatic, they are sent back to their car 

with instructions to call the COVID-19 hotline in order to receive instructions on how to 
access the appropriate entrance to the facility.   

 Testing turnaround time is twenty-four (24) to forty-eight (48) hours.  If a patient or a 
healthcare worker is symptomatic, they will be placed at the front of the line for testing.    

 The ambulance system is screening every patient and managing resources appropriately. One 
ambulance has been deemed the COVID-19 transport vehicle.    

 There is a high level of concern regarding the senior population and a rebound of the virus.   
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 The Rocky Mountain National Park does not have any information on when their phased 
reopening will occur.   

 
6.5 CEO Report 

Mr. Carda thanked Ms. Terri Brandt-Correia for her leadership and achievements at EPH.  Ms. 
Pat Samples has accepted the Interim CNO position and started work today.  Introductions will 
be performed at the May Board meeting.    
 

6.6 Community Paramedics Program Update 
Mr. Beasley advised the Board that EPH previously applied for the ET3 Community 
Paramedicine program and was accepted and received the necessary licensing from the State of 
Colorado.  Unfortunately, on April 8, CMS withdrew their participation in the program, which 
means that EPH will not be able to bill Medicare and Medicaid patients for any Community 
Paramedicine services provided. Additionally, insurance companies also withdrew from the 
program once CMS withdrew.  Due to the withdrawal of CMS from the program, EPH has 
halted the program at this time.  Currently there are three (3) full-time and one (1) per diem 
employees that are working in the Urgent Care Clinic.  Referrals are also being made to Home 
Health/Hospice and mental health to help decrease readmits.   
 
Once the service line can be launched, it will be beneficial to the community.   
 

6.7 Urgent Care Center Status Update 
Ms. Valente stated that the construction is progressing and that the opening is scheduled for May 
26.  There has been a slight delay with getting data up and running due to decreased staffing 
levels because of COVID-19.   
 
The staff is currently working and training in the ER, clinic and front desk at the hospital.  A 
tentative plan for screening patients is being considered but will be based on the current 
guidelines in place at the time of opening.  A virtual tour is being considered.      
 

6.8 Alarado Outpatient Clinic Status Update 
 The Rehabilitation Department is scheduled to move on May 22.   
 The Specialty Clinic’s move is on schedule.   
 There is one apartment above the Urgent Care facility that will be available for professional 

use.   
 

6.9 1Q2020 Financials 
The impact of the COVID-19 event has shown a profound impact on the organization.   
 Prior to March 19, visits were tracking close to budget; Net Revenues were very close to 

Budget.  
 After March 19, after the Governor’s Executive Order to “Cease All Elective Surgeries and 

Procedures and Preserve Personal Protective Equipment and Ventilators due to the presence 
of COVID-19”; 
o Most patient visits ceased, including clinic visits, ancillary and surgical;  
o Emergency Department experienced a decline; 
o Overall revenues declined by 60% (this is still the case) 

 Incident Command was established resulting in the development of the “Operations 
Committee.”  
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 Staffing remained generally intact, intending to evaluate the situation and sustain the 
employees thru April. 

 Revenues for the 1st quarter are $2.3M under budget and $1.8M under last year.  
 Expenses are slightly over budget and 17% higher than last year.   
 Total Earnings are $1.5M less than budget due to the decline in business volumes/revenues. 
 Days in Accounts receivable have dropped to 53.   
 Days Cash on Hand are 132, less than last year.  Use of cash will continue to decline due to 

the COVID-19 pandemic. 
 Cash Flow is now negative and projected to become much worse over the year, with a loss of 

potentially $7M. 
 
Support 
As a result of the recent support from the Federal Government, several programs have provided 
funding in April: 
 Advance Payment Program $4.4M - currently scheduled for repayment; possibility of 

forgiveness. 
 Health and Human Services stimulus $702K - forgivable. 
 Payroll Protection Program $4.8M (approved; pending) - eligible for forgiveness assuming 

compliance with stipulations. 
 
Revenues  
 Inpatient, Swing and Observation are down by $925k.  
 Birth Center is down by $126k.  
 Surgery and Anesthesia is down by $713k and $117k, respectfully.  
 Emergency Dept is down by $91k.  
 Ambulance/EMS is down by $48k.  
 Lab, Radiology, Pharm & Rehab is down by $730k.  
 Clinic Physicians is down by $100k.  
 Cardiology Clinic is down by $121k.  
 
Expenses 
 Contract labor is over budget by $281k.  
 Supplies are over budget $338k. 

 
6.10  COVID-19 Possible Financial Impacts on Estes Park Health 

Mr. Cashman stated that EPH’s senior leadership team will continue to monitor the finances 
throughout the remainder of the year.  The organization has a solid business plan in place and 
will continue to manage its expenses, contracts and staffing models in an effort to minimize the 
financial impact of COVID-19.     
   

7. Operations Significant Developments 
7.1 Executive Summary 

Nothing to report.   
 

8. Medical Staff Credentialing Report 
Mr. Pinkham motioned to approve the Medical Staff Credentialing report as submitted.  Dr. Miller 
seconded the motion, which carried unanimously.  
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9. Review any Action Items and Due Dates 
None.  
 

10. Potential Agenda Items for May 18, 2020 Regular Board Meeting 
 Colorado End-of-Life policy review 
 Public Health Centered Care Committee recommendations  
 Introduction of Interim CNO Pat Samples 
 

11. Adjournment 
Dr. Miller motioned to adjourn the meeting at 6:29 p.m.  Mr. Pinkham seconded the motion, which 
carried unanimously  

  
 
 
 
 
 
_______________________________________ 
David M. Batey, Chair 
Estes Park Health Board of Directors 
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ESTES PARK HEALTH 
BOARD OF DIRECTORS’ 

Special Tele Town Hall Board Meeting Minutes - May 13, 2020 

Board Members in Attendance 
Dr. David Batey, Chair 
Ms. Sandy Begley, Vice Chair (via webinar)  
Dr. Monty Miller, Treasurer (via webinar)   
Ms. Diane Muno, Secretary (via webinar)   
Mr. William Pinkham, Member-at-Large   
Dr. Steve Alper, Director Elect 

Other Attendees 
Mr. Vern Carda, CEO 
Mr. Tim Cashman, CFO (via webinar)   
Ms. Pat Samples, CNO 
Mr. Gary Hall, CIO (via webinar)      
Dr. John Meyer, COS (via webinar)    
Dr. Amanda Luchsinger 

Community Attendees (via webinar) 
Morgan Svoboda, Karen Sackett, Judith Beechy, Kim Mooney, Robert Drake, Sam DeWitt, Jane 
Truesdell, Barbara Ayres, Kay Rosenthal, Steve Barlow, Dona Cooper, John Cooper, Jennifer McLellan, 
James Cozette, Gail Cozette, Aaron Alberter, Sylvia Schneider, Lyle Hileman, Lisa Beard, Pavel 
Perminov, David Brewer, Sandy Chockla, Audrey TeSelle and Jean McGuire 

1. Call to Order
The Special Tele Town Hall Board meeting was called to order at 6:03 p.m. by Dr. Batey, Chairman
of the Board of Directors; there was a quorum present. Notice of the Special Board meeting was
posted in accordance with the SUNSHINE Law Regulation.

2. Approval of the Agenda
Mr. Pinkham motioned to approve the agenda as submitted.  Dr. Miller seconded the motion, which
carried unanimously.

3. Public Comments
No public comments were submitted.

Item 7.1.3
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4. Colorado End of Life Options Act Policy Discussion  
4.1 Colorado End of Life Options Act (CEoLOA)  

 CEoLOA authorizes an individual who satisfies the statute’s requirements to request aid-in-
dying medication, to fill the prescription, and to self-administer the medication.  
Requirements include:   
o Colorado resident adult 
o Terminal diagnosis prognosis of 6 months or less 
o Mental capacity to make and communicate an informed decision 
o Able to self-administer aid-in-dying medication 
o And satisfy many other requirements 

 CEoLOA takes place within the privacy and confidentiality of the doctor-patient relationship 
 CEoLOA provides privacy and confidentiality protections for all involved 
 Patient and provider choice to participate or not participate is voluntary 
 CEoLOA prohibits any adverse organizational consequences of the choice to participate or 

not participate in CEoLOA activities 
 

4.2 Estes Park Health Colorado End of Life Options Act Policy and Procedure 
 Estes Park Health offers patients a full range of end-of-life journey options including services 

addressing: 
o Colorado Advance Directive 
o Pain Management 
o Palliative Care 
o Hospice  
o Colorado End of Life Options Act 

 All EPH medical staff who may have direct involvement in CEoLOA activities (Primary Care 
and potentially involved specialties) will: 
o Provide information on CEoLOA 
o Provide CEoLOA referrals if requested 
o Some EPH medical staff may facilitated CEoLOA patient needs  

 EPH CEoLOA Policy does not permit self-administration of aid-in-dying medication on Estes 
Park Health premises including: 
o The Emergency Department 
o The Inpatient Hospital 
o The Estes Park Health Living Center (EPHLC) 
 EPHLC is a skilled nursing facility 
 EPHLC is a skilled nursing facility with limited physical plant hindering in patient 

privacy in self-administration of aid-in-dying medication 
 

4.3 Colorado Department of Public Health and Environment – Medical Aid in Dying 
In 2016, Colorado voters approved Proposition 106, “Access to Medical Aid in Dying,” which 
amends Colorado statues to include the Colorado End-of-Line Options Act at Article 48 of Title 
25, C.R.S.  The Act: 
 Allows an eligible terminally ill individual with a prognosis of six moths or less to live to 

request and self-administer medical aid-in-dying medication in order to voluntarily end his or 
her life; 
 Authorizes a physician to prescribe medical aid-in-dying medication to a terminally ill 

individual under certain conditions; and  
 Creates criminal penalties for tampering with a person’s request for medical aid-in-dying 

medication or knowingly coercing a person with a terminal illness to request the medication.   
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This Act requires the prescribing physician and the health care professional dispensing aid-in-
dying medication to provide the Colorado Department of Public Health and Environment 
(CDPHE) with information outlined by the Act, and necessary to ensure compliance with the 
documentation requirements of the Act.   

