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A Digital-First Approach to Care Redesign
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TAKE NOTE

Delving Into Data
to Improve Patient
Safety

Randy F. Liss

To say data is an indispensable part of healthcare today would be an
understatement. Consider: The healthcare industry generates more
than 30% of the world’s data volume, according to RBC Capital
Markets, a global investment bank. By 2025, that percentage is
expected to top 36%.

All that data can be put to good use, and one area to apply it is patient
safety. In this issue’s cover story, “Necessary Change: Redesigning
Care to Achieve Patient Safety” (Page 18), care redesign experts share
various practices on how to make systems safer for patients and
healthcare workers. One place they point to: the data, both to elimi-
nate harm but also to proactively ensure that care is provided the right
way more often.

Data also is critical to help health systems eliminate disparities and
provide equitable care across the community, leaders and experts say
in our feature “Equity Is Essential to Patient Safety” (Page 26). By
parsing numbers and poring over outcomes to find gaps in care—not
only by race, gender, ethnicity and age, but also sexual orientation,
gender identity, education and employment status—organizations can
take significant steps forward.

Finally, our profile of 2023-2024 ACHE Chair Delvecchio S. Finley,
FACHE (Page 8), is inspirational reading. Finley, president of Atrium
Health Navicent, Macon, Ga., assumes his new role March 18 at
ACHE’s Council of Regents Meeting and brings with him a passion
for improving access to care in marginalized communities. Read about
his professional journey and his plans for ACHE in the following year.

I hope you enjoy this issue of Healthcare Executive. If you'd like to
share any feedback about it, just send me a note at rliss@ache.org. A
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PERSPECTIVES

Deborah J. Bowen,
FACHE, CAE

The agendas of leaders today are com-
plex and crowded. While taking care
of patients remains the primary focus,
the industry continues to navigate an
evolving set of workforce and financial
challenges and impacts. At the inter-
section of these challenges lies an
enormous opportunity to relaunch our
safety efforts. It is uniquely suited to
be the link between data and innova-
tion, while propelling us forward to
redesign care and support our patients
and workforce in new ways. This one
true north remains central for all of
us—compelling us to do our best for
the patients who put their trust in us.

It is also evident that with applied
focus and effort, positive outcomes
can be achieved. Take, for example,
the July 2022 study published in the
Journal of the American Medical
Association, noting that in-hospital
adverse events decreased between
18% and 41% from 2010-2019.

Much has happened since 2019, and
we emerge knowing that our ability
to hardwire lessons learned, while
also closing any of the cracks that
have widened in our foundation, is
now central to success. In doing so,
the work of safety may provide the
spark that reignites, reenergizes and
refuels us as caregivers and care pro-
viders, as few issues are at the heart of
our work than caring for others.

©  Healthcare Executive MAR/APR 2023
Reprinted with permission. All rights reserved.

Prioritizing Safety
Remains Job No. 1

The path to preventable zero patient harm is
key to the success, safety of our workforce.

A great deal has been written about
safety. In 2016, ACHE partnered
with the Institute for Healthcare
Improvement’s Lucian Leape Institute to
collaborate with some of the most pro-
gressive healthcare organizations and
globally renowned experts in leadership,
safety and culture. Through this work,

we developed Leading a Culture of Safety:

A Blueprint for Success, an evidence-
based, practical resource published in
2017 to assist healthcare leaders in creat-
ing a culture of safety. In addition, Safer
Together: A National Action Plan to
Advance Patient Safety, developed by
ACHE and members of the National
Steering Committee for Patient Safety, is
the work of 27 influential federal agen-
cies, safety organizations and experts,
and patient and family advocates
brought together by the Institute for
Healthcare Improvement. Most recently,
the ACHE Board of Governors updated
ACHE’s policy guidance for leaders,
“The Healthcare Executive’s Role in
Ensuring Quality and Patient Safety.”
The impact of leaders is widely noted
throughout these resources.

