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l. BACKGROUND AND SCOPE OF REVIEW

Catholic Medical Center (“CMC”) was founded in 1974, when Sacred Heart Hospital and Notre
Dame Hospital merged. With 330 beds, CMC is one of the largest medical centers in
New Hampshire.

Over time, CMC developed clinical services which helped to define it on a local, regional, and
national level. The Women’s Wellness & Fertility Center is the only Catholic OB-GYN practice
in New England. The New England Weight Management Institute is the largest surgical weight
loss program in the state. CMC’s Health Care for the Homeless Program, which provides primary
care for individuals who are experiencing homelessness or who are at risk of becoming homeless,
has been recognized as one of the top community health centers.

For decades, the New England Heart Institute, which later became the New England Heart &
Vascular Institute (“NEHVI”), has been CMC’s flagship service. NEHVI is a nationally
recognized center of excellence in the diagnosis and therapeutic management of cardiovascular
disease. It provides a wide variety of services including diagnostic and therapeutic cardiac
catheterization, electrophysiology procedures (including ablations), transcatheter aortic valve
replacement (“TAVR”), thoracic endovascular aortic repair (“TEVAR”), open heart procedures,
and vascular surgeries.

As a Catholic hospital, CMC adheres to the Ethical and Religious Directives for Catholic Health
Care Services. According to its Mission Statement: “The heart of Catholic Medical Center is to
carry out Christ’s healing ministry by offering Health, Healing, and Hope to every individual who
seeks our care.” CMC'’s Catholic affiliation and mission are critical to its identity. Expectations
regarding how CMC operates are framed, for many people, by its Catholic identity.

During the last several years, CMC has faced a number of extremely difficult challenges. Some
of these were known to, and addressed by, Senior Leadership! and the CMC Board of Trustees
(“Board”); others played out in much more public ways. The pivotal incidents include: (1) the
leave in 2018, taken by Yvon Baribeau, M.D., a longstanding cardiothoracic surgeon, his return,
and Dr. Baribeau’s subsequent retirement/separation from CMC in 2019; (2) the filing of a qui tam
complaint against CMC in 2018, and CMC’s $3.8 million settlement of that complaint in February
2022; (3) a demand by Abramson, Brown & Dugan (“Abramson Firm”) in 2020 to resolve
17 malpractice claims involving Dr. Baribeau’s patients, and the subsequent mediation of these
claims in October through December 2020; and (4) the failed CMC-Dartmouth-Hitchcock Health
System merger in May 2022.

Each of these incidents is significant in its own right. Any one of them in isolation, and certainly
several of these incidents in combination, should have served as an early warning signal and

For ease of reference, throughout the Report we have used the term “Senior Leadership” to refer collectively
or individually to the Chief Executive Officer, Chief Operating Officer, Chief Medical Officer, Chief
Financial Officer, Chief Nursing Officer, Senior Vice President, Physician Practice Network and Integration,
and/or Executive Medical Director of NEHVI. We appreciate that the individuals serving in these positions
have changed, in some instances multiple times, over the years. However, for the purpose of this Report, we
did not think it was necessary, at least in most circumstances, to specifically identify the individuals involved.



triggered an in-depth analysis of organizational accountability and systemic opportunities for
improvement. Instead of adopting a proactive, evaluative approach, CMC leadership adopted a
more defensive strategy. Valuable time and credibility were lost in pursuit of that strategy.

The situation at CMC reached a crescendo in September 2022 when the Boston Globe Spotlight
Team ran a series of articles about CMC and Dr. Baribeau. To his credit, Alex Walker, President
and Chief Executive Officer, used the Boston Globe articles as the basis to recommend to the
Board, that there be an independent, external review of its past and present clinical operations and
processes. After making this recommendation, and to facilitate objectivity, Mr. Walker excused
himself from the review process.?2 The Board then appointed a committee (“Special Board
Committee”), comprised of three Board members, Pamela Diamantis (chair), Matthew
Albuquerque, and Grace Tung, and Thomas Donovan, former Director of Charitable Trusts for the
New Hampshire Department of Justice, to oversee the review.

The Board’s charge to the Special Committee was that the review should be fair, thorough, and
objective, and should include the following: (1) an evaluation and assessment of the quality and
safety of the current CMC cardiac surgery program; (2) an evaluation and assessment of the past
and present policies, processes, and provider credentialing and peer review applicable to the
Medical Staff, Hospital Administration, and the Board, as well as each group’s implementation of
those policies, processes, and procedures; (3) an evaluation and assessment regarding the
functioning of shared responsibilities, delegated authorities, oversight roles and communication
structure among the Board, Medical Staff Leadership and Hospital Administration; and (4) an
evaluation and assessment of Board governance, including the roles of Board committees. CMC
contacted Horty, Springer & Mattern, P.C. (“HortySpringer”) to discuss a potential engagement
for this independent, comprehensive review.3

HortySpringer is a nationally recognized health law firm that, since 1971, has been dedicated to
working with hospitals, boards, and physician leaders, across the country to help patients receive
high quality, safe, competent care. HortySpringer works to prepare hospital and medical staff
bylaws and related governance documents including, but not limited to, credentialing, professional
practice evaluation/peer review, professionalism, and practitioner health policies. HortySpringer
provides legal counsel on physician contracting, fraud and abuse, compliance and other regulatory
matters. Since its inception, HortySpringer has conducted national, regional, and local educational
programs to train board members, administrators, and medical staff leaders on the law, core
functions, and best practices. CMC confirmed HortySpringer’s engagement for this review on
October 5, 2022.

2 As part of the review process, HortySpringer interviewed Mr. Walker. His interview spanned several
meetings.
3 In the early 2000s, HortySpringer served as outside counsel to CMC on a medical staff bylaws project and

provided sporadic follow-up advice through January 2007. CMC leaders also occasionally attended
HortySpringer’s national seminars.



. REVIEW PROCESS
A. Process Followed by HortySpringer

In furtherance of this review, HortySpringer requested a wide array of documents from CMC and
received significant support and cooperation in response to these document requests. It is
estimated that HortySpringer reviewed over 300,000 pages of documents. Documents requested,
received, and reviewed are outlined in Attachment 1.

HortySpringer was also provided with unfettered access to employees, including, but not limited
to, members of Senior Leadership, the Board, and the Medical Executive Committee (“MEC”).
Additionally, CMC assisted HortySpringer in contacting individuals no longer with the
organization who provided valuable and diverse opinions for this review.

Throughout the engagement, HortySpringer conducted over 250 hours of interviews. These
included 140 separate interviews of more than 90 individuals. The interviews were conducted on
a confidential basis. Specifically, individuals were assured that neither their name nor their
identity would be disclosed in any verbal or written report. HortySpringer determined that this
was important to encourage individuals to be candid and forthcoming in the information they
provided.

Our interviews included:

. 47 Physicians and Advanced Practice Professionals (“APPs”);

34 Administrators, including Senior Leadership, Directors, and Other Managers;

. 39 individuals who are no longer associated with CMC;

5 current and former lay Board members*; and
. 3 patients or patient family members (who reached out to us).

HortySpringer reached out to numerous individuals who had been interviewed by the Boston Globe
or were cited in the Boston Globe articles. The vast majority of individuals contacted agreed to
talk with us. Dr. Baribeau was invited to meet. On the advice of his attorney, he declined the
invitation.

In light of information contained in the Boston Globe articles which alleged that individuals had
suffered from retaliatory actions in the past, Timothy Riley, Chair of CMC Board, and
Pamela Diamantis, Chair of the Special Board Committee, prepared a statement explaining
HortySpringer’s engagement and pledging that “there will be no retaliation, of any sort, against
anyone who provides information as part of this review.” The statement invited individuals to

4 Some interviewees were counted twice because they fit more than one category.



contact them with concerns. A copy of this statement, which was provided to interviewees, is
included as Attachment 2.

HortySpringer met with the Special Board Committee and the MECS on a regular basis throughout
the engagement. The purpose of these meetings was to ensure that the Special Board Committee
and the MEC were aware of the review process.

B. Process Followed by NorthGauge

A critical part of the HortySpringer engagement was to review the quality and safety of the current
cardio thoracic (“CT”) surgery program.® NorthGauge Healthcare Advisors (“NorthGauge”) was
retained to take the lead on this part of the engagement. NorthGauge was selected because of its
extensive experience and expertise in working with hospitals and health systems across the country
on complex peer review matters, including comprehensive reviews of cardiac surgery and other
interventional/surgical programs.

Jon Moses, President and CEO of NorthGauge, actively participated in the review.
Joseph Cleveland, Jr., M.D., a board certified, cardiothoracic surgeon, working in conjunction with
NorthGauge, served as the clinical expert. Dr. Cleveland is the Chair of Surgery and Chief of the
Division of CT Surgery at the University of Colorado School of Medicine. A copy of Mr. Moses’
curriculum vitae is included as Attachment 3 and a copy of Dr. Cleveland’s curriculum vitae is
included as Attachment 4.

NorthGauge requested, obtained, and reviewed a variety of documents, including patient medical
records, statistical data, and clinical privilege delineations. These documents are outlined in
Attachment 5. NorthGauge and HortySpringer jointly conducted on-site interviews at CMC on
February 6 through 8, 2023. These interviews included:

o 12 Physicians and APPs;

o 6 Other Clinical Staff; and

o 10 Administrators, including Senior Leadership, Directors, and Other Managers.”
C. Outcome of Engagement
From the outset of the HortySpringer engagement, there have been ongoing discussions about how
the findings, conclusions, and recommendations would be presented. It was agreed that
HortySpringer would make a comprehensive presentation to the Special Board Committee; that
presentation took place on April 21, 2023. It was also agreed that HortySpringer would make a

joint presentation to the Board of CMC and the MEC; that presentation took place on
May 25, 2023. In addition, HortySpringer was requested to prepare a single written report

We also met individually with almost every current member of the MEC.

6 Other than to assess the peer review process, HortySpringer was not charged with reviewing medical
procedures performed by Dr. Baribeau.
7 Some interviewees were counted twice because they fit more than one category.



(“Report”) that would be shared with the Board, the MEC, and others as the Board deemed
appropriate. This document is that Report.

HortySpringer recommended that if the Board intended to share the Report with third parties,
confidentiality requirements should be respected. These confidentiality requirements include, but
are not limited to, the New Hampshire peer review statute (see N.H. Rev. Stat. Ann. §151:13-A)
which protects peer review documents, and the federal HIPAA Privacy Rule (see 45 C.F.R. parts
160-164 (“HIPAA”) which protects individual health information. Additionally, confidentiality
provisions included in employment and/or employment-related agreements must be respected.
The Report has been prepared in conformity with this advice.

In carrying out the Board’s charge, it was not possible to review every document and interview
every individual with potentially relevant information. With that as a caveat, HortySpringer is
confident that we have sufficient information to render findings, conclusions, and
recommendations. Should there be additional information that impacts the findings, conclusions,
and recommendations, HortySpringer reserves the right to update this Report.

1. LEGAL ANALYSIS AND CONFIDENTIALITY REQUIREMENTS
A. Medicare Conditions of Participation, State Law, and DNV Standards

From the inception of licensing statutes, regulations, and accreditation standards, the governance
structure of hospitals included the governing body, administrators, and the medical staff. This
governance structure has often been referred to as a “three-legged stool.” In order for a hospital
to be successful, each of these groups must be proficient with respect to its core functions; the
team must be committed, strong, and balanced. There must also be an appreciation of and respect
for the other members of the team — one cannot succeed without the strength, balance, and success
of the others.

Hospital governance is addressed by the Medicare Conditions of Participation (“CoPs”). All
hospitals participating in the Medicare program must adhere to the CoPs. The CoPs require that
there be “an effective governing body that is legally responsible for the conduct of the hospital.”
42 C.F.R. 8482.12. According to the CoPs, the board must ensure that there is a medical staff and
that the medical staff “is accountable to the governing body for the quality of care provided to
patients.” 42 C.F.R. §482.12(a). The CoPs also require that the board “appoint a chief executive
officer who is responsible for managing the hospital.” 42 C.F.R. §482.12(b).

In furtherance of its responsibilities, the medical staff must make recommendations, to the
governing body, regarding the grant of medical staff appointment and reappointment, and the grant
of clinical privileges. The CoPs also require that the medical staff, with the approval of the
governing body, adopt and enforce bylaws to carry out its responsibilities. See 42 C.F.R.
88482.22(a)(1); 482.22(a)(2); 482.22(b); 482.22(c); and 482.22(c)(6).