 
4.4 2017 – 2019 Trends and Totals Data Summary 

 In 2019, for those requesting prescriptions 
o Median age 72 (range mid 20’s to upper 90’s) 
o 62.5% Cancer, 19.2% Neurological, 7.9% Cardiovascular, 5.8% Pulmonary, 4.6% Other 

 In 2019, for those who died following prescription 
o 82.6 % died in a residence 
o 83.5% died under hospice care 

 
Colorado End-of-Life Options Act Statistics 
 2017 2018 2019 2017 - 19 

Number of patients prescribed Aid-in-Dying medication 72 123 170 365 
Number of patients dispensed Aid-in-Dying medication 56 85 129 270 
Percent of patients prescribed Aid-in-Dying medication 
that had the medication dispensed 

77.8% 69.1% 75.9% 74.0% 

 
Comments and Questions 
 Prohibiting this in the Living Center is not right and should be amended.  The hospital is willing to 

transfer a patient to another facility in order to accommodate the request, but that does not seem 
appropriate.   
 By the time a patient enters the Living Center they are debilitated and will not qualify under 

the law because they are no longer able to care for themselves or make sound decisions.   
 Would an employee be put at risk if they were present with their own family member during the 

process?  
 The national hospice policy requires staff to leave the room during the ingestion, so the 

intention in the EPH policy was to mirror that requirement.  The Board will review the policy 
to ensure that the language is clear regarding when it is appropriate and not appropriate for an 
employee to remain in the room.   

 How many participating providers are available? 
 The State publishes the number of prescribing physicians and pharmacies for prior years, 

however, due to confidentiality laws, no names are published.   
 Has there been any consideration from EPH to change the policy of not allowing the act to occur 

on the premises?   
 At this time, no change is being made regarding EPH’s policy on prohibiting the act to occur 

on its premises.  The law does not state that an individual has the right to perform the act in a 
specific place.   

 Are people utilizing Telehealth for the use of the act? 
 The request must be submitted in writing to a physician first.    

 If an individual still has the capacity to understand and can self-administer, why are they not 
allowed to perform the act at EPH?   
 The individuals in the Living Center do not qualify under the law because they are no longer 

able to care for themselves or make sound decisions.  EPH will help in the referral process for 
anyone who qualifies under the law.   
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 What will happen if someone presented to the ER who already ingested the medication? 
 Once the medication is ingested there are no measures that can be taken to reverse the 

outcome.  The ER staff will remain with the patient during the process and make them as 
comfortable as possible.    

 What will happen if someone who is a patient in the facility ingests the medication? 
 Inpatient medication are, by policy, taken from patients upon admission.  Home medications, 

by policy, cannot be brought into the facility.   
 Has EPH considered hiring or identifying a patient navigator to route patients to a healthcare 

provider?   
 EPH does refer to UCH, but our system is too small to require a patient navigator position.   

The starting point for any patient will be their primary care physician, who will act as the 
navigator.   

 What happens if a physician has a fundamental issue with the law and won’t provide a referral?   
 A recent survey of the medical staff found that all were willing to provide referrals.     

 What will be done with a patient that presents to the facility with one disease and contracts a 
terminal disease?  
 EPH has procedures in place to institute hospice care to help the patient pass with comfort, 

dignity and care.  An individual in this scenario most likely will not qualify under the law due 
to their condition and status.      

 Does EPH have homes available on the hospital campus that could be utilized for hospice care?   
 The homes on the campus are currently being utilized for other services.   

 Can Board members provide their personal opinions on the law?   
 Dr. Batey – A Board member’s responsibility is to make recommendations and decisions 

based on what is the in the best of the organization and the needs of the community, not based 
on their personal opinions.    

 Mr. Pinkham – The rights of individuals and dealing with patients in a compassionate way is 
the basis for decision making.  The policy is to provides guidelines for assisting individuals in 
finding resources.   

 Ms. Muno – It would not be my personal choice; however, Board decisions are made based on 
all the information received from the community, physicians and hospital.  Obtaining input 
from various avenues allows the Board to reach decisions without relying on our own personal 
preferences.   

 Ms. Begley – We all have personal choices, but the Board bases their decisions on what is 
most beneficial to the hospital and the Estes Park community.   

 Dr. Miller – The majority of community voted to allow this act and encouraged the EPH Board 
to continue its work with providers and administrators to find a solution within the 
organization.    

 Dr. Alper – I encourage people to think beforehand and take responsibility in making the best 
decision for themselves.  People in the community have several options available and the 
hospital is here to assist with referrals.      

 
Final Comments: 
 Many participants thanked the Board for hosting the forum and providing clear information  
 A challenge was placed on the community to pursue obtaining a hospice house.   
 The EPH Board is committed to providing service and honoring patient wishes.   
 

5. Adjournment 
Mr. Pinkham motioned to adjourn the meeting at 7:18 p.m.  Dr. Miller seconded the motion, which 
carried unanimously.    
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_______________________________________ 
David M. Batey, Chair 
Estes Park Health Board of Directors 



Page 1 of 1 

ESTES PARK HEALTH 
BOARD OF DIRECTORS’ 

Special Executive Session Board Meeting Minutes - May 14, 2020 

Board Members in Attendance 
Dr. David Batey, Chair 
Ms. Sandy Begley, Vice Chair (via phone) 
Dr. Monty Miller, Treasurer (via phone)   
Ms. Diane Muno, Secretary (via phone)   
Dr. Steve Alper. Director Elect  

Other Attendees 
Mr. Vern Carda, CEO 
Mr. Tim Cashman, CFO 
Ms. Pat Samples, CNO 
Mr. Gary Hall, CIO (via phone)   
Mr. Randy Brigham, CHRO (via phone) 

Call to Order 
The meeting was called to order at 2:05 p.m. by Dr. Batey, Chairman of the Board of Directors; there was 
a quorum present. Notice of the Special Executive Session Board meeting was posted in accordance with 
the SUNSHINE Law Regulation.  

Ms. Muno motioned to move into Executive Session, pursuant to §§ 24-6-402(4)(e), C.R.S., and 24-6-
402(4)(f) to discuss matters that may be subject to negotiations, developing strategy for negotiations, 
instructing negotiators and personnel matters related to all hourly and salaried positions at Estes Park 
Health.   Ms. Begley seconded the motion, which carried unanimously.   

With no further discussion to be conducted, Mr. Miller motioned to adjourn the Executive Session and 
concluded the meeting at 3:55 p.m.  Ms. Muno seconded the motion, which carried unanimously.   

_______________________________________ 
David M. Batey, Chair 
Estes Park Health Board of Directors 

Item 7.1.4
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ESTES PARK (PARK) HOSPITAL DISTRICT
May 5, 2020 Election Memo 

To: Board of Directors, Park Hospital District 

From: Sarah E. E. Shepherd, Designated Election Official 

Date: May 13, 2020 

Subject: May 5, 2020 Election Status and Filing 

Dear Board: 

Please find attached the Unofficial Abstract of Election Results. The candidates who received the highest number of votes on Election Day were: Diane 
Muno, William Pinkham, and Stephen Alper. 

One (1) additional UOCAVA (Uniformed and Overseas Citizens Absentee Voting Act) ballot was received after election day and before the end of the day 
on May 13. Therefore, one additional vote was registered for the following candidates: Monty G. Miller (826), Aaron Alberter (673), and Stephen Alper (943). 
This change will be noted on the form for the Canvass Board to certify, but does not change the outcome of the election. 

Oaths of office are requested to be administered and signed at this Board meeting or prior to June 4, so we can complete the filing of the full election re-
sults with the County Clerk’s office, Division of Local Government and County Court office. All information and documents will submitted according to the 
Election Calendar. 

I’m happy to answer questions as to the results during the board meeting. The counting and election overall was very positive, which a strong turnout. 

Challenges that arose during the process were mostly related to work-from-home closures of offices, limited staffing such as newspapers and County of-
ficials working remotely, and many people having a lot on their . Everyone did their best to provide information and meet their obligations during what we hope 
is a unique election. 

Thanks to the Board, candidates and electors for voting and carrying forward a very positive turn out, despite the unusual Covid-19 circumstances.  

Thanks again to Vern, Randy and Sherrie and front door nursing staff for their efforts in issuing replacement ballots, confirming the drop off address with 
local voters, delivering the final ballot box contents to the election offices for counting. Thanks to the local post office for their cooperation,  local newspapers, 
other officials and organizations for helping to disseminate voting information and logistics. 

Once the final Oaths and filing has been completed, we will deliver the files to the hospital for retention. Thank you very much from all of us at Circuit 
Rider of Colorado for the opportunity to serve the Board, District and community.