Though patient and workforce safety
require enterprisewide systematic
effort, three areas seem particularly
relevant for leaders today.

Leadership fundamentals matter.
Though safety is not a new topic, its
connection to current challenges may

not be so obvious and could be a use-
ful platform. Here the vigilance of
boards and leadership teams in execut-
ing a compelling vison for safety is as
important today as ever. Safety gover-
nance is a foundational practice and
includes the breadth of leadership
activities from strategy to operational
oversight and should include ongoing
board education. Leadership develop-
ment practices can cover core and
evolving skill sets, while also providing
powerful opportunities to develop key
champions and strengthen collabora-
tive problem-solving between clinical
and nonclinical leaders. By measuring
progress, identifying gaps in progress
and learning new approaches, leaders
can create sustainably safe environ-
ments and drive positive results for
patients, families and the workforce.

Building trust, respect and inclu-
sion are essential. The everyday
actions of leaders, and the behavioral
standards and expectations applied
across the organization, could be the
most defining aspect of culture.
Leaders establish the culture they
value, and those norms and beliefs
become the climate for all. Safety and
equity are best achieved in environ-
ments that build respect, trust and
inclusion through ongoing education
and training, collaboration and trans-
parency. Trust, respect and inclusion
must be nonnegotiable standards that
consistently apply to all, from the
board room to the entire workforce.

Trust, respect and inclusive practices
are also fundamental to improving
outcomes for patients by building a
diverse workforce capable of deliver-
ing culturally competent care and
working to eliminate disparities.

(Cont. on Page 71)
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By Lea E. Radick

Drawn to healthcare from an early age,
Delvecchio S. Finley, FACHE, originally wanted
to become a physician and work in the Atlanta
neighborhood where he was raised. “l was
passionate about addressing the perceived
helplessness and suboptimal mental and
physical health that was pervasive in my public
housing community and others like it,” he says.

Reprinted with permission. All rights reserved.



During his pre-med studies at Emory University, he
realized he was destined, instead, for a role in health-

care administration. Finley’s passion for healthcare,

particularly access to care for marginalized communi-

ties, stems from his upbringing and early work

experiences.

In his formative years, Finley was blessed with a loving
and devoted single mother who raised him and his sib-
lings. Like many others, his mother unfortunately suf-
fered from the pitfalls of drug addiction that was

rampant in his community. Finley counts himself as for-
tunate that his mother was able to eventually overcome
her addiction, and that he didn’t lose her permanently
like some of his childhood friends.

“The value of service to others was instilled in me early
on from my participation in student government, volun-
teerism and the example set by my aunt, whom I
admired the most,” he says. Finley’s aunt was the elected
tenant association president of the public housing devel-

opment where he grew up.

MAR/APR 2023 Healthcare Executive 9
Reprinted with permission. All rights reserved.




of ACHE's 2023—2024 Chair

He quickly established himself within the healthcare field,
becoming a CEO in his mid-30s while working at LA
County/Harbor-UCLA Medical Center in Torrance,
Calif., from 2011 to 2015.

In 2011, soon after becoming president and CEO of
America’s Essential Hospitals, Bruce Siegel, MD, visited
Finley at Harbor-UCLA after hearing about his suc-
cesses. “I was struck by his warmth, generosity and
healthcare business acumen,” Siegel says. “He had cer-

tainly lived up to his billing.”

In later years, Finley would go on to chair the board of
Essential Hospitals Institute, AEH’s research and educa-
tion foundation. In that role, Siegel says, Finley helped the
institute grow its funding and programming, allowing it
to support its member safety-net hospitals with new edu-
cational and improvement opportunities. He also helped
the board examine its own work and function. That led to
a clear set of expectations for every director, and served as
a catalyst in the design and launch of Essential Women’s
Leadership Academy, an EHI program to develop rising
female executives. Issues of diversity, equity and inclusion

would become a primary focus of Finley’s over the years.