The role and responsibilities of the board, administration, and the medical staff are also addressed
in the New Hampshire hospital licensing regulations. See N.H. Code Admin. R. Ann. He-P
802.16(a)(4) and 802.16(e)(1)(d). The accreditation standards for DNV, the organization that



accredits CMC and oversees CMC’s compliance with the CoPs, also addresses the joint
responsibility and accountability of the governing board, medical staff, and administration. See
DNV GB.2 SR.1c.

B. Board Responsibilities

On May 26, 2022, Thomas Donovan, then Director of Charitable Trusts,® was invited to address
the Board of CMC.? His focus was the fiduciary duties of Board members, including the duty of
care, duty of loyalty, and duty of obedience to the institution’s mission. With respect to whether
Board members have satisfied their duty of care, Mr. Donovan advised that consideration will be
given to the duty of attention, including whether Board members showed up and actively
participated in Board meetings. Consideration will also be given to the quality of Board members’
decision-making and their duty not to waste assets.

Mr. Donovan made it clear that while the Charitable Trust Unit does not want Boards to be too
risk averse, it will consider whether Board members listened to outside experts and challenged
mixed signals between outside experts and management. Specifically, the Charitable Trust Unit
expects Board members to: (a) continually undergo training and education programs; (b) hold
hospital management accountable and bring their experience, interest, and expertise to their
service; (c) find and consult outside experts who do not rubberstamp everything management
wants to do but will dig in and give frank advice; (d) make decisions consistent with the hospital’s
mission; (e) question management if they are headed in the wrong direction; and (f) document
tough questions in minutes.

At the May 26, 2022 meeting, Mr. Donovan also reminded the CMC Board that, in making
decisions, Board members have a duty of obedience to the institution’s mission. At CMC, the
mission is “to carry out Christ’s healing ministry by offering Health, Healing, and Hope to every
individual who seeks our care.” Mr. Donovan’s guidance, then and now, is instructive. It provides
an important framework within which this Report should be reviewed, analyzed, and used.

IV.  FINDINGS AND CONCLUSIONS OF NORTHGAUGE

CMC reports to the Society of Thoracic Surgeons (“STS”) Database and the STS/ACC TVT
Registry for TAVR. The cardiac surgery program has a 3-star rating from STS for coronary artery
bypass grafting (“CABG”), which places it in the top tier of CABG programs in the United States
for outcomes such as avoidance of mortality or major complications. The three CT surgeons who
practice at CMC, Benjamin Westbrook, M.D., David Caparrelli, M.D., and Gerald Sardella, M.D.,
appear to have excellent technical skills and judgment.

Prior to the on-site visit, NorthGauge requested that CMC provide medical records for 15 cases,
five for each of the CT surgeons, Drs. Westbrook, Caparrelli and Sardella. As requested by

8 As noted above, Mr. Donovan was appointed to the Special Board Committee at CMC to oversee the review
undertaken by HortySpringer.

9 Mr. Donovan is an expert in board governance. Inviting him to present to the Board is exactly the kind of
education that HortySpringer is recommending. CMC should be commended for proactively providing this
education.



NorthGauge, these were highly complex cases in which there had been complications.
Dr. Cleveland performed a detailed case review for each of these 15 cases.’® Dr. Cleveland
determined that the standard of care had been met in each of the cases he reviewed.

Prior to the on-site visit, NorthGauge also requested that CMC provide medical records for three
cases to evaluate the concern that patients had been unnecessarily “kept alive” to avoid the 30-day
mortality reporting requirement. Dr. Cleveland performed a detailed case review for each of these
three cases.!1 Dr. Cleveland determined that there was no evidence that patients were being kept
alive to avoid the 30-day mortality reporting requirement. Furthermore, in reviewing case logs for
the prior 18 months, there was no evidence of a pattern of patients dying at or near the 30-day time
period. This also supports that there was no concerted effort to alter patient care to improve
mortality rates.

On behalf of NorthGauge, Mr. Moses and Dr. Cleveland conducted a two-and-a-half-day on-site
visit at CMC from February 6 through 8, 2023. During this on-site visit, Dr. Cleveland directly
observed a CT surgery procedure and attended a structural heart meeting. HortySpringer
participated in all aspects of this on-site visit with the exception of the intraoperative and
postoperative surgical case review.

Dr. Cleveland confirmed that the CT surgery program and cardiology have a coordinated and
supportive approach to aortic valve disease. The TAVR program is robust and the discussion of
the structural heart patient at the meeting confirmed a collegial, patient-focused program. The
institutional resources for cardiac surgery appear to be adequate.

Dr. Cleveland’s extensive case review, along with his observations and his assessment from the
on-site review, highlight the complexity and breadth of cardiac surgery offered by CMC to patients
in Southern New Hampshire/Northern New England. Based on a peer review of cases, a review
of outcomes, limited observation of surgery, the training and experience of the CT surgeons, and
information gleaned from interviews with physicians and staff during the on-site visit, the CT
surgery program at CMC is high functioning with excellent outcomes.

Senior Leadership views the CT surgeons as “rock stars” who are “fighting above their weight
class.” There is, however, an opportunity for improvement in the quality management and peer
review programs. While the CT surgery program is safe and of high caliber today, it is imperative
that systems, processes, and plans be reviewed and updated to ensure the CT surgery program
remains at its current state.

V. FINDINGS AND CONCLUSIONS OF HORTYSPRINGER
A. Boston Globe Articles

As reported, the Boston Globe interviewed over 40 individuals who currently and previously had
worked and practiced at CMC. The articles contained detailed information, including information

10 The medical record review contains protected health information that is confidential and privileged pursuant
to HIPAA and therefore is not included in this Report.
1 See footnote 11 above.



that appears to have come from confidential peer review meetings at CMC.12 Based on our review,
we found that the Boston Globe articles, in general, accurately reported critical patient care events
and concerns at CMC.

At the same time, we found that in several key areas the articles did not completely report
underlying events or fully reflect the complexities of hospital operations. HortySpringer wanted
to address those issues from the Boston Globe articles which, as confirmed during interviews,
appeared to be misunderstood, including Dr. Baribeau’s malpractice history, allegations that
patients were kept alive to avoid 30-day mortality reporting, and allegations that CMC put profits
over patients. Other issues identified in the Boston Globe articles are addressed later in this Report.

With respect to his malpractice history, the Boston Globe articles asserted that Dr. Baribeau had
“one of the worst malpractice records among all physicians in the United States.” This is not
completely accurate. Prior to his departure from CMC in October 2019, Dr. Baribeau’s
malpractice history was not particularly concerning or unusual. In fact, Dr. Baribeau had settled
only four malpractice claims, including one settlement in September 2018. While it could be
argued that Dr. Baribeau became an outlier, with respect to his malpractice history, after the
settlement of the malpractice claims brought by the Abramson Firm in 2020, that was not the case
prior to his departure from CMC in 20109.

Seventeen of the 21 malpractice claims that were settled on behalf of Dr. Baribeau were raised by
the Abramson Firm in the fall of 2020, more than a year after Dr. Baribeau had left CMC. If any
of these 17 malpractice claims had been settled during Dr. Baribeau’s tenure at CMC, per its
consistent practice, the settlement would have been shared with the Credentials Committee, MEC,
and Board. CMC cannot be faulted for failing to act on 17 of the 21 malpractice settlements, when
these settlements were not entered into until after Dr. Baribeau left CMC. The New Hampshire
Department of Justice, in its April 14, 2023 report, reached a similar conclusion with respect to
Dr. Baribeau’s license.

However, as addressed in Section V.G of this Report, there were significant shortcomings in
CMC’s Medical Staff Peer Review Policy!3 and process. Perhaps as a result of these shortcomings,
some of Dr. Baribeau’s cases were not reviewed through the peer review process, including some
cases that resulted in a death or serious complication. In fact, eight of the 17 malpractice claims
brought by the Abramson Firm had not been reviewed through CMC’s peer review process.
Although there is no evidence that the shortcomings in the Peer Review Policy or process were
intentional or designed to protect Dr. Baribeau, they presented significant opportunities for
improvement.

CMC’s response to the settlement of the malpractice claims also presented an opportunity for
improvement. Specifically, CMC could have used the settlement of the 17 malpractice claims as

12 It should be noted that communicating confidential peer review information to third parties, including the
media, is contrary to the New Hampshire peer review statute, which states that peer review records “shall be
confidential.” N.H. Rev. Stat. Ann. §151:13-A.ll.

13 This policy was changed over time, including its name. For ease of reference, it will be referred to as the
Peer Review Policy.



an opportunity to vigorously pursue a contemporary, pro-active effective quality and peer review
process. We did not see evidence that this occurred.

The Boston Globe articles also asserted that patients at CMC were kept alive for more than 30 days
solely for the purpose of manipulating reporting statistics. NorthGauge evaluated this allegation
as part of its review, and found no evidence to support it. (See Section IV of the Report for further
analysis of this issue.)

The Boston Globe articles also insinuated that CMC put profits over patients. In retrospect, while
there were shortcomings in the peer review process, there also had been a good faith effort to
improve the Peer Review Policy and process. There is no evidence that these shortcomings were
purposeful or profit motivated. Rather, the peer review process was compromised both by process
failures and by a breakdown in the relationships between Senior Leadership and members of the
MEC which developed over years, and led to a significant lack of trust, respect, and
communication.

B. Foundation for Quality of Care

The physicians and APPs practicing at CMC (“Medical Staff members”), along with the nursing
staff, and clinical support staff, are clinically expert, dedicated, and committed to CMC and its
patients. The current Medical Staff, along with the nursing and clinical support staff, create a
strong foundation for the consistent delivery of high-quality care to patients and for promptly and
effectively addressing issues that may arise.

This foundation is also capable of supporting the systemic and overarching changes that CMC
must make to recapture its mission, vision, and values, and ultimately reclaim its reputation. If
CMC does not make significant, systemic, overarching changes, we would expect to see further
deterioration in this foundation at continued risk to the organization.

C. Dr. Baribeau’s Clinical Practice!4

Dr. Baribeau was a highly skilled, technically proficient CT surgeon who was committed to his
practice and his patients. Dr. Baribeau was demanding of himself and others and was perceived,
by some, as arrogant. Dr. Baribeau’s philosophy of giving every patient a chance to survive led
him to perform surgery on many patients for whom other surgeons would not have performed
surgery.

Despite being highly skilled and technically proficient, Dr. Baribeau had occasional cases that
raised serious concerns about his judgment and decision-making. When confronted with concerns
about these cases, Dr. Baribeau rarely accepted responsibility and instead seemed to deflect
attention away from himself by questioning the process and/or the care provided by others.

In retrospect, an argument could be made that more should have been done to discipline
Dr. Baribeau over the years. However, the record clearly reflects that the underlying

14 The details about any peer review activities involving Dr. Baribeau are protected by the New Hampshire peer
review statute, N.H. REV. STAT. ANN. 8§ 151:13-A, and, as such, are not included in this Report.



recommendations for the actions taken in the earlier years, were made by the MEC and approved
by the Board, as required by the Credentialing Policy and the CMC Corporate Bylaws. If more
significant disciplinary action should have been taken against Dr. Baribeau, Senior Leadership, the
MEC, and the Board, would have been responsible for doing so.

In 2016, as recommended by the MEC, and approved by the Board, Dr. Baribeau was reappointed,
without any conditions. Reappointment with conditions would have helped to send a clearer
message to Dr. Baribeau regarding expectations and the consequences if those conditions were not
satisfied. We view the failure to impose conditions when Dr. Baribeau was reappointed in 2016
as a missed opportunity for improvement.

Between mid-2016 and 2018, no cases were referred to the MEC for a formal investigation and
there was no other mechanism for oversight of the overall quality of care by the MEC. While there
is no evidence that there was a deliberate attempt to keep information from the MEC or Board,
this presented a significant opportunity for process improvement.

D. Dr. Baribeau’s Employment

In August 2013, CMC entered into an Asset Purchase Agreement with Cardiothoracic Surgical
Associates. According to the Agreement, CMC Physician Practice Associates (“PPA”) would
employ Dr. Westbrook and Dr. Baribeau for a period of five years. The employment contract
entered into by PPA and Dr. Baribeau (“Baribeau Employment Agreement”) did not include a “no
cause” termination provision. It also did not include any specific terms or conditions to reflect
issues that had been recently addressed with Dr. Baribeau. It would have been advisable to build
safeguards into the Baribeau Employment Agreement to allow PPA to more readily address any
issues that might arise in the future.

E. Dr. Baribeau’s Leave of Absence and Return to Practice

The Boston Globe reported that Dr. Baribeau returned to work, after a medical leave, and continued
to operate during the summer of 2018 while he was undergoing chemotherapy.1> During this time,
CMC followed its employment processes in allowing Dr. Baribeau to return to work from the
leave. Dr. Baribeau did not report either his leave, or any change in his health status, to the Medical
Staff Office at the time.16 As a result, neither the MEC nor the Practitioner Health Committeel”
was involved in evaluating or monitoring his return to practice.

HortySpringer found no conclusory evidence that Dr. Baribeau was impaired or compromised
during this period in a way that would have impacted the quality of care he provided to patients.

15 The details of any medical condition Dr. Baribeau might have had, and any treatment he might have
undergone, are confidential, pursuant to HIPAA, and thus are not included in this Report.
16 The Credentialing Policy only requires a member to request a leave of absence if the member will be away

from patient care responsibilities for 9o days or longer. The reapplication form expressly requires that a
member notify the Medical Staff Office of “any changes in my health status that might affect my ability to
practice medicine....”

1 The name of this committee has changed over time. For consistency, and to avoid confusion, for the purpose
of this Report, it will be referred to as the Practitioner Health Committee.
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Some staff who worked with Dr. Baribeau in CMC’s CVOR?8 were adamant that there was no
change in his performance. The documents also reflect that his practice partners had no concerns
about his clinical performance or decision-making.

However, beginning in mid-July until mid-August 2018, nurses, APPs, and other physicians
reported concerns about Dr. Baribeau. Dr. Baribeau continued to practice while these concerns
were evaluated by Senior Leadership. Dr. Baribeau went on vacation on August 20, 2018. He did
not return to work until after he was cleared through the employment process. After his return,
Dr. Baribeau limited his practice to the Vein and Vascular Specialists Center. This was not a
condition or limitation that was imposed on his clinical privileges by the Medical Staff; the change
appears to have been an accommodation made by PPA to Dr. Baribeau.

CMC had a legitimate legal interest in protecting Dr. Baribeau’s right to privacy under HIPAA.
At the same time, when Dr. Baribeau requested to return to a clinical practice at CMC, including
in the CVOR and the ICU, Senior Leadership had a responsibility to confirm that he was safe and
competent to do so. The HIPAA Privacy Rule allows protected health information to be used and
disclosed without the authorization of the individual for health care operations, which includes
peer review. This responsibility could have been fulfilled with a referral to the Practitioner Health
Committee, but no such referral was made.

Dr. Baribeau also had an obligation to report any change in his health status to the Medical Staff
Office and/or the Practitioner Health Committee so that an assessment could be made as to whether
he was safe and competent to practice, especially after the leave. There is no documentation to
support that Dr. Baribeau provided notice to the Medical Staff Office of any change in his health
status during this time frame.

F. Duties and Responsibilities of the Board

Governance of hospitals is a complex, intricate, and multifaceted responsibility. The board must
delegate many responsibilities to administration and the medical staff. However, the board is
ultimately responsible for all decisions. The CoPs, New Hampshire hospital licensing regulations,
and DNV standards all clearly require that the board is ultimately responsible for the conduct and
operations of the hospital. In common parlance: “The buck stops with the Board.”

This does not mean that the Board is required to second-guess all recommendations made by
Senior Leadership or the Medical Staff. However, Board members must be vigilant in reviewing
recommendations, they must ask probing questions, they must bring their experience to their
service, and they must hold Senior Leadership and the Medical Staff accountable.

As supported by the actions taken with respect to Dr. Baribeau, at least in the earlier years, the
evidence supports that the Board fulfilled its legal responsibilities. Board members asked Senior
Leadership and the Medical Staff probing questions, modified and improved upon
recommendations, and used and relied upon outside experts.

18 The CVORs were designated operating rooms used exclusively by the CT surgeons.
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Thereafter, there was little or no information pertaining to Dr. Baribeau that was brought to the
Board’s attention. No recommendations were presented to the Board, which would have caused
Board members to ask probing questions, modify and improve recommendations, or use outside
experts.

Throughout the summer of 2018, it is not clear that the Board was kept apprised of any issues
pertaining to Dr. Baribeau’s health status. Any issues were managed exclusively by Senior
Leadership. By the time the Board was apprised, Dr. Baribeau had received clearance to return to
practice.

In 2020, the Board was informed of the 17 malpractice claims that had been raised by the
Abramson Firm and the Board approved the settlement of those claims. At that time, it is not
apparent that the Board asked probing questions of Senior Leadership about the underlying claims.
It appears as though the Board accepted the representations made by Senior Leadership.

While some of those representations may have been accurate, it was also true that there were
significant shortcomings in the peer review process as evidenced by the fact that eight of the 17
cases that were settled were not reviewed through that process. In conjunction with the settlement
of the malpractice claims, the Board should have asked probing questions about the peer review
process and held Senior Leadership and the Medical Staff accountable for reviewing and revising
the peer review process.

Additionally, after being made aware of the qui tam action, and certainly after the settlement of
that action in February 2022, the Board should have asked probing questions of Senior Leadership
about the coverage arrangement at issue and held the responsible members of Senior Leadership
accountable.

G. Peer Review Process

Our review of the peer review process at CMC focused on the application of the process to
Dr. Baribeau. Our findings and conclusions are offered from that perceptive. However, in light
of the information received, we are concerned that the issues identified with respect to
Dr. Baribeau also exist elsewhere in the organization. Recent feedback from an administrative
director supports our concern.

The Board is responsible for overseeing the development and implementation of a robust, ongoing
peer review process. Along with the credentialing process, the peer review process is one of the
core functions that the Board delegates to the Medical Staff. This function directly impacts the
quality of patient care.

The peer review process at CMC was carried out in accordance with the Credentialing Policy and
the Peer Review Policy. The Credentialing Policy was triggered when there were more serious
concerns that required a formal investigation and perhaps the imposition of disciplinary action. As
drafted, the MEC was actively involved in this process.
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The Peer Review Policy provided guidance for the review of lower-level concerns. It did not
include an active role for the MEC. Rather, the MEC served more as an appeal body; it only
reviewed certain cases. The MEC could approve the use of an external expert for the review of a
case; however, the results of the external review were not automatically shared with the MEC.
The Peer Review Policy included an escalation process.

Even after the Peer Review Policy was revised, and the Peer Review Committee was formed in
the fall of 2017, that committee also did not oversee, and was not responsible for, the entirety of
the peer review process. Rather, the Peer Review Committee only reviewed cases in which the
reviewer had assigned a certain score or if the physician, who was the subject of the review,
“appealed” a rating. This is not a common practice.

As a result, neither the MEC nor the Peer Review Committee had a comprehensive understanding
of Dr. Baribeau’s practice. There is no evidence that the Peer Review Policy was drafted to protect
Dr. Baribeau. There is also no evidence that the implementation of the Peer Review Policy was
unique to Dr. Baribeau.

At CMC, the rigor and effectiveness of the peer review process depended, in large part, on the
reporting of cases through 2BSafe which was inconsistent at best. It also depended on the
substantive review performed by the section chief or department chair. If these reviews were
inadequate, the process would fail because there was no oversight by the MEC, Peer Review
Committee, or any other Medical Staff Committee. For these reasons, as outlined in
Recommendation F, HortySpringer is recommending that the Peer Review Policy be revised.

Other issues also impacted the effectiveness of the peer review process at CMC. For instance, the
scoring of cases became a major distraction most likely because certain scores had specific
consequences.1® Thus, assigning a score to a particular case seemed to be the primary focus of the
peer review process instead of the more productive, important function of identifying opportunities
for improvement that might exist for cases under review.

Additionally, at CMC, the way in which conflicts of interest were addressed fueled suspicion about
the peer review process. There is evidence to support that, at CMC, conflicts seemed to be both
undermanaged (i.e., relying almost exclusively on the section chief to perform reviews) and
overmanaged (i.e., determining that the department chair, who had reviewed a case, could not
attend a meeting where that review was being discussed). The Peer Review Policy should provide
additional guidance on how to appropriately manage conflicts of interest. (See
Recommendation F.)

Morbidity and Mortality (“M&M”) Conferences are designed to give Medical Staff members an
opportunity to learn about interesting and complicated cases and consider process changes. As
such, they are a valuable part of the overall peer review process. Importantly, however, M&M
Conferences are not designed, and should not be used, as a substitute for individual focused peer
review. The Peer Review Policy should provide guidance on how M&M Conferences are
conducted and documented. It should also articulate a referral process from individual focused
peer review to M&M Conferences and vice versa. (See Recommendation F.)

19 This is a common problem with peer review policies.
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It was reported that M&M Conferences were more or less discontinued in 2020 because of COVID.
After the Boston Globe articles, and the breach of confidentiality, there was an unwillingness on
the part of Medical Staff members to again participate in M&M Conferences. The reluctance to
continue M&M Conferences because of the breach of confidentiality is understandable. However,
the reluctance must be overcome to serve the important goal of identifying and addressing system’s
issues, educating providers, improving patient care, and, in some instances, identifying cases that
should be referred for further review consistent with the Peer Review Policy.

All hospitals have an incident reporting system that refers cases into the peer review process.
However, at CMC, since there are no standard triggers (e.g., mortality or serious complication),
2BSafe reports are the main way to trigger the peer review process. Several critical steps should
be considered to revise the 2BSafe reporting process. (See Recommendation H.)

H. Perceived/Real Culture of Retaliation

The Boston Globe articles asserted that CMC retaliated against individuals who criticized
Dr. Baribeau. Over time, a dangerous divide developed between Senior Leadership and certain
members of the MEC. The divide was detrimental to the peer review process and resulted in
actions being taken by CMC that were viewed, by many, as retaliatory.

One of the allegations of retaliation related to Raef Fahmy, DPM, a long-standing member of the
Medical Staff who also held various leadership positions, including as a Board member.
Dr. Fahmy was appointed to serve as Chief Medical Officer in 2012. He also served as Chief
Medical Information Officer.

In late 2014, Dr. Fahmy spoke up at an MEC meeting and suggested that additional action be taken
with respect to a pending peer review matter. Shortly thereafter, Dr. Fahmy was removed from
his position as Chief Medical Officer and was made a full-time Chief Medical Information Officer.
Around the same time, Dr. Fahmy approached several Board members to report his concerns about
the same peer review matter. Dr. Fahmy was given a letter questioning his actions in contacting
Board members.

For reasons which may have been unrelated to the way in which he managed concerns about the
pending peer review matter, Senior Leadership decided that Dr. Fahmy was not a good fit for the
Chief Medical Officer position. That was their prerogative. However, instead of appearing to
demote Dr. Fahmy for speaking out or reprimanding him for raising concerns to Board members,
Senior Leadership should have done more to explore those concerns. The timing of his demotion
and his reprimand are concerning.

Another allegation of potential retaliation pertained to David Goldberg, M.D., an interventional
cardiologist, who was employed by PPA and who, in 2016, was serving as Vice President of the
Medical Staff. Dr. Goldberg had been slated to become the next President of the Medical Staff
beginning January 1, 2017. Atthe December 20, 2016 meeting of the MEC, Dr. Thomas Kleeman,
then President of the Medical Staff, announced Dr. Goldberg’s departure from CMC. This was
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described as an employment matter and members were told that no additional information could
be provided.

Allegations of retaliation were also raised by another member of the Medical Staff who had served
in various leadership roles, including Chair of the Peer Review Committee, and who was also
employed by PPA. In 2018, this physician received a letter which explained that the renewal of
his employment contract had been delayed, in part, because of his actions in a peer review matter
and because of a pattern of incidents involving his behavior.

The MEC was unaware of any underlying behavioral complaints related to Dr. Goldberg or this
other physician. Since they were both members of the Medical Staff, PPA should have shared any
complaints about them with the MEC. Then, the MEC could have addressed the complaints either
on its own or in conjunction with PPA. By compartmentalizing ‘“behavioral” issues and dealing
with them exclusively through PPA, the credentialing and peer review processes were devoid of
potentially important information.

PPA has the right to employ, or not employ, physicians as it sees fit. However, Dr. Goldberg’s
sudden and unexpected departure resulted in the term “Goldberged” being coined; the term is now
used to explain whenever a physician leaves CMC without explanation. Dr. Goldberg’s sudden
departure was also viewed as an event that was carried out by Senior Leadership against a duly
elected Medical Staff officer to silence his complaints against Dr. Baribeau. Similarly, threatening
a physician’s employment because of his involvement in a peer review matter sent the wrong
message to him and to other members of the Medical Staff. These events fostered distrust of Senior
Leadership and fed into the perception of a culture of retaliation.

. Coverage Arrangement with Dr. Paicopolis

Mary-Clare Paicopolis, M.D. is a Board-certified cardiologist whose primary practice is at Lakes
Regional General Hospital in Laconia, New Hampshire. She referred her patients who needed
further cardiac testing and interventional procedures to CMC and other hospitals. As a solo
practitioner, Dr. Paicopolis needed a physician to cover her practice and PPA provided coverage
for her.

A qui tam complaint was filed against CMC in June 2018 and included allegations about the
coverage arrangement with Dr. Paicopolis. CMC settled the qui tam action in February 2022 for
$3.8 million. The explanation to Medical Staff members, regarding the qui tam settlement, was
that it was a technical issue. This explanation was not found to be credible and, instead, fueled
distrust of Senior Leadership by some members of the Medical Staff.

With specific reference to Dr. Paicopolis, in an e-mail dated June 20, 2019, PPA employees were
warned “negative comments or criticisms of any of our colleagues, including referring providers,
is unacceptable and could lead to disciplinary action.” This kind of e-mail fostered the narrative
of culture of fear and retaliation at CMC.

The Board was informed of the settlement of the qui tam action. However, it does not appear as
though Board members inquired of Senior Leadership how and why the coverage arrangement was
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entered into, or how it continued for so long without internal detection and further review. Perhaps
most importantly, there is no information to support that the Board held anyone accountable for
this arrangement.

J. Stroke Certification Survey

CMC’s stroke program was surveyed by The Joint Commission in October 2021.20 As part of the
survey, signed and dated OPPE reports were provided to the surveyor. The OPPE reports did not
accurately reflect a review that had occurred; they had been signed and dated during the survey to
avoid a citation.21

This matter was brought to the attention of Jessica Arvanitis, Compliance & Privacy Officer,
Deputy General Counsel, who timely and thoroughly addressed the matter from a compliance
perspective and reported it through the appropriate channels, including notification to The Joint
Commission. The Board was informed about what had occurred. However, the Board was not
advised of the names or positions of the individuals involved. The MEC was not informed of this
incident until April 2023.

The individuals involved in this incident remained in their positions and continued to serve on the
Board’s Quality Management and Patient Experience Committee. Given the position of the
individuals who were involved in this incident, it would have been prudent to share their identity,
at least, with members of the Board Executive Committee and Medical Staff officers.

The underlying offense of misrepresenting documents submitted to The Joint Commission during
a survey is very serious. Action was taken with respect to both employees. More rigorous
corrective action, including a demotion, focused education, and/or resignation from key
committees and leadership positions, should have been considered given the serious nature of their
actions.

K. “Stay in Your Lane”

The most valuable resources a hospital has are its employees and medical staff. A successful
hospital must train, support, educate, and empower its Medical Staff leaders, including its
employed physicians and APPs (“employed practitioners”), so they can fulfill the core functions
of a self-governing Medical Staff. Hospitals, like CMC, which have a large number of employed
practitioners, must strike a balance between their role as employer and their obligation to support
and empower Medical Staff leaders. An organization that wields too much control over its
employed practitioners risks creating a Medical Staff that is unwilling or unable to fulfill its core
functions as outlined in the CoPs, accreditation standards, and state law.

At CMC, Senior Leadership seemed focused on controlling employed practitioners. For instance,
it was reported that Senior Leadership did not welcome, invite, or value the input of employed
practitioners, but rather made comments such as: “the best employees are the ones I never hear
from.” Employed practitioners also reported feeling “slapped” or “smacked down” when making

20 This survey was conducted before CMC elected to change to accreditation by DNV.
21 CMC had been cited by The Joint Commission in 2020 for deficiencies in its OPPE process.
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suggestions or raising concerns to Senior Leadership. It was reported by employed practitioners
that Senior Leadership told them to “stay in your lane.”

One member of Senior Leadership routinely wielded their authority in what some interviewees
described as an authoritarian, bullying, disrespectful manner. Knocking people down in an effort
to control them is highly destructive, inconsistent with CMC’s mission, and counterproductive to
the goal of building a cohesive team.

Well qualified, committed physicians and APPs are difficult to find and harder to keep. Senior
Leadership should take steps to develop and maintain meaningful relationships with Medical Staff
members (including but not limited to their employed practitioners), by engaging them in problem
solving rather than sidelining them. Ignoring or, worse, retaliating against those efforts, stymies
innovation and creativity to the detriment of the organization.

L. Quality Management

The CoPs require that hospitals have a quality assessment and performance improvement
(“QAPI”) program that is data driven and focused on indicators. The QAPI program must reflect
the complexity of the services provided at the hospital.

According to a March 9, 2023 Memorandum from CMS, QAPI deficiencies are the third most
frequently cited problem. A hospital with a well-designed and well-maintained QAPI program
can significantly enhance its ability to provide high quality safe care to patients. A strong QAPI
program requires leaders who have the appropriate training, expertise, and commitment.

From the information received during the review, it appears that CMC’s QAPI program lacks the
necessary leadership. By way of example only, TIC OPPE deficiency from 2020 has still not been
corrected. Even though CMC is no longer accredited by TJC, a robust OPPE process is an
important component of the peer review process.

Critically, the QAPI program also does not appear to be data driven, focused on indicators, or
reflective of the acuity of patients treated at CMC. A review of the Quality Management and
Patient Experience Committee minutes also reflects that there is a lack of relevant quality
information/metrics being presented.

Furthermore, some of the information received from Quality Management, as part of this review,
was disorganized and disjointed and appeared not to be stored in a central location. Additionally,
it took several months, and multiple requests, for basic information from Quality Management to
be shared with us.22

Antiquated information systems at CMC make it challenging to efficiently extract data in support
of quality monitoring. Even with this challenge, QAPI leadership must still be committed to
finding and mining data to support this fundamental program. The peer review process is
dependent on the QAPI program. If the QAPI program is not revamped and improved, the peer
review process will suffer. (See Recommendation G.)

22 This is a marked exception from the response received to other requests from HortySpringer.
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M. Recruitment Decisions

The recruitment of physicians and APPs is a critical process because it provides a gateway into the
hospital. Thus, like credentialing and peer review, recruitment serves as the foundation for the
quality of care that is delivered. Ata minimum, recruitment requires a sophisticated understanding
of the credentialing process including red flags and warning signs. It is imperative that recruiters
for PPA be familiar with the eligibility criteria in the Credentialing Policy and understand that
individuals who fail to satisfy these criteria will not be granted appointment or clinical privileges
unless a waiver is granted by the Board after considering the findings of the Credentials Committee
and MEC.

Throughout our review, multiple individuals reported concerns about PPA’s recruitment process.
It was also reported that PPA’s recruitment process operates separate and apart from CMC’s
recruitment process. If these reports are accurate, that would be an unusual practice.

When mistakes are made in the recruitment process, it is destabilizing to the clinical service and
staff morale, and has the potential to compromise the quality of patient care. An occasional bad
employment decision is understandable. The frequency of the mistakes or miscalculations at CMC
raises concerns about the underlying process itself. Currently, CMC policies do not reflect a path
to integrate and coordinate the recruitment and credentialing processes. This is a shortcoming in
the process and should be addressed.

N. Employed Practitioners

Employed practitioners are required to abide by CMC’s policies and procedures that apply to all
employees. Employed practitioners are also required to abide by the Medical Staff Bylaws, and
other Medical Staff policies and procedures. In the past, when issues were raised involving an
employed practitioner, it was unclear whether the issue should be addressed by PPA, the Medical
Staff, or some combination of PPA and the Medical Staff.

In contrast to the approach currently taken by PPA, we recommend an approach in which there is
coordination of processes and a sharing of information. This approach enables both the employer,
in this case PPA, and the Medical Staff (e.g., MEC or Practitioner Health Committee) to be kept
informed of the underlying issues, and involved in the collegial efforts, progressive steps, and, if
needed, discipline.

Following this approach, issues pertaining to professional conduct for all physicians and APPs,
including employed practitioners, would be addressed in accordance with the Medical Staff
Professionalism Policy; clinical matters would be addressed in accordance with a Medical Staff
Peer Review Policy; and health issues would be addressed in accordance with the Medical Staff
Practitioner Health Policy. (See Recommendation F and Attachment 6 for more details on the
policies we are recommending that CMC adopt.) Importantly, these policies include language that
allows notice to, and the involvement of, PPA, as appropriate. This approach has the added benefit
of ensuring that issues pertaining to all members of the Medical Staff and APPs are handled in a
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consistent fashion. PPA retains the authority to take employment actions with respect to employed
practitioners.

A related issue is that the dual lines of authority that have developed over time between PPA and
Medical Staff Leadership have compromised the ability of Medical Staff Leaders to fulfill their
responsibilities. Compensation paid to employed practitioners provides Senior Leadership with
leverage and interferes with the openness and honesty that is essential to effective quality
oversight.

O. Medical Staff: Composition, Functioning and Engagement

During the review, concerns were raised by members of the MEC about the composition and size
of the MEC, including that there were too many members of Senior Leadership who attended MEC
meetings. It is unusual for the Chief Financial Officer, Chief Operating Officer, and Senior Vice
President, Physician Practice Network to be members of the MEC.23 Concerns were also raised
by MEC members and others, that employed practitioners on the MEC were reluctant to speak up
for fear of incurring the wrath of their employer. Along these lines, several employed practitioners
provided specific examples in which they felt “chastised” or “scolded” for speaking out at an MEC
meeting.

Many MEC members reported that the meetings felt scripted and that there was little room for
discussion. Members of the MEC believed that they were rarely presented with meaningful issues
to decide but rather were presented with decisions that had been made. In 2021, a member of
Senior Leadership, who has since retired, praised the MEC for being “the best functioning MEC
in all my time at CMC.” This comment was not viewed, by members of the MEC, as a compliment,
but was understood as encouragement to go along and not raise concerns.

Consistent with the CoPs, state regulations, and DNV standards, the Medical Staff, through its
leadership on the MEC and other Medical Staff Committees, is responsible for performing core
functions as delegated by the Board including but not limited to credentialing, privileging, and
peer review. Most physicians and APPs do not learn about these core functions during their formal
education or training. The Board and Senior Leadership should take steps to make sure medical
staff members are provided with this training prior to, or during, their service as an officer,
department chair, section chief, or a member of a Medical Staff committee.

It is also incumbent on Medical Staff members who serve in a leadership role, such as an officer,
department chair, section chief, or a member of a Medical Staff committee, to accept the
responsibilities delegated by the Board. Medical Staff members must be willing to actively
participate in the education and training offered and to invest the time and energy necessary to
carry out these responsibilities in a manner that fosters and facilitates the delivery of safe,
competent care and the orderly and effective operation of the hospital.

23 In many organizations, the Chief Financial Officer, Chief Operating Officer, and Senior Vice President,
Physician Practice Network would give their respective reports and then leave the meeting. They would not
even be considered ex officio members of the MEC.
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P. Strategic Plan

There is a common belief across all levels of the organization that CMC does not have a clear
strategic plan. Without a strategic plan, focus and allocation of resources lacks rationale and leads
to misunderstanding and miscommunication internally. This makes it difficult to align the efforts
of team members and to effectively engage in performance improvement and quality management
functions in support of CMC’s mission.

There is a widespread perception that NEHVI receives too much in the way of accolades,
resources, and attention at the expense of other programs. As part of its strategic plan, CMC should
strive to recognize and provide the other programs with more, including accolades, attention and
recognition, which costs little in terms of financial expenditures. Praising others for their efforts
and accomplishments goes a long way in building relationships and trust.

VI. RECOMMENDATIONS
Based on the above findings and conclusions, we offer the following recommendations:
A Short-Term Goals

It is imperative that CMC develop an action plan with short-term goals and objectives in
support of rapid, critical, systemic changes to drive organizational direction over the next
6-12 months. These goals should prioritize recommendations from this Report and identify
teams that will be responsible for carrying out the plan. CMC must commit the necessary
resources to follow through with these recommendations. CMC must also use the action
plan as a stepping-stone to a longer term strategic plan.

An immediate goal might also be to develop and deliver internal and public messages to
follow up on this Report. In order for CMC to maintain the moral high ground, the
messages will have to be candid and honest. In order to move forward, the messages will
have to acknowledge and accept accountability for past actions.

Additionally, as a short-term goal, CMC should immediately reinstitute M&M
Conferences and peer review activities as outlined in the current documents and policies.
While these processes need to be revised, CMC cannot wait until the revision process is
complete to resume M&M Conferences or reinstitute the Peer Review Committee and
process. ldeally, a Physician Champion can be identified who is committed to these
processes and is willing to restart and reinvigorate these critical functions.

B. Organization, Structure, and Composition of Senior Leadership Team
The organizational structure at CMC presents an opportunity for improvement. Even with
respect to key leadership positions, employed practitioners were unable to identify who

reported to whom. While some of this may have been the result of recent changes in
personnel, it was nevertheless worth noting. As part of the short and longer term strategy,
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CMC should consider restructuring and simplifying its organizational foundation while
focusing on getting the right people in the right positions to make needed changes.

Recent Chief Medical Officers described feeling powerless and without authority over
physicians employed by PPA. Going forward, the physician who serves in this role must
be involved in clinical, behavioral, and health issues for all physicians and APPs, including
those who are employed by PPA. Therefore, consideration should be given to employing
a “Chief Physician Executive” who has involvement in and oversight of all physicians and
APPs who practice at CMC.

As CMC moves forward, an early step should be to build and coalesce around an
innovative, diverse, cohesive management team which may include some current members
of Senior Leadership. There are currently vacancies in the Chief Medical Officer and Chief
Operating Officer positions. In order to be successful, significant changes should also be
considered. These changes are necessary to demonstrate the Board’s commitment to move
in a new direction as CMC refocuses on its mission, vision, and values.

Provide Education

CMC needs to provide education for the Board, Senior Leadership, and the Medical Staff,
including with respect to the core duties and responsibilities. This education can also be
used to explain the proposed path forward.

Review Corporate Bylaws

In order to fulfill the intent of the CoPs, and its mission, the Board should revise and update
the Corporate Bylaws, including the duties of the Quality Management and Patient
Experience Committee, to clearly reflect the following: (1) oversight of credentialing and
peer review functions; (2) oversight of PPA hiring for compliance with Medical Staff
standards and the Hospital’s mission; (3) service on MEC and other key Medical Staff
Committees; and (4) receipt of MEC recommendations — it will become the Board’s expert
body on credentialing and peer review.

Having Board member(s) serve on key Medical Staff committees is useful so they can
better understand issues being addressed by the Medical Staff and help Board members
develop expertise in the core Medical Staff functions. Additionally, having a Board
committee, such as a Quality Management and Patient Experience Committee, that is
responsible for, among other things, receiving, reviewing, and acting on all
recommendations of the MEC, is a useful way to educate Board members and facilitate
relationships between the Board and the MEC.

Update Medical Staff Bylaws and Credentialing Policy

The Medical Staff Bylaws address matters primarily relating to Medical Staff organization
and governance, such as Medical Staff categories, qualifications, duties and responsibilities
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of Medical Staff Leaders; and provisions pertaining to meetings of the Medical Staff,
departments, and committees, such as voting and quorum requirements.

The Credentialing Policy is one of the most important of the Medical Staff governance
documents. It should reflect recommended best practices on matters relating to
appointment, reappointment, clinical privileges, collegial intervention and progressive
steps, as well as investigations, hearings and appeals.

The Medical Staff Bylaws and Credentialing Policy should be reviewed, revised and
updated. This process requires the active involvement of MEC members, other physician
leaders, and Senior Leadership. The Director of Medical Staff Services and Chief Medical
Officer are also critical to this process. Specific recommendations for revisions to these
documents are outlined in Attachment 6.

Develop New Peer Review Policies

As a priority, with the active participation of MEC members, other physician leaders,
Board members, Senior Leadership and Administrators, CMC must rewrite its peer review
policies including the Professional Practice Evaluation Policy, Practitioner Health Policy,
and Professionalism Policy. Those involved in this process must be aligned,
mission-driven, and committed to adopting contemporary principles, objective standards,
and recommended best practices. The Director of Medical Staff Services and Chief
Medical Officer should support and guide this process. A description of these policies is
included in Attachment 6.

We recommend that the Peer Review Committee oversee the peer review process for all
members of the Medical Staff regardless of their employment status. Peer review
conducted by PPA, or contract groups, should be integrated into the Medical Staff process;
it should not be conducted in isolation from this process. The Peer Review Committee
should report to the MEC and the Board, through the Quality Management and Patient
Experience Committee. This report should address individual practitioner issues and
system’s issues.

We strongly recommend moving away from scoring in particular cases and instead using
a review form that helps identify issues and opportunities for improvement in care.

The revised Peer Review Policy should provide guidance on how to appropriately manage
conflicts of interest, including allowing individuals who have or may have a conflict of
interest to answer questions and provide information. The ability to use an external peer
review organization is also important for an effective and credible peer review process.

The Peer Review Policy should clearly articulate the referral process to and from M&M

Conferences. It should also address confidentiality and provide guidance on how M&M
Conferences are conducted.
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VII.

Revise Quality Management Program

There is a substantial opportunity for improvement in CMC’s Quality Management
Program. It is important to have the right people, who have the right education, training,
experience, and commitment, serving in leadership roles in the Quality Management
Program. As noted above, it appears that CMC’s QAPI program lacks the necessary
leadership.

The goals and objectives for Quality Management should also be reevaluated to better
support and strengthen the QAPI program. Leaders in Quality Management must then be
held accountable for achieving these goals and objectives. CMC may also need to provide
additional resources and training for Quality Management to fulfill data needs, and to
empower and support revised quality and peer review programs.

Revise 2BSafe Reporting

The numerous issues outlined in this Report support the need to substantially revise the
2BSafe reporting program and process. This includes the name that is used, the form for
reporting, and the process for the screening of reports. It is also imperative that individuals
who file a 2BSafe report receive feedback so their effort can be recognized and thereby
encouraged. Additionally, the person or body that reviews 2BSafe reports should be a
physician or physician led rather than nurse/administration directed.

Other Operational Issues

Medical Staff meeting procedures should be evaluated and redesigned, including agendas
and minutes, to help ensure that actions and recommendations have a responsible party and
date of completion and there is continuity from one meeting to the next.

Policies and procedures should be reevaluated and redesigned to help the flow of
information from one Medical Staff committee to the next. This will also help to facilitate
the flow of critical information to the Board, on a regular basis, so it remains in a position
to fulfill its responsibilities.

CONCLUSION#

We consider it a professional privilege to have had the opportunity to conduct this review. We are
grateful to the Special Committee, Board, Senior Leadership, and the MEC for their trust in
HortySpringer and their repeated expectation that our work be independent and objective. We are
also grateful to all of the individuals who took the time to meet with us and trust us with their
concerns and with their praise of, and hopes for, CMC.
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We would like to recognize and thank Jessica Arvanitis, Compliance & Privacy Officer/Deputy General
Counsel, Jason Cole, Vice President, General Counsel and Kimberly Herrera, Director, Medical Staff Support
Services from CMC for their timely, candid, consistent support throughout the review. A special thanks is
also owed to Jon Moses, President and CEO of NorthGauge who was instrumental throughout the review
process in providing input, insight, and perspective.
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We appreciate that this Report may be difficult to read and that the recommendations may be even
harder to implement. It is our hope and expectation that the Report will serve as a roadmap for the
future. We have full confidence that CMC can survive and thrive with a commitment to change.

As an important next step, it will be necessary for Board members, Senior Leadership and MEC
members to recognize, accept, and acknowledge their responsibility for the events of the past.
Then, and only then, can the healing begin in earnest. It will also be necessary for Board members,
Senior Leadership and MEC members to be willing to learn from the past and let go of established
assumptions, so that going forward, progress is possible.

As noted throughout the Report, the greatest failure at CMC was not bad faith, malicious intent,
or inappropriate motives. Rather, the greatest failure was the lack of trust and the lack of respect
that hardened over time among the various leaders at CMC. Trust and respect cannot be demanded
of others. Trust and respect must be earned, over time, and will flow organically from relationships
that are candid, authentic and integrity based.

Respectfully submitted this 26" day of May, 2023.

Susan Lapenta Henry Casale
Horty, Springer & Mattern, P.C. Horty, Springer & Mattern, P.C.
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ATTACHMENT 1

DOCUMENTS REVIEWED BY HORTYSPRINGER

As part of its review, HortySpringer requested, received and reviewed documents, including, but
are not limited to, the following:

1.

2.

10.

11.

12.

13.

14.

15.

16.

Dr. Baribeau’s credentials, quality, peer review and employment files;

Credentials and Human Resource files for other physicians, APPs, and CMC
employees;

Meeting minutes from 2012 to the present for the Credentials Committee, MEC,
Practitioner Health Committee, Peer Review Committee, Risk Management and
Quality Management Committee, CMC Board of Trustees, CMC Board Executive
Committee, Quality Management and Patient Experience Committee;

Relevant e-mails from 18 custodians;

Employment contracts for various physicians;

Information from malpractice settlements;

Information relating to the qui tam complaint and settlement;

Information from surveys performed by The Joint Commission;

Minutes from Root Cause Analyses and Morbidity and Mortality Conferences;

CMC Hospital Corporate Bylaws;

CMC Medical Staff Bylaws, Credentialing Policy, Peer Review Policy, Practitioner
Health Policy, Professional Conduct Policy;

Employee Engagement Survey;
2BSafe Reports;
Information requested by and provided to the New Hampshire Board of Medicine;

Information provided by individuals who were interviewed including news articles,
e-mails, and memos; and

Chartis and other consultant reports.



ATTACHMENT 2

mCMC

CATAOUG Wl 1M

CONFIDENTIAL AND BRIVILEGED

In response to questions Wl heve heen raited, including by the Bestenr Cilobe. the Boand of
Trmeees of Catholic Medical Cemier hes engaged the services of Horty, Springer & Maftem, o
nutionally recognized healtk T Brm Flarty Bpringer wAlk ednduet an-indapesdent revies ot our
paliaies, practices. rod procedutes and evaluate the svmems CMC hed in plaee 10 engure safe,
sompetenl, guality pacicol cars.

1n order for thid review 1o be succassful. HonySpringer needs to have aecysa to any intormarion
they deent relevem. We hove pledged our full suppon in thie regerd. As pan of thelr review,
HortySpringer wifl be conducting fieniews to leam about questions py cgncemms staff e nthers
rtight have mons o1 may have bl dn dhe past. As bt with thens Wt encodrage you ko be
mpur, candid, mwd Forthright ’

The Board of Trmices pledges that there wiil be po rewnliston, of aiy sort. againkl ahyark who
provides infrmiation us past of this veview, 1§ you have any convems, pledae feel free (o conlacl
s, W heve included aur camlae information belewr,

Mo doubt this is a8 challenging snoton.  We hope and cxpent 1o Jietn and grow from this
experience and fo he & stronger oTganization a5 W move forarard,

Thank you in

I

Tim Riley, Chide, C3E of Trustees
605.668 0634 (O
607 7144665 (Celb

¢ for ygur help.
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Pusela Diamesitis, Chair, Special Board Commites
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ATTACHMENT 3

Jon Moses

15385 W. ILiff Drive 200 Union Blvd. Suite 200
Denver, CO, 80228 Lakewood, CO 80228
208-720-5061 F20-506-1042

PROFESSIONAL EXFERIENCE

NOBRTHGAUGE HEALTHCARE ADVISORS, Denver, CO0 2014 - Present
FPresident and Chief Executive Officer

Founded, designed, launched and now led firon offering external physican peer review as well as strategic adwvisory
services In the areas of dlindcal and neon-clinical operations, medical staff oplimization quality improvement
physician integration, and leadership. Serves hospitals, health systems, group practices, law firms, managed care
entibies, msurance carriers, and consulbtng firms.

»  Waorked with pariner firm to craft new. innovative and integrated offerings that take advantage of each pariner's

unique strengths.
+ Developed comprehensive promotional campaign employing a myriad of web, networking and direct sales

MDEEVIEW, Demver, OO 2007 - 2014

Designed the brand, developed all systems and strategies, led the management team and board, and grew this

external physician peer review operation Exited this posifion to expand in-demand innowative sclufions and to

service national and growing client base more effectively with advanced peer review and related advisory services.

# Set many of the standards for how external physician peer review is provided and played sipnificant role in the
development of this market sepment

+ Expanded company fo serve hospitals, healthcare systemns, Law firons and consulting firms in all 50 states, increasing
revernme by over S00% in seven years.

= Provided peer review and leadership education to large andiences, achieving 95% positive response rates.

» Felocated operation from small resort commmumity to large metropolitan city while maintaming profitability.

INDEFENDENT LEADERSHIF AND OFERATIONS CONSULTANT 2007 - M14

and survey response to DOJ and OFG demamads.

MD* INTERNATIOMAL, Seattle. WA 2002 - T
Led the development and operabions of the mafiom's first retainer-based, concierge medicme operation Dﬂyﬁd
moddel for acceptance by nsurance commissioner demands unique to sach state. Abiracted top physicians,

all terms, supported practice corwersion. identified space, designed and oversaw consitoction of lwary offices.

5T. LUEE"S WOOD RIVER MEDICAL CENTER, Fetchum, ID 1997 - 2002

&  Owverhamled operation inclnding organizational redesipn and management consclidation

* Consolidated emergency and surgical sexrvices from two campuses fo one, gaining commumnity support against
widespread resistance. Imple ted relatively low cost urgent cave services at site vacated by one emergency

department.
- Rmsedmﬂémﬂmﬁremslrmhmafnew]mqnml



Desipned. developed and moved operations to new state of the art medical center.

Merged operations with large tertiary referral center, from public fo private statos and from municipal o private
owmership.

Fhased out board of former medical center and created new 17-member board. Designed extensive orientation
Developed and implemented plan to control medical staff development consistent with commumity needs and

strategic plan.
mmwmmmmwﬁmm;mmmm
pt[}rmmsmhfnﬂ-tum,buﬂdmhﬁadmmgat}rpmrmand

success from the effort.

Dramatically improved hospital's image and relationship wifh media and public.

Fecruited top physicians to assume key clinical leadership roles for emergency services and medical imapging.
Designed and developed medical office building adjacent to hospital, overcoming significant political resistance.
Festrocthured foundation to ensure rational allocation of fonds and assurance of compelling cases for grving.

FROVENA 5T. MARY'S HOSPITAL {now Fresence Health), Kankakee IL 1995 1557
VmPresldut Anbuldmyﬁumces

areas of surgery. ps}rdua.tr}r rehahhta‘hmmdmhgyhbommylmrmlﬂimemﬂgauﬂhmum

Spearheaded development of contimmum of wellness/ filness services consisting of a new medically-supervised
fitness center and the forging of a relationship with the YMCA to joint venture on community wellness/ filness
ProgTams.

which resulted in $740.000 In management fee reductions owver five years while stremgthening hospital's
lower cost strocture.

Designed and led organization-wide leadership development. process Improvement and reengineerng effort in
Served as project director for the construction of both a cancer center and a renal dialysis center. Both projects
completed on time and under budget.

Actively participated at both corporate and organizational levels in the development and implementation of
managed care strategies.

FROVENA COVENANT MEDICAL CENTER (now Fresence Health), Champaign, IL. 1969 - 1995
Vice President, Palient Services and Service Development

mm&immtmmmm:mhhhmdmmm
mmmmwmmgm ph].rmreu‘mh:mlmdeﬂnm
home health, mformation systems and clinical education.

Integrally involved as a leader in the highly successful merger of the City and Catholic hospitals that formed this
rmlm:rjl.tal

Care Center” resulting in 18% growth in cardicvascular revenmnes in two years.

Selected, acquired, and implemented comprehensive, fully infegrated clinical and management information system.
Coordmated faciliies design and construction of new 35,000 square feet mpabient and outpatient rehabilitation
center.
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» Achieved reduction of more than 5900.000 in hospital-wide, anmmalized, non-labor expenses and more than
mmmhbmapmsemmlﬁm{meﬂmmﬁhm@amjm“ﬁﬁtm%mmesignﬁmﬂy
enhancing service quality.

» Inteprally nwolved in design, development and implementation of hospital-wide 14-month ntensive managemnent
development curriculum.

* Served as senior staff member of steering commitfee charged with overseeing the assessment design and
implementation of comprehensive patient-focused reengineering project.

# Initiated and developed repiomal "Famdly Care Network®, a hospital-employed group of family practiioners.
Acquired three FPs and recruited six others; renovated esisting offices and designed a prototype primary care
facility built at various acquired sites; implemented physician billing and mformation system—all within 15 monfhs.

] Tuukmlﬁuiﬁshlpdtmpiﬂ'ﬁfaihngtmm]ﬂlﬂlm W]lil.emlﬁixrl.h.al]yml‘mmngquaht}r de:relapad
of reimbursement; and inpatient cost avoddance, with a 450% mcrease in home health visits within three years.

* Served as a member of steering committee which developed strategies for implementation of critical clinical

* Developed sub-acute care service inchoding successful attainment of a C.OIN.

* Served on parent corporation's Managed Care Strategy Comumities.

* As a member of hospital - proup practice integration team. led development of cooperative plans for both primary
care and information systems development.

MERCY HOSFITAL, Urbana, IL 1267 - 1989
Fesponsible for the regional 26 bed CARF/JCAHO accredited comprehensive impatient/oufpatient Fehabilitation

Center as well as for the Department of Fulmenary Medicine for this 222 bed mulii-specialty hospital
& Achieved an increase in mpatient admissions of 12 4% through personal cutreach and ofher marketing afforts while

decreasing direct expenses by 6.3%. This resulted in a 10.6% ncrease in the bottom Iine.

# Developed and implemented a hospital-wide physician sales program for local and regional referral enhancemnent.

» Maintained a full staff of physical, cocupational, recreational and speech therapists in a time of sericus shortages of
these professionals.

* Desipned, developed and successfully implemented the Human Performance Center which provides pulmonary
funchon testing. body composition analysis, siress testing, nuiridonal sodies and exercise prescriptions.

MERCY HOSFITAL, Urbana, IL. 1286 - 1987
Selected by the CEC of this 222 bed mmlbi-spedialty hospital to serve as a post-graduate Fellow in Administration
individual and group planning. problem solving and decision making Served as fhe hospifal's representative on
affiliated group practice’s physican recruiting committes; performed a physican needs assessment and presented
findings and proposed strategies o both hospital board and medical staff exerntive committes during board retreat;
served on nearly all board and medical staff commidttess; and developed a manual for writing new venture proposals.
Actively involved m the entire process of developing the hospital's three-year strategic plan.



UNIVERSITY OF MISSOURI HOSFITAL AND CLINICS, Columbia, MO 1364 - 1986
Fiscal Analyst

areas of maferials management: wrote a comprehensive fraining mamual for supply distribution and pafient
fransportation; served as a support liaison between a software company and the hospital user staff in the
implementation of a sophisticated computer mventory management system: for the Division of Professional Services,
developed facility expansion proposals and assisted in preparation for the Joint Commission survey.

ACADEMIC (Past)
Administration Programs
University of Missouri, graduate stndent mentor

EDUCATION

MHA, University of Missour, 1986

ES, Psychology, University of Missouri, 1984

Execufive Program in Mamapged Care. MNationmal Cenfer for Managed Healthcare Administration. University of
Missouri-Fansas City, 1997

FAST AND CURRENT FROFESSIONAL AFFILIATIONS

American Association for Physician Leadership (American Collage of Physician Executives)
PAST AND CURRENT COMMUNITY ACTIVITIES

Every Child Pediatrics - Board Chair

Champaign County Chamber of Commerce: Environmental Committes

Champaign County Network: Chair, Medical Applications Task Force

AMBUCS

Fotary
Heatherlands Homeowners Association Board

Ketchom-5un Valley Chamber of Commerce Board
Sum Valley Ski Education Foundation Volunteer
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ATTACHMENT 4

CURRICULUM VITAE
Joseph Cornelius Cleveland, Jr., MD
Frederick and Carol Grover Endowed Chair in Surgery

Current Position
Professor of Surgery
Vice-Chair, Faculty Affairs
Associate Program Director, Theracic Surgery Residency
Umiversity of Colorade Anschutz School of Medicine
Department of Surgery
Division of Cardiothoracic Surgery
12631 East 17% Avenue, Academic Office 1, Room 6602
Mal Stop C-310, Aurcra, Co 80045

Telephone: (303) 724-2799
Fax: (303) 724-2806
Emal: joseph clevelandi@dncdenver edu

Education

1983-1987 B.S_, Biological Sciences, Magna Cum Laude,

University of Southern California, Los Angeles, CA
1087-1991 MDD, with High Honors, University of Washington, Seattle, WA
1991-1992  Intern, Genetal Surgery, University of Colorado, Denver, CO
1992-1998  Fesident, General Surgery, University of Colorado, Denver, CO
1904-1906  NIH Trauma Research Fellowship

University of Colorade, Denver, CO (Alden H. Harken, MD, Adwisor)
19082001  Resident, Cardiothoracic Surgery, University of Colorado, Denver, CO

Academic Appointments
2001-2005  Assistant Professor of Surgery
University of Colorade Schoel of Medicine
2005-2012  Associate Professor of Surgery
University of Colorade School of Medicine
2012-Present Professor of Surgery
University of Colorado School of Medicine
2018-Present Fredenck and Carol Grover Endowed Chair in Surgery

Administrative Appointments
2001-2010  Chuef, Cardiothoracic Surgery, Denver Veterans Affairs Medical Center
2002-2003  Program Director, Thoracic Surgery Residency
University of Colorado School of Medicine
2003-Present Associate Program Director, Thoracic Surgery Residency
University of Colorade School of Medicine
2003-2018  Surgical Director, Mechanical Circulatory Support
University of Colorado School of Medicine
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2003-Present Surgical Director, Cardiac Transplantation
University of Colorade School of Medicine
2015-Present Vice Chair for Faculty Affairs, Department of Surgery
University of Colorado School of Medicine

Hospital, Government or Other Professional Positions
2001-Present Attending Physician, Cardiothoracic Surgery
University of Colorado Hospital Anschutz Medical Center, Aurora, Co
2001-Present Attending Physician, Cardiothoracic Surgery
Denver Veterans Affars Medical Center, Aurora, CO

Consultant Positions
2016-Present CPEP, The Center for Personalized Education for Physicians
20142016  Amencan Board of Thoracic Surgery, Question Writer
2017 Amencan Board of Thoracie Surgery. Guest Examiner
2019 American Board of Thoracic Surgery, Guest Examiner

Honors, Special Recognition and Awards

Undergraduate
1983-1987  Dean’s List, University of Southem California
1986 Phi Beta Kappa, University of Southem California (Junior Year)
1987 Blue Eey, University of Southern California
1987 Mortar Board, University of Southern Califomia
1987 Skull and Dagger, University of Southem California
1987 Order of the Palm, University of Southemn California
Medical School
1990 Alpha Omega Alpha Honor Medical Society (Tunior Year)
1991 Medical Student Research Program Honors Thesis (Adwvisor D.
Scott Weigle, MD)
1991 Henry Harkins Award for Outstanding Medical Student in Surgery
1991 Graduation with High Honors
Posteraduate/Career
1902 Intern of the Year, University of Colorado Department of Surgery
1997 Ben Eizeman Surgical Research Award,
University of Colorado Department of Surgery
1998 First Place, Resident Presentation,
Colorado Chapter American College of Surgeons
2001 Chfford Van Meter President’s Award for Best Scientific
Presentation, Southern Thoracic Surgical Association, “Off Pump
Coronary Artery Bypass Grafting Significantly Decreases Bisk
Adjusted Mortality and Morbidity™
2003 Outstanding Instructor, Elected by MSIII Students,

University of Colorado School of Medicine
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2004-2006  Denmis Jahmigen Scholar — Selected by the Amernican Genatrics Society

2004 Golden Apple Teaching Award, Presented to the Best Chinical Teacher by
the Surgical Besidents, University of Colorado Department of Surgery

2004 President’s Award for Leadership, Presented by the Medical Staff,
University of Colorade Hospital

2007 Professionalism Award, Inaugural Fecipient,
The University of Colorado School of Medicine

2009 Dr. Dwight C. McGoon Award for Outstanding Fesident Education,

given by the American Association for Thoracic Surgery
2000-2019  Castle Connelly, Top Doctors m America
2010 5280 Tep Doctor, Thoracie and CV Surgery
2012-2019 5280 Top Doctor, Thoracic and CV Surgery
2015-2019  Best Doctors in America
2018 Socrates Award, Given by the Thoracic Surgery Besidents Association

Extramural Competitive Research Funding
20042007  Dennis Jahnigen Career Development Award: The Effect of Age upon

Myocardial Cytokine Production ~ $200,000

Clinical Trials
2002-2008  Cooperative Studies Program (CSP#517) — ROOBY Study, Denver
VAMC Prncipal Investigator
2003-2008  Mitrachp EVEREST II, Umiversity of Colorado,
2005-2009  Heartmate I LVAS Pivotal Trial, University of Colorado,
2010-2018 HVAD ENDURANCE Tnal, University of Colorado,

2015-Present Natiomal Co-PL (Surgery) MOMENTUM 3 Tral, Abbott Medical

Membership in Professional Organizations, Offices Held, and Leadership Positions

1988 Amenican Medical Association

1997 Amernican Association for the Advancement of Science
1998 American Physiological Society

1908 Association for Academic Surgery

2001 Amenican Heart Association

QCOE. Specialty Conference Program Committes,
Council on Quality of Care and Outcomes Besearch, 2013-2018
2003 Amernican College of Surgeons
2003 Denver Academy of Surgery
Executive Committee, 2011-2012
Chair, Program Committee, 2012-2013
Secretary, 2014-2013
President, 2015-2016
2003 Soctety of Thoracie Surgeons
Workforce on Clinical Trials, Member, 2004-2007
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2004
2004

2004

2005

2005

Workforce on Aging, Member 2006-2012
Workforce on Surgical Treatment for End Stage
Cardiopulmenary Disease, Member 2006-2012
Workforce on Anmumal Meeting Program, Member 2006-2009
Task Force on Quality itiatives, Member 2008-Present
Workforce on Coding and Remmbursement Member 2001-Present
Workforce on National Databases, Member 2011-2013
Chair, Workforce on Anmual Meeting Program, 2014-2015
Board of Directors, Member, 2016-2019
Workforce for INTERMACS, Member 2018-Present
ST5 Executive Director Search Committes, Member, 2018-2019
STS/AATS Jont Gudeline Steering Committee, Member 2018-Present
STS Representative to the AGS, Section for Enhancing
(Genatric Understanding and Experfise Among Surgical and
Medical Specialists, Member 2010-Present
STS Adwisor to the AMA/Specialty Society Relative Value
Scale Update Commuttes (RUC), 2006-2014
Alternate Member, FRepresenting the STS at the
AMA/Specialty Society Relative Value Commuttee, 2014-Present
Practice Expense Subcommittee, Member, of the EUC, 2014-Present
STS Representative to the Physician Consortium for Practice
(PCPT) of the AMA, 2011-Present

STS Representative to the National Cuality Forum (NQF)
Cardiovasenlar Standimg Committee, 2013-Present

Heart Failure Society of Amertica

Western Thoracic Surgical Association (WTSA)
Member, Program Commuttee, 2008-2009
Chair, Program Committee 2009
Treasurer, 2012-2016

International Seciety for Heart and Lung Transplantation
Abstract Grader, Annual Meeting 2010-2018

United Network for Organ Shanng (UNOS)
National ILung Feview Board, Alternate Member, 2005
Region 8 Heart Review Board, 2005-2019
Thoracic Transplantation Commuttee, Region § Member, 2011-2014
Membership and Professional Standards (MPSC)

Committes, at large representative, 2013-2017
Performance and Analysis Improvement (PAIS)

Subcommittee, 2013-2017

Amenican College of Cardiclogy
Member, Council on CV Care for Older Adults, 2010-2016
Member, Heart Failure and Transplant Leadership Section, 2012-1015
Chair, Workgroup on Heart Transplant and High Pisk CV Surgery,
2014-2015
Colorado Chapter, ACC, Board of Directors, Member, 2012-2016
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2006

2006

2007
2000

2010

ACC.16 Anmual Scientific Session Program
Committee, Member, 2016
Colerado Chapter, ACC, Incoming Governor —Elect, 2017
Colorado Chapter, ACC, Govemor — Elect, 2018
Colorado Chapter, ACC, Govemor, 2019-Present
Surgeons Council Member, 2017
Surgeons Council, Chair-Elect, 2019
Board of Govemnors, 2019- Present
NCDE. STS/TVT Eegistry Research and Publications
Subcommuttee, Member, 2019-2021
Amenican Society of Transplant Surgeons
Thoracic Transplantation Committee, Member, 2013-2016
Amernican Genatrics Society
Aging and Surgical Specialties, Member, 2006-2010
Chair, Program for Surgical Specialties. 2000
Donor Alliance Medical Advisory Board, Member, 2007-Present
Amernican Association for Thoracic Surgery
CT Residents Committes, 2013-2015
Co-Charr, CT Residents Commnuttes, 2015-2016
INTERMACS
Adverse Events and Adjudication Commuttee, Member 2010-2016

Major Committee and Service Responsibilities

2002
2003
2006
2008
2011
2012
2014
2014
2015
Licensure
1999

Board Certification
1992

Faculty Senate. Department of Surgery Fepresentative

University of Colorado School of Medicine, 2002-2004

Surgical Director, Cardiac Transplantation

University of Colorade Hospital, 2003-Present

University of Colorade Hospital, Risk Management,

Sentinel Event Committes Member, 2006-2009

Faculty Promotions Committes

University of Colorado Schoel of Medicine, 2008-2011

Medical Board (Elected Position)

University of Colorado Hospital, 2011-2013

Blue Eibbon Committee for Revision of Faculty Promotions and Temure
University of Colorado School of Medicine, Member, 2012-2014
Cardiovascular Center Qality Commuttes

University of Colorado Hospital, Member 2014-Present

Faculty Professionalism Award Selection Committee, Member, 2014-2017
Executive Committee, Department of Surgery

University of Colorade School of Medicine

State of Colorado - # 37633

National Board of Medical Examiners #400198
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1990
2008
2002
2010

Amenican Board of Surgery #44129

Re-certified

Amernican Board of Thoracie Surgery #6611

Review and Referee Work
Editorial Boards

2008-1023

Ad Hoc Bewviewer

2002-Present
2003-Present
2004-Present
2004-Present
2004-Present
2004-Present
20035-Present
2005-Present
2005-Present
2006-Present
2012-Present
2017-Present

Recertified

Journal of Surgical Research

Amenean Joumnal of Physiology: Heart and Circulatory
The Ammals of Thoracic Surgery

The Journal of Thoracic and Cardiovascular Surgery
Dhabetes

Joumnal of Amenican College of Surgeons

Journal of American College of Cardiclogy

Journal of Surgical Research

Heart

Circulation

Amencan Heart Joumnal

Transplantation

New England Journal of Medicine

Selected Invited Extramural Lectures, Presentations, and Visiting Professorships
2002 Medical University of South Carolina, Visiting Professor
2004 Invited Speaker, “On v. Off Pump CABG”, Amenican Heart Association
Fall Symposmm, UCLA

2005
2007

2007
2007
2008
2000
2000

2011

Invited Speaker, “Thoracic Transplantation™, Amernican College of

Surgeons 91* Annual Clinical Congress, San Francisco, CA

Invited Panelist, National Institute of Aging (NIA)WBAND, “Developing

CQuality Indicators to Improve the Care in Elderly Surgical Patients,

Los Angeles, CA

Invited Speaker, “Why Would You Implant a VAD?”, International Transplant
Nurses Society, Denver, CO

Invited SpeakerModerator, “Surgical Treatment of End-Stage Heart Disease™
American College of Surgeons, 93" Annual Clinical Congress, New Oreans, LA
Invited Speaker, “Mechanical Circulatory Support for the Faling Heart™,
American College of Surgeons, 94* Anmmal Clinical Congress, San Francisco, CA
Invited Speaker, “Fixing a Broken Heart with an LVAD",

Duke University Thoracic Surgical Resident Symposiom San Franeisco, CA
Invited Speaker, “Ventricular Assist Devices” 4% Anmual Academic Surgical
Congress, Sanibel Harbour Fesort, Fort Myers, FL

Invited Speaker, “Of Man and Machines™ Society of Cardiovascular Anesthesia
Anmual Meeting, Savannah, GA
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2011 Inwited Speaker and Moderator, “Right Ventricular Failure: The Other Side™,
Transcatheter Cardiovascular Therapeutics (TCT) 23® Annual Scientific Meeting,
San Francisco, CA

2012 Invited Speaker, “Assessment of the Right Veniricle at LVAD Implantation™,
48% Anmual Meeting, Society of Thoracic Surgeons, Fort Landerdale, FL

2013 Inwvited Speaker, “Managing, Handing, and Dealing with Risk.
49% Anmmal Meeting, Residents Symposium, Society of Thoracic Surgeons, Los
Angeles, CA

2013 Inwvited Speaker, Grand Founds, “Update on Transplantation and VAD™
St. Luke’s Mid-Amenca Heart Institute, Kansas City, MO

2014 Inwited Speaker, “Defining your Clinical Niche/Building a Practice™,
AATS Leadership Academy, Toronto, CA

2014 Invited Speaker, “Why Does Medical Technology Cost so Much?”
Amencan College of Surgeons Clinical Congress, San Francisco, CA

2019 Inwited Speaker, Centers for Medicare and Medicaid Services, “ECMO for
Intracperative Procedural Support™, Baltimore, MD

Presentations
1. Dmretics in the Management of Acute Renal Failure. Presented at Horizons in Surgery.
Breckenndge, Colorado, March 1994

2. Prevention of Sodium Accummlation Mediates Alpha-one Adrenergic Myocardial
Preconditionng. Presented at the Society of University Surgeons Thirty-Seventh Anmual
Umaversity Surgical Residents’ Conference.

Denver, Colorado, February 1995

3. PEC Dependent Sodium-Hydrogen Exchange Mediates Alpha-one Adrenergic
Stimmlated Preservation of Iechemic PH. Presented at The Amenican Heart Aszociation
68% Scientific Session
Anaheim, California, November 1996

4. The Obligate Role of Protein Kinase C in Mediating Climically Accessible Cardiac
Preconditioning. Presented at the 57 Anmual Society of University Surgeons Meeting.
Washington, D.C_, Febmary 1996

5. Siress Ulcers m 1996: Is Prophylaxis Stll Warranted? Presented at Horizons in Surgery
Breckenndge, Colorado, March 1996

6.  Optimal Myocardial Protection: Cooling, Cardioplegia, and Conditioning. Presented at
The Focky VI Frontiers in Valvular Surgery.
Missoula, Montana, Augnst 1996

7. Adenosine Preconditioning annmaIlL.-l}'nm.n:liumis Mediated Through EATP
Channel Activation. Presented at the 82*° Clinical Congress Surgical Forum, American

College of Surgeons.
San Francisco, Califormia, October 1996
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Ischemic Preconditioning of Human Myocardium: Protein Kinase C Mediates a
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Association 69 Anmual Scientific Sessions. New Orleans, Louisiana, November 1996

Adenosine Receptor Stimulation Optimizes Preconditioning in Human Myocardiom.
Presented at the Society of University Surgeons 39® Annual University Surgical
Besidents” Conference. Tampa, Florida, February 1997

Is Surgery for Peptic Ulcer Disease Obsolete in 19977 Presented at Horizons in Surgery.
Breckenndge, Colorado, March 1997

Treatment of Acute Vanceal Hemorrhage: TIPS vs. Endoscopic Therapy or Surgical
Shumts. Presented at Honzons in Surgery. Breckenndge, Colorado, March 1998

Off-Pump Coronary Artery B Grafting Significantly Decreases Mortality and
Morbadity. Presented at the 47 Annual Southen Thoracic Surgical Association. Marco
Island, Florida, November 2000

Myocardial Hibernation. Presented at the Society of Cntical Care medicine’s 31
Crtical Care Congress. San Diego, CA January 2002

Precperative Cardiopulmonary Work-up? What's Really Needed? Presented at Honzons
in Surgery. Breckenridge, Colorado, March 2002