Circuit Rider of Colorado, LLC  
Mailing: P. O. Box 359 – Littleton, CO 80160 * Telephone: 303-482-1002 – Email: sees@ccrider.us
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EPH COVID-19 Pandemic Update 
May 18, 2020 

OPEN FOR BUSINESS: Estes Park Health has been relentlessly planning for COVID-19 patients since the 
inception of the crisis. It’s important for our community to know that, despite all the challenges, we are open 
for business. Our lab is open, our radiology suite is open, our rehab services are available, our wound clinic 
and coumadin clinic and infusion clinic, and more, are open and ready to help our community.  

COVID HOTLINE REMAINS OPEN: If you have general questions about COVID-19, or want to ask what to do 
about potential exposure or symptoms, or other questions for EPH – call us, 24/7, at our COVID hotline at 
970-577-4400. We’re here to help.

TRANSFER TO THE AVAILABLE ICUs: There are Front Range ICU beds available for COVID-19 cases. What 
these means to EPH is that our strategy can continue to be identify, stabilize, protect – and transfer when 
appropriate to those Front Range facilities who are most capable of providing ICU service. As of May 14, 
Larimer Count shows four COVID-19 cases in Estes Park.  

READY FOR A SURGE: Despite our plan to transfer COVID-19 patients to the Front Range while beds are 
available, we have created an environment that maximizes our ability to keep patients here IF there are no 
Front Range ICU rooms remaining. We have created six negative-pressure rooms for patient care, and we 
are working to transform three more Emergency Department rooms to negative pressure. We have also 
analyzed the whole building for additional options, made a variety of other changes to support the situation if 
it progresses, and we regularly walk through the processes to ensure we’re ready at a moment’s notice to get 
in gear if we do have a case or cases.   

IMPACT OF RMNP OPENING MAY 27: Last week’s press release indicated the RMNP will open on May 27, 
after Memorial Day, through a phased approach. They will be short of staff due to housing rules affected by 
COVID restrictions. Other businesses will continue to open in phased fashion. Our expectation is that there 
will be a major surge of people in town. We are working closely with the Town and other authorities to 
recommend that safety is the #1 consideration and that rules and regulations for social distancing, masking, 
and other protective measures are well-enforced.  

CONTINUE TO SCREEN FROM HOME: One of the best safety measures you can take for all, if you are 
concerned that you may have COVID-19 symptoms, or that you might have been exposed, is to be screened 
over the phone (meaning “asked the key questions about symptoms and exposure to COVID-19”), from the 
safety of the home.  

HEALTH OF HEALTHCARE WORKERS: Our greatest concern is always our patients’ well-being. But our 
greatest internal concern is the health of our doctors, nurses, lab techs, pharmacists, surgery staff, radiology 
staff, and all the others who occupy the frontline at EPH and are therefore potentially subject to the greatest 
risk of exposure. All of the actions above, in addition to their other value and purpose, are also targeted to 
support the health of our healthcare workers and best equip us for the challenging times ahead.  
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555 Prospect Ave.   |   P.O. Box 2740   |   Estes Park, CO  80517 

Forecasted Impact of COVID-19 

2nd Quarter 3rd Quarter 4th Quarter
FY 2020 
Forecast

Budget           
2020 Variance

%  
Variance

TOTAL OPERATING REVENUE 8,397,397 11,933,959 10,084,092 41,395,123 53,750,778 (12,355,655)    -23.0%

TOTAL OPERATING EXPENSE 13,344,859 13,924,859 13,924,859 55,999,191 57,079,435   (1,080,244)      -1.9%

OPERATING INCOME (LOSS) (4,947,462) (1,990,900) (3,840,767) (14,604,068) (3,328,657) (11,275,411) -338.7%
Operating Margin -58.9% -16.7% -38.1% -35.3%

Non-Operating Revenue 871,128          871,128                871,128 3,419,367             3,484,512 (65,145)           -1.9%
Non-Operating Expense (16,780)           (16,780)                 (16,780) (62,925)                 (72,840) 9,915              -13.6%

NON-OPERATING 854,348 854,348 854,348 3,356,442             3,411,672 (55,230)           

EXCESS REVENUES (EXPENSES) (4,093,114)      (1,136,552)            (2,986,419)              (11,247,626)          83,015 (11,330,641)    

Gift to Purchase Capital Assets 400,000          - - 400,000                300,000 100,000          33.3%

(3,693,114) (1,136,552) (2,986,419) (10,847,626) 383,015 (11,230,641)    
Total Margin -44.0% -9.5% -29.6% 0.7%

EBIDA (2,797,760) (241,198) (2,091,065) (7,380,863) 3,964,431

INCREASE (DECREASE) IN NET 
ASSETS

REVENUE

FORECAST
FY 2020
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ASSUMPTIONS 
 

 

Estes Park Health
Assumptions - Forecast thru the COVID-19 Event

May-20
May/June 3rd Qtr FY 2020

Revenues

March '20 saw a 31% decline in Revenues, across 
the board.  Accordingly 3rd Qtr results showed an 
11% loss of Revenues.  Notably in Medsurg, 
Emergency Dept, Surgery, Radiology, Lab and 
Rehab.

As time progresses thru the summer, and if 
luck holds up, expectations could yield a 
potential recovery of 70% by end of 
September.

By end of year, expectation (and hope) 
could allow for a continued 80% of average 
by end of the year.

Expectations for April are approx 45% decline in 
Revenues
With the potential of a change in "Stay at Home" 
restrictions, EPH could potentially see a gradual 
increase in patient visits, currently estimated 
about 5% per week.  Resulting in potentially up to 
50% of average (defined as budget) by end of 
June.

Expenses

Through May, expenses are expected to remain 
normal, as was the promise to the staff.  Funds 
are received from the PPP to cover payroll for an 
8 week period.  Other spending is closely 
monitored.

For July thru September, with Revenues 
anticipated at 70% of normal, the hospital 
will try to keep expenses at 80%. However 
forecasting budgeted expense.

The same for year end, if Revenues are 80% 
recovery, so should Expenses.

For May and June, expectations are to reduce 
Salary costs by up to 10%, including several 
initiatives.
Contract Labor, other than Pediatric Call, is 
expected to be eliminated.

Earnings
The second quarter is reporting a net loss of 
$3.8M.

Third Quarter forecasts a Net Loss of $1.5M
Fourth Quarter forecasts a net loss of $3.6M 
and a FY 2020 Loss of $12M

Earnings w/ 
Stimulus applied

As Stimulus funds
Year end expectations for net loss are 
between $5M and 7M.

Cash Flow Loss of Cash thru March is $2M
Thru September Cash is expected to 
decrease by $5M.  This does not include any 
Stimulus, APP or PPP funds.

End of year is expecting Days Cash on Hand 
to be aroun 125. 

Impact of 
Stimulus Funds

Thru May 12, total funds received from Medicare 
and other Stimulus programs is $9.5M.  However, 
as of this report, $4.4M must be repaid over 5 
months beginning in August.  There are efforts 
underway to request these funds be forgivable.  
Pending.

With an added infusion of $14M in cash, 
availability should not be a problem.  
However, much depends on the possibility 
of having to repay $4.4M.

Assuming a repayment of the $4.4M, and 
the Revenue and Expense projections are 
close, cash as end of the year will likely 
show a net loss of $4M, thus reducing Days 
Cash on Hand to somewhere near 120 days.

The hospital was successful in obtaining a 
forgivable loan from the CARES Act and the 
Payroll Protection Program of $4.8M.  This is 
specifically for covering Payroll costs for 8 weeks.



Human Resources Board Report 
May 18, 2020 

Engagement scores from 2/2020 

• Employee (75%) 2018 2019 

Overall engagement 3.99 4.04 

• Physician (EPH 85%) 2018 2019 

Overall engagement 3.78 4.17 

Urgent Care Staffing 

• Positions filled; special New Employee Orientation sessions conducted

COVID-19 related items 

• Employee support

Modified PTO/ESL plan to allow access to accrued hours more easily 

Exposure shelter availability at YMCA 

Childcare resources at YMCA 

Virtual stress management sessions with local EAP provider 

• Expense reduction and monitoring

  Reduce/Eliminate contract labor 

   Re-assess of all current posted openings 

Living Center Administrator 

• Matt Gordon – previous interim administrator, begins 5/26/2020
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Patient Safety

• The Living Center continues to monitor falls

• Inpatient Medication Management 

• Covid-19 training

• EPH Weekly News Safety Corner: 
• Medication Scanning, Hand Hygiene

• Good Catch Award:   
• 1Q20 Lab and HHC staff
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Performance Improvement

NRC 

CAHPS surveys for Inpatients and Home Health Care
Implementation complete  
Data now available

Real Time Feedback for Emergency  Department and all 
Outpatient Services including Physician’s Clinic

Good feedback received with increase in comments 
compared to Press Ganey.  
Leaders learning to use the tool.
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Performance Improvement cont
Colorado Health Care Policy and Financing (HCPF) plan for 
Hospital Transformation Program

Program has been put on hold due to Covid-19 priorities

Six Measures have been identified and approved by SLT
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DNV Survey and Plan of Correction

• Survey went well overall

• 1 NC-1 nonconformity requiring submission of evidence of 
correction. 