After spending nearly 20 years of his professional life in
California, in 2021, Finley returned to his home state of
Georgia and joined Atrium Health Navicent as president.
Macon-based Atrium Health employs over 6,000 people,
has 1,116 licensed acute and specialty beds, and offers 53
specialties at more than 50 facilities throughout central
and south Georgia. In December 2022, Atrium Health
combined with Advocate Aurora Health to create

10 Healthcare Executive MAR/APR 2023
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“Delvecchio is a remarkable
leader who demonstrates a
passion for improving lives in
everything he does, whether
inside our organization or
with a national platform.”

—Eugene A. Woods, FACHE

Advocate Health, the fifth-largest non-
profit health system in the United
States.

As a member of the health system’s execu-
tive leadership team, Finley is responsible
for providing leadership and strategic
direction for the meaningful, measurable
goals that will position Atrium Health
Navicent’s strategic growth and success.
As with the strategic combination of
Atrium Health and Navicent Health, his
role in the newly formed Advocate
Health executive leadership team will provide thoughtful and
deliberate discovery through the integration process, and posi-

tion the health system to embrace market dynamics and excel.

“Delvecchio is a remarkable leader who demonstrates a
passion for improving lives in everything he does, whether
inside our organization or with a national platform,” says
Eugene A. Woods, FACHE, one of two CEOs of
Charlotte, N.C.-based Advocate Health. “And, coming
from a very humble upbringing, he has never forgotten
where he came from, which is especially evident in his

care for our most vulnerable communities.”

Leadership: A Responsibility to

Do More

During his 20 years in healthcare leadership, Finley’s pas-
sion for his profession has gained the respect and admira-

tion of many of his peers.

He is the recipient of several awards and commendations,
including ACHE’s 2014 Robert S. Hudgens Memorial
Award for Young Healthcare Executive of the Year. He
was included on Modern Healthcare’s “Top 25 Minorities
in Healthcare Watch List” and recognized with its “Up
and Comers Award,” and he was named to Becker’s
Hospital Review’s “Top Healthcare Executives Under 40”
list. In 2021, he was also named one of Modern
Healthcare’s “Top 25 Diversity Leaders in Healthcare.” In
2022, Finley was also included on Georgia Trend maga-
zine’s “GEORGIA 500 list of most influential leaders.”

“This is his life’s work, and he uses the platforms he has
to make sure that the people in those rooms never forget



that they too—by choosing to
work in healthcare—are here to
serve others,” says Carmela
Coyle, president and CEO of the
California Hospital Association.
“For Delvecchio, leadership is a
responsibility to do more, not a

license to do less.”

Coyle calls Finley “instrumental”
not only in her selection as presi-
dent and CEO of CHA—he
served on the CHA board’s
Executive Committee that final-
ized her offer to lead the organiza-
tion—but also in ensuring that
her transition into the role went

smoothly.

“That really exemplifies who
Delvecchio is—a person who
gives of himself without hesitation

to help others,” she adds.

Having worked closely with him
for four years when he served on
CHA’s Board of Trustees, Coyle
describes Finley as having a “col-
lected, thoughtful and diplomatic”
demeanor when challenges arise.
She also says he is a man of
“impeccable integrity” and “pur-
pose.” “I have seen him, time and
again, stand up to speak on behalf
of the uninsured, for people expe-
riencing homelessness, for those
facing substance use disorders,”
Coyle says. “He gives voice to
those who may not have one, in

rooms that they are not invited to.”

Born at Grady Memorial
Hospital, a safety-net hospital in
Atlanta, Finley has spent most of
his career working in similar hos-

pitals and health systems.
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as a result.”
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“When Delvecchio enters a room, people know he is
there,” says Nicholas R. Tejeda, FACHE, group presi-
dent, Western Group-Tenet Healthcare, Dallas, who met
Finley when they were both beginning their careers in
California. “When he is at a meeting, his comments shape
the entire discussion. And when he sets his mind on a
goal, it will be accomplished. These attributes cannot be
taught. Rather, they are a reflection of his role as a natural
leader, in work and in life,” Tejeda continues.