On vs Off Pump Open Heart Surgery. Presented for Cutreach Program, Community
Hospital. Grand Junction, Colorado, July 25, 2002

Aszcending Aortic Dissection with Involvement of SMA/Renal Arteries. Presented for
COBE Carbomedic Summit Seminar. Breckennidge, Colorado, March 5, 2004
Myocardial Cytokime Belease Dunng Cardiac Surgery in Genatric Patients. Invited
Poster Presentation at the Hartford Interdisciplinary Scholars Conference Chicago,
Mlimeis, Jaly 11-13, 2003

Infected LVAD followed by Heart Transplantation. Sorin Group At the Heart of
Medical Technology Keystone, Colorado, March 17-18, 2003

Cardiogenic shock: The hidden surprises that provide challenges. COBE Summit
Seminar, Keystone, Colorado, March 10, 2006

Moderator at the Society of Thoracic Surgeons 43 Anmial meeting. Parallel Surgical
Forum IT- Adult Cardiac IT, San Dhego, California, January 29, 2007

Imited panel discussant American Society of Transplantation (AST) Winter
Symposium Phoenix, Anizona, Febmuary 13-18, 2007
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6= Vail Cardiothoracic Transplantation An International Update (Co-Director)
Moderator Vail, Colorado, March 19, 20, 2007

Pre-Transplant LVAD Does Not Adversely Affect One-Year Cardiac Transplant
Survival. WTSA 33 Annual Meeting, Santa Ana, New Mexico, June 30, 2007

Managing an Academic Cardiac Surgical Practice. Scholars Leadership Committee,
American Genatric Society. Fort Lauderdale, Flonda, Janmary 11,2008

The Failure of Reverse Eemodeling Following LVAD Placement: Discordance between
Gene Expression and Ventricular Function Poster presentation at The Heart Failure
Society. Toronte, Canada, September 20, 2008

Invited moderator for the parallel sessions at the 45% Annual STS Meeting
San Francisco, California, January 26, 2009

Devices for the Treatment of Heart Failure. Presented at the 38% Annual Society of
Cntical Care Congress. Nashwille, Tennessee, February 3, 2000

AMA Editorial Panel. Requested by the STS to sit as an expert regarding CPT codes for
VADs. Phoenix, Arizona February 6, 2009

Short and Long Term Approaches to Ventricular Assist Devices. Presentation at the 18%
Anmual Cardiovascular Conference. Beaver Creek, Colorado, February 12, 2009

Short-Term MCS Strategies. Invited Speaker at the Society of Thoracic Surgeons
Advanced Technologes for Heart and Tung Support Symposium.
Chicago, Mlincis, September 7-8, 2012

Right Heart Failure after LVAD: Navigating Shark Infested Waters_ Invited Speaker at
Heartware ENDUBRANCE Investigators Meeting Chieago, IT. 2012

Finding the Sweet Spot: Selection for Mechanical Circolatory Support. Invited
Presentation at 224 Anmal Cardiovascular Conference. Beaver Creek, Colorado,

February 12, 2013
Phoenix. Anizona, Feb 6-8, 2014

AMA RUC Panel: Testimony regarding ECMO
Chicago, Ilmnes, Apnl 23, 2014

2014 ACC/AHA/HRS Guideline for the Management of Atrial Fibrillation. Colorado
Arhythmia Symposium. Boulder, Colorado, October 17, 2014
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35. Progenitor Mechanisms of Vascular Injury in Restenosis. Vascolar Surgery IT, Surgical
Forum, ACS Clinical Congress. Invited Dhsenssant. San Franeiseo, California. October
2014

36. Amnal Fibnllaton Ablation Durmg Mitral Valve Surgery. Colorado Amhythmia
Sympostum, Boulder, Colorado, September 18-20, 2015

37. What's New in the Surgical World? Colorado Chapter, American College of
Cardiclogy, Colorade Springs, Colorado October 9-11, 2015

38, Surgcal Management of Atnial Fibnillation Coelorado Arhythmia Symposium, Boulder,
Colorado, September 23-25, 2016

39. Heart Team Approach for Aortic Valve Disease. 26® Annual Cardiovascular
Conference, Beaver Creek, Colorado, Feb 4-8, 2017

40. Decision Making in Mitral Valve Disease. 27® Anmual Cardiovascular Conference,
Beaver Creek, Colorado, Feb 10-14, 2018

41. Multicenter Study of Maglev Technology in Patients Undergoing Mechanical
Circulatory Support Therapy with Heartmate 3 (MOMENTUM 3)- Long Term
Outcomes. ACC. 17, Late Breaking Clinical Trials, Orlando Flonda, March 11,2018

42, MOMENTUM 3 Update. 11® Vail Cardiothoracic Transplantation — an International
Update, Vail, CO Jamuary 12-15, 2019.

43. Advances in Destination LVAD Therapy. 28% Anmual Cardiovascular Conference,
Beaver Creek, Colorado, Feb 9-13, 2019.

Teaching Record

Ward and Clinical Attending Responsibilities
Daily bedside and in the operating reom instruction of medical students, general and
thoracic surgical residents

Cardiac Surgery Clinic (4 Hours/week)

Multidisciplinary Valve Clime (4 Hours/Week)

University of Colorado School of Medicine Foundations of Doctoring Curmienlum
2003-2005 Benjamin Kartchner
2018-Present Adam Carroll
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ATTACHMENT 5

DOCUMENTS REVIEWED BY NORTHGAUGE

As part of its review, NorthGauge requested, received and reviewed documents, including, but not
limited to, the following:

1.

2.

10.

11.

12.

comprehensive patient medical records;

outcomes data, by CT surgeon from STS registry data, STS/ACC TVT registry
data, internal quality metrics/outcomes, CQI efforts, and OPPE reports by surgeon;

statistical reports reflecting volumes by physician by CPT code/description by year;
surgical patient mortalities by LOS for each physician: 2019-2022 (including
surgeon name, patient ID, date of surgery, CPT code/description for surgery, date
of mortality, cause of mortality);

clinical privilege requirements for CT surgery;

approved privileges form for each CT surgeon;

minutes of relevant meetings that address heart and vascular quality, patient safety,
and strategy;

strategic plan for New England Heart and Vascular Institute;

organizational charts that show how the New England Heart and Vascular Institute
fits into the organization;

contracts with physician leaders; performance standards;
contracts with each surgeon (if in place); and

performance-based job descriptions for clinical leaders, including directors of
surgery, structural heart, and the ICU.



ATTACHMENT 6

OVERVIEW OF PROPOSED PEER REVIEW POLICIES

Professional Practice Evaluation Policy

The professional practice evaluation policy (“PPE Policy”) addresses the initial focused
professional practice evaluation process, ongoing professional practice evaluation process, and
focused professional practice evaluation when concerns have been raised.

All initially-granted clinical privileges should be subject to focused review to confirm that the
practitioner is competent to exercise the privileges. The PPE Policy should outline how the clinical
activity requirements are determined, the mechanism for focused review, and how the results of
the review are factored into privileging decisions.

CMC should evaluate the clinical performance of the practitioners, including APPs, on an ongoing
basis. Accordingly, the PPE Policy should provide guidance on how data that is collected is
determined, the manner of collection, and how it is reviewed. It also addresses the process for
further review if the data supports that such a review is required.

Perhaps the most critical part of the PPE Policy deals with the process to evaluate concerns that
have been raised. The PPE Policy outlines the events that trigger a review, the interventions
available to Medical Staff Leaders to address identified concerns, the way the practitioner is
notified and included in the review process, and the specific step-by-step process for review.

Medical Staff Professionalism Policy

The Professionalism Policy describes the conduct that is expected of all practitioners and provides
specific examples of inappropriate conduct and behaviors that undermine a culture of safety. The
Policy also outlines the process for reporting concerns regarding professional conduct and outlines
the specific way those concerns are most effectively shared with a colleague and then assessed by
the Medical Staff Leadership. Specific interventions that can be utilized to address those concerns
are included in the Policy.

Practitioner Health Policy

The Practitioner Health Policy outlines the process for reporting potential health issues, how to
respond to health issues that may pose an immediate threat to patient care, the step-by-step review
process and intervention steps with a practitioner in these situations, the conditions or restrictions
on practice, and the reinstatement/resumption of practice process after a leave of absence for health
reasons.



Manuals

For each of the Policies, manuals should be developed which include tools to be utilized on a day-
to-day basis to effectively implement and successfully maintain the new policies. The Manuals
track the Policies and include numerous supplemental/operational documents such as review
forms, recommended letters, talking points, and checklists for each level of review.

Each of these Policies also addresses how to integrate the employment process to help ensure that
the employment decisions do not interfere with Medical Staff oversight.



ATTACHMENT 7

RECOMMENDATIONS REGARDING

MEDICAL STAFF BYLAWS AND CREDENTIALING POLICY

Medical Staff Bylaws

1.

To comply with the CoPs, the Bylaws need to include a section on history and
physicals.

The patient contact requirements with respect to the Active Staff and Courtesy Staff
are out of synch and should be revised.

There is no need for a Temporary Staff for individuals with temporary privileges.
The Temporary Staff is not granted membership.

Article VI deals with Graduate Medical Trainees. Graduate Medical Trainees
should not be granted clinical privileges.

Section VII.A.6 addresses quorum requirements. In addition to the 50% quorum
requirement of the MEC, we would suggest adding the Credentials Committee and
the Peer Review Committee.

Credentialing Policy

1.

2.

More stringent threshold criteria should be built into Section 11.A.1.
A process for reviewing alleged misstatements should be included.

Section 11.C.2(a), Grant of Immunity and Authorization to Obtain/Release
Information, should be revised to make it clear that the immunity and authorization
extends beyond a term of appointment or reappointment.

Section 11.C.2(a)(2) needs to be revised to include authorization to release
information to third parties who are assessing a practitioner’s qualifications,
competence or health pursuant to a review and government, regulatory, or licensure
Boards or agencies pursuant to state or federal law.

A section should be added to Section 11.C that addresses situations in which the
practitioner decides to take legal action, despite the release and immunity language,
and does not prevail.

Section I11LA.5 is an expedited process for credentialing that seems to combine a
bit of temporary privileges for applicants, temporary privileges for an important
patient care need and expedited Board review on applications. This section should



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

be deleted and new sections on temporary privileges for applicants, temporary
privileges for an important patient care need and expedited Board review on
application should be included.

Section 111.A.9, Criteria for Additional Inquiry, should be deleted as it could be
construed as limiting Section I1.B.2 Burden of Providing Information and limiting
the circumstances for which additional, clarifying information may be requested
from an applicant. Section 11.B.2 is broadly worded and the circumstances
described in Section I11.A.9 are covered in that Section.

Section I11.B addresses provisional status which really is covered by the FPPE
Policy. We recommend deleting this section and making a reference to the FPPE
process and the fact that all initial grants of clinical privileges will be subject to it.

A section should be added which addresses privilege modifications and waivers.
Section IV.A.2, Clinical Privileges for New Procedures, should be revised to
include more detail and guidance as to the process to be followed when considering
these decisions.

Section IV.A.3, Clinical Privileges That Cross Specialty Lines, should be revised
to include more detail and guidance as to the process to be followed when
considering these decisions.

A section on disaster privileges should be included unless there is a separate policy.
A section on exclusive arrangements should be included.

A section on telemedicine privileges should be included.

A section on guidelines on collegial intervention should be included.

A section on additional methods for progressive steps should be included.

Section VI.C on precautionary suspensions needs to be revised in terms of best
practices and clarity.

The grounds for automatic relinquishment listed in Section VI.D should be
expanded to address issues such as failure to satisfy threshold eligibility criteria,
failure to comply with training or educational requirements, failure to comply with
request for fitness to practice evaluation, and failure comply with request for
competency assessment. A more detailed section of reinstatement from an
automatic relinquishment should be included.

A provision should be added to Section VI.E that would allow the CMO to impose
an administrative leave of absence. A provision which addresses what happens



20.

21.

when a practitioner’s appointment and privileges expire while on leave would also
be helpful.

Section VII.A.2, Exception to Hearing and Appeal Rights, needs to be revised.

Article V11 is generally appropriate but provisions should be added to address issues
such as compensation for hearing panel members, time allotted for the hearing,
provision of information to the hearing panel, and presence of hearing panel
members. We do not recommend the use of a hearing officer for clinical matters.