• 9 NC-2 condition level tags to be reviewed at the next survey 
March 2021

• ISO Stage 1 Audit Report expected for ISO certification in 
2021



Questions?
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Data/ Analytics: 

Estes Park Health’s 2019 Excellence Dashboard is attached for review. 

Regulatory data of the organization’s mortality rate is outlined. Note:  these rates are “all cause”; 

inpatient deaths and discharges include medical, surgical, pediatric, and OB patients as well as 

newborns. This inpatient rate does not include observation and swing bed patients. Quality does provide 

a mortality report to the Quality Management Council twice a year. 

 IP Mortality rate  

• For 1Q20: 46.0 (4)/1000 patient discharges  

• All 4 mortalities 2020 year to date were comfort care/DNR.  Review did not identify any 

clinical opportunities. 

• ED mortality rate  

• For 1Q20 0.0/1000 ED discharges 

 

Patient Safety: 

The Patient Safety Committee reviews all safety events monthly and identifies further actionable follow 

up when needed. For 1Q20 79 safety events and associated follow up were reviewed with an evaluation 

for trends by type, unit and harm level. Staff take less than 7 minutes on average to submit an event. A 

monthly “Good Catch” award is also identified on a routine basis (1Q20 recognized HHC staff) and 

monthly Safety Corner articles published in the employee EPH Weekly News. The Safety Corner article 

provides safety event feedback to staff.  

 

Performance Improvement: 

The Quality Department continues to work with 1 PCS Work Group on Moderation Sedation which 

should be complete by May 1, 2020. 

EPH has changed patient satisfaction survey vendors in collaboration with the Epic implementation. The 

conversion was delayed in part due to an NRC cryptovirus attack in January 2020 as well as issues with 

file development (UCH) and NRC implementation. Real Time Feedback for outpatient areas were 

surveyed back to January 1st at the request of leadership with over 1900 responses as of May 4th 

providing a very robust data set for evaluation. Additionally, there appears to significantly more patient 

comments available (450) with great value for department directors Approximately 6% of the comments 

are flagged for review. NRC CAHPS data is now available for Home Health, Hospice and Inpatients. 

CAHPS reporting is challenged by small survey size.     

Colorado’s Medicaid Hospital Transformation Program (HTP) has been put on hold until further notice 

due to the COVID‐19 outbreak. Six measures have been identified for the program.  

Colorado’s Hospital 2020 Quality Improvement Project (HQIP) is still scheduled for reporting. Submission 

timeline is open from May 1st‐June 30th for 2019 data and process reporting.  The measures are 

categorized under Perinatal and Maternal care, Patient Safety, and Patient Experience. Additional new 

self‐reported measures have been put on hold until 2021 due to COVID‐19 (Sepsis, Antibiotic 
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Stewardship, Handoffs/Care Transitions).  Measure scoring will be completed late summer with facility 

notification in October. Calculated facility payments are attached to provider payments.  

Accreditation: 

DNV‐GL surveyors were on‐site March 3‐4, 2020. The survey went very well with positive feedback from 

surveyors overall. Prior nonconformities for facilities and grievances were resolved but one for restraints 

was continued. A total of 9 issues were tagged but none were NC‐1 condition level. Facilities will have 

one nonconformity requiring submission of evidence of correction with the remainder being reviewed at 

the next survey in March 2021. The survey also provided an ISO Stage 1 Audit Report with 3 main areas 

for improvement prior to ISO certification in 2021. An expansion of the internal audit program needs to 

be developed based on 2020 DNV survey findings. 

Risk Management: 

1Q20 noted grievances were investigated and on time follow up conducted.  Additionally, 18 complaints 

(billing). A number of these were related to an Epic ED charge level issue that was identified and 

subsequently corrected.  

 
One root cause analysis was conducted in February 2020.  Follow‐up action items have all been 

completed.  

 

2019 EPH Excellence Dashboard 

There is limited data in several dashboard metrics due to two principal reasons: the conversion to Epic 

and Department Directors struggle to get comparable data and COVID‐19.  The majority of departments 

will continue with their 2019 quality metrics, but several have identified new opportunities to assess 

including surgical services, physician clinic and diagnostic imaging.  
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ESTES PARK HEALTH MISSION & VALUES 
 

“We exist to make a positive difference in the health and wellbeing of all we serve”.  The 

Mission is supported by the five values of: 

 

• Safety 

• Excellence 

• Respect 

• Integrity  

• Stewardship 

 

QUALITY DEPARTMENT VISION 
 

The Quality Department Vision is that all members of the organization adopt Safety and Quality 

as their personal mission and come together as a team to place patients and other customers 

first.  Operating with proven approaches such as High Reliability Principles all employees are 

focused on providing quality and value in everything they do. 

 

OUR PURPOSE – QUALITY DEPARTMENT 
 

Our Purpose is to build a Quality Management System that supports Estes Park Health in 

consistently delivering excellent patient outcomes.  We achieve this by using the suite of Quality 

Management methodologies in a planned, systematic, organization-wide approach to 

monitoring, analysis and improvement of organizational performance; and delivery of value to 

our patients and our community.   

 

LONG-TERM GOAL FROM 2019 QUALITY ASSURANCE/PERFORMANCE IMPROVEMENT/ 

PATIENT SAFETY (QAPIPS) PLAN 
 

The goal of the 2019-2020 QAPIPS plan is to support the mission of EPH by providing the highest 

level of Quality Services to all customers.  This overarching goal will remain in place for 5 years 

and Strategic Goals for the Quality Department will be developed as “Short Term” goals to meet 

this overarching Quality Plan Goal. 
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STRATEGIC PRIORITIES, STRATEGY AND TACTICS 
STRATEGIC GOAL/PRIORITY #1  
 

Enable the highest Quality and Value to all Customers (internal and external) 
 

Rationale:  The Quality Department’s long term goal is to support the mission of Estes Park Health by providing the highest level of Quality Services to all Customers.  
The Donabedian Quality Triad of “Structure, Process, Outcomes” provides the Strategic Framework to achieve this goal.  Senior Leadership’s commitment to Quality a 
strategic approach, underpinning the work of the individual and the organization is vital for attaining this goal.  Significant progress was made utilizing this approach) 
and ongoing work toward this 5 year long-term goal remains the #1 Strategic Goal in 2020 as well.   

STRATEGY TACTICS TIMEFRAME 

Hardwire the 2019 
Quality work executed 
utilizing Strategic 
Framework (Quality 
Triad – Structure, 
Process, Outcomes)   

1. Continue to support teams, refine processes, develop data analysis and reporting capabilities, apply the suite of 
quality methodologies where needed to hardwire proven approaches to improvement. 

2. Provide just in time training on PDSA when needed. Utilize Root Cause Analysis and Event Debriefs to identify 
real time process opportunities. 

3. Continue Quality/PI/PS presentations at new employee orientation and review of safety event reporting system. 
4. Support Quality Management Committee, Patient Care and Safety Committee, Quality Subcommittee of the 

Board and quarterly Park Hospital District Board reports.  
5.  Support department quality/regulatory updates at QMC and quality measure run charts. 
6. Support Antibiotic Stewardship Program as appropriate. ABS will report function, activities, intervention 

implementations, and education efforts through Infection Prevention reporting to Patient Care and Safety 
Committee.  

7. To engage LTC in EPH Quality structure and reporting.  

Throughout 2020 

Hardwire DNV 
Accreditation and 
prepare for ISO 

1. Lead teams and provide support for Corrective Action Plans as needed. 
2. Continue staff education about ISO 9001:2015 Quality Management System in order to ensure any changes made 

with regard to Quality alignment with required ISO standards. 
3. Validate commitment to DNV accreditation and ISO journey with new CEO and SLT. 
4. Initiate internal audit program and continue ECRI risk assessments for a variety of processes/areas. 
5. Provide random sample checks on prior survey tags and convene survey prep work group. 
6. Support mock accreditation/conditions of participation walk through of Urgent Care Center. 
7. Representatives to attend DNV symposium yearly. 

CAP – next survey 
March 2020 
ISO – throughout 2020 

Epic Implementation 
Project 

1. Continue to work with Epic/UCH to ensure Estes Park Health has the reporting capabilities from the EPIC system 
needed to support the delivery of Quality across the entire organization and meet external reporting 
requirements. 

2.  Support random chart checks on restraint orders/documentations, pain assessments and care plan 
individualization. 

Monitoring – Post 
Implementation 
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Adopt the philosophy 
of TQM as important 
for the organization to 
succeed in fulfilling its’ 
mission 
 

1. Obtain ongoing commitment to Quality – culture growth/change; engage new CEO in discussions to understand 
their vision for organization’s \quality program. 

2. Lay the ground-work for TQM 
3. Educate on relationship with ISO  
4. Adopt key principles prior to formal TQM implementation work 
5. Provide structure to Senior Leadership to facilitate system-wide TQM Commitment 
6. Determine a timeframe for adoption of TQM (after the final work for initiatives such as EPIC, ISO etc. have been 

implemented – 5 year goal) 
7. Continue to provide all opportunities to develop the Culture of Quality throughout the organization. 

Commitment to TQM – 
2021 
Education – First 
Quarter 2021 
Adoption – Ongoing 
through 2021 PRN  
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STRATEGIC GOAL/PRIORITY #2   
 

Support the Growth and Development of Strategic Service Lines by accelerating adoption of all quality methodologies 
and all components of the Strategic Framework in these areas. 

 

Rationale:  Focus Quality Resources on the Key Service Lines with the highest potential to bring customers and increase market share to maintain the 
organization as sustainable, vibrant and financially stable in the increasingly competitive and resource limited world of healthcare; as well as keeping 
the organization strong, independent and community owned.  Execute full implementation of the Strategic Framework for Quality (Structure, Process 
and Outcomes) in these areas before the rest of the organization.   

STRATEGY TACTICS TIMEFRAME 
Support Urgent Care – develop Quality 
functions simultaneously, while utilizing 
Risk Management methodologies to 
mitigate challenges 

1.  Ensure Urgent Care has all Quality Methodology in place to support effective processes, and 
data and information/reporting as necessary. Support Community Paramedic Program under 
the facility Quality umbrella. Assist with development of quality metrics and reporting to 
Quality Management Committee. Add Urgent Care representative to Patient Care and Safety 
Committee.  

2. Utilize Risk Management Methodology to support Urgent Care implementation – provide 
methodology for team to evaluate and mitigate risk effectively. UCC added to facilities life 
safety rounding to assess risk areas. 

January 2020 – ongoing 
throughout life of the 
project 

Support Strategic Service Line 
Development – develop all applications of 
quality appropriate for each Medical Staff 
Council 

1. Utilize the Strategic Framework methodology to ensure all quality methodologies are in 
place to support the Medical Staff Councils: Perioperative Council, Birth Center Council, 
Emergency Services Council, Med Surg Leadership Council and Outpatient Medicine Council. 

2. Facilitate Council reporting at Quality Management Committee. 

January 2020 – ongoing 
as scheduled  
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STRATEGIC GOAL/PRIORITY #3   
 

Raise individual and community awareness of the High Quality healthcare and Value provided at Estes Park Health 
 

Rationale:  To demonstrate, though a variety of communication modalities, the Quality of Care and Value provided at Estes Park Health in support of 
the organization’s strategic goal to remain sustainable, vibrant, independent, and financially stable in the increasingly competitive and resource limited 
world of healthcare.   

STRATEGY TACTICS TIMEFRAME 
Provide Quality Information on the 
Website 

1.  Maintain data displayed on the website – quarterly 
updates 

2. Showcase key service line Quality 
3. Showcase Access to Care improvement activities 

Website – TBD with Epic implementation 2Q2020 
Physician Quality – 2Q2020 – after EPIC implementation 
Service Line Quality – Refer to department quality 
indicators for 2020 
Access to Care Improvement – NRC Real Time Feedback  
February 2020 

Focus on real-time solutions to complaints, 
thereby minimizing the number of 
grievances and improving opportunities for 
service recovery. 

1.  Utilize Huddle to identify any customer/patient 
satisfaction issues 

2. Resolve grievances quickly with personal contact as 
appropriate 

3. Utilize Service Recovery methodologies 

Huddle – 3Q2020 
Complaints/Grievance/Service Recovery – ongoing 
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 VALUE CREATED WITH THIS STRATEGY 
 

The Strategic Priorities of the Quality Department presented in this document create Value for 

the organization in the following ways: 

 

Strategic Priority #1 – Enable the highest Quality and Value to all customers (internal and 

external) 

 

• Measurable, proven methodology to assure and ensure Quality within the organization 

that is stainable over time and leadership change 

• Developing a workforce focused on Quality 

• Implementing an internationally recognized Quality Management System, proven to 

improve quality management (ISO 9001:2015) 

• A leadership and management approach to long-term success through customer 

satisfaction 

 

Strategic Priority #2 – Support the Growth and Development of Strategic Service Lines. 

• Service line personnel are able to utilize the full range of quality methodologies to 

deliver high quality outcomes and value to their customers 

• Effective processes and improvement methodology 

• Additional support from the Quality Department to empower service lines to embed 

quality principles in all their work, utilize data for decision making and drive quality 

outcomes 

• Employ quality and project management expertise to accelerate process improvement 

and provide more value to the customer 

• Conduct risk assessments to identify areas of focus 

 

Strategic Priority #3 - Raise individual and community awareness of the high quality healthcare 

and value provided at Estes Park Health 

 

• Inform the community of the organization’s efforts to provide the highest quality of 

care, providing a positive focal point for discussion of hospital activities including 

community educational programs and leadership presentations to local service groups 

• Improved speed of resolutions and complaints – to real time, where opportunities for 

service recovery are more fruitful 

• Identify value and high quality care provided at the organization 

• Provide information about quality rather than a void  
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CORE CAPABILITIES AND NEEDS FOR SUCCESS 
 

There is a range of Core Capabilities needed to ensure success of this plan.  These are listed 

below in no particular order: 

 

• Team member commitment to the Mission, Vision, Values and Goals and everyday 

execution of them with full Quality department staffing including Director and Quality 

Analyst 

• Flexibility and Teamwork 

• Willingness to learn and grow skill sets 

• Ability to maintain the Quality Philosophy (TQM) in all we do 

• Ability to flex and work in any area of the Quality Department functions 

• Project Management skills 

• Process analysis and redesign methodology sills 

• Data analysis, metrics and reporting skills 

• Change Management Skills 

• Ability to alter plans, build a new approach quickly when needed 

• Ability to Motivate and Encourage 

• Ability to implement and sustain process, practice and culture change 

 

 

 



Tele - Town Hall:

Estes Park Health Policy on 
Colorado End of Life Options Act

Wednesday May 13, 2020   6:00 pm

Webinar link https://attendee.gotowebinar.com/register/7006930724808599054

United States: +1 (415) 655-0052

Access Code: 821-599-023

Audio PIN: Shown after joining the webinar
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Agenda

1. Tele - Town Hall Procedures

2. Privacy & Confidentiality

3. Introduce Estes Park Health (EPH) Attendees

4. Brief Overview of Colorado End of Life Options Act (CEoLOA)

5. Estes Park Health and CEoLOA

6. Colorado’s 3-Year CEoLOA experience

7. Comments and Questions and Answers

2



1. Tele – Town Hall Procedures

• Gary Hall will manage comments and questions

• Use “Chat” or “Raise Hand” for comments or questions

• Do not wait to comment or to ask questions, submit immediately

• Chat or Raise Hand will generally be addressed in order received

• Gary Hall may combine similar questions

3



2. Privacy & Confidentiality

• CEoLOA: Doctor-patient relationship privacy & confidentiality

• CEoLOA:  Protections for patients, healthcare providers, and others

• Please omit references to any information that could break privacy or 
confidentiality

4



3. Estes Park Health Attendees

• Board of Directors:  Sandy Begley, Monty Miller, Diane Muno, Bill 
Pinkham, David Batey, Director-Elect Steve Alper

• CEO Vern Carda, Chief Nursing Officer Pat Samples, 

• Chief of Staff Dr. John Meyer, 

• EPH Living Center Medical Director Dr. Amanda Luchsinger

5



4. Brief Overview of CEoLOA

• CEoLOA authorizes an individual who satisfies the statute’s 
requirements to request aid-in-dying medication, to fill the 
prescription, and to self-administer the medication.

• Requirements: 

- Colorado resident adult

- Terminal diagnosis prognosis of 6 months or less

- Mental capacity to make & communicate an informed decision

- Able to self-administer aid-in-dying medication

- And satisfy many other requirements

6



4. Brief Overview of CEoLOA

• CEoLOA takes place within the privacy and confidentiality of the 
doctor-patient relationship

• CEoLOA provides privacy & confidentiality protections for all involved

• Patient and Provider choice to participate or not participate is 
voluntary

• CEoLOA prohibits any adverse organizational consequences of the 
choice to participate or not participate in CEoLOA activities

7



5. EPH and CEoLOA

• Estes Park Health offers patients a full range of End-Of-Life Journey 
options including services addressing

Colorado Advance Directive

Pain Management

Palliative Care

Hospice 

Colorado End of Life Options Act

And others

8



5. EPH and CEoLOA

• All EPH medical staff who may have direct involvement in CEoLOA
activities (Primary Care and potentially involved specialties) will:

- Provide information on CEoLOA

- Provide CEoLOA referrals if requested

- Some EPH medical staff who may have direct involvement 

in CEoLOA activities are willing to act as an attending or 

consulting physician for patients pursuing CEoLOA actions

9



5. EPH and CEoLOA

• EPH CEoLOA Policy does not permit self-administration of aid-in-dying 
medication on Estes Park Health premises including:

• The Emergency Department

• The Inpatient Hospital

• The Estes Park Health Living Center (EPHLC)

- EPHLC is a skilled nursing facility

- EPHLC is a group home without privacy of a private residence

10



5. EPH and CEoLOA

• According to the EPH Living Center (EPHLC) Medical Director:

• There are 28 patients currently in EPHLC

• None of the 28 would qualify for CEoLOA based on requirements

• CEoLOA requires (among others)

- Mental capacity to make an informed decision

- Ability to self-administer the aid-in-dying medication

• All 28 patients or those responsible for them have accepted EPH 

CEoLOA Policy prohibition on taking aid-in-dying medication in EPHLC

11



6. Colorado 3-Year CEoLOA Experience

• In 2019, for those requesting prescriptions

- Median age 72 (range mid 20’s to upper 90’s)

- 62.5% Cancer, 19.2% Neurological, 7.9% Cardiovacular, 

5.8% Pulmonary, 4.6% Other

• In 2019, for those who died following prescription

- 82.6 % died in a residence

- 83.5% died under hospice care

12



6. Colorado 3-Year CEoLOA Experience

13

2017 2018 2019 2017-19

Number of patients Prescribed Aid-

in Dying Mediction
72 123 170 365

Number of Patients Dispensed Aid-

in-Dying Medication
56 85 129 270

Percent of Patients Prescribed Aid-

in-Dying Medication that had the 

medication dispensed

77.8% 69.1% 75.9% 74.0%

Colorado End-Of-Life Options Act Statistics



6. Colorado 3-Year CEoLOA Experience

14

2017 2018 2019

Colorado State Population (3 yrs experience) 5,612,000 5,691,000 5,759,000

Number of patients Prescribed Aid-in Dying Mediction 72 123 170

Rate Aid-in-Dying Medication Prescriptions per 100k 1.28 2.16 2.95

Washington State Population     (11 yrs experience) 7,423,000 7,524,000 7,615,000

Number of patients Prescribed Aid-in Dying Mediction 212 267 July 2020

Rate Aid-in-Dying Medication Prescriptions per 100k 2.86 3.55

Oregon State Population             (22 yrs experience) 4,144,000 4,182,000 4,218,000

Number of patients Prescribed Aid-in Dying Mediction 218 249 290

Rate Aid-in-Dying Medication Prescriptions per 100k 5.26 5.95 6.88

CO, WA, OR End-Of-Life Prescriptions Statistics

Generally 3 to 7 per 100k population



7. Comments and Questions

• Use “Chat” or “Raise Hand” options

• Gary Hall will give you access to the Town Hall

• Another opportunity for public comment on EPH CEoLOA Policy

at EPH Board meeting Monday 18-May  4:00 pm

15
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Department:  Administration Creation Date:  26-Jan-2019 

Review Date:  

Policy Title:   Colorado End of Life Options Act Revise Date:  
(Patient’s request for medical aid in dying) 

PURPOSE: 

The Colorado End of Life Options Act (C.R.S § 25-48-101, et seq.) authorizes medical 

aid in dying and allows a terminally ill adult with a prognosis of six months or less, who 

has mental capacity, has made an informed decision, is a resident of Colorado, and has 

satisfied other requirements, to request and obtain a prescription for medical aid in dying 

medication for the purpose of shortening a prolonged dying process through self-

administration of the aid-in-dying medication to end his or her own life in a peaceful 

manner. 

The purpose of this policy is to describe the position of Estes Park Health regarding the 

End of Life Options Act, including participation of physicians employed or under 

contract, to describe the requirements and procedures for compliance with The Colorado 

End-of-Life Options Act, and to provide guidelines for responding to patient requests for 

information about aid-in-dying medications in accordance with federal and state laws. 

The requirements outlined in this policy do not preclude or replace other existing 

policies, including but not limited to Colorado End-of-Life Options Act, Hospice; 

Medically Inappropriate Treatment (Futility); Spiritual Care of Patients; Hospice Scope 

of Service; Healthcare Ethics Committee; Patient Rights Ethical Issues, Nursing; Patient 

Rights and Responsibilities; Do Not Resuscitate; Advanced Directives; Treatment of 

Pain, Nursing; Informed Patient Consent; referenced herein. 

POLICY: 

1. The Colorado End-of-Life Options Act (herein after the "Act") allows adult (18 years

or older) terminally ill patients, with capacity to make health care decisions, seeking

to mitigate suffering and shorten a prolonged dying process, to request aid-in-dying

medications from an attending physician.  These terminally ill patients must be

Colorado residents (as defined herein) who will, within reasonable medical judgment,

die within 6 months.  Patients requesting an aid-in-dying medication must satisfy all

requirements of the Act in order to obtain the prescription for that medication.  Such

a request must be initiated by the patient and cannot be made through utilization of an

Item 4.2
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Advance Health Care Directive, Physician Orders for Life-Sustaining Treatment or 

other document. It cannot be requested by the patient's surrogate. 

2. Estes Park Health respects the privacy of the Health Care Provider-Patient 

relationship and expects that any discussion of, or participation in the Act will be kept 

private and confidential. 

3. Estes Park Health neither encourages nor discourages participation in the Act.  Only 

those providers who are willing and desire to participate should do so.  Any 

participation or refusal to participate in the Act by Estes Park Health physicians, 

employees, or patients is entirely voluntary, and Estes Park Health will not penalize 

an individual for participating in, or refusing to participate in the Act.  An Estes Park 

Health physician, staff, or employee that elects not to engage in activities authorized 

by the Act is not required to take any action in support of a patient's request for a 

prescription for an aid-in-dying medication, including but not limited to, referral to 

another provider who participates in such activities.   

4. Estes Park Health is more than an Acute Care Hospital.  Estes Park Health includes 

services delivered outside of the Acute Care Hospital: Long-term Residential Care in 

the Estes Park Health Living Center, and Home Health and Hospice. 

5. Estes Park Health permits the ingestion or self-administration of an aid-in-dying 

medication outside of Estes Park Health premises, including within a patient’s home.  

Estes Park Health premises include the Acute Care Hospital (Emergency Department, 

Inpatient Hospital), and the Estes Park Living Center. 

6. Estes Park Health does not permit ingestion or self-administration of an aid-in-dying 

medication on any Estes Park Health premises including the Acute Care Hospital 

(Emergency Department, Inpatient Hospital), and the Estes Park Living Center. 

7. If an Estes Park Health patient in the Acute Care Hospital or the Estes Park Living 

Center wishes to ingest or self-administer an aid-in-dying medication, Estes Park 

Health will cooperate with the patient in transfer to another facility of the patient’s 

choice.  The transfer will promote continuity of care.  Upon request, Estes Park 

Health will transfer a copy of the patient’s medical record to the new health care 

provider/facility. 
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PROCEDURE:  

1. Written notice of this policy will be included in the admissions paperwork filled out 

by every Estes Park Health patient.  This policy will also be communicated by other 

means intended to provide advance notification of this policy, including posting on 

the Estes Park Health website. 

2. When a patient makes an inquiry about or requests access to activities under the Act, 

initially, the patient will be given a copy of this policy and then will be referred to an 

organization or individual that is well versed in the requirements of the Act.  The 

organization or individual will assist the patient in understanding of the Act, inform 

them about the process and provide educational material related to the patient's end-

of-life options.  This activity will augment, but not substitute for, the obligations of 

the attending and consulting physicians' roles described herein.  If the patient's 

current physician chooses not to participate in the Act, which is his or her right under 

the Act, the organization or individual will make an effort to identify a physician who 

will participate in the Act with the patient. 

3. Estes Park Health will notify employed and contracted physicians and other health 

care providers of this policy.  All other Estes Park Health employees and contractors 

will also be notified of this policy. 

4. If a patient brings medical aid-in-dying medication into the Estes Park Health Acute 

Care Hospital setting and the patient's possession of such medication becomes known 

to any Estes Park Health personnel, the personnel shall inform the attending 

physician of the fact, and the attending physician shall at the next convenient 

opportunity inform the patient that the Patient may not ingest or self-administer aid-

in-dying medication in the Acute Care Hospital.  The physician will request that the 

patient relinquish such medication, which will be kept securely, and will be returned 

to patient upon patient's request at some point during the process of discharging or 

transferring the patient out of the Acute Care Hospital. 

5. In the absence of a legal Do Not Resuscitate order, or a CPR directive in a Living 

Will document, standard acute poisoning protocols will be used to respond to an 

individual who ingests or self-administers an aid-in-dying medication on any Estes 

Park Health premises including the Acute Care Hospital and the Estes Park Living 

Center.  Standard acute poisoning protocols will also be used to respond to an 

individual who arrives at Estes Park Health premises having ingested or self-

administered an aid-in-dying medication.   

6. Estes Park Health physicians and other health care providers may, if they choose, and 

as applicable and as defined in the Act and herein: 

a. Perform the duties of an attending physician. 

b. Perform the duties of a consulting physician. 

c. Perform the duties of a mental health specialist. 
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d. Prescribe medications under this Act. 

e. Participate in patient or provider support related to the Act. 

7. Other than Physicians, who may choose to be present, Estes Park Health employees 

will not be present during the actual ingestion or self-administration of an aid-in-

dying medication. 

8. Estes Park Health may provide oversight and may review records to the extent 

necessary to ensure all requirements of the law have been followed and the correct 

documentation completed and submitted to the Colorado Department of Public 

Health and Environment. 

 

9. Right to request medical aid-in-dying medication:  

a. An adult resident of Colorado may make a request, in accordance with sections 

25-48-104 and 25-48-112, to receive a prescription for medical aid-in-dying 

medication if: 

b. The individual’s attending physician has diagnosed the individual with a 

terminal illness with a prognosis of six months or less; 

c. The individual’s attending physician has determined the individual has mental 

capacity; and 

d. The individual has voluntarily expressed the wish to receive a prescription for 

medical aid-in-dying medication 

e. The right to request medical aid-in dying medication does not exist because of 

age or disability. 

 

10. Request Process – Witness requirements. 

a. In order to receive a prescription for medical aid-in-dying medication pursuant 

to the Colorado End of Life Options Act, an individual who satisfies the 

requirements in Section 25-48-103 must make two oral requests, separated by at 

least fifteen day, and a valid written request to his or her attending physician 

b. To be valid, a written request for medical aid-in-dying medication must be: 

i. Substantially in the same form as set forth in Section 25-48-112; 

ii. Signed and dated by the individual seeking the medical aid-in-dying 

medication; 

iii. Witnessed by at least two individuals who, in the presence of the 

individual, attest to the best of their knowledge and belief that the 

individual is: 

iv. Mentally capable; 

v. Acting voluntarily; and 

vi. Not being coerced to sign the request. 

vii. Of the two witnesses to the written request, at least one must not be: 
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viii. Related to the individual by blood, marriage, civil union, or adoption; 

ix. An individual who, at the time the request is signed, is entitled, under a 

will or by operation of law, to any portion of the individual’s estate upon 

his or her death; or 

x. An owner, operator, or employee of a health care facility where the 

individual is receiving medical treatment or is a resident. 

xi. Neither the individual’s attending physician nor a person authorized as the 

individual’s Qualified Power of Attorney or Durable Medical Power of 

Attorney shall serve as a witness to the written request. 

 

11. Right to rescind request – Requirements to offer opportunity to rescind 

a. At any time, an individual may rescind his or her request for medical aid-in-

dying medication without regard to the individual’s mental state. 

b. An attending physician shall not write a prescription for medical aid-in-dying 

medication under the Colorado End of Life Options Act unless the attending 

physician offers the qualified individual an opportunity to rescind the request 

for the medical aid-in-dying medication. 

 

12. Attending physician responsibilities: The attending physician shall: 

a. Make the initial determination about whether an individual requesting medical 

aid-in-dying medication has a terminal illness, has a prognosis of six months or 

less, is mentally capable, is making an informed decision, and has made the 

request voluntarily; 

b. Request that individual demonstrate Colorado residency by providing 

documentation as described in section 25-48-102(14); 

c. Provide care that confirms to established medical standards and accepted 

medical guidelines; 

d. Refer the individual to a consulting physician for medical confirmation of the 

diagnosis and prognosis and for a determination of whether the individual is 

mentally capable, is making an informed decision, and acting voluntarily; 

e. Provide full, individual-centered disclosures to ensure that the individual is 

making an informed decision by discussing with the individual:  

i. His or her medical diagnosis and prognosis of six months or less; 

ii. The feasible alternatives or additional treatment opportunities, including 

comfort care, palliative care, hospice care, and pain control; 

iii. The potential risks associated with taking the medical aid-in-dying 

medication to be prescribed; 

iv. The probable result of taking the medical aid-in-dying medication to be 

prescribed; and 



  

 

 
 

POLICY and PROCEDURE 

Page 6 of 11 

 

v. The possibility that the individual can obtain the medical aid-in-dying 

medication but choose not to use it; 

f. Refer the individual to a licensed mental health professional pursuant to section 

25-48-108 if the attending physician believes that the individual may not be 

mentally capable of making an informed decision; 

g. Confirm that the individual’s request does not arise from coercion or undue 

influence by another person by discussion with the individual, outside the 

presence of other persons, whether the individual is feeling coerced or unduly 

influenced by another person; 

h. Counsel the individual about the importance of: 

i. Having another person present when the individual self-administers the 

medical aid-in-dying medication prescribed pursuant to the Act. 

ii. Not taking the medical aid-in-dying medication in a public place. 

iii. Safe-keeping and proper disposal of unused medical aid-in-dying 

medication in accordance with section 25-48-120; and 

iv. Notifying his or her next of kin the request for medical aid-in-dying 

medication; 

i. Inform the individual that he or she may rescind the request for medical aid-in-

dying medication at any time and in any manner; 

j. Verify, immediately prior to writing the prescription for medical aid-in-dying 

medication, that the individual is making an informed decision; 

k. Ensure that all appropriate steps are carried out in accordance with this the Act 

before writing a prescription for medical aid-in-dying medication; and 

l. Either: 

i. Dispense medical aid-in-dying medication directly to the qualified 

individual , including ancillary medications intended to minimize the 

individual’s discomfort, if the attending physician has a current Drug 

Enforcement Administration certificate and complies with any applicable 

administrative role; or 

ii. Deliver the written prescription personally, by mail, or through 

authorized electronic transmission in the manner permitted under Article 

42.5 of Title 12 C.R.S. to a licensed pharmacist, who shall dispense the 

medical aid-in-dying medication to the qualified individual, the attending 

physician, or an individual expressly designated by the qualified 

individual. 

13. Consulting physician responsibilities: Before an individual who is requesting 

medical aid-in-dying medication may receive a prescription for the medical aid-in-

dying medication, a consulting physician must: 

a. Examine the patient and his or her relevant medical records. 
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b. Confirm in writing the attending physician: 

c. That the individual has a terminal illness; 

d. The individual has a prognosis or six months or less; 

e. That the individual is making an informed decision; and 

f. That the individual is mentally capable, or provide documentation that the 

consulting physician has referred the individual for further evaluation in 

accordance with Section 25-48-108. 

 

14. Confirmation that individual is mentally capable – referral to mental health 

professional.  

a. An attending physician shall not prescribe medical aid-in-dying under the 

Colorado End of Life Options Act for an individual with a terminal illness 

until the individual is determined to be mentally capable and making an 

informed decision, and those determinations are confirmed in accordance with 

this section 

b. If the attending physician or the consulting physician believes that the 

individual may not be mentally capable of making an informed decision, the 

attending physician or the consulting physician shall refer the individual to a 

licensed mental health professional for a determination of whether the 

individual is mentally capable and making an informed decision 

c. A licensed mental health professional who evaluates an individual under this 

section shall communicate, in writing, to the attending or consulting physician 

who requested the evaluation, his or her conclusions about whether the 

individual is mentally capable and making informed decisions.  If the licensed 

mental health professional determines that the individual is not mentally 

capable of making informed decisions, the person shall not be deemed a 

qualified individual under the Act and the attending physician shall not 

prescribe medical aid-in-dying medication to the individual. 

 

15. Medical record documentation requirements – reporting requirements – 

department compliance reviews – rules. 

a. The attending physician shall document in the individual’s medical record, the 

following information: 

b. Dates of all oral requests; 

c. A valid written request; 

d. The attending physician's diagnosis and prognosis, determination of mental 

capacity and that the individual is making a voluntary request and an informed 

decision; 
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e. The consulting physician's confirmation of diagnosis and prognosis, mental 

capacity, and that the individual is making an informed decision; 

f. If applicable, written confirmation of mental capacity from a licensed mental 

health professional; 

g. A notation of notification of the right to rescind a request made pursuant to the 

Act 

h. A notation by the attending physician that all requirements under the Act have 

been satisfied; indicating steps taken to carry out the request, including a 

notation of the medical aid-in-dying medications prescribed and when. 

i. The Department of Public Health and Environment requires any health care 

provider, upon dispensing a medical aid-in-dying medication pursuant to this 

Act, to file a copy of a dispensing record with the department. 

 

16. Death certificate. 

a. Unless otherwise prohibited by law, the attending physician or the Hospice 

Medical Director shall sign the Death Certificate of a qualified individual who 

obtained and self-administered aid-in-dying medication. 

b. When a death has occurred in accordance with the Act, the cause of death shall 

be listed as the underlying terminal illness and the death does not constitute 

ground for post-mortem inquiry under Section 30-10-606(1), C.R.S. 

 

17. Safe disposal of unused medical aid-in-dying medications: A person who has 

custody or control of medical aid-in-dying medication dispensed under this Act that 

the terminally ill individual decides not to use or that remains unused after the 

terminally ill individual’s death shall dispose of the unused medical aid-in-dying 

medication either by: 

a. Returning the unused medical aid-in-dying medication to the attending 

physician who prescribed the medical aid-in-dying medication, who shall 

dispose of the unused medical aid-in-dying medication in the manner required 

by law; or 

b. Lawful means in accordance with Section 25-15-328, C.R.S or any other State 

of Federally approved medication take-back program authorized under the 

Federal “Secure and Responsible Drug Disposal Act of 2010”, PUB.L.111-

271, and regulations adopted pursuant to the Federal Act. 
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DEFINITIONS: 
1. “Adult” means an individual who is eighteen years of age or older. 

2. “Attending Physician” means a physician who has primary responsibility for the care of a 

terminally ill individual and the treatment of the patient's terminal disease. 

3. “Consulting Physician” means a physician who is qualified by specialty or experience to 

make a professional diagnosis and prognosis regarding a terminally ill individual’s terminal 

illness. 

4. “Health Care Provider” or “Provider” means a person who is licensed, certified, 

registered, or otherwise authorized or permitted by law to administer health care or dispense 

medication in the ordinary course of business or practice of a profession.  The term includes a 

health care facility, including a long-term care facility as defined in Section 25-3-

103.7(1)(f.3) and a continuing care retirement community as described in Section 25.5-6-203 

(1)©(I), C.R.S. 

5. “Informed decision” means a decision the is: 

a. Made by an individual to obtain a prescription for medical aid-in-dying medication 

that the qualified individual may decide to self-administer to end his or her life in a 

peaceful manner; 

b. Based on an understanding and acknowledgement of the relevant facts; and 

c. Made after the attending physician fully informs the individual of: 

i. His or her medical diagnosis and prognosis of six months or less; 

ii. The potential risks associated with taking the medical aid-in-dying medication 

to be prescribed; 

iii. The probable result of taking the Medical aid-in-dying medication to be 

prescribed; 

iv. The choices available to an individual that demonstrate his or her self-

determination and intent to end his or her life in a peaceful manner, including 

the ability to choose whether to 

1) Request medical aid in dying;  

2) Obtain a prescription for medical aid-in-dying medication to end his or 

her life;  

3) Fill the prescription and possess medical aid-in-dying medication to end 

his or her life; and  

4) Ultimately self-administer the medical aid-in-dying medication to bring 

about a peaceful death; and 

5) All feasible alternatives or additional treatment opportunities, including 

comfort care, palliative care, hospice care3, and pain control. 

6. “Licensed Mental Health Professional” means a psychiatrist licensed under article 36 or 

Title 12 C.R.S., or a psychologist licensed under Part 3 of Article 43 or Title 12 C.R.S. 

7. “Medical Aid in Dying” means the medical practice of a physician prescribing medical aid-

in-dying medication to a qualified individual that the individual may choose to self-

administer to bring about a peaceful death. 
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8. “Medical aid-in-dying medication” means medication prescribed by a physician pursuant 

to the Colorado End-of-Life Options Act to provide medical aid in dying to a qualified 

individual. 

9. “Medically Confirmed” means that a consulting physician who has examined the terminally 

ill individual and the individual’s relevant medical records has confirmed the medical opinion 

of the attending physician. 

10. “Mental Capacity” or “Mentally Capable” means that in the opinion of an individual’s 

attending physician, consulting physician, psychiatrist or psychologist, the individual has the 

ability to make and communicate an informed decision to health care providers. 

11. “Physician” means a doctor of medicine or osteopathy licensed to practice medicine by the 

Colorado Medical Board. 

12. “Prognosis of Six Months or Less” means a prognosis resulting from a terminal illness that 

the illness will, within reasonable medical judgment, result in death within six months and 

which has been medically confirmed. 

13. “Qualified Individual” means a terminally ill adult with a prognosis of six months or less, 

who has mental capacity, has made an informed decision, is a resident of the state, and has 

satisfied the requirements of the Colorado End-of-Life Options Act in order to obtain a 

prescription for medical aid-in-dying medication to end his or her life in a peaceful manner. 

14. “Resident” means an individual who is able to demonstrate residency in Colorado by 

providing any of the following documentation to his or her attending physician: 

a. A Colorado driver’s license or identification card issued pursuant to Article 2 of Title 

42 C.R.S.; 

b. A Colorado voter registration card or other documentation showing the individual is 

registered to vote in Colorado; 

c. Evidence that the individual owns or leases property in Colorado; or 

d. A Colorado income tax return for the most recent tax year. 

15. “Self-Administer” means a qualified individual's affirmative, conscious, and physical act of 

administering the medical aid-in-dying medication to himself or herself to bring about his or 

her own death. 

16. “Terminal Illness” means an incurable and irreversible illness that will, within reasonable 

medical judgment, result in death. 

 

REFERENCES: 
1. Colorado End-of-Life Options Act (C.R.S § 25-48-101, et seq). 

2. HOSPITAL Administrative Policies: 

a. Colorado End-of-Life Options Act, Hospice 

b. Medically Inappropriate Treatment (Futility) 

c. Spiritual Care of Patients 

d. Hospice Scope of Service 

e. Healthcare Ethics Committee 

f. Patient Rights Ethical Issues, Nursing 

g. Patient Rights and Responsibilities 



  

 

 
 

POLICY and PROCEDURE 

Page 11 of 11 

 

h. Do Not Resuscitate 

i. Advanced Directives 

j. Treatment of Pain, Nursing 

k. Informed Patient Consent 
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What is Patient Centered Care versus Public 
Centered Care?
Patient Centered Care: 
When all resources are available, every individual is cared for to the 
extent of his/her autonomy based on his/her personal verbal or written 
directives. If the patient does not have the capacity to communicate or
has no predefined directives, then the decisions of care should come 
from the patient’s MDPOA. 

Public Centered Care: 
When the number of patients seeking care outnumber the care 
resources available: human, medications, available medical 
interventions (ventilators, chest tubes, beds, etc.). Public Centered Care
provides the greatest care with maximal benefit available to the public 
as a whole.
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Development of EPH’s Plan
• Sources of Information

• Colorado Crisis Standards of Care (CSC) from Colorado’s GEEERC (Governor’s 
Expert Emergency Epidemic Response Committee)

• University of Pittsburgh Executive Summary: As Guides for Public Health Centered 
Care 

• Similarities between the Guides:
1. In the initial evaluation of Tier 1 of patients for resource allocation, both are based on 

the same SOFA (Sequential Organ Failure Assessment) scoring system. See next 
slide for further definition of SOFA.)
SOFA scoring is based solely on parameters that detail how ill a patient is and how 
likely to recover. (SOFA scores have been used historically for patient’s admitted to the 
ICU to evaluate the extent of their illness on a day to day basis)

2. The next step of evaluation of Tier 1 patients, based on determining resource 
allocation between individuals with equal SOFA scores:  

- Allocation to individuals with less underlying comorbidities prior to infection, and/or 
individuals who do not have a life limiting condition that limits their life expectancy 
to less than 1 year (examples: Congestive Heart Failure, Pulmonary Diseases 
(COPD), Moderate to Advanced Dementia) 
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Differences between the Guidelines

Tier 1: 
• In terms of Comorbidities, the CSC uses a Modified Charlson Comorbidity Index 

Score. While Univ of Pittsburgh uses a simple list of: major comorbidities and 
severely life limiting comorbidities (this is an easier application in an emergent 
situation for the Triage Team)

Tier 2: 
• Listed in the CSC: Priority is given to Pediatrics, HealthCare Workers and First 

Responders if there is a tie breaker from the initial Tier 1 Categories. 
• This is not a part of a Tier in The Executive Summary, however, in the Summary it is 

listed as a considerable tiebreaker for Tier 1 as Heightened Priority should be given 
to those who have not lived through some of the Stages of Life, and to those 
Individuals who are central to the Public Health Response

Tier 3:
• The CSC has a Tier 3: this includes tie breakers as Pregnancy, Sole Caregiver to a 

dependent family member, and Life years saved (which is basically similar to Life 
Stages in the Executive Summary)
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Differences between the Guidelines 

Tier 4: 
• In terms of Comorbidities, the CSC uses a Modified Charlson Comorbidity Index 

Score. While Univ of Pittsburgh uses a simple list of: Major Comorbidities and 
Severely Life Limiting Comorbidities (this is an easier application in an emergent 
situation for the Triage Team)

• There is a Tier 4 in the CSC which is the same in the Executive Summary: If there is 
a situation where tiebreakers have not been met for the allocation of resources, then 
there is random selection for resources (aka Lottery)

continued
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Sequential Organ Failure Assessment (SOFA)
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EPH’s Plan

• EPH has adopted the University of Pittsburgh 
Executive Summary as its guide for the transition 
from Patient Centered to Public Health Centered Care
• The Executive Summary is easily followed and is supported by 

the DNV
• EPH’s Public Health Centered Care Triage Team will 

consist of:
1. An ethics or palliative care expert
2. An attending physician familiar with critical care
3. A representative of the nursing staff or in case of scarcity in this 

regard a representative of the administration 
Note:  As a smaller institution, identifying 3 individuals from the institution not 
directly involved in the initial care of specific patients can be difficult.
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When is the Public Health Centered Triage Team 
activated?
Minimum Operating Capacity (MOC):

• The MOC is initially predetermined by the Triage Team and is based 
on available Human Resources, medication resources, and medical 
intervention resources. 

• The MOC is fluid and may be altered if these resources change, but 
in general it is important to have the MOC defined in advance for 
any crisis. 

After MOC has been met, and triage has begun:
• Daily reassessments of patients, patient load, and allocation of 

resources must be looked at by the Triage Team
• Calculations of SOFA must be recalculated, and reallocation of 

resources for care with the maximal benefit as a goal.
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When is the Public Health Centered Triage Team 
activated?
As soon as resources are available, the Public Health 
Centered Team will transition back to Patient Centered 
Care Team.
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The End



Park Hospital District Board  
Timberline Conference Room 

May 18, 2020 

CREDENTIALING RECOMMENDATIONS 
Credentials Committee approval: April 29, 2020  
Present: Drs. Zehr (Chair), Florence, Meyer, Vern Carda and Andrea Thomas 
Via Cisco WebEx: David Batey and Monty Miller 

Medical Executive Committee approval: May 6, 2020 

Appointments 
Brown, Aaron, M.D. Courtesy, General Surgery 
Katz, David, M.D.  Courtesy, Cardiology 
Keller, Patricia, NP APP, Nurse Practitioner 
Morton-McCarthy, Kyana, M.D. Courtesy, Sleep Medicine 
Thomas-Fox, Jennifer, NP APP, Nurse Practitioner 

Reappointments 
Lampey, Astrid, M.D. Courtesy, Family Medicine 
Pouliot, Matthew, D.O. Courtesy, Pain Medicine 

FPPE 
Lee, Joseph, M.D. Active, Internal Medicine 

Resignations (FYI only) 
Bair, Sarah, M.D.  Courtesy, Dermatology 
Bisby, Amanda, NP APP, Nurse Practitioner 
Dumont, Frank, M.D. Courtesy, Internal Medicine 
Shedd, Ryan, CRNA, NSPM APP, Anesthesia/Pain Management 
Werth, Jason, CRNA, NSPM APP, Anesthesia/Pain Management 
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