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Kaiser Permanente Safety Strategy 

Purpose:  SCAL KP strategy is based upon safety that is systematic and 
uniformly applied across the entire organization and its processes.  This Safety 
Management System focuses on accountablity, reliability, and resilience in 
order to eliminate preventable injuries produced by medical care.  It is grounded 
in a Just Culture, which acknowledges that most preventable harm is 
multifactorial, involving both the system and muliple individuals.  These patient 
safety principles also apply to employee safety, and an understanding that the 
patient care experience and viewpoint, is integral to assuring a safety focused 
system.   Risk Management and Patient Safety evolve around proactive 
management; no preventable harm- and reactive management; all possible 
repair to patient/family, provider/staff, and organization.  

2024 Risk Management Patient Safety Driver Diagram 
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Primary Drivers: Acountability, Resilience, and Reliability 
I. Accountability:  The obligation of an individual or organization to account for its

activities, accept responsibility for them, and to disclose results in a transparent
manner, demonstrable commitment to safety is achieved with tactics in the
following three functional domains:

I. Professionalism: A set of behaviors to which physicians, other
clinicians, and employees adhere.  Initiatives that support
professionalism are:

a. Patient Safety Huddle Calls: Biweekly regional inter-
professional call to discuss serious patient safety events.
Teams involved in the event discuss the issues, learnings and
action plans resulting from the analysis. All care providers are
encouraged to participate. The regional safety team will
ensure that any specific information important to share broadly
will be included in communication forums.

b. Health Care Ombudsman (HCOM): The HCOM assists
patients and providers with concerns about unanticipated
adverse outcomes, medical errors, provider-patient
communication breakdown, and dissatisfaction with treatment
outcome or quality of care.  The HCOM navigates the
dynamics of patient-provider communication and the relational
aspects of dispute resolution with sympathy and empathy.
The four cornerstones of this unique role, is independence,
neutrality/impartiality, confidentiality, and informality.  The
HCOM does not participate in any formal processes of event
investigation, such as a Comprehensive Systematic Analysis.

II. Leadership: Shapes the culture and determines what is considered
good, valued and expected.  Initiatives that support leadership are:

a. Communicating Unanticipated Adverse Outcomes (CUAO)
/ Situation Management Team (SMT) Calls: The reactive
side of risk management requires a team of experts to
understand how to deal with presenting crisis in real time.  As
close to the event as possible, a core group with defined
leadership expertise will convene to discuss unanticipated
adverse patient care outcomes. The SMT will work out the
details of how the disclosure to the patient and or family
member(s) will take place and what immediate steps are
needed to repair patient/family members, provider/staff, and
organization.

b. Executive Summaries:  Certain risk issues unfold from event
analysis that require each medical center executive leadership
team to be accountable to implementing the action plans
identified to prevent re-occurrence.  The communication
channel for these is through an Executive Summary.  At the
Southern California Quality Committee (SCQC), each medical
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center will report out on their progress in completing the action 
plans laid out within the Executive Summary. 

c. Event Reporting; Do Not Bill Events (DNBE), Provider
Preventable Conditions (PPC), Patient Safety Reporting
Online (UORO):  Healthcare team members are encouraged
to identify patient safety issues through the online patient
safety event reporting system (UORO).  This is a system
where team members can report anonymously if they chose.
Do Not Bill Events and Provider Preventable Conditions
should also be reported through the UORO so that trending
and appropriate understanding of events is known at both a
local and regional level. This is a confidential system that is
protected under the quality privilege.  Reports from this system
can identify trends to consider pro-active patient safety
improvements.

III. Oversight and Metrics: Safety is everyone’s responsibility.  National,
Regional, and Local facilities all have safety committees that discuss
specific safety programs and display and discuss process, outcome
and balancing metrics that are tracked to understand the ways in
which we can reduce unnessary harm to patients and staff. Initiatives
that support oversight and metrics include:

a. Learning Climate and Speaking Up Indices from the
People Pulse Annual Survey:  There is substantial evidence
in safety science, that a healthcare team’s attitudes related to
comradarie and teamwork within their department, correlate
with better clinical outcomes for the care they deliver. The
People Pulse survey is administered annually and integrates
questions that enable a better understanding of the culture of
safety for a given department.  Currently SCAL does not
survey the physicians, so the whole team dimension is not well
understood.  Work continues to ensure the physician voice is
included in the safety culture annual assessment.

b. Risk and Patient Safety Data:  Monthly and/or quarterly
metrics are tracked across all of our hospitals.  Many patient
safety metrics are tied to line of site goals and executive
leadership goals at a national level and cascade to each
hospital. Data in these reports included closed claims, UOR-O
reports, patient safety near misses, infection prevention,
medication safety, clinical technology, product and equipment
recalls, patient harm, and reportable events.

c. Closed Loop Communication / SBAR Templates:
Standardized communication templates to raise awareness
related to a patient safety event or potential safety event that
has broad applicability or high likelihood for repeated harm if
not addressed.  These communications reinforce the system
fixes and call out TeamSTEPPS© tools and strategies that
could mitigate harm in the future.  These can include the
accident causation model to help understand what latent
safety threats were present, and what safety barriers can
mitigate the event in the future.  These are shared broadly
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throughout the region, and depending on the event or subject, 
will be share inter-regionally.  

2. Resilience:  The ability of physicians, other clinicians and employees, and the
organization, to function optimally, recover from setbacks, adapt well to change,
and make improvements in the face of adverse events.  Resilience has two
functional domains that promote this driver:

I. Individual:  Fostering emotional, physical and mental harmony within
our healthcare teams to support engagement from our workforce when
providing care to our patients.  Initiatives that support individual
resilience include:

a. Emapathy Programs / “KP Cares” / Employee Assistance
Program (EAP):  It is important to recognize and address the
wellness of the Second Victim (healthcare team member(s)
involved in the patient harm event) when a medical error
occurs. Addressing the devastation that a team member may
feel, in the aftermath of a patient harm event, is critical to the
wellness of physicians, clinicians, and employees.  A variety of
programs are available to promote recovery and resilience to
healthcare team members. Staff and physicians are
encouraged to participate.

b. Good Catch Awards: Awards that celebrate physicians and
employees who trapped a patient safety harm event before it
touched the patient are routinely given out at medical centers.
Quarterly, the medical centers have the opportunity to
nominate their local medical center Good Catch Awards for a
Regional Good Catch Award.  Rewarding proactive
surveillance of patient safety will foster resilience and
encourage team members to speak up for safety.

II. Organizational: Hardwiring the organizational culture that values
patient safety training, learning from harm events, and adopting
transparent venues in which to share and learn and spread best
practices.  Initiatives that support organization resilience include:

a. Just Culture Promotion: Individuals involved in a patient
safety event are evaluated in an objective process to
understand individual accountability.  System issues are
separated from individual culpability. A standard algorithm is
used to categorize reckless actions, at risk actions, and
system induced human errors.  An important component of
this algorithm involves a substitution test to discern if other
healthcare team members would do the same thing, given the
same circumstance.  This allows understanding if department
education is needed, rather than assuming the team member
should have known the right procedure.  Aside from this
standard tool to guide event management, all members of the
healthcare team, including the patients, are always
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encouraged to speak up about any concerns they have.  
Leaders promote a speaking up culture during rounds, town 
halls, huddles, and department meetings. 

b. New Environment Testing:  Prior to opening a new unit,
department, medical center, or medical office building – new
workflows are considered for the new space.  Simulations
and/or walkthrough orientations are performed prior to go-live
dates.  New equipment that is brought into a facility is tested
for safety, for training needs, and orientation related to any
partner supplies needed prior to implementation of the new
equipment.

c. Legal Claims: Risk Management works closely with Legal and
the Medical Centers to assure that any harm that comes to our
patients is followed up with quality reviews and/or department
reviews.

d. Operational Excellence: Regional Presidents have defined
the need to take best practices from individual medical
centers, and assure they are broadly  shared throughout all of
Kaiser Permanente.  A focus on a just and accountable culture
and system thinking to promote reliability.

3. Reliability:  The ability of the healthcare system to consistently perform its
intended function or mission, in spite of complexity and risk, without diminished
performance or failure.  This primary driver has three functional domains that
promote reliability:

I. People: Promoting teamwork and active communication amongst the
healthcare team and amongst our patients and family will enable
consistent performance across the organization.  Initiatives that
support people include:

a. Patient and Family Centered Care / Patient Advisory
Councils:  Integration of person centered care is at the
forefront of everything we do.  Patient Advisory Councils exist
at each medical center and a regional council as well. The
patient perspective continues to be sought out.  Many
committees have asked for member participation, and many
medical centers are also using patients to co-design new
buildings and services.  Involving our patients in decision
making will promote a safer healthcare system that is more
nimble to patient needs.

b. Crisis Checklist Implementation:  Managing emergency
situations quickly and correctly are enhanced by tools that
offer help in remembering all important components.  Each
Operating Room has a booklet of emergency checklists that
can be followed to help manage an emergent event. These
checklists are based on evidence – based criteria.

c. High Reliability Teams (HRT):  Many high risk departments
are working on standardizing safety practices, making it easy
to do the right thing, and incorporating briefings / huddles into
their daily workflows.  Interprofessional teamwork and
communication are the practices that are emphasized within
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these teams.  The Perinatal Patient Safety Program is the first 
example of a department that adopted the HRT program.  
They were the first area to rehearse emergencies then debrief 
the process. 

d. Critical Events Team Training (CETT):  Rehearsing
emergencies with the complete healthcare team allows
discovery of system issues that could get in the way of
managing a crisis quickly, in a safe environment.  Simulation
scenarios are created and the healthcare team responds to
the manikins as if it were a real patient in crisis.  These CETTs
allow the frontline teams to understand gaps in current
practice and offer the opportunity to discuss how situations
and processes could be improved in the future.  It also allows
safety experts to pull out exemplery examples of great
teamwork and communication.

II. Systems:    People need to be supported with excellent equipment,
reliable tools and nimble technology that makes it easy to deliver safe
care to the members we serve.  Initiatives that support systems
include:

a. Simulation and Human Factors Education (SAHFE)
Operations:   SAHFE Committees exist at each medical
center to enhance safe patient care.  A partnership between
physician education, nursing education, and patient safety
creates the forum to define what patient safety needs should
be tackled through healthcare simulation programs.  High and
mid fidelity manikins, along with video capture technology, are
resourced to help drive learning, deliberate practice, and
targeted safety focused debriefs.  These committees work at
standardizing best practices, enhancing safety briefings, and
assuring identified regional patient safety programs are
implemented, observed, and coached to reliability.

b. Verfication Across the Care Continuum – Right Patient:
Integral to, “Do no harm”, is assuring that we have a solid two
person identifier verification process across out care
continuum.  Vigilence that we are performing the right medical
care on the right patient is critical to safety.  Implementation of
armbands in our outpatient areas is currently underway.
Utilizing bar code scanning techniques to help identify the right
medications, right patients, and right specimens will go along
way in enhancing verification safety.

c. Product Recall:  As complexity, equipment and technology
expands in our healthcare environments it is critical that a
robust product recall process is managed.  Recalls normally
come through our national product recall department, which
are then cascaded to all medical centers and clinical spaces
that utilize the product/equipment.  All products and equipment
that cause patient harm are reported through the FDA
(MAUDE) database, they will also be communicated through
the med center, region, national product recall interface.
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d. Clinical Information System Quality and Patient Safety
Committee:  The importance that the electronic medical
record and all the technology programs that interact with it
(lab, pharmacy, imaging, membership legacy systems, etc.)
can not ever be overlooked.  Constant vigilence and
identification of clinical system technology glitches are
continually under surveilience and escalated as needed.