Although they worked for different organizations, Finley
and Tejeda were brought together through their active
participation with the California Association of
Healthcare Leaders, a local ACHE chapter. “In many
ways and at many events, we would collaborate on ACHE
initiatives related to early careerists as well as diversity,

inclusion and equity,” Tejeda says.

Giving Back to the Profession

Finley’s involvement with CAHL served as a steppingstone for
his ascension as a leader within ACHE. In turn, he has been a
steadfast proponent of other early careerists’ involvement with
ACHE chapters, which Baljeet S. Sangha, FACHE, COO
and deputy director, San Francisco Health Network/San

Francisco Department of Public Health, knows firsthand.

Sangha first met Finley in 2009 soon after the early
careerist had begun an internship at Zuckerberg San
Francisco General Hospital and Trauma Center—part of
the San Francisco Health Network.

Finley, who at the time was working concurrently as associ-

ate administrator at Zuckerberg San Francisco General

12  Healthcare Executive MAR/APR 2023
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“Delvecchio seeks to move
organizations to the next
level. He did that for us, and
he will do that for ACHE.
We will all be better off

Hospital and Trauma Center and as
the interim COO at the Laguna
Honda Hospital and Rehabilitation
Center—also part of the San Francisco
Health Network—approached Sangha
and asked him to serve as a student vol-
unteer with CAHL. Finley was serving
as the ACHE Regent for California—
Northern & Central at the time, and
he had held multiple leadership roles
for CAHL, including president.

—Bruce Siegel, MD

“What ensued as a result of that time
Delvecchio took to vouch for my nomination to the board
has been a successful and fulfilling decade of service to the
health profession,” says Sangha, who is the recipient of
ACHE’s 2023 Robert S. Hudgens Memorial Award for
Young Healthcare Executive of the Year.

Sangha eventually went on to serve as president of CAHL
in 2016 and as the ACHE Regent for California—
Northern & Central from 2019 to 2022 (following in
Finley’s footsteps). Sangha shares that Finley was also
instrumental to his professional growth, encouraging him
to earn his FACHE® credential.

As someone who views volunteer leadership as “core to my
being,” Finley is grateful to ACHE for providing him
with the skills and opportunity to serve. “Having an orga-
nization like ACHE where you can give back to a field

that gives so much to you ... is so important,” he says.

Finley credits ACHE with contributing to his growth and
success as a leader in many ways, including continuing
education, networking and building a cadre of fellow
leaders to rely on. His membership has also helped him to

cultivate and develop new skills.

“Having that [support] really helps executives to be of
increasing value to their teams, their organizations and
their communities,” Finley says. “That is really the secret
sauce of what ACHE does for healthcare executives.”

Confronting Today’s Challenges
Finley predicts that workforce shortages will continue to

be one of the greater challenges facing healthcare
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of ACHE's 2023—2024 Chair

executives. Although not a new challenge, per se, the scar-
city of healthcare positions—mainly clinical, was exacer-

bated during and following the pandemic.

Rather than defaulting to status-quo solutions, such as
getting more people to do the same roles, Finley sug-
gests that leaders “look at the roles themselves and dis-
cern if there’s a different way to do the job that provides
a level of scalability and sustainability.” He also sug-
gests leaders reconsider how the field trains and devel-
ops individuals for these difficult-to-fill roles, and how

to make the positions more attractive and fulfilling.

Helping to foster ACHE’s ability to provide leadership in
advancing well-being and in helping healthcare workers con-
nect to their purpose are two issues Finley plans to prioritize
once he is installed as Chair of ACHE, Saturday, March 18,
during ACHE’s Congress on Healthcare Leadership.

For Finley, other industries’ continued disruption of
healthcare also necessitates thinking differently about how

to innovate and produce value to make healthcare sustain-

able and affordable.

“For healthcare executives, irrespective of which sector of the
field you work in—on the provider side, the insurer side, the
device manufacturer side—all of us have to be thinking
about how to make this thing that we care about more sus-
tainable for everyone, including us, as leaders,” he says.

Instead of viewing challenges and solutions as separate
entities, Finley sees an opportunity for them to coexist in
the same space by cultivating healthcare leaders’
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“The value of service to others
was instilled in me early on
from my participation in student
government, volunteerism and
the example set by my aunt,
whom | admired the most.”

—Delvecchio S. Finley, FACHE

competence in the area of diversity,

equity and inclusion.

As Chair, Finley’s other priorities
include helping to foster ACHEs
ability to provide leadership in elimi-
nating healthcare disparities and dis-

parities in leadership opportunities.

By developing competence in the area
of DEI, Finley believes executives can
open up conversations for people from
underserved populations to be con-
duits of and contributors to solutions rather than solely the
beneficiaries of them. “Often, if we just ask [people from
marginalized communities] to be part of the solution, we
can get there faster and probably more sustainably because

there’s more buy-in and ownership to it,” he says.

“I would love for this year to be viewed as more conse-
quential than custodial,” Finley says of his term as ACHE
Chair. His peers have no doubt that he is up to the task.

“I believe that Delvecchio will bring a distinct sense of
energy and enthusiasm to his role as Chair,” Tejeda says.
“Even more, his experience serving ACHE from coast to
coast will be a great asset as he works with ACHE leader-
ship to identify and pursue opportunities to improve our

profession in all of the communities we serve,” he adds.

“He is very attuned to the many ways that our field needs to
transform, and I am confident he will provide the Board of

Governors with the needed leadership to navigate the road
ahead in his new role as Chair of ACHE,” Woods says.

“Delvecchio will ask the right questions, and he will
‘assume’ little,” says Siegel, who describes Finley as some-
one who leads with “collaboration and humility,” as well

as a “sharp eye for business.”

“Delvecchio seeks to move organizations to the next level.
He did that for us, and he will do that for ACHE. We will
all be better off as a result,” Siegel adds.

Lea E. Radick is publications editor with Healthcare

Executive.



A Premier Corporate Partner of

‘e- AmericanCollege of @) Quest Advanced

HealthcareExecutives
—~

for Lnaders who care®

The right approach to diagnostics can do more
than support clinical excellence.

At Quest Diagnostics, we refocus diagnostics to help you streamline operations
and reduce expenses so that you can deliver the highest quality outcomes for
your patients.

Learn more about operational efficiency
by scanning the QR code or visiting 4 -

QuestDiagnostics.com/ACHE l i




Transplant Journey: Optimizing

Patient Care

High-quality testing with a quick turnaround time is essential to improving patient
outcomes and provider experience.

“That’s really our goal—to try and improve
long-term outcomes and quality of life for
patients undergoing transplant procedures.”

— Ann Salm, PhD

Director/Medical Science Liaison Lead,
Infectious Disease and Immunology
Quest Diagnostics

Secaucus, N.J.

Demand for organ transplants continues to increase. In 2021,
the most recent year for data, approximately 41,354 organ
transplants were performed in the U.S., a 5.9% increase over
the previous year and the first time the annual total has
exceeded 40,000, according to the Organ Procurement and
Transplantation Network. To keep up with demand and pre-
pare to serve the more than 105,000 patients currently on
the national transplant waiting list, health systems need to
find innovative ways to improve donor and patient experi-
ence while prioritizing quality and safety.

Both donors and recipients undergo extensive testing
throughout the transplant journey. Therefore, high-quality
testing with a quick turnaround time within a health system'’s
transplant diagnostics program is critical for ensuring patient
care excellence. Having the right laboratory partner can help.

Improving Transplant Testing: a Comprehensive
Approach

“In the wake of the pandemic, health systems are looking
for ways to work more efficiently and more effectively for
their patients, including in their high-cost areas, such as
transplant centers,” says Ann Salm, PhD, director/medical
science liaison lead, infectious disease and immunology,
Quest Diagnostics, Secaucus, N.J. To help health systems
improve patient experience and care outcomes and
reduce costs associated with caring for patients undergo-
ing transplant procedures, Quest offers a comprehensive

service that includes the following four solutions aimed at
making key improvements.

1. Closing gaps in care. Many patients travel long dis-
tances to visit centers specializing in specific transplants.
After a transplant, all patients undergo careful monitoring
throughout their lives. In addition, they must undergo reg-
ular testing to prevent infections or graft failure for the ini-
tial year or two after transplant. A challenge can be
making sure proper follow-up is conducted once patients
are discharged and return home, especially for those who
live far from the nearest transplant center.

As a national clinical lab with more than 2,200 patient ser-
vice center locations across the country, Quest can help
make sure patients are monitored closely—and are adher-
ing to strict testing protocols—after they have returned
home from their transplants, according to Hema Kapoor,
MD, senior medical director, infectious diseases and immu-
nology and Global Diagnostics Network, Quest Diagnostics.
For example, post-transplant specimen collection materials
can be sent to patients’ homes so that they can visit the

nearest service center for testing convenience.

“Reaching patients where they are and making it easier for
them to be tested prevents gaps in care for an improved
engagement of the patient with the care team and to pre-
vent infection, which can lead to transplant failures,”
Kapoor says. “Streamlined, high-quality and sustained lab-
oratory test results are essential.”

2. Providing accelerated results. Having quick access to
test results is critical for physicians caring for patients
throughout their transplant journeys. “We are committed
to quick turnaround times,” Kapoor says. Quest aims to
deliver testing results for donor testing within 24 hours
and post-transplant infectious disease testing within eight
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to 12 hours from receipt of the patient sample. Express
shipping and fast tracking within the lab are available for
all transplant customers, which helps expedite specimen
transport and testing to support faster turnaround times.

3. Integrating patient results in the EHR. Providing clinicians
fast access to post-infectious disease test results right where
they need them also is critical for successful patient monitor-
ing. Quest can integrate test results seamlessly into a health
system’s EHR. “We can integrate with about 800 EHR systems,”
Kapoor says. “Providers receive an alert on their handheld
devices or right in the EHR, which allows for better monitoring
of their patients in real time, helping providers make critical
decisions about their patients who have received transplants
and who are in a delicate balance of immunosuppression.”

Clinicians also appreciate the longitudinal reporting Quest
provides. Patients are monitored for post-transplant infec-
tions for a minimum of one year. Testing starts out weekly,
then trails off to biweekly and monthly, for example.
Clinicians benefit from knowing about patients’ well-
being throughout the days, weeks and months following
transplant and can conveniently access that information in
the EHR as well, according to Kapoor. This helps guide
improved patient care and outcomes.
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4. Connecting clinicians with expert help. "Post-
transplant infectious disease test results can be compli-
cated, and sometimes the physicians need help,” Kapoor
says. Clinicians at health systems partnering with Quest
have access to a team of specialized medical experts who
are available to guide test selection and results interpreta-
tion and support clinicians with patient care decisions.
“The experts who are available are trained specifically in
infectious diseases and have experience working in hospi-
tals and taking care of patients,” Kapoor says.

Increased access to post-transplant infectious disease
surveillance and the accompanying support and solu-
tions Quest offers all are aimed at improving transplant
success rates and overall patient outcomes, say Salm
and Kapoor.

“That'’s really our goal,” Salm says. “To try and improve
long-term outcomes and quality of life for patients under-
going transplant procedