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Quarterly Performance Report for Quarter 4 of Fiscal Year 2022

This Quarterly Performance Report (the “Report”) is submitted pursuant to the revised Terms and
Conditions of Compliance (dated August 3, 2021) governing the Certificate of Public Advantage (“COPA”)
issued to Hendrick Medical Center d/b/a Hendrick Health on October 2, 2020 (“COPA Approval Date”) with
respect to the purchase of substantially all of the assets used in the operation of Abilene Regional Medical
Center (“ARMC”, subsequently to be known as “Hendrick Medical Center South” or “HMC-S”) (collectively,
the “Merger”). The underlying transaction closed on October 26, 2020 (the “Transaction Closing Date”).
Information related to Hendrick Medical Center and Hendrick Medical Center South are collectively
referred to herein as “Hendrick Health” or “HH”".

This Report reflects the performance of HMC and HMC-S (formerly ARMC) for the fourth quarter of fiscal
year 2022 (“Quarter 4 FY2022” or “Fourth Quarter FY2022”), the period of June 1, 2022 to August 31,
2022.1 Where applicable, this Report includes information or refers to information provided in the Baseline
Performance Report that was submitted to HHSC on January 15, 2021, and reflects the pre-Merger baseline
period of FY2018 — FY2020 (the “Baseline Performance Report”).

1 Hendrick Health expects to submit its future quarterly reports within 90 days of the previous fiscal quarter end date.
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Il. Quarterly Performance Report — Quarter 4 FY2022

A. Summary of Requirements

As required by Texas Health and Safety Code § 314A.103, Texas Admin. Code § 567.32, and the revised
COPA Terms and Conditions of Compliance, Hendrick Health must submit quarterly and annual reports
regarding the Merger.

This Report and the associated attachments are based directly on the requirements listed in the guidance
documents published by HHSC: “Revised COPA Terms and Conditions - Hendrick Health - 2nd Revision
8.3.21.pdf.”

B. Description of Process

Hendrick Health’s senior management team, assisted by outside consultants and counsel, worked closely
with relevant department heads to collect, analyze, and prepare for submission the information and data
detailed in the HHSC guidance documents. Leaders of each department gathered the required information
and validated the summaries and responses included in this Report to ensure accuracy and completeness

to the fullest extent possible.
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System Vice President & General Counsel
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System Vice President, Business Development, HMC Abilene Chief Operating Officer
Chief Administrative Officer, Hendrick Medical Center South

Assistant Chief Nursing Officer, Hendrick Medical Center South

System Assistant Vice President, Support Services

System Assistant Vice President, Human Resources
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lll.  Terms and Conditions for COPA-Approved Health System

A. Quality

1. Evidence demonstrating how health care quality has improved.

e (CMS Star Ratings: In July 2022, HMC (which includes HMC-S) earned an overall rating of four stars
(see Table 1a below). The CMS Star Rating summarizes a variety of measures across five areas of
quality (Mortality, Safety, Readmission, Patient Experience, and Timely and Effective Care) into a
single star rating. The time periods covered by each measure vary. For the July 2022 Star Rating,
the data collection period for some measures goes back to July 1, 2017. Other measures have
more recent data, going up through September 30, 2020. As noted in the Quarter 3 and 4 FY2021
Performance Reports, CMS made significant changes to its Star Rating methodology and reporting
schedule between the 2020 and April 2021 ratings. Because various measures are now weighted
differently, these changes in methodology make it difficult to compare the April 2021 and beyond
Star Rating to historical ratings.

Table 1a: Overall CMS Star Ratings’

Pre-Merger Period Post-Merger Period
Location FY2018 FY2019 FY2020 FY2021 FY2022
HMC 4 4
ARMC (HMC-S) 3 3

3 3 5 5 4 4
2 2 2 2 4 4

e |eapfrog Hospital Safety Grades: HMC earned a “B” overall in the most recent Leapfrog Hospital
Safety Grade release (from Fall of 2022) (see Table 1b below). HMC-S received an overall
designation of “C”. Leapfrog evaluates performance by measures that gather data from different
sources, including CMS and the Leapfrog Hospital Survey. The time periods covered by each
measure may vary as well. For example, several measures from the most recent report include
CMS data going back to July 1, 2018 and Leapfrog Hospital Survey data from 2021 and 2022.
Therefore, a portion of the data for the Fall 2022 update pre-dated the Merger.

2 Source: Care Compare: https://www.medicare.gov/care-compare/#search.

3 As a result of the Merger in October 2020, legacy ARMC’s (now HMC-S) CMS Certification Number (CCN) was retired, therefore,
no data would be in CMS'’s database to report for legacy ARMC. Going forward, all data on CMS’s website for Hendrick Medical
Center (1900 Pine Street) will be combined performance for both HMC and HMC-S.
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Table 1b: Leapfrog Safety Grades*

Pre-Merger Period Post-Merger Period
Location FY2018 FY2019 FY2020 FY2021 FY2022
HMC A A A A A B B B A B

ARMC (HMC-S) c C c B c c c Not Gradeds c c

e Patient Admissions & Medicare Cost Report Data: Inpatient admissions and outpatient volumes

are provided below in Item 2 of this Report. Hendrick Health is awaiting final settlement of its 2019
Cost Report for HMC with a Notice of Program Reimbursement (NPR), and will provide the cost
report once finalized. Similarly, Hendrick Health will also provide 2020 cost reports once Hendrick
Health receives final settlement with a Notice of Program Reimbursement (NPR).

e Patient Experience Ratings: Using the CMS data reported in July 2022 (data reporting period of
October 1, 2020 through September 30, 2021), HMC and HMC-S (combined performance)
maintained a rating of three stars on the Hospital Consumer Assessment of Healthcare Providers
and Systems (HCAHPS) survey of patient satisfaction (see Table 1c below).

Table 1c: Patient Experience Rating Results®

Pre-Merger Period Post-Merger Period

Q1 @2 03 @4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

HMC 3 3, 3,4 3 3 3 3 4 3 5 3 3 3 3

3 3,3 3 3
ARMC(HMC-S) 3 '3 3 3 3 3 3 3 3,3 ,2 3,3 3 3 -----

2. Inpatient and outpatient numbers before the merger and the current quarter.

e Inpatient Volumes’: Overall, inpatient admissions for Hendrick Health increased by 3.95% from
Quarter 3 FY2022 to Quarter 4 FY2022, from 7,663 to 7,966. Table 2a shows quarterly inpatient
admissions for HMC and HMC-S. As mentioned in previous reports, HMC and legacy ARMC (HMC-
S) experienced significant declines in patient volumes in 2020, largely as a result of the COVID-19

pandemic, followed by gradual increases toward historical rates. Volume numbers are shown on a

4 Source: Leapfrog Research Group: https://ratings.leapfroggroup.org/.

5 Legacy ARMC received an overall designation of “Not Graded” as there was no data available for Leapfrog to use to complete a
Safety Grade because ARMC/CHS chose not to report CMS data during the COVID waiver period in 2020.

8 Source: HCAHPS Patient Experience Survey: HCAHPS Survey Results. Due to the Merger, from Q4 FY2021 and forward, all data
on CMS’s website for Hendrick Medical Center is combined performance for both HMC and HMC-S.

7 Prior to the Transaction Closing Date, ARMC operated on a calendar fiscal year of January 1 — December 31. Post-Merger,
ARMC's fiscal year was adjusted to reflect Hendrick Health’s fiscal year of September 1 — August 31. As such, ARMC's historical
volume information has been adjusted to reflect a fiscal year of September 1 — August 31 for the purposes of this Report.
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combined basis for Hendrick Health post-Merger (Quarter 2 FY2021 and beyond) as both hospitals
are reported under a single National Provider Identifier (“NPI”).

Table 2a: Inpatient Admissions
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e OQutpatient Volumes®: Overall, outpatient registrations for Hendrick Health increased 2.06% from
Quarter 3 FY2022 to Quarter 4 FY2022, from 74,469 to 76,006. Table 2b below displays the
quarterly outpatient volumes for HMC and HMC-S. Volume numbers are shown on a combined
basis for Hendrick Health post-Merger (Quarter 2 FY2021 and beyond) as both hospitals are
reported under a single NPI.

Table 2b: Outpatient Registrations®
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& Prior to the Transaction Closing Date, ARMC operated on a calendar fiscal year of January 1 — December 31. Post-Merger, HMC
S’s (legacy ARMC) fiscal year will be adjusted to reflect Hendrick Health's fiscal year of September 1 — August 31. As such, HMC-S's
historical volume information has been adjusted to reflect a fiscal year of September 1 — August 31 for the purposes of this Report.

% The calculation of outpatient registrations at HMC-S was slightly revised from the Baseline Performance Report to be more
consistent with the calculation of outpatient registrations at HMC starting in Quarter 3 FY2020 (see dotted line on Table 2b
delineating the time the methodology was changed). Post-Merger, Hendrick Health aligned the calculation of outpatient
registrations at HMC-S (legacy ARMC) to the HMC methodology, which excludes clinic and ED visits.

10
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3. Patient readmission numbers before and after the merger.

e Patient Readmission Numbers: As described in previous Performance Reports, the reported
readmission rates during the Baseline Period included all unplanned readmissions'® within 30 days
of a hospital stay or inpatient procedure and are not adjusted to reflect underlying differences in
acuity or comorbidities. CMS typically reports readmission data on an annual basis, in July or
August. See Table 3.

Table 3: Patient Readmissions'®
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10 per CMS, the overall rate of unplanned readmission after discharge from the hospital (also called “hospital-wide readmission”)
focuses on whether patients who were discharged from a hospital stay were hospitalized again within 30 days. All medical, surgical
and gynecological, neurological, cardiovascular, and cardiorespiratory hospital patients are included in this measure. Patients may
have returned to the same hospital or to a different hospital. They may have been readmitted for a condition that is related to
their recent hospital stay, or for an entirely different reason.

1 Source: Care Compare “Unplanned Hospital Visit” benchmark (Medicare.gov). The following represents the reporting periods
by fiscal year: 7/1/2016 to 6/30/2017 for FY2018, 7/1/2017 to 6/30/2018 for FY2019, 7/1/2018 to 6/30/2019 for FY2020, a partial
year 7/1/2019 to 12/1/2019 for FY2021, and 7/1/2020 to 6/30/2021 for FY2022. CMS typically updates this data in July/August of
each year. The graphic generally applies the July rate to the fiscal year in which it was released.

12 As a result of the Merger in October 2020, legacy ARMC’s (now HMC-S) CMS Certification Number (CCN) was retired, therefore,
no data would be in CMS’s database to report for legacy ARMC. Going forward, all data on CMS’s website for Hendrick Medical
Center (1900 Pine Street) will be combined performance for both HMC and HMC-S.

11
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Any association between increased patient volumes and better patient outcomes.

Protocols and Treatments: Continuing with reporting from Quarter 3 FY2022, Hendrick Health
strives towards keeping patients in their local community with evidence-based, high-quality care.
During Quarter 4 FY2022, Hendrick Health continued to face capacity limits at times, especially in
the early part of the quarter, with a shortage of ICU beds. Regional transfer challenges have
improved at both campuses. However, having both campuses under the same operation has
helped meet the community’s need for increased access to high-quality healthcare. If there is an
issue at one campus (e.g., equipment being repaired), there are resources available at the other
campus. Uniform oversight of both campuses has led to efficient staffing and direction of patients
to the best care venue. Hendrick Health continues to further coordinate practices across both
campuses to the benefit of patients in the community. For example, staff “float” between HMC
and HMC-S, when needed, to ensure optimized staffing levels across the Abilene market. On the
Hendrick Health daily huddle, which includes key leadership and staff from both HMC and HMC-S,
capacity and staff issues are discussed, and often resolved as relevant stakeholders are part of the
call. The same is true with other resources or concerns, such as equipment or technological
problems, safety, medication shortages, and Joint Commission readiness. Overall, Hendrick Health
is better together, due to the ability to share resources and work together to resolve barriers to
delivering high-quality care at both campuses.

Combined Quality of Care Committees: Hendrick Health believes its larger, post-Merger combined
medical staff has led to better planning and improvement in system-wide mechanisms for quality
of care. Hendrick Health has further coordinated and unified its practices and processes in the
emergency departments at HMC and HMC-S. In Quarter 4 FY2022, Hendrick Health continued to
utilize its combined medical staff, nursing workforce, and ancillary staff to establish and execute
various integrated committees, a few of which are described below, to improve the quality of care
for the community and to strive toward integrated processes and procedures.

o The Evidence-Based Medicine Committee continued its review of current order sets and
protocols for the combined campuses, such as sliding scale insulin orders, hypoglycemia
orders, nurse-driven ED orders, cardiology procedural orders, COPD order set, and OB
orders.

O The Patient Safety Committee continued to meet monthly to discuss and examine current
safety initiatives, sentinel event alerts, patient falls, and concerns regarding restraints,
suicide risk, and emergency detention orders. The Patient Safety Committee and the
Multi-Campus Fall Prevention Task Force have worked to streamline the process for when
falls occur across the system, creating an algorithm to help educate staff on the process.
Patient safety review included analysis of reported events, root cause data, and safety
rounds. Projects included blood culture contamination reduction through changing to
SteriPath products and radiation safety.

o The consolidated members of the Performance Improvement Committee and the
Physician Review Committee continued reviewing and addressing various system-wide
quality of care concerns related to procedural and provider issues and initiatives. With
combined medical staff membership, perspectives on processes and standards of care

12



5.

PUBLIC REDACTED VERSION

allow for insightful discussions with increased involvement in decision-making for the
organization.

In Quarter 4 FY2022, the inpatient diabetes educators continued to offer education for
new-onset diabetics at both campuses. The cases at HMC-S have continued to grow as
staff have recognized the benefit of the program and the load it takes off the nursing staff.
Hendrick Health continued to promote this program at HMC-S, along with other programs
that have expanded to include both campuses. Additionally, this program has continued
to identify pre-diabetes patients in Hendrick Health’s surgical population and educate
those patients about the condition/management of the same.

The Quality Council includes leaders from across the system and focuses on quality of care
concerns, performance improvement projects, and data from regulatory-required and
high-impact monitoring. In Quarter 4 FY2022, the committee’s process of receiving and
sharing data from departments and programs from both campuses has continued, and
templates have been provided for continuity and clarity of reported data. The focus of this
committee continues to include a close watch on the executive quality goals, which
include: cross-matched to transfused ratio, readmission rates, hospital-acquired
infections, and patient safety initiatives. Additionally, this committee made
recommendations to executive staff about quality goals for the upcoming fiscal year. The
Readmission Committee, which includes personnel from both HMC and HMC-S and reports
to the Quality Council, continues to target Chronic Obstructive Pulmonary Disease
(“COPD”) and heart failure populations to decrease readmissions and utilize best practices
from each facility. The Readmission Committee and its subcommittees believe that
utilizing best practices from each campus will improve system-wide issues, including
readmission rates.

Joint market perception of care and joint patient safety meetings continued. These
meetings involve efforts between HMC and HMC-S to identify best processes, root cause
analyses, and potential patient safety issues. Calls are conducted twice daily between HMC
and HMC-S to prevent holds in the emergency departments and to address staff sharing
to improve capacity across the system.

Hendrick Health established the Executive Patient Experience Committee to meet
guarterly. This committee is comprised of executive leadership and key physicians to help
drive strong patient experience in the emergency department and on the inpatient units.

Explanation of how patient services were optimized since the merger and how service
optimization impacted patient care.

[This item contains proprietary, competitively sensitive information redacted from the public version.]

After the Transaction closed in October 2020, Hendrick Health immediately began the process of
evaluating opportunities across the combined system with the goal of optimizing patient services
and enhancing the overall patient experience. During the Fourth Quarter FY2022, Hendrick Health
implemented or continued the following initiatives:

13
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Continued improvement of patient care through upgrading technology and replacing older
equipment.

During Quarter 4 FY2022, Hendrick continued to face capacity and staffing limitations,
particularly in the emergency room and intensive care unit (“ICU”) at both HMC and HMC-
S, and relieved capacity by transferring patients to the other campus for care. The
community had increased access to care when they may otherwise have been waiting at
one of the campuses, or worse, having to travel to another city for care.

The centralized patient transfer process, which has streamlined patient transfers and
increased access to care, continues to allow for smoother inbound transfers from
surrounding cities such as Brownwood, Eastland, Anson, Rotan, Comanche, and Winters.
In addition, the centralized patient transfer process allowed for quicker and smoother
transitions between HMC and HMC-S as needed to help alleviate capacity constraints
(mentioned above). A single electronic medical record (“EMR”) across the system has also
helped facilitate these transitions more efficiently. Providers can easily access the patient’s
record in its entirety so that safe, quality care can be provided without delay.

Continued recruitment for critical staff is ongoing to provide the needed care for our
community. For example, Hendrick Health recruited Dr. Sunhee Kim who started on June
15, 2022. Dr. Kim is fellowship-trained in neurophysiology/IONM and board certified by
the American Board of Psychiatry and Neurology. Hendrick Health also added a new
oncologist at HMC-S who began providing inpatient and weekly clinic visits to patients in
July 2022.

Joint market perception of care and joint patient safety meetings continued. These
meetings involve efforts between HMC and HMC-S to identify best processes, root cause
analyses, and potential patient safety issues. Calls are conducted twice daily between HMC
and HMC-S to prevent holds in the emergency departments and to address staff sharing
to improve capacity across the system.

Hendrick Health established the Executive Patient Experience Committee to meet
quarterly. This committee is comprised of executive leadership and key physicians to help
drive strong patient experience in the emergency department and on the inpatient units.

Clinical integration and physician integration team meetings continued to ensure all areas
of the Abilene market (HMC and HMC-S) are continuously reviewed for best practices,
coordinated efforts, and streamlined processes, policies, procedures, etc. These meetings
occur on at least a quarterly basis.

The Risk/Safety “on call team” continued efforts to field calls 24/7 regarding patient safety
and risk management issues, including the standardized approach to end of life decision-
making consistent with Texas law, rule and regulation.

During Q4 FY2022, HMC-S attained laboratory accreditation through the College of
American Pathologists (“CAP”). CAP accreditation helps laboratories maintain accuracy of
test results, ensure accurate patient diagnosis, meet regulatory standards, manage
changes in laboratory medicine/technology, exchange best practices, and have access to
professional development for laboratory staff.

14
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o Hendrick Health has expanded access to various robotic procedures, including totally
extraperitoneal repair (“ETEP”).  This
reconstruction is used for complex abdominal wall hernias.

incisional hernia robotic abdominal wall

6. A summary of quality improvement measures for each hospital to address performance in

meeting quality performance standards.
[This Item contains proprietary, competitively sensitive information redacted from the public version.]

e In Quarter 4 FY2022, Hendrick Health continued pursuing the executive quality goals
recommended by the system-wide Quality Council: Cross-Matched to transfused ratio;
readmission rates; hospital-acquired infections; and culture of safety survey metrics. As noted
above, a committee was formed to work on matters related to readmission rates, focusing on COPD
and heart failure, which have high readmission populations. The fiscal year 2022 goals, as
previously reported, are included below.

o Reduce Cross-Matched to Transfused Blood ratio: 1:1.4

o Inpatient 30-Day Readmission Reduction?*: O/E < 1.0 in 5 of 6 conditions. (This benchmark
had to be changed mid-year due to a change in data vendors. It was changed to Observed
Rate =< Peer in 5 of 6 measures)

o Culture of Safety Survey

¢ Q1 “How comfortable would you feel stopping a process when you feel something
is not being done correctly that might harm a patient?” to 4.7

e Q2 “Do you know how to report a safety concern to be addressed at the Huddle
by going through the Patient Safety link on the Hendrick Hub?” to 80%

o HAC Reduction Domain 2 HAI SIRs: Achieve < 1.00 in each of 4 of 5 underlying measures,
which are:

e Central Line Associated Bloodstream Infection (CLABSI): 1.00 or less.
e Catheter-Associated Urinary Tract Infection (CAUTI): 1.00 or less.
e Surgical Site Infection (SSI): 1.00 or less.

e Methicillin-Resistant Staphylococcus aureus Bacteremia (MRSA): 1.00 or less.

13 Definition: Inpatient all cause 30-day readmission (Lower is better). Due to a change in vendor, the Readmission Quality Goal
was reevaluated, as the new vendor was not able to calculate risk adjustment for expected values for readmissions. Hendrick
Health formed peer groups for each campus, by size, type, and quality of facility and will use the peer groups for benchmarking.

15
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e Clostridium Difficile Infection (CDI): 1.00 or less.
o Patient’s Likelihood of Recommending the Hospital: Above 64% ranking 9 or 10 out of 10

In establishing and working toward the goals in these key areas, Hendrick Health continues to work
collaboratively across HMC and HMC-S to drive quality improvement performance for the system.
Hendrick Health tracks these quality measures internally on a continual basis, to develop strategies
and understand current performance.

Quality measures for CMS Star Rating, Leapfrog Safety Grades, Patient Experience, and
Readmissions are summarized below in Table 6.
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Table 6: Hendrick Health Summary of Quality Measure Performance

-
Quality Metrics Ra';e 2018 | 2018 | Fy2020 FY2021 FY2022
' T N T T R

Not Applicable

CMS Star Rating, HMC Pg. 8 4 4 3 3 5 5 (rating to be 4 4
released in Q3)
Not Applicable

Not available
(rating to be 4 4%
released in Q3)

CMS Star Rating, HMC-S Pg. 8 3 3 2 2 2 2 (rating to be 4 4
released in Q3)
Not Applicable Not available
Leapfrog Safety Grades, HMC ' Pgs. 8-9 A A A A A B (rating to be B B (rating to be A B®
released in Q3) released in Q3)
Not Applicable Not Graded?®
Leapfrog Safety Grades, (rating to be Not Not available -
Pgs.89 C C C B C C C C C
HMC-S g released in Q3) Graded (rating to be
released in Q3)
Pt. Experience Rating, HMC Pg.9 3 3 3 4 3 3 3 3 435 3 3 3 3
3 3 3 3 3
Pt. Experience Rating, HMC-S | Pg.9 '3 3 3 3 3 3 3 3 3 3 2 3 3 3 3
Pgs. 9-
Inpatient Volumes, HMC S 25k 27k 25k 6k
r—y 7k 8k 8k 8k 7k 8k 8k
Outpatient Volumes, HMC Pg. 10 227k 242k 231k 59k

71k | 75k | 76k 78k 71k 74k 76k
Outpatient Volumes, HMC-5**| Pg. 10 _ 13k

15.2% (CMS update in July 2021 - )
Patient Readmissions, HMC Pg. 11 14.8% 14.1% 14.0% applied the July rate to the fiscal | 14-4% (CMS update in July 2022 —
year in which it was released) applied the July rate to the fiscal year

. in which it leased
Patient Readmissions, HMC-S | Pg.11 = 15.1% 15.4% 15.3% Not Available? i which it was released)

14 The CMS Star Rating summarizes a variety of measures across five areas of quality (Mortality, Safety, Readmission, Patient
Experience, and Timely and Effective Care) into a single star rating. The time periods covered by each measure vary. For the July
2022 Star Rating, the data collection period for some measures goes back to July 1, 2017.

15 Leapfrog evaluates performance by measures that gather data from different sources, including CMS and the Leapfrog Hospital
Survey. The time periods covered by each measure may vary as well. For example, several measures from the most recent report
include CMS data going back to July 1, 2018 and Leapfrog Hospital Survey data from 2021 and 2022.

16 HMC-S will resume reporting Leapfrog data in 2022. When a new Safety Grade is released for HMC-S, it will be reflected in a
future quarterly report.

17 See Footnote 15.

18 Data reporting period of October 1, 2020 through September 30, 2021
19

20 As a result of the Merger in October 2020, legacy ARMC’s (now HMC-S) CMS Certification Number (CCN) was retired, therefore,
no data would be in CMS’s database to report for legacy ARMC. Going forward, all data on CMS’s website for Hendrick Medical
Center (1900 Pine Street) will be combined performance for both HMC and HMC-S.
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B. Efficiencies

7. A description of steps taken to reduce costs and improve efficiency.
[This Item contains proprietary, competitively sensitive information redacted from the public version.]

o Steps Taken to Reduce Costs: Hendrick Health continues to adhere to the structured process, as
outlined in previous Performance Reports, to reduce costs and improve efficiency. In Quarter 4
FY2022, Hendrick Health undertook additional steps to reduce costs and improve efficiency:

18
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Data regarding emergency department closures since the merger.

Current Emergency Department Locations: During Quarter 4 FY2022, there were no changes in the
number of Emergency Departments that Hendrick Health operated. As such, Hendrick Health still
operates two Emergency Departments at HMC and one Emergency Department at HMC-S, as
reported in the Baseline Performance Report. Each location is listed in Table 8a and Table 8b
below.

Table 8a: HMC Emergency Departments

Emergency Department Location Address Status
Waters Emergency Care Center (HMC) 1900 Pine Street, Abilene, TX 79601 Open
Hendrick Emergency Care Center Plaza 5302 Buffalo Gap Road, Abilene, TX 79606 Open

Table 8b: HMC-S Emergency Department

Emergency Department Location Address Status
Hendrick Emergency Care Center South (HMC-S) 6250 US-83, Abilene, TX 79606 Open

Emergency Department Closures: Hendrick Health has no plans to close any Emergency
Departments as of the date of this Report.

A description of how the hospitals have expanded telehealth and an explanation of how
the expansion has improved access to healthcare for the rural community by: (1) Providing
data demonstrating the expansion of telehealth and technology; and (2) Explaining how
the expansion of telehealth and technology improved the hospitals’ ability to treat a larger
patient population.

[This item contains proprietary, competitively sensitive information redacted from the public version.]

Telehealth: During Quarter 4 FY2022, Hendrick Health provided ambulatory telehealth services,
including primary and other non-emergency care services, to 1,547 patients through its virtual care
platforms (see Table 9). For comparison, the volume of in-person physician clinic visits was 77,628
in Quarter 4 FY2022, and the following represents historical data on in-person physician clinic visits:
Q3 FY2020: 37,244
Q4 FY2020: 50,905
Q1 FY2021:47,971
Q2 FY2021: 66,398
Q3 FY2021: 60,761
Q4 FY2021: 57,581
Q1 FY2022: 58,691

O O O O O
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o Q2 FY2022:55,789
o Q3 FY2022: 79,862
o Q4 FY2022:77,628
Telehealth capabilities remain available and are utilized by patients choosing that method of care.

As discussed in the Quarter 3 FY2021 report, effective May 2021, Telehealth Maternal Fetal
Medicine (MFM) services were added to provide remote MFM evaluation and treatment (including
MFM ultrasound) in the hospital’s Labor and Delivery department. This continued in Q4 FY2022.

Hendrick Health will continue to address how the expansion of telehealth and technology improved
the hospitals” ability to treat a larger patient population in future quarterly reports, as applicable,
and depending upon new laws, rules and regulations promulgated as the public health emergency
comes to a close. Volume numbers will be shown on a combined basis as both hospitals are
reported under a single NPI.

In 2022, Hendrick Health developed the Virtual Care Steering Committee. This committee’s
objective is to serve as a clearinghouse for vetting proposed virtual care services to ensure a
consistent approach to implementing those services. As part of ensuring a consistent approach,
the committee identified three immediate priorities of focus: increase access, improve the health
of our community/region, and build community/regional healthcare partnerships. Virtual care will
be a key component to furthering the Hendrick goals and priorities throughout our service area.
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Table 9: Ambulatory Telehealth Visits — Number of Patients Treated via Telehealth?

10.

11.

10,000
8,439
8,000 7,044
@
G 6,000
>
=
>
£ 4,000
>

2,568 2,636 2,569
1,867

2,111 1,940
' 1,547
. I 1 I I I I

FY20 FY20 FY21 FY21 FY21 FY21 FY22 FY22 FY22 FY22
(@) (@4) (Q1) (Q2) (@3) (Q@4) (Q1) (Q2) (@3) (Q4)

HMC ®Hendrick Health

Progress reports regarding the adoption of any new IT Platform.

IT Platform: As reported in prior Performance Reports, HMC and HMC-S completed the planned
migration to Allscripts Acute EMR platform with a go-live date of June 1, 2021, providing the
organization with a single hospital EMR system across both campuses. The single EMR has allowed
for physicians to document and see results in one system and for patients to access one portal,
providing greater connected care between facilities. The combined market allowed Hendrick
Health to weather the change in control and ownership of Allscripts to Altera Digital Health.

A description of any reduction in workforce since the issuance of the COPA based on
occupation, i.e. doctors, nurses, support staff, etc. Include the numbers and job titles of
any position eliminated, the total number of employees before and after the reduction,
and any impact the reduction has on patient service delivery.

As noted in previous quarterly reports, neither HMC nor HMC-S reduced its workforce as a result
of the pandemic. Rather, both facilities have experienced increased demand for staff.

Hendrick Health has been selected as a finalist for the 2022 Texas Workforce Solutions Large
Employer of the Year award.

As noted in the Q3 FY2022 Performance Report, Hendrick Health launched its service excellence
training program. This program provides employees with tools to continuously deliver high quality

21 Hendrick Health does not have access to legacy ARMC historical (FY2020 — Quarter 1 FY2021) telehealth data.
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healthcare and patient experience. Through Q4 FY2022, 4,106 employees completed a four-hour

training session.

e As of August 31, 2022, Hendrick Health employed 4,652 individuals, as compared to 4,596 as of
May 31, 2022 (end of Quarter 3 FY2022) (see Table 11 below). Hendrick Health continued to hire
additional local staff within the region, as needed to provide necessary services at HMC-S that had

been provided previously by out-of-state or third-party contracted workers before the Merger. For
example, in Quarter 4 FY2022, Hendrick Health hired 385 new employees in the Abilene market.

e To support staffing needs in Quarter 4 FY2022, Hendrick Health contracted with 355 travel
healthcare professionals.

e Please note from Quarter 3 FY2021 forward, employee counts for Hendrick Health (HMC and HMC-
S) will be reported on a consolidated basis as both hospitals are reported under a single NPI.

Location Employees
as of
Transaction
Closing
Date”
HMC 3,493
HMC-S 667
Total 4,160

resources.

Table 11: Workforce as of Quarter 4 FY2022?2

Employees Employees Employees Employees Employees Employees Employees @ Employees
asof Q1 as of Q2 as of Q3 as of Q4 as of Q1 as of Q2 as of Q3 as of Q4

FY2021 FY2021 FY2021 FY2021 FY2022 FY2022 FY2022 FY2022
3,461 3,547

o1 07 4,172 4,220 4,356 4,494 4,596 4,652
4,082 4,154 4172 4,220 4,356 4,494 4,596 4,652

Data and financial reports demonstrating savings from the reduction in duplication of

[This Item contains proprietary, competitively sensitive information redacted from the public version.]

22 please note that employee headcount includes employed physicians and advanced practice clinicians.

2 please note that employee count as of Transaction Closing Date was slightly inflated, as there were 30 CHS employees included
in Hendrick Health’s personnel tracking system that were not part of the Merger. As these employees remained with CHS, they
were removed from the Hendrick Health personnel tracking system on October 27, 2020.
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e Hendrick Health intends to continue thoughtfully evaluating opportunities through the post-
Merger integration process and will provide updates and estimated cost savings in subsequent
reports once more information becomes available.

13. Data showing the coordination of services before and after the merger and evidence
demonstrating how cost savings will be reinvested locally.
[This Item contains proprietary, competitively sensitive information redacted from the public version.]

e Pre-Merger Coordination of Services: Please refer to the Baseline Performance Report.

e Post-Merger Coordination of Services: By thoughtfully combining the resources of HMC and legacy

ARMC, Hendrick Health intends to better coordinate services, increase efficiencies, and optimize
patient care. As of the end of Quarter 4 FY2022, Hendrick Health continued to enhance the
coordination of services through the following:

o Coordination of Inpatient Capacity: During Quarter 4 FY2022, Hendrick Health faced
capacity limits, particularly emergency room and intensive care unit (ICU) capacity, at
both HMC and HMC-S, and relieved capacity by transferring patients to the other
campus for care. The community had increased access to care when they may
otherwise have been waiting at one of the campuses.

o Combined Operations and Executive Staff Meetings: Weekly Joint Abilene Operations
Meetings and Joint Abilene Executive Staff Meetings continued in an effort to
streamline leadership reporting, communication, and responsibilities across both
campuses.

o Unified Organizational Structure: Hendrick Health continued to integrate the
organizational chart across HMC and HMC-S in order to provide increased integration
of staffing, policy/procedures, and processes across both campuses. As previously
reported:
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House Supervisor Integration across HMC and HMC-S: House Supervisor integration
continued between both Abilene campuses to provide ability to float/flex staff and
increase vital communication between two facilities and the centralized transfer
center.

Quality of Care Committees: In Quarter 4 FY2022, Hendrick Health continued to utilize
its combined medical staff to establish and execute various committees. The
committees are responsible for reviewing and improving quality of care procedures.
The integration of these quality-of-care committees support quality of care initiatives
across the system.

Operating Room (OR)/Surgical Committee: As previously reported, an OR/Surgical
Committee was created at HMC-S to establish a process for evaluating metrics and
efficiencies related to surgical services. This committee rolls up to the Medical
Advisory Committee at HMC-S, which rolls up to the Medical Executive Committee for
the Abilene market, increasing communication and streamlining processes across both
campuses under the same medical model. Recurring meetings are held by the
OR/Surgical Committee.

Clinical labor float pool: Hendrick Health has continued to develop a pool of shared
clinical employees across HMC and HMC-S, i.e., a float pool, to address the staffing
needs of each campus. The float pool will ensure the resources are available across
both campuses. Other individual departments also evaluate when their staff can float
between HMC and HMC-S. In addition, as noted above, calls are conducted twice daily
between HMC and HMC-S to prevent holds in the emergency departments and to
address staff sharing to improve capacity across the system.

Centralized Transfer Center: Hendrick Health continued use of its centralized Transfer
Center, developed post-Merger, to better coordinate patient transfer requests from
surrounding hospitals. The centralized process allows Hendrick Health to better
coordinate services and access across its campuses as well as increase patient transfers
into the system. Below is the count of transfers from the region for Quarter 4 FY2022:

* June 2022: Accepted jjjjtransfers
* July 2022: Accepted [jjjjtransfers
* August 2022: Accepted [jjjjtransfers
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o Coordination of additional clinical staffing at HMC-S: During the Fourth Quarter
FY2022, Hendrick Health contracted with 355 travel healthcare professionals. HMC
and HMC-S engaged in significant coordination to ensure traveling nurses and
providers were evenly staffed between both campuses. Hendrick Health anticipates
additional oppo iti ini i i imi

atient services.

o New Robotic Procedures: Hendrick Health has expanded access to various robotic
procedures, including totally extraperitoneal incisional hernia repair (“ETEP”). This

robotic abdominal wall reconstruction is used for complex abdominal wall hernias.

Cost Savings Reinvestment Evidence: During FY2022, Hendrick Health has experienced increased

costs due to inflationary pressures consistent with general economic conditions. In addition to the
significant increase in expenses due to the COVID-19 pandemic, Hendrick Health has seen costs
continue to rise from materials and supplies to capital investment. Despite these financial
pressures, Hendrick Health continues to reinvest cost savings, where possible, to various local

initiatives, such as the Hendrick Service Center, _
I - d through other capital ex