III. Safety Science: To become a High Reliability Organization, a
continual effort to proactively identify hazards, redesign clunky
systems, and scale and spread successful evidence-based leading
practices.  Initiatives that support safety science include:

a. Reliable Design – Scale and Spread Successful
Performance Improvement Projects: Current performance
improvement methodology avails application of reliable design
principles (standardization, simplicfication, and engineering
controls) to prevent and trap errors; monitor results and re-
design as needed to obtain desired out comes.  Each year,
more team members are trained in performance improvement.
There are mentors, improvement specialists, and improvement
advisors to help scale and spread best practices.  These
projects are driven by the healthcare teams at the frontline, as
they understand the work and the problems that impede best.

b. Comprehensive System Analysis (CSA):  When an
unintended patient safety harm event needs to be analyzed,
the CSA style of investigation analysis is implemented.
Through cause and effect relationships, it is more clear to see
where the contributing factors that led to the error surfaced.
This helps inform action plans that are thorough and credible.

c. TeamSTEPPS© Program: All patient safety training is
coached through the four domains of Leadership, Mutual
Support, Situational Monitoring, and Communication.  There
are specific tools and strategies that can be used in any
situation to help develop teamwork and communication across
the healthcare organization.   All levels of the organization
should understand the concepts, tools and strategies of this
program.  Integration across executive leaders, directors,
frontline managers, physicians, staff, and patients is the
optimal state.  Growing a learning culture through
implementation of TeamSTEPPS© tools and strategies will
continue to develop to promote a fair, just, and accountable
culture.

d. Human Centered Design: Realizing that to design better
systems and initiatives, a focus on understanding the
customer at all design phases is integral to robust solutions.
The importance of the voice of the customer in all phases of
design will be explored and managed through human centered
design constructs and ethnographic interviewing techniques.
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Core Theme Description 

Safe Systems Identify, implement, and maintain support systems that provide the right 
information, to the right people, at the right time.  This includes knowledge sharing 
networks, responsible reporting, and meaningful measures of risk and safety. 

 
 
 

Annual Quality and Patient Safety Program Evaluation 
 
Annually, management and staff will evaluate each component of the Quality and Patient Safety Program, 
including performance against targets and develop work plans for the ensuing year.  The evaluation specifically:  

 Targets the effectiveness of activities and actions taken in the previous year 
 Draws conclusions from those activities and actions 
 Performs an analysis of the barriers 
 Identifies priorities for improvement based upon evaluation and other data available 

 
Basic Home Safety  
All patients/caregivers are given written information on basic safety including fire safety and environmental tips.  
Situations identified as unsafe related to the environment (fire, electrical, mobility, bathroom, etc.) are pointed out 
the patient/caregiver.  Instruction/training is provided to improve the situation. It is the patient’s choice and 
responsibility to remedy identified (actual or potential) safety hazards.  Ultimately, the home environment must be 
a safe and appropriate setting for meeting the patient’s needs if the patient is to remain eligible for KPCAH 
Hospice services. 

 
Employee training is conducted on patient safety, e.g., precautions to prevent/control infections, medication, 
medical equipment, rehabilitation techniques, identification, handling and disposal of hazardous materials and 
wastes, etc. 
 
Behavioral Health Care 
Behavioral Health Care (BHC) is integrated into the KPCAH (Hospice) quality program. Licensed Medical/Clinical 
Social Workers (LCSW/MSW) are employees of the KPCAH (Hospice) and provide psychosocial/spiritual 
counseling regarding death/dying, bereavement and referrals for community assistance and/or financial resources 
to patients, patient’s family, and care providers.  The LCSW/MSW is a member of the IDG Committee and has the 
resources available to them from Psychiatry and Psychology.  
 
Resources  
The KPCAH (Hospice) Quality Team’s will have access to adequate resources and work closely with regional, 
medical center or local partners. The following are examples of partner access 
 

 Regional Service Line Senior Leadership Team (e.g., KPCAH Vice President, Senior Director of Clinical 
Excellence, KPCAH Senior Director of Hospice and Palliative Care, Senior Director of Finance, etc.) 

 Divisional Service Line Administrator of Home Care (Hospice) 
 Senior Director of Quality and Safety and team 
 Regional Home Care Nurse Consultants and Senior Managers  
 Director of Patient Care Services (DPCS)  
 Clinical Supervisors/Managers  
 Patient Care and Clerical Staff 
 Medical Center Quality Department Leader or designee  

 
Components of KPCAH (Hospice) Quality Plan: 

 Continuing education and professional development 
 Professional credentialing, assessment for competency and ongoing performance appraisal 
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 Patient perception surveys and complaint monitoring 
 Risk management, including unusual occurrence tracking, safety, and infection control monitoring 
 Active processes for problem identification 
 Compliance to applicable laws and regulations 
 Quality Assessment and Performance Improvement (QAPI) CMS 
 Outsourced Agency (Contract) oversight 
 CMS Hospice CAHPS for Quality and Service 
 PEPPER reports  
 Bi-annual SOX Audit and Review 
 Hospice Item Set and Internet Quality Improvement and Evaluation System (QIES) Reports 

 
 

Section 3   Credentialing, Privileging and Peer Review 
 
The KP-SCAL KPCAH (Hospice) Quality Management Program includes the methods for assessing and 
continuously improving the care delivered to hospital patients through the review of practitioner performance.  
Credentialing, privileging, and peer review are considered integral to the development and implementation of 
quality improvement, patient safety, resource utilization and risk management strategies.  
 
The KPCAH Governance Council oversight of the Professional Staff includes reviews and recommendations of 
practitioners seeking privileges, and acts on results of focused practitioner performance evaluation (FPPE) and 
ongoing practitioners’ performance evaluation (OPPE), and trends identified by peer review.  
 
 

Credentialing and Privileges 
 
Credentialing and privileging activities are conducted in accordance with written policies and procedures for 
credentialing, re-credentialing, privileging, appointment, reappointment, proctoring, and ongoing practitioner 
performance evaluation (OPPE).  Recommendations for Professional Staff membership and/or clinical privileges 
are made by the KPCAH Governance Council for Medical and Licensed Social Workers (MSW/LCSW) and the 
physician will under the MEC associated with their medical center whose recommendations are further submitted 
to the KFH Board of Directors’ QHIC for final approval consistent with the process delineated in the Professional 
Staff Bylaws.  
 
The processes for renewal of clinical privileges and/or reappointment to the Professional Staff incorporate data 
from quality of care, professional conduct, quality assessment, peer review, professional liability experience, 
resource utilization, patient satisfaction, patient complaints, and the six general competencies (patient care, 
medical knowledge, practice-based learning and improvement, interpersonal communication skills, 
professionalism, and systems-based practice).  A separate confidential quality file is maintained for each 
practitioner. Credentials and quality files are available to individual practitioners, chiefs of service, peer reviewers, 
and the KPCAH Governance Council at each step of the credentials and privilege processes. 
 

Peer Review 
 
Peer Review is an ethical and legal cornerstone of the medical profession and the process by which a 
practitioner’s clinical performance is examined and critiqued by one or more individuals who have comparable 
professional education, training, knowledge, and experience.  Peer review is conducted in accordance with written 
policies and procedures which are approved by the KPCAH Governance Council, and MEC as appropriate to 
each discipline on behalf of the Professional Staff. All medical staff departments establish an ongoing and 
consistent quality program that includes peer review.  
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The objective of Peer Review is to:  
 Assess and improve the care provided to patients 
 Determine if standards of care are met; evaluate and improve individual performance 
 Determine education and training needs to improve skills and outcomes 
 Identify and prioritize areas for systems improvement 
 Monitor trends through aggregate data  
 Promote a “Just Culture”, in which practitioners and the organization learn from unanticipated outcomes  

 
The primary information used to identify issues requiring peer review include sentinel and other serious adverse 
events (actual or close call), department-specific monitoring, electronic monitoring of complication reports, 
mortality reports, infection control data, risk and utilization management data, contract management, customer 
service (patient concerns), and regulatory findings.  Supplemental focused reviews are conducted as necessary 
to provide greater detail and empirical support regarding an area of practice and practitioner performance.  
Focused reviews may lead to the development or refinement of standards of practice or processes that can be 
used to improve clinical performance and as well to evaluate clinical competence. 
 
The Agency’s Medical Director, or designee, based on peer review findings may recommend activities to improve 
performance that include but are not limited to: 

 Education programs 
 Proctoring or Focused Professional Practice Evaluation (FPPE) 
 Patient safety education or strategies 
 Interdepartmental collaboration  
 New protocols/guidelines or modification of existing protocols 
 Modification of measures for review 
 Acquisition and use of new equipment/technology 
 Individual counseling of a practitioner  
 Additional data collection and trending 
 Performance improvement plans for individual providers 

 
Peer review data and information is considered by the KPCAH Governance Council and Medical executive 
Committee in carrying out the functions of credentialing and privileging and in the assessment of the competency 
of the Professional Staff.   
 
 

Outsourced Agency (Contract) Evaluation and Oversight   
 
At least annually, KFH-SCAL and HI KPCAH Community Agency Division (CAD) assesses the quality monitoring 
of the agencies, organizations, and individuals with which it contracts for the provision of care, treatment, and 
services provided to the KPCAH (hospice) patients. The outsourced agency KPCAH (hospice) contract list will be 
reviewed annually based on quality and performance data, and if applicable elevated to the KPCAH Governance 
Council or KPCAH Governance Committee. 
 
KFH-SCAL and HI KPCAH leaders will select and develop the best methods to oversee the quality and safety of 
services provided through contractual agreement. Examples of sources of information that may be used for 
evaluating contracted services include, but are not limited to the following: 

 Review of information about the contractor’s Joint Commission accreditation or certification status 
 Direct observation of the provision of care 
 Audit of documentation, including medical records 
 Review of incident reports 
 Review of periodic input from patient, family members or staff reports regarding performance/outcomes 
 Collect data that address the efficacy of the contracted service 
 Review of performance reports based on indicators and contractual expectations 
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 Review of patient satisfaction studies 
 Review of results of risk management activities 

 
If contracted services do not meet expectations, leaders are expected to take appropriate steps to improve care, 
treatment, and services. 
 
Outsourced Agency (Contract) Oversight 

Contracted Services - All Certified Hospice Agencies with whom contracts are maintained are credentialed, prior 
to contracting, and re-credentialed to ensure that each provider is qualified and competent to provide care to KP 
patients and families.  KP has access to member’s medical records to extent permitted by state and federal law.   
 
 
 

Section 4 Confidentiality   
 
All Quality and Patient Safety Program data, committee minutes, reports, recommendations, memoranda, and 
documented actions created under the auspices of the Hospice agency’s Quality and Patient Safety Program and 
its peer review processes are considered quality assurance documents and, therefore, subject to the protection of 
laws governing the confidentiality of peer review and/or quality assurance information.  These documents are 
maintained in accordance with applicable confidentiality policies and procedures. 
 
HIPAA: All KP physicians, employees, contractors, students, and volunteers are trained about the HIPAA of 1996.  
HIPAA is a federal law that established new standards for the privacy and security of protected health information. 
 
Contract Services: KP requires its business associates to safeguard protected health information (PHI) that KP 
discloses to them, or that is created or received by them or behalf of KP. (HIPPA Policy for Business Associates) 
 
Identification of Member/Stakeholders Needs, Expectations and Satisfaction 
Member or stakeholder input is key to quality management.  Each KPCAH (Hospice) will have methods in place 
to obtain input to help direct quality management efforts. KPCAH (Hospice) customers and or stakeholders 
include patients, their families and caregivers, physicians, agency staff and volunteers, and referring parties such 
as Hospitals/Alliance Facilities, Skilled Nursing Facilities, Discharge Planner’s, and Physicians.  Other 
stakeholders include departments that provide services including the Pharmacy, After Hours Advice, DME 
companies, and Contracted Agencies. The KP organization (e.g., Health Plan, Utilization Management, 
Resources, Quality, etc.), regulatory agencies, and the community in which services are provided are also 
customers/stakeholders of KPCAH Hospice.  KPCAH (Hospice) monitors to identify member/stakeholders’ needs, 
expectations, and satisfaction. 
 
Member Rights  

A. Accessibility - clinical care/services 7 days/week, 365 days/year.  The agency office hours are generally 
from 8:30 A.M. to 5:00 P.M. KPCAH (Hospice) office hours may vary across KP-SCAL and HI KPCAH. 
Nursing services, physician services and drugs and biologicals are routinely available on a 24 hour-basis.  
 
KPCAH (Hospice) meets the needs of individuals for care that is reasonable and necessary for the palliation 
and management of terminal illnesses and related conditions.  KPCAH Hospice provides 4 levels of care: 
(1) routine home care; (2) continuous home care; (3) inpatient respite care; and (4) general inpatient care. 
 
 

B. Phone Accessibility: A triage nurse is available 7 days/week, 24 hours/day to respond to all calls from 
KPCAH (Hospice) patients and families. All other covered services are available on a 24-hour basis to the 
extent necessary to meet the needs of individuals for care that is reasonable and necessary for the 
palliation and management of terminal illness and related conditions.  Provisions of these services are in a 
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manner consistent with accepted standards. After-hours advice care is available for patients when 
unexpected situations arise.  Individual patient needs are met by processes specific to each agency.  
 

C. Complaint Management: Upon admission to service patients/families are provided with a Guide to Hospice 
that includes KPCAH Hospice Patient Rights, and they are encouraged to discuss all concerns and 
complaints with the KPCAH (Hospice) staff member or supervisor. The Guide to Hospice provides the 
patients/families with phone numbers for Member Service Call Center, KPCAH (Hospice), state toll-free 
“hotline” and The Joint Commission.  Complaints can be received from many different areas, e.g., Member 
Services, phone interviews, patient satisfaction surveys.  All complaints are investigated, and the findings and 
resolution are documented. Trends are identified and action is taken based analysis of trend results. 
  

D. Employee/staff satisfaction: Feedback from staff/employee is encouraged through many different 
sources, e.g., suggestion boxes, agency employee satisfaction surveys, participative labor/management 
partnership meetings, and the organization’s employee satisfaction survey process (People Pulse), etc. 
Based on feedback changes are made, e.g., policies and procedures are revised or developed, 
performance improvement teams are formed with multidisciplinary team members. 
 

E. Privacy/Confidentiality: The maintenance of patient privacy is a right of all patients.  All field staff makes 
every effort to ensure patient privacy. All staff makes every effort to ensure confidentiality.  These measures 
may include discussing patient issues only with authorized persons; discretion in discussing patient 
specifics when unauthorized persons may be able to hear; protecting sensitive written patient information 
from unauthorized disclosure. The patient has the right to confidentiality of the clinical records maintained 
by the Agency.  The agency advises the patient of the policies and procedures regarding disclosure of 
clinical records during the admission process.  

 
Medical Record   
KPCAH (Hospice) medical record is the legal record used in documenting and communicating patient information 
and care.  The content, availability, retention, and protection of the KPCAH (Hospice) medical record meet all 
regulatory guidelines, e.g., Title 22, Medicare Conditions of Participation, etc.  See Member Rights above 
regarding confidentiality of medical record. 

 
Continuum of Care 
It is the objective of KPCAH (Hospice) to provide all patients with continuity of care across the continuum from all 
three service lanes: Inpatient, Ambulatory and Home.  
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Regional Hospice Indicators 
 Hospice 

Quality Management Indicators 
Frequency of 
Data Collection  

Frequency of 
Reporting 

Satisfaction  Satisfaction survey data monitoring KPCAH 
(Hospice) CAHPS data through NCEA 

 Rating of Patient Care from This 
Hospice 

 #35 Hospice Team Listened Carefully 
to Caregiver  

 #14 Hospice Team Listened Carefully 
about Problems with Care  

 #7 Received help as soon as wanted   
  

Monthly Quarterly 
 

Access  24-hour admission timeliness   

Clinical 
Quality 

 Record Review of Hospice Care:  
o Terminality/LLOS 

 

Monthly 
 

Quarterly 

Infection 
Control 

 Rate of Hospice acquired UTI w/Foley 
catheter 

 Rate of compliance with Hand Hygiene 
observation  

Quarterly 
Monthly 

Quarterly 
Quarterly 

Regulatory 
Compliance 

 Hospice Aide supervision 
 MD Face to Face visit 
 Hospice benefit election form completed 

accurately 
 Hospice CTI accurate and timely 
 Hospice medical record documentation 

supports terminal illness criteria 
 Hospice SB853 Language Assistance 

compliance 
 HIS Completion and Transmission 
 SOX billing compliance 

Monthly 
 
 
 
 
 
 
 
 
 
Monthly 

Quarterly 
 
 
 
 
 
 
 
 
 
Monthly 
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Section 1 – Quality and Patient Safety Program Overview  
 

Purpose 
 
The purpose of this Plan is to provide the mechanism for improving the Regional Virtual Medical Center (“RVMC”) 
quality and safety and to ensure that Southern California Permanente Medical Group (“SCPMG”) and Kaiser 
Foundation Hospitals Board of Directors’ Southern California Quality Committee (“SCQC”), Senior Leaders, 
Medical Staff, and Hospital Staff demonstrate a consistent and collaborative approach to deliver safe, effective, 
efficient, equitable, patient centered and timely care within a quality assurance and performance improvement 
(QAPI) framework. The activities in this plan are essential to achieving the strategic plan of Kaiser Foundation 
Hospital and SCPMG – Regional Virtual Medical Center. This plan informs the improvement processes for patient 
outcomes, reducing and preventing medical errors, and applying remediation strategies in response to system or 
process failures. 
 
SCPMG and Kaiser Foundation Health Plan allocates appropriate staff resources to develop and maintain the 
Regional Virtual Medical Center Quality and Patient Safety Program.   SCPMG and Kaiser Foundation Health 
Plan operations managers are allocated time, office space, analytical services, and support staff to perform 
specialized quality roles, which includes participation in process improvement.  
 
The foundational elements of all quality and patient safety initiatives and activities provide a framework that also 
supports quality improvement processes at SCPMG and Kaiser Foundation Health Plan.  They are:  

1. An understanding of systems thinking, High Reliability Organizations (HRO), human error and human 
factors. 

2. The creation and maintenance of a culture in which reporting takes place in a "Just Culture"  
3. Proactive and prioritized performance improvements to prevent failure, mitigate hazards, and improve 

systems and process reliability. 
4. Seeking input from and collaborating with patients and families. 
5. Assuring compliance with all state and national regulatory, accreditation, and certification standards 

supporting quality and patient safety. 
6. Ongoing identification, sharing, and appropriate implementation of successful practices from other 

parts of the organization, other healthcare organizations, and organizations outside of healthcare. 
 

Mission, Vision, Values 
 
Mission: 
Kaiser Permanente exists to provide high-quality, affordable health care services and to improve the health of our 
members and the communities we serve. 
 
Vision: 
We are trusted partners in total health, collaborating with people to help them thrive, and creating communities 
that are among the healthiest in the nation.  
 
RVMC Vision: 
The KPSC Regional Virtual Medical Center enables convenience and high-quality care for our patients, promotes 
wellness for our care teams and employs a cost-effective operating model that ensures a sustainable business. 
We operationalize the care delivery models of tomorrow. 
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Values: 
In carrying out our mission and goals, we maintain core values of respect, scientific discipline, integrity, pioneering 
spirit, and stewardship. 
 

Program Oversight, Authority, and Governance Structure 
 
The objective of the Regional Virtual Medical Center’s Quality and Patient Safety Program is to provide a 
leadership driven framework and organizational structure to achieve the mission and strategic goals of the 
organization.  The structure and oversight ensures that consistent and systematic efforts are maintained to 
continually measure, assess, and improve processes and outcomes related to services provided. 

 
AUTHORITY AND STRUCTURE 
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Permanente Medical Group: 
Permanente Medicine is physician-led health care delivered to Kaiser Permanente patients and members with 
compassion and respect, by physicians and allied health providers who are called to practice medicine. 
 
In partnership with Kaiser Foundation Health Plan and Hospitals, the Permanente Medical Groups are dedicated to the 
mission of improving health of our patients and communities.  
 
Regional Virtual Medical Center Leadership: 
The RVMC Clinical Operations is managed by the Asst Admin Ops & CNO SCPMG, who serves as the 
Administrator and works in collaboration with the SCPMG Regional Virtual Medical Center Physician Director. 
Leadership is responsible for providing a framework for the delivery of quality care and services provided by the 
Regional Virtual Medical Center based on SCPMG and Health Plan’s mission, SCQC, and identified opportunities 
for improvement.  Leadership is also responsible for developing and implementing an effective planning process 
that allows for defining timely and clear goals.   
The RVMC Asst Admin Ops & CNO SCPMG, Regional Associate Medical Group Administrator, SCPMG Virtual 
Medical Center Physician Director, and Assistant Physician Medical Director collaborate with the Regional VMC 
Administrator for Quality and Patient Safety as well as other members of the leadership team on implementing the 
quality and patient safety program. 

 
Leadership is responsible for: 

 Ensuring collaboration with community leaders and organizations to design services to be provided by the 
RVMC that are appropriate to the scope and level of care required by the population served; 

 Ensuring communication of the organization’s mission, vision, values, goals, objectives and strategies 
across the facility; 

 Utilizing situational leadership behaviors to provide appropriate direction and management for all services 
and/or departments; 
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 Ensuring uniform delivery of patient care services provided through the RVMC; 
 Ensuring that systems are in place to promote the integration of services, and to support the patient 

beyond the RVMC 
 Appointing committees, work groups, performance improvement teams and other forums to ensure 

multidisciplinary and interdepartmental collaboration on issues of mutual concern; 
 Establishing structures and processes that focus on safety and quality, improving the health care safety of 

patients, and reducing preventable adverse patient events; 
 Implementing changes in existing processes to improve the quality of the care provided ; 
 Establishing quality of care and patient safety metrics, which can be monitored through the RVMC’s plan;  
 Establishing a learning environment where employee development and continuing education 

opportunities serve to promote retention of staff and to foster excellence in the delivery of care and 
support services;                          

 Providing ongoing patient safety training for Physicians, Advanced Practice Providers, Registered 
Nurses, Licensed Vocational Nurses and RVMC staff;  

 Promoting a “Just Culture” that recognizes human beings make mistakes, supports reporting, advocates 
fair treatment, and has intolerance for reckless behavior;   

 Ensuring that staffing resources are available, trained and competent to appropriately meet the needs of 
the patients served;   

 Ensuring the Medical Executive Committee submits reports to the Board of Directors’ SCQC regularly and 
as requested; and 

 Providing routine reporting and special reports as requested to the Board of Directors’ SCQC 
 

Southern California Quality Committee (SCQC) serves as the committee to implement, monitor and enhance 
operational systems to ensure quality improvement, performance improvement and patient safety for the RVMC.  
The Institute for Health Care Improvement (IHI) Model for Improvement as well as other performance 
improvement models (e.g. Plan-Do-Study-Act) and tools are utilized to organize efforts that improve the quality of 
health care delivered and the processes that support quality care.  

 

Section 2 – Performance Improvement 

 

Performance Measure Overview 
 
Performance measures are based on the strategic objectives each year. Process, outcome, and balancing 
measures* are selected to reflect important aspects of care at the RVMC and align with the organizational (i.e., 
SCPMG) program goals for RVMC. The Board of Directors’ SCQC sets outcome measures for the safe quality 
care delivered to our patients.  The Board of Directors’ SCQC has also set an expectation that this program will 
plan for and implement processes needed to meet these outcome measures.   
 
The Board of Directors’ SCQC has set an expectation that the Regional Virtual Medical Center administrator in 
partnership with the SCPMG Regional Virtual Medical Center Physician Director will identify, prioritize and remedy 
quality and safe patient care issues as they occur, consistent with the parameters of the quality plan.  This is 
accomplished in part through the collaboration of the RVMC Administrators and Physician Leaders. 
 
Process measures are the specific steps taken to improve outcomes.  
Outcome measures are high level metrics that reflect the overall care provided.   
Balancing measures are metrics to ensure an improvement in one area isn’t negatively impacting another area. 
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Patient Safety 
 
To permeate responsibility and mutual accountability for patient safety throughout our organization, SCPMG will 
continue to implement activities broadly aimed at becoming a highly reliable organization by achieving the 
following six strategic themes 
 

Core Theme Description 

Safe Care Ensure the actual and potential hazards associated with high risk procedures, 
processes, and patient care populations are identified, assessed, and controlled in a 
way that demonstrates continuous improvement and moves the organization toward 
high reliability and the ultimate objective of ensuring our patients are free from 
unnecessary harm.  

Safe Culture Create and maintain a strong, unified patient safety culture at SCPMG and Kaiser 
Permanente, with patient safety and error reduction embraced as shared organizational 
values and acknowledged pre-requisites of "quality you can trust."  

Safe Staff Ensure staff possesses the knowledge and competence to safely perform required 
duties, improve system safety performance, and reduce workplace injuries. 
Develop new knowledge and provide ongoing education on patient and workplace 
safety for individuals and teams throughout the organization. 

Safe Patients Engage the patient and their family, as appropriate, as a partner in safety and in 
reducing medical errors improving system safety performance, and actively participating 
in their own safe care.  Strive for collaborative relationships with 
patients/members/families in all aspects of the organization.   

Safe Place Design, construct, operate, and maintain a safe environment of care as well as 
evaluate, purchase, and utilize equipment and products in a way that promotes the 
efficiency and effectiveness with which safe healthcare is provided. 

Safe Systems Identify, implement, and maintain support systems that provide the right 
information, to the right people, at the right time.  This includes knowledge sharing 
networks, responsible reporting, and meaningful measures of risk and safety. 

 
 
 

Annual Quality and Patient Safety Program Evaluation 
 
Bi-annually, responsible Regional Virtual Medical Center quality and administrative leaders evaluate each 
component of the Quality and Patient Safety Program, evaluate performance against targets and develop work 
plans for the ensuing year.  The evaluation specifically:  

 Evaluates the effectiveness of activities and actions taken in the previous year; 
 Draws conclusions from those activities and actions; 
 Performs an analysis of the barriers; and  
 Identifies priorities for improvement based upon evaluation and other data available. 

 
 

Section 3   Credentialing and Peer Review 
 
The Regional Virtual Medical Center’s Quality and Patient Safety Program includes the methods for assessing 
and continuously improving the virtual or telephonic care delivered to patients through the review of practitioner 
performance.  Credentialing, privileging, and peer review are considered integral to the development and 
implementation of quality improvement, patient safety, resource utilization and risk management strategies.  
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Credentialing  
 
Credentialing activities are conducted in accordance with written policies and procedures for credentialing, re-
credentialing, appointment, reappointment, proctoring, and ongoing practitioner performance evaluation.   
 
The processes for renewal of credentialing incorporate data from quality of care, professional conduct, quality 
assessment, peer review, professional liability experience, resource utilization, patient satisfaction, patient 
complaints, and the six general competencies (patient care, medical knowledge, practice-based learning and 
improvement, interpersonal communication skills, professionalism and systems-based practice).  A separate 
confidential quality file is maintained for each practitioner. Credentials and quality files are available to individual 
practitioners, RVMC Physician Leaders and peer reviewers at each step of the credentials processes. 
 

Peer Review 
 
Review is an ethical and legal cornerstone of the medical profession and the process by which a practitioner’s 
clinical performance is examined and critiqued by one or more individuals who have comparable professional 
education, training, knowledge and experience.  Peer review is conducted in accordance with written policies and 
procedures which are approved by the SCPMG.   All medical staff departments establish an ongoing and 
consistent quality program that includes peer review.  
 
The objective of the Peer Review Program is to:  

 Assess and improve the care provided to patients 
 Determine if standards of care are met; evaluate and improve individual performance 
 Determine education and training needs to improve skills and outcomes 
 Identify and prioritize areas for systems improvement 
 Monitor trends through aggregate data  
 Promote a “Just Culture”, in which practitioners and the organization learn from unanticipated outcomes  

 
The primary information used to identify issues requiring peer review include sentinel and other serious adverse  
events (actual or close call), department-specific monitoring, electronic monitoring of complication reports, 
mortality reports, infection control data, risk and utilization management data, contract management, customer 
service (patient  concerns), and regulatory findings.  Supplemental focused reviews are conducted as necessary 
to provide greater detail and empirical support regarding a particular area of practice and practitioner 
performance.  Focused reviews may lead to the development or refinement of standards of practice or processes 
that can be used to improve clinical performance and as well to evaluate clinical competence. 
 
 The RVMC Physician Leaders and credentialing committee(s), and Regional Virtual Medical Center physicians 
based on peer review findings may recommend activities to improve performance that include but are not limited 
to: 

 Education programs 
 Proctoring or Focused Professional Practice Evaluation (FPPE) 
 Patient safety education or strategies 
 Interdepartmental collaboration  
 New protocols/guidelines or modification of existing protocols 
 Modification of measures for review 
 Acquisition and use of new equipment/technology 
 Individual counseling of a practitioner  
 Additional data collection and trending 
 Performance improvement plans for individual providers 
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Peer review data and information is considered by the RVMC Physician Leaders in carrying out the functions of 
credentialing and in the assessment of the competency of the Professional Staff.   

Section 4 Confidentiality   

 
All Quality and Patient Safety Program data, committee minutes, reports, recommendations, memoranda, and 
documented actions created under the auspices of the RVMC’s Quality and Patient Safety Program and its peer 
review processes are considered quality assurance documents and, therefore, subject to the protection of laws 
governing the confidentiality of peer review and/or quality assurance information.  These documents are 
maintained in accordance with applicable confidentiality policies and procedures. 
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QUALITY AND HEALTH IMPROVEMENT COMMITTEE (QHIC) CHARTER 
 
 

A. Composition 
 

The Quality and Health Improvement Committee shall consist of three (3) or more 
Directors, who shall be selected by the Board of Directors, and who shall continue as 
members of the committee at the pleasure of the Board. 

 
B. Authority and Duties 

 

The Quality and Health Improvement Committee is created to: (1) provide strategic 
direction for quality assurance and improvement systems; (2) provide oversight of systems 
designed to monitor on behalf of the Board of Directors that quality care and services are 
provided at a comparable level to all members and patients throughout the Program across 
the continuum of care; and (3) provide oversight of the Program's quality assurance and 
improvement systems and organizational accreditation and credentialing. 

 
 
 

areas: 
The committee will review and, as appropriate, provide direction in the following 

 

1. Quality Assurance 
 

a. Overseeing quality systems, including quality goals, objectives, and 
performance measures; 

 
b. Identifying and addressing deficiencies in quality; 

 
c. Reviewing, and as appropriate approving, standards for the global 

member experience including standards for quality assurance, quality 
of care, patient safety, service quality, utilization, and risk 
management; and 

 
d. Reviewing and addressing the results of internal and external system 

audits. 

Attachment B
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2. Quality and Health Improvement 
 

a. Promoting progress in member health improvement, including health 
policy direction, disease prevention activity, reduction of health 
disparities among population groups and the development and 
dissemination of evidence based medicine; 

 
b. Approving annual targets for health improvement, including HEDIS and 

improvement in members’ health that contributes to community well 
being; 

 
c. Approving annual targets for service quality including access to 

services, the care experience and overall member, patient, and 
purchaser satisfaction; 

 
d. Monitoring and assessing performance against targets of the care 

delivery system, including clinical performance and member 
satisfaction with the care experience; and 

 
e. Evaluating results of quality improvement activities including 

recommended actions and follow-up. 
 

3. Organizational Accreditation & Credentialing 
 

a. Reviewing accreditation and licensing processes and reports, such as 
those of the National Committee on Quality Assurance, the Centers for 
Medicare & Medicaid Services, and state agencies; and 

 
b. Reviewing the integrity of systems relating to the selection, 

credentialing and competence of physicians and other health care 
practitioners, including systems for granting or terminating clinical 
privileges, professional staff or medical staff or clinical staff 
membership, peer review, proctoring and continuing education. 

 
c. Approving applications for appointments/reappointments to the medical 

or  provider staff, clinical privileges, and other actions related to 
medical staff or provider staff membership and ambulatory surgery 
center clinical privileges that require governing body approval. 

 
d. Approving medical staff or provider staff Bylaws and Rules and 

Regulations and amendments thereto. 
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e. Approving ambulatory center Bylaws and amendments thereto. 
 

f. Recommending the appointment of the ambulatory surgery center 
administrator and approving the appointment of the ambulatory surgery 
center medical director. 

 
g. Approving ambulatory surgery center policies and procedures, when 

governing body approval is required. 
 
 
 

The committee shall report its decisions, actions and recommendations to the Board of 
Directors. 
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BEHAVIORAL HEALTH QUALITY OVERSIGHT COMMITTEE CHARTER 

Approved March 14, 2024 

PURPOSE 
The Southern California Kaiser Permanente Behavioral Health Quality Oversight Committee 
(BHQOC), is a regional subcommittee of Southern California Quality Committee (SCQC). The 
BHQOC function is to ensure that Kaiser Foundation Health Plan (KFHP), Kaiser Foundation 
Hospital (KFH), and Southern California Permanente Medical Group (SCPMG) leaders have an 
established infrastructure for joint oversight of quality and regulatory performance within Behavioral 
Health, which includes both Psychiatry and Addiction Medicine. 
AUTHORITY AND SCOPE 
The functions of BHQOC will include, but may not be limited to: 

• Identifying, reviewing, and evaluating relevant quality, patient safety and other performance 
improvement measures and reporting results to SCQC. 

• Ensuring regulatory compliance in our Behavioral Health Program 
AREAS OF FOCUS 

• Standards and regulations 
• Publicly reported quality measures  
• Complaints and Grievances  
• Behavioral Health Contract Quality Oversight 
• Patient Safety Initiatives, such as Risk Assessment and Suicide Prevention 
• Behavioral Health Treatment (BHT) Quality measures including but not limited to Autism 

Spectrum Disorder (ASD) and Applied Behavior Analysis (ABA)  
REPORTING STRUCTURE 

• The BHQOC is a subcommittee of the Southern California Quality Committee (SCQC) and 
reports to SCQC on a biannual basis. 

• The SCPMG Regional Physician Director of Quality, Risk Management, Regulatory & Safety 
and KFHP Vice President, Quality, Safety & Regulatory Services are committee sponsors.  

MEETING PROCESS 
The committee will meet monthly with a minimum of 6 meetings per calendar year. Membership 
includes representatives from KFH, KFHP, and SCPMG. A quorum is a simple majority of the 
members. Actions and decisions are documented in minutes. If BHQOC is unable to meet in person 
or via video conferencing, members will review quality reports, minutes, and associated documents 
and vote on approval offline. 
 
ANNUAL EVALUATION  
The Behavioral Health Quality Oversight Committee Charter is reviewed, updated, and approved 
annually.  
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CONFIDENTIALITY 
Participation in BHQOC may necessitate access to privileged or otherwise confidential information. 
The confidentiality of such information is vital to the free and candid communication necessary to 
fulfill the activities and function of the committee. All records are maintained in a manner that 
preserves their integrity in order to assure that patient and practitioner confidentiality is protected.  
Members of BHQOC explicitly agree, as a condition of membership to: 

1. Respect and maintain the confidentiality of all discussions and information. 
2. Make no voluntary disclosures of discussion and information except to persons authorized 

to receive it in the conduct of BHQOC activities. 
3. Notify a BHQOC chair in the event any person or entity seeks to compel disclosure of 

privileged or confidential information. 
4. Not create or retain any copies or reproduction of discussion or information except as 

required for participation.  
MEMBERSHIP 
The committee is chaired by SCPMG Regional Chief of Psychiatry, SCPMG Regional Operations 
Director, and KFHP Regional Director of Quality & Regulatory Services. 
 

The following individuals constitute the BHQOC membership: 
Tri - Chairs: 
SCPMG Regional Chief of Psychiatry 
SCPMG Regional Operations Director 
KFHP Senior Director, Behavioral Health Quality & Regulatory Services 
Member(s):  
SCPMG Regional Clinical Director 
SCPMG Regional Chief of Addiction Medicine 
KFHP Health Plan Physician Advisor 
SCPMG Manager, Consulting, Regional Service and Access, Regulatory 
KFHP Regulatory Services Director 
KFHP Vice President of Behavioral Health and Wellness 
KFHP Senior Manager of Behavioral Health Quality 
 
Ad Hoc: 
KFHP Health Plan Regulatory Services Representative 
SCPMG Regional Practice Leader, Autism & Developmental Disabilities 
SCPMG Director of Case Coordination Center 
SCPMG Regional Psychiatry Director 
SCPMG Regional Addiction Medicine Director 
SCPMG Assistant Regional Medical Director, Care Experience 
SCPMG Regional Addiction Medicine Physician Champion for Quality 
KFHP Quality & Safety Oversight Specialist(s) V 
KFHP Quality & Safety Oversight Specialist IV 
KFHP Quality & Safety Oversight Specialist II 
KFHP Quality & Safety Oversight, Area Safety and Quality Officer 
SCPMG Consultant IV, Regional Service and Access, Regulatory 
Support Staff: Health Plan Quality Staff 
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Charter 
 

Vision The vision of the SCAL Clinical Information Systems Quality and Patient Safety Committee is to 
continually improve the care and safety of our patients, workflows for our clinical providers and 
ensure regulatory compliance via the use of clinical information systems. 
 

Goals 1. Identify, prioritize, track and trend quality and safety issues regarding clinical information systems 
that are being reported from Medical Centers, Regional Departments and Systems Solutions & 
Deployment (SSD) through resolution 

2. Promote consistency, continuity, and accuracy of electronic medical information as it relates the 
quality and patient safety 

3. Provide the forum to refine SCAL quality of care & patient safety needs from KP HealthConnect 
and create a communication path to the national level 

4. Provide recommendations to any relevant groups and individuals related to the quality of care and 
patient safety aspects associated with Clinical Information Systems & use of technology 

5. Act as a liaison between local and regional stakeholder leaders and committees with 
recommendations for operations. 

 

Guidelines  Follow legal, regulatory, and compliance standards and requirements 
 Integrate existing, functional groups and processes rather than replacing them 
 Adopt a systems perspective to recognize and address all necessary linkages between Clinical 

Information Systems and Medical Center Operations 
 Focus on quality of care and patient safety 

 

Benefits  Ensure accurate, timely, complete and consistent identification, mitigation, and communication of 
Clinical Information Systems, quality of care and patient safety issues 

 Promptly identify recommendations to help resolve pre-existing system issues 
 Coordinate of processes and communication between Clinical Information Systems and Medical 

Center Operations to ensure patient safety 
 Utilize existing partnerships to assist in the efficiency and escalation of issue resolution  
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 Support the creation of high-quality information that enhances the quality of care and patient safety 
 

Organization Clinical Information Systems Quality and Patient Safety Committee is a sub-committee of the 
Southern California Quality Committee (SCQC).  
 

Participants  Physician Leaders of Quality, KP HealthConnect, Laboratory and Pharmacy 
 SCPMG and KFH Medical Center and Hospital Operations Leadership  
 Regional Patient Care Services 
 Regional Ambulatory Clinical Practice  
 Quality, Patient Safety and Risk Management leadership  
 KP HealthConnect application owners 
 Application and subject-area experts 
 Data Accuracy Unit 
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KAISER PERMANENTE, SOUTHERN CALIFORNIA (KPSC) CLINICAL STRATEGIC 
GOALS STEERING COMMITTEE (CSGSC) CHARTER 

I. Purpose 

The KPSC CSGSC coordinates and oversees: 
• Development of Clinical Strategic Goals (CSGs) and CSG Clinical Quality Key Measures 
• Development of proposed annual objective performance targets for approval by KPSC senior 

and executive leadership 
• Reporting and communication of regional and medical center CSG performance 
• Identification and communication of potential areas for improvement of quality of care and 

patient safety, including potential underutilization and overutilization of services 

II. Sponsorship 

The CSGSC is sponsored by the Kaiser Foundation Health Plan (KFHP) Vice President, Quality, 
Regulatory & Clinical Operations Support and the Southern California Permanente Medical 
Group (SCPMG) Regional Medical Director of Quality & Clinical Analysis.  

III. Accountability 

The CSGSC is a subcommittee of the Southern California Quality Committee (SCQC). SCQC is 
sponsored by the KFHP Southern California President and the SCPMG Executive Medical 
Director.   

IV. Membership 

CSGSC membership consists of members from Kaiser Foundation Health Plan & Kaiser 
Foundation Hospitals (KFHP/H) and SCPMG regional services and operations. 

The CSGSC is co-chaired by the KFHP/H Vice President, Quality, Safety & Regulatory Services and 
the SCPMG Regional Assistant Medical Director, Quality & Complete Care. 

V. CSG Planning Group 

The work of the CSGSC is supported by the CSG Planning Group.  Members of the CSG Planning 
Group are KFHP and SCPMG performance reporting and performance improvement experts.  
The CSG Planning Group is primarily responsible for:   

1. Selecting measures and methods of measurement 
• Recommend a set of specific measures for each of the broad strategic goal areas to 

track progress on meeting ambulatory CSGs 
• Recommend additions, deletions, or modifications of measures   
• Ambulatory CSGs are derived from publicly reported measures, such as Healthcare 

Effectiveness Data & Information Set (HEDIS).  Other measures may be included if they 
are determined to be important for the health and safety of individuals and 
communities.  These measures may be used to monitor for potential underutilization or 
overutilization of services. 
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2. Developing targets 
• Utilize objective and transparent approaches to determining targets, which may include: 

o Benchmarks from external organizations, such as National Committee for Quality 
Assurance (NCQA), Integrated Healthcare Association (IHA), Centers for Medicare & 
Medicaid Services (CMS), and others 

o Benchmarks from other areas of Kaiser Permanente, such as performance of other 
regions or program-wide performance 

o Purchaser agreements 
o Internal benchmarks, such as medical center performance or regional performance  
o Meeting disparity reduction targets for specific populations and/or measures 

3. Assuring alignment of measures and measurement sets  
• Recommend strategies to assure alignment between CSG measurements and other 

internal or external measures or measurement sets to minimize confusion, 
discrepancies, and redundancies 

4. Monitoring and reporting of performance and variation.  Additionally, assist in determining 
if performance gaps or variation among medical centers is being exacerbated by the 
following:  
• Systems and structure issues, such as lack of clinical decision support, or lack of 

standardized workflows 
• External factors, such as geography, social determinants of health, seasonality, or public 

health emergencies   
• Differences in quality of care and utilization, such as underlying reasons for variations in 

the provision of care to members.  
• Technical issues, such as specification changes, quality measurement coding, or data 

interface issues 

VI. Clinical Quality Key Measures 

A subgroup of the CSG Planning Group annually develops prioritized measures and establishes 
performance targets for those measures. These measures are called the CSG Clinical Quality Key 
Measures. The work of the subgroup is presented to both CSG Planning Group and CSGSC. 

The following guiding principles are employed to select Clinical Quality Key Measures:   
• Protection and improvement of the health of individuals and communities 
• Evidence based input from key stakeholders, including clinicians 
• Regulatory and accrediting requirements  
• Purchasers’ expectations and requirements 
• Future strategy and adaptation to market forces 
• Greatest benefit for level of effort 
• Potential vulnerabilities 

Clinical Quality Key Measures are submitted to the following groups and individuals for 
approval: KFHP President, SCPMG Board of Directors, SCPMG Executive Medical Director, and 
SCQC. 

VII. Meeting Process 

The CSGSC meetings will occur quarterly, with a minimum of two (2) meetings per year.  
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VIII. Annual Evaluation  

CSGSC charter will be reviewed, updated, and approved annually.  
 

IX. Confidentiality 

Participation in the CSGSC may necessitate access to privileged or confidential information. Access 
to such information is necessary to fulfill the purpose of the CSGSC. 

As a condition of membership, members of the CSGSC agree to: 
• Be respectful and maintain confidentiality of all reports, data, discussions, and information 
• Make no voluntary disclosures of reports, data, discussion, and information, except to persons 

authorized to receive it in the context of CSGSC activities 
• Notify a chair in the event any person or entity seeks to compel disclosure of privileged or 

confidential information 
• Do not create any copies or retain any reproduction of reports, data, discussion, or information 

except as required for participation 

X. Membership 

Membership includes representatives from KFHP and SCPMG. 

The following individuals constitute the CSGSC membership: 
• Chairs: 

• KFHP/H Vice President, Quality, Safety & Regulatory Services 
• SCPMG Regional Assistant Medical Director, Quality & Complete Care 

• Members: 
• KFHP Physician Advisor 
• KFHP Regional Quality and Regulatory Services, Director 
• KFHP Regional Medicare Strategy, Managerial Consultant 
• SCPMG Regional Assistant Medical Director, Quality & Clinical Analysis  
• SCPMG Regional Assistant Medical Director, Quality & Value Demonstration 
• SCPMG Regional Administrative Leader, Medical Specialties 
• SCPMG Clinical Analysis, Executive Leader 
• SCPMG Clinical Analysis, Director 
• SCPMG Clinical Analysis, Data Reporting & Analytics Consultant V 
• SCPMG Complete Care Clinical Quality, Regional Director 
• SCPMG Complete Care Clinical Quality, Consultant IV 
• SCPMG Performance Assessment, Director 
• SCPMG Performance Assessment, Group Leader 

• Meeting Support: 
• KFHP Quality & Regulatory Services, Staff Specialist 
• SCPMG Clinical Analysis, Clinical Consultant IV 
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At all meetings of this committee, a majority of the committee members shall constitute a quorum 
including at least one member from SCPMG and at least one member from KFHP for the transaction 
of business. 
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   Hospital Quality & Performance Executive Committee (HQPEC)  
Kaiser Permanente, Southern California 

2024 Committee Charter 

Mission 

The Hospital Quality and Performance Executive Committee will successfully drive high-priority clinical 
initiative performance in Kaiser Foundation Hospitals through active oversight and removal of barriers.  

Purpose 

• Oversee and govern Hospital Quality Composite (HQC) as the standard tool demonstrating KFH 
clinical quality performance. 

• As a leadership committee, assist clinical initiatives with alignment with regional strategic and 
operating plans.  

• Provide feedback on metrics and targets for clinical initiatives (through the Hospital Quality 
Composite Subcommittee). 

• Identify barriers to improving clinical quality and performance and work with sponsors to remove 
these barriers. 

• Communicate clinical quality priorities and opportunities to regional and local leaders. 
• Maintain the sustainability of initiatives, ensure consistent quality, and reduce unwanted variation 

throughout the hospital system through influence with hospital operations. 
• When appropriate, communicate with the Kaiser Permanente Affiliated Hospital Council about 

initiatives and practices of interest. 

Reporting Structure of HQPEC (a subcommittee of SCQC) 

 

  

Scope  

Within Scope: 

 Patient care clinical processes and outcomes in the Kaiser Foundation Hospital environment 
(including care delivered immediately prior to or after the hospital encounter). 

 

Out of scope: 

Issues not related to improving the quality of clinical care for patients in the hospital setting. 
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Expected Deliverables 

 Monthly Core Initiative performance review (e.g., Cardiac monitoring, Sepsis).  
 Bi-Annual SCQC Committee Report-out. 
 Hospital Quality Composite Review & Governance including bi-annual updates. 
 Annual landscape review for new initiative opportunities (using surveys or analytics as appropriate). 
 Annual alignment with Strategic and Operating Plans. 
 Identification of strategic priorities impacting the clinical quality of care and experience in the hospital. 

Organization structure: 

 We are an interdependent group of local and regional leaders representing SCPMG and KFH/HP. 
The group is sponsored by Southern California & Hawaii Executive leaders. 

HQPEC Membership: 

Role Name Entity Title 
Sponsor Nancy Gin, MD SCPMG Regional Medical Director of Quality & Clinical Analysis 

Co-Lead Ben Broder, MD, PhD SCPMG Regional Assistant Medical Director, Quality & Clinical 
Analysis 

Sponsor & 
Co-Lead 

Tara Harder, MBA KFH/HP Vice President, Quality, Safety & Regulatory Services 

Member Andrew DiFronzo, MD SCPMG Assistant Regional Medical Director, Surgical Service Line 

Member Christopher Subject, 
MD 

SCPMG Assistant Regional Medical Director, Hospital Based 
Continuing Care and Support Services 

Member Dan Huynh, MD SCPMG Regional Chief, Hospital Medicine 

Member Giselle Willick, PharmD SCPMG Regional Chief Quality Officer 

Member Glenda MaHall, MSN KFH/HP Assistant Hospital Administrator for Quality (AAQ),  
Riverside Medical Center 

Member Brian J. Rappe KFH/HP Assistant Hospital Administrator for Quality (AAQ)  
Panorama City Medical Center  

Member Jerry Spicer, DNP, RN KFH/HP Regional Chief Nurse Executive and Vice President Patient 
Care Services 

Member Lisa Lopez SCPMG Chief Administrative Officer, Downey Medical Center 

Member Tania Tang SCPMG Executive Leader, Clinical Analysis 

Member Margie Harrier, MSN KFH/HP SVP, Area Manager, South Bay Medical Center 

Member Marianna Volodarskiy, 
RN, MSN 

KFH/HP Executive Director, SCAL Regional Patient Care Services 

Member Ruby K. Gill, RN KFH/HP KFH/HP, COO, Baldwin Park Medical Center 

Member Raye Burkhardt, RN KFH/HP Chief Nurse Executive, Fontana Medical Center 

Member Xam Tometich, DNP, 
RN 

SCPMG Assistant Medical Group Administrator, Fontana Medical 
Center 

Member Susie Becken RPAC 
Member 

Co-Chair Emerita and Member of the Regional Patient 
Advisory Council and the Los Angeles Patient Advisory 
Council 

Member Cary Brown RPAC 
Member 

Patient Advisor, Woodland Hills, and a Member of the 
Regional Patient Advisory Council 

Member 
(ad-hoc) 

Sylvia Everroad, MSN, 
RN  

SCPMG Chief Operating Officer, Region  
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Committee Support Staff:  

Role Name Entity Title 
Support 
(Analytics) 

Antony Bogdanovski KFH/HP Sr Director, Quality and Safety Improvement  
 

Support 
(Consultant) 

Christine Iacobellis KFH/HP Quality and Safety Oversight Specialist II, Regional Health 
Plan Quality  

Connection to Related Groups 

 Regional Leadership (SCPMG Regional Medical Director of Quality and Clinical Analysis and 
KFH/HP Vice President for Quality, Safety & Regulatory Services, Southern California, and Hawaii):  
Sponsor efforts, removes barriers. 

The following groups are:  

o represented in the HQPEC, 

o execute and refine process improvements via coordinated PDSA cycles,  
o and may set aims and goals beyond those specified by the HQPEC: 

 Medical Center Leadership teams 

 Chiefs Groups 
 Nursing 

 
Regional Performance Improvement, Consultancies, Data and Analytic Departments (i.e., Clinical 
Analysis, KP Insight, and Data & Communications for Quality and Risk Management), and IT groups 
including KP HealthConnect are service providers.  

Process  

Our members agreed upon the following metrics to guide the success: 

 Goals & goal alignment set annually. 
 Metrics set annually. 
 Improvement activities implemented based on identified opportunities 
 Improvement achieved. 

Meetings  

HQPEC will meet monthly with a minimum of 9 meetings a year. Quorum is achieved with 50% or more 
members in attendance. 
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PURPOSE 

The Member Concerns Committee (MCC), Kaiser Permanente Southern California, is a 

subcommittee of the Southern California Quality Committee (SCQC). Its function is to 

present the member perspective on the care experience. The committee helps provide 

the member’s outlook on initiatives and priorities as identified by the Southern 

California Region. 

AUTHORITY AND SCOPE 

The functions of the MCC will include, but may not be limited to: 

• Provide oversight of a standardized Southern California complaint, grievance, and 

appeal (CGA) reporting process.  

• Identify areas of potential risk and develop recommendations. Report results to 

SCQC. 

• Facilitate the spread of best practices related to learnings from CGA analysis, to 

address systems and processes that may improve care. Trend and analyze 

complaint, grievance and appeals types/volumes in the areas of patient care 

(including referrals to quality), attitude and service, access to care and billing and 

financial through the application of consistent and statistically appropriate methods 

including the identification of outliers. Present summarized findings and 

recommendations to SCQC for review, revision, and approval. 

• Review and evaluate relevant complaint data for medical center leadership, business 

lines, and chiefs’ groups, region wide department and peer groups with 

corresponding drill down, as appropriate. 

• Request further local/regional analysis, assessment of other satisfaction measures as 

appropriate and corrective action plans from facilities or a department to identify 

drivers; request intervention when spikes or increasing trends are identified in 

specific complaint categories or member satisfaction data as formally defined by 

SCQC and evaluate the effectiveness of corrective actions.  

• Review certain reports such as the Complaint, Grievance and Appeal Report, Annual 

Hospital Complaints and Grievances Report, Executive Leadership Escalations (ELE), 

Medi-Cal State Fair Hearings Report, Complaints Referred to Quality Review Report, 

Independent Medical Reviews (IMR) Report, Clinical Consultant Inter-Rater 

Reliability, Member Experience Analysis Reports, Member Relations Case Processing 

Timeliness Report, CMS 5 Star Rating Report, and Decision Oversight Committee 

Report. 
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• Note: Oversight of access performance is not under the scope of MCC, but rather 

under the scope of the SCAL Access Committee, which reports directly to SCQC. 

REPORTING STRUCTURE 

• The MCC is a subcommittee of the Southern California Quality Committee (SCQC). 

MCC reports to SCQC on a biannual basis.   

• The MCC maintains ongoing reporting and communication with local KPSC medical 

center departments, committees, and/or leaders responsible for oversight of KPSC 

initiatives and priorities. 

• KFH/P Vice President, Quality, Safety & Regulatory Services and SCPMG  Regional 

Medical Director of Quality & Clinical Analysis, are committee sponsors.  

• The Committee is chaired by a Health Plan Physician Advisor, and a Health Plan 

representative. 

ROLES & RESPONSIBILITIES  

• Reviews volume, type and outcome of member complaints, grievances, and appeals 

for all business lines and reports to SCQC. 

• Examines performance and analyzes variation by medical center for prioritized 

metrics. 

• Communicates directly with medical centers to execute SCQC decisions and monitor 

performance improvement. 

• Identifies high and low performers and facilitates dissemination of successful 

practices.  

• Facilitates standardization where appropriate. 

• Track identified action plans.  

• Documents and distributes meeting records and follows standard agenda formats 

and templates for reporting. 

MEETING PROCESS 

The MCC shall meet no less than six months each year. 

Membership includes representatives from KFH, KFHP, and SCPMG. A quorum is a 

simple majority of the members in attendance. MCC actions and decisions are 

documented in contemporaneous minutes of the meeting proceedings. 

ANNUAL EVALUATION 

MCC activities are reported to SCQC biannually. The MCC Charter is reviewed, updated 

and approved annually. 
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CONFIDENTIALITY 

Participation in MCC may necessitate access to privileged or otherwise confidential 

information. The confidentiality of such information is vital to the free and candid 

communications necessary to fulfill the activities and functions of the MCC.  

Members of the MCC explicitly agree, as a condition of membership, to: 

• Respect and maintain the confidentiality of all discussions and information. 

• Make no voluntary disclosures of discussions and information except to persons 

authorized to receive it in the conduct of MCC activities. 

• Notify a MCC chair in the event any person or entity seeks to compel disclosure of 

privileged or confidential information.  

• Not create or retain any copies or reproductions of discussions or information except 

as required for participation.  

MEMBERSHIP 

The following individuals constitute the MCC membership: 

Vice President, Quality, Safety & Regulatory Services 

 Regional Medical Director of Quality & Clinical Analysis 

Health Plan Physician Advisor KFHP 

Health Plan Physician Advisor KFHP 

Vice President, HPSA & Consumer Experience 

Director, Regional Quality & Regulatory Services 

Senior Vice President, Chief Operations Officer 

Vice President, Member Relations 

Executive Director, Member Relations, Grievance, Appeals, & Absence Documentation 

Services 

Director, SCPMG Performance Assessment 

Director, Regulatory Investigation & Response 

Executive Director, SCAL Local Member Services 

Assistant Medical Group Administrator, Psychiatry, Addiction Medicine, Social Medicine 

Regional Assistant Medical Director, Care Experience & Access 

Regional Outpatient Pharmacy Director 

Chief Officer, Quality & Systems of Care 

Executive Director, Member Relations Quality & Risk 

Vice President, Care Coordination 

Director, Regulatory Information Management Systems & Services 

Director, Care Experience & Patient and Person Centered Care, Patient Care Services 
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Assistant Medical Group Administrator, Regional Service & Access 

Senior Director, Data & Reporting Member Relations National Integration, Regulatory & 

Data Services  

Consultant, Regional Quality & Regulatory Services 

Senior Business Consultant, HPSA & Consumer Experience 

Patient Advisor 
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Mission and Purpose

The mission of the Bioethics Program of KP Southern California is to: 

 Promote ethical and medical care that reflects personal, social and spiritual values 
 Support those involved in situations of ethical uncertainty or conflict to reach a moral 

understanding that promotes the good for the patient 
 Promote an ethical environment of care within a vertically integrated system 

The purpose of the Bioethics Program of KP Southern California is to: 

 Provide leadership and oversight for healthcare ethics consultation and policy  
 Assist with supporting and improving organizational ethics quality 
 Support ethics education 
 Integrate and align the Bioethics Program with other key organizational strategic priorities 

Reporting Structure 

The Bioethics Program reports to:  

 The President of the Southern California Kaiser Foundation Hospitals and Health Plan (KFH/HP) 
or their designee 

 The Executive Medical Director of the Southern California Permanente Medical Group (SCPMG) 
or their designee 

Authority and Scope 

The Bioethics Program encompasses the work performed by:  

 SCAL Bioethics Program Co-Directors  
 SCAL Regional Bioethics Committee 
 SCAL Medical Service Area Bioethics Directors 
 SCAL Medical Service Area SCPMG Physician Bioethics Committee Co-Chairs 
 SCAL Medical Service Area Bioethics Committees 

The Bioethics Program Scope Includes:     

 Identifies opportunities and makes recommendations to leadership to strengthen bioethics quality  
 Serves as an advisory resource for the Region and medical service areas 
 Collaborates with Regional and Local Accreditation, Regulation and Licensing, KFH/HP and 

SCPMG Legal, and Compliance for regulatory standards related to policies and procedures under 
the custody of Regional Bioethics Committee 

 Manages website presence for the Bioethics Program 
 Provides health care ethics consultation 
 Serves as a resource for organizational ethics questions or concerns 
 Collaboration between Bioethics Committee Co-Chairs and Regional Bioethics Committee 
 Provide Qualifications, Duties and Responsibilities to the Bioethics Program participants.  For 

provided role descriptions, please see Bioethics Program Charter Appendix A
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Regional Bioethics Committee 

Regional Bioethics Committee Role 

Regional Bioethics Committee (RBC) serves as a deliberative and voting body for policies under the 
custody of Bioethics. RBC provides an advisory, inter-professional forum for the discussion of ethical 
concerns that arise in the legal, regulatory and professional context of patient healthcare. The goal is to 
foster the integration of ethical practice throughout the organization through: 

 Providing consultation for entities within Kaiser Permanente Southern California.  The committee 
may review and collaborate with relevant stakeholders regarding regional guidelines, relevant 
federal and state laws or proposed laws, policies or other issues of an ethical nature 

 Facilitating communication among the medical service area Bioethics Committees 
 Providing counsel to the medical service area Bioethics Committees 
 Supporting the ethics education of leadership, physicians, staff, and committee members from a 

regional level 

Regional Bioethics Committee Membership 

RBC will be co-chaired by the KFH/HP Co-Director of the Regional Bioethics Program and the SCPMG 
Co-Director of the Regional Bioethics Program.   

Membership shall consist of: 

 Medical Service Area Bioethics Directors 
 Medical Service Area Bioethics Committee Co-Chair Physician 

Medical Service Area Bioethics Committee Co-Chair members are accountable for meeting the goals 
articulated by the Regional Bioethics Program.  Co-Chairs of each medical service area’s Bioethics 
Committee will be appointed respectively by the medical service area Executive Director and the Area 
Medical Director.  Medical service area Bioethics Committees will establish their structures, programs, 
resources and systems as detailed by the Regional Bioethics Program in order to address local health 
care needs, issues and priorities to the populations served. 

Members shall represent their respective SCAL Kaiser Foundation Hospitals, Kaiser Foundation Health 
Plans and Southern California Permanente Medical Groups.  Committee membership will include expert 
representation from, but not limited to, SCPMG and KFH/HP Legal Departments, Risk, Compliance, 
Regional Nursing, Accreditation, Regulation & Licensing (AR&L) and the community.  Co-Chairs of 
medical service area Bioethics Committees may select designees to serve on their behalf. 

Regional Bioethics Committee Governance 

RBC will meet quarterly, with no fewer than three meetings per year.  Committee meeting quorum 
requires a simple majority (greater than 50%) of the medical service areas being represented by at least 
one Bioethics Director or Bioethics Committee Co-Chair Physician.  Regional Bioethics Committee 
actions and decisions are documented in meeting minutes. 

All records are maintained in a manner that preserves their integrity in order to assure that patient and 
practitioner confidentiality are protected.  Regional Bioethics Committee, medical service area Bioethics 
Committees and Bioethics Subcommittees will agree to confidentiality of all minutes, reports, 
recommendations, memoranda and documented actions.  Committee members must: 

 Respect and maintain the confidentiality of all discussions and information 



Charter for the Bioethics Program of KP Southern California 

3 

 Make no voluntary disclosures of discussions or information except to persons authorized to 
receive it under the conduct of Bioethics Committee activities 

 Notify RBC Co-Chairs in the event any person or entity seeks to compel disclosure of privileged 
or confidential information 

 Refrain from creating or retaining any copies or reproductions of discussions or information 
except as required for Committee participation 

Regional Bioethics Committee Voting Requirements 

RBC voting rights will be granted to the two Regional Bioethics Program Co-Directors, up to two co-chair 
members of each medical service area bioethics committee (Bioethics Director and a Physician Co-Chair) 
and up to two Bioethics Committee community members.  Bioethics Committee Co-Chairs should 
encourage participation by all members in arriving to a consensus.  RBC members or guests without 
voting rights are deemed Consultants, who are expected to attend and contribute in meetings. 

Decisions by Regional Bioethics Committee shall be made by a simple majority vote (greater than 50%) 
of the meeting quorum.  Prior to a final vote, decisions will be open to discussion from Regional Bioethics 
Committee members.  Preliminary votes may be held prior to a final vote in order to determine 
consensus.  Following a preliminary vote, decisions will be reopened for discussion from Regional 
Bioethics Committee members prior to a final vote. 

Ethical approaches approved in policies achieving a simple majority vote shall not be revised by a 
medical service area Bioethics Committee.  When a policy has an indicated revision (routine review cycle, 
change in law, or change in practice standards), medical service area Bioethics Committee Co-Chairs 
shall bring the need for a review to Regional Bioethics Committee Co-Chairs.  Medical service area 
Bioethics Committee Co-Chairs may make necessary changes to local workflow, logistics and 
nomenclature to further the approved policies in the local setting. 
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Bioethics Program Charter Appendix A 

Bioethics Committee Members Qualifications, Duties and Responsibilities 

1. Regional Bioethics Program Co-directors  
a. Duties and Responsibilities 

i. Provide local medical service area leadership with indicators of the medical 
service area’s ability to promote an ethical environment of care 

ii. Assess the performance of Regional Bioethics Committee 
iii. Oversee the management of projects promoted by Regional Bioethics Committee 
iv. Represent the Bioethics Program within: 

1. The KP Interregional Medical Ethics Committee (as members) 
2. Kaiser Permanente (locally and nationally) 

v. Report and provide recommendations to the Southern California Quality 
Committee (SCQC) 

vi. Review candidates applying for positions as Medical Bioethics Directors with the 
local medical service areas 

vii. Direct the content of the KP SCAL bioethics websites (both internal and 
external). 

viii. Manage and maintain accountability for the Regional Bioethics budget. 
b. Qualifications 

i. KFH/HP Co-director of the Bioethics Program 
1. Will have a professional degree including, but not limited to social work, 

nursing, bioethics, theology, law, or philosophy 
2. Will have been educated in bioethics as evidenced by a certificate or 

degree in Bioethics or comparable experience 
3. Recommended, but not required, certified as a Healthcare Ethics 

Consultant (HEC-C) or is certified within four years from appointment. 
4. Experience as a medical service area Bioethics Director (at least two 

years) 
5. Demonstrated ability to offer programmatic leadership and direction, 

work collaboratively with multi-disciplinary groups, and represent the 
Bioethics Program locally and nationally. 

ii. SCPMG Physician Co-director of the Bioethics Program 
1. Will have a degree of MD or DO, maintains certification in their primary 

Specialty Board, and remains in good standing within SCPMG 
2. Will have been educated in bioethics as evidenced by a certificate or 

degree in Bioethics or comparable experience 
3. Recommended, but not required, certified as a Healthcare Ethics 

Consultant (HEC-C) or is certified within four years from appointment. 
4. Experience as a medical service area Bioethics Committee Physician 

Co-chair (at least two years) 
5. Demonstrated ability to offer programmatic leadership and direction, 

work collaboratively with multi-disciplinary groups, and represent the 
Bioethics Program locally and nationally. 

2. Medical Service Area Bioethics Committee Co-chairs 
a. Duties and Responsibilities 

i. As co-chairs, plan the agenda and review the minutes for each Bioethics 
Committee meeting 

ii. The co-chair(s) (or designees) will regularly attend and represent the medical 
service area at Regional Bioethics Committee 

iii. Provide a medical service area report to Regional Bioethics Committee at least 
once every three years 
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iv. Organize and deliver educational programs at the medical service area’s service 
area as needs are identified and as requested by medical service area 
leadership 

v. Assist with medical service area education and implementation of Regional 
Policies for which Bioethics is a custodian 

vi. Provide bioethics consultations and answer questions of an ethical nature for the 
medical service area 

vii. Provide peer learning review for bioethics consultations done at the medical 
service area 

viii. Provide an annual report to the medical service area’s Medical Executive 
Committee 

ix. Chair a regional Subcommittee(s) on Policy Suggestion (SOPS) as requested by 
Regional Committee or Program Co-directors. 

x. Participate as a member of other regional SOPS as needs arise 
b. Qualifications 

i. KFH/HP Medical Service Area Bioethics Director: 
1. Will have a professional degree including, but not limited to social work, 

nursing, bioethics, theology, law, or philosophy 
2. Will have been educated in bioethics as evidenced by a certificate or 

degree in Bioethics or comparable experience 
3. Recommended, but not required, to be certified as a Healthcare Ethics 

Consultant (HEC-C) 
4. Demonstrated ability to offer programmatic leadership, direction and to 

work collaboratively with multi-disciplinary groups 
ii. Medical Service Area Bioethics Committee SCPMG Physician Co-chair 

1. Will have a degree of MD or DO, maintains certification in their Specialty 
Board, and remains in good standing within the Southern California 
Permanente Medical Group 

2. Will have been educated, or within three years is educated in bioethics 
as evidenced by: 

a. Attending organized ethics educational activities (internal or 
external) 

b. Comparable experience based on expected duties and 
responsibilities. 

3. Recommended, but not required, to be Certified as a Healthcare Ethics 
Consultant (HEC-C) 

4. Demonstrated ability to offer programmatic leadership and direction  
5. Demonstrated ability to work collaboratively with multi-disciplinary groups 











  
 

  
 

 
SOUTHERN CALIFORNIA  

REGIONAL MEDICATION SAFETY OVERSIGHT COMMITTEE 
CHARTER 

Reviewed & Approved : January 24, 2024 
 
 
CHARTER:   
 
The SCAL Regional Medication Safety Oversight Committee (MSOC) supports the Kaiser 
Permanente Mission of promoting the health of our members in a safe environment.  The 
Committee is an integrated, multidisciplinary oversight committee that works collaboratively in 
all care settings to promote medication safety.  
 
MISSION STATEMENT:   
 
The Regional Medication Safety Oversight Committee exists to eliminate medication errors that 
cause harm or potential harm to our patients by overseeing, coordinating, and supporting 
medication safety efforts, Just Culture, risk management and improved health outcomes across 
the continuum of care.   
 
OVERSIGHT AND COLLABORATION:  
 
The Committee oversight encompasses consideration of regulatory requirements, assessment 
of medication safety data and audits, review of sentinel events, and other causes of patient 
harm or potential harm pertaining to medications.   Medication safety issues are forwarded from 
various internal and external sources.  Oversight and collaboration include the following:   
 
Local medication safety committees, SCPMG ambulatory care practice leaders, medication 
management teams, KP HealthConnect® leads, Pharmacy Nursing Committee, Pharmacy 
Informatics and Pharmacy Operations and Quality Leaders. 
 
MEMBERSHIP:    
 
The Regional Medication Safety Oversight Committee membership is comprised of physicians, 
SCPMG and HealthPlan senior leaders and regional and local key stakeholders from the 
following: Nursing Administration; Pharmacy, Risk Management and Patient Safety, Patient 
Care Services, HealthConnect®.  Committee members communicate and support MSOC 
oversight to peers. 
 
ACCOUNTABILITY:  
 
The Regional Medication Safety Oversight Committee reports to the Southern California Quality 
Committee (SCQC). 
 
MEETING STRUCTURE:  
 
The Regional Medication Safety Oversight Committee meets monthly. A quorum consists of at 
least 1/3 of membership of mixed representation from the Committee roster. Committee 
expectation is at least one representative from each Medical Center be present on behalf of 
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their local committee. Committee members are asked to identify an alternate who is kept 
informed of MSOC issues and activities.  Co-chair leadership is shared between the Medical 
Director, Regional Director Risk and Patient Safety, Pharmacy Director of Quality & Medication 
Safety.  MSOC actions and decisions will be documented in contemporaneous minutes of the 
meeting proceedings. An ongoing action log reflects issues that require follow-up.  
 
 
CONFIDENTIALITY:   
 
The Committee activities necessitate the access to privileged or otherwise confidential 
information.  The confidentiality of such information is vital to the free and candid 
communications necessary to fulfill the oversight functions of the Committee.  Committee 
members agree to adhere to all KPSC confidentiality policies and procedures.    
As a condition of membership, members of MSOC explicitly agree to: 

1. Respect and maintain the confidentiality of all discussions and information. 
2. Make no voluntary disclosures of discussions and information except to persons 

authorized to receive it in the conduct of RMSC activities. 
3. Notify the MSOC Chair if any person or entity seeks to compel disclosure of privileged or 

confidential information.  
4. Not create or retain any copies or reproductions of discussions or information except as 

required for participation.  
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KAISER PERMANENTE HEALTH PLAN – SCAL REGION  
 

Utilization Management Steering Committee (UMSC) 
 

A Sub Committee of Southern California Quality Committee 
 

2024 Charter 

Authority 

The President of Kaiser Foundation Health Plan (KFHP), Southern California Region, and the 
Executive Medical Director, Southern California Permanente Medical Group (SCPMG), are 
responsible for the implementation of the Kaiser Foundation Health Plan Utilization Management 
(UM) and Resource Management (RM) Program. The UM/RM Program scope extends across the 
continuum of care to ensure the provision of efficient and appropriate patient care services based on 
medical necessity and using healthcare resources efficiently and appropriately. 
 
Oversight responsibility for the KFHP UM/RM Program is assigned to the Southern California Quality 
Committee (SCQC). As a Sub-Committee of SCQC, the Utilization Management Steering Committee 
(UMSC), monitors and supports the KFHP UM Program.  
 
Vice President, Quality, Safety & Regulatory Services, KFHP and the Medical Director, Quality and 
Clinical Analysis, SCPMG, are members of SCQC and executive sponsors for the Utilization 
Management Steering Committee (UMSC) 

Purpose 

The UMSC oversees and supports the implementation, monitoring and evaluation, and continuous 
quality improvement of the KFHP UM Program to maintain an effective, organized UM program in 
compliance with applicable Federal and State laws/regulations and standards set forth by accrediting 
bodies. 

Responsibilities and 
Scope of Activities 

UMSC has authority and responsibility for ensuring compliance with the following: 
 

UM decision-making related to medically necessary treatment decisions is consistent with 
accepted standards of practice and all applicable laws, regulations, and benefit mandates; 

 
Ensuring Mental Health parity in the development and application of UM policies and 
procedures; 
 
Oversight, monitoring, evaluation, and implementation of processes by which the Plan 
conducts utilization review;1   

 
Oversight and monitoring of the timely and accurate communication of UM decisions in 
accordance with state and federal requirements. 
 
Oversight and monitoring of the entities with delegated UM functions; 
 
Development and annual review of UM criteria with participation by actively practicing 
physicians in compliance with applicable state and federal requirements;  

 

 
1 Section 1367.01(a), defines utilization review or utilization management functions as those processes “that prospectively, retrospectively, or 
concurrently reviews and approves, modifies, delays, or denies, based in whole or in part on medical necessity, requests by providers prior to, 
retrospectively, or concurrent with the provision of health care services to enrollees, or that delegates these functions to medical groups or independent 
practice associations or to other contracting providers. . .” 
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Appropriately licensed and credentialed physicians/healthcare professionals make UM 
decisions, based on medical necessity, to deny or modify services requested by providers of 
healthcare services for plan enrollees; 
 
Oversight and monitoring of UM education and training to all relevant stakeholders; 
 
No financial incentives exist that encourage UM decisions that result in denials or create 
barriers to care and services.   
 

UMSC conducts ongoing monitoring to identify potential UM practices within the KP delivery 
system to oversee the structure of the UM Program and to identify potential quality issues, 
including:  

 
Integration of UM into the KFHP Quality Improvement Program to ensure the effectiveness 
of the Utilization Management Program and to monitor compliance with established UM 
processes to include: 

• Evaluation of complaints and assessment for trends 
• Review of provider referral and specialist care patterns of practice 
• Continuously monitor utilization of services to ensure they meet professionally 

recognized standards of practice.  This will entail review and analyses of over and 
underutilization measures and any actions planned or implemented to improve 
performance. 2 

• Implementation of performance improvement plans as needed  
• Mechanisms to communicate actions and results to key stakeholders 
• Monitor of measures of success related to performance improvement plans 
• Review and evaluation of other Health Plan committee proceedings  
 

Develop, implement, and periodically review and revise UM policies and procedures in 
compliance with applicable federal and state requirements and accreditation standards. 
 
Develop, implement, and annually review and update clinical criteria for UM decisions based 
on sound clinical evidence.  

 
Periodic monitoring and oversight of the Utilization Management/Drug Utilization Review 
(DUR) program for Medicare Advantage (MA) and Prescription Drug Plans (PDP) in the 
SCAL region 

 
UMSC supports the effective implementation of the UM Program to include: 
 

• Removal of impediments to ensure an effective Utilization Management Program 
• Foster optimal communication between all stakeholders regarding utilization 

management  
• Charter performance improvement teams for specific high-priority utilization 

management issues/initiatives 
• Make recommendations regarding resource allocation to ensure success of the 

Utilization Management program 
• Develop and propose recommendations to the President of Kaiser Foundation Health 
 

2 Over-Under Utilization is Primarily a Quality function. 
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Plan, Southern California Region, and the Southern California Quality Committee 
(SCQC) in support of and in compliance with all matters related to utilization 
management. 

• Coordinate, review and approve information communicated to or from the Southern 
California Quality Committee (SCQC) related to utilization management. 

 
 
 
 
 
 

Membership 

The membership of the Group shall be approved annually by the Southern California Quality 
Committee. 
The Voting Membership will include: 
Committee Chairperson(s)  

> Health Plan Physician Advisors, KFHP  
Vice-President, Quality, Safety & Regulatory Services, SCAL Region, KFHP   
Executive Director, Care Coordination and Resource Stewardship   
Executive Director, Grievance Operations, California and Hawaii Member Relations, KFHP 
Senior Counsel, Health Plan & Payor Operations Practice Group, Legal Department, KFH/HP 
Regional Director, Health Plan Utilization Management, Regional Utilization Compliance SCAL KFHP 
Asst Medical Group Administrator, Case Coordination Center, SCAL Region, SCPMG 
Director, Enterprise Regulatory Services   
Regional Physician Director, Behavioral Health Care Clinical Oversight and Coordination SCAL 
Region, SCPMG  
Developmental and Behavioral Pediatrics, SCAL Region, SCPMG 
Physician Director of Durable Medical Equipment, Care Transformation, and Innovation 
Regional Assistant Medical Director, Quality & Complete Care 
Chief, Geriatrics & Palliative Medicine; Executive Leader, Dignified Journeys & Palliative Care 
Regional Chief Psychiatry & Addiction Medicine 

Confidentiality  

All UMSC minutes, reports, recommendations, memoranda, and documented actions are 
confidential. They are maintained in accordance with KFHP Southern California policies and 
procedures and are privileged and protected. All records are maintained in a manner that preserves 
their integrity in order to assure that patient and practitioner confidentiality is protected. 

 

Frequency The Committee shall meet as often as necessary but at least six times per year.  

Agenda A standing agenda shall be prepared annually to ensure that the committee oversees the utilization 
management activities required by regulating agencies. 

Minutes The committee shall keep a permanent record of its proceedings and attendees. All committee 
minutes shall be provided to the Southern California Quality Committee  

Assessment 
of Committee 
Performance 

The performance of the committee relative to its charter shall be evaluated annually and shall be 
reported to the Southern California Quality Committee. 

Reporting 
Structure 

The committee shall provide periodic reports on its activities to the Southern California Quality 
Committee.                                                          
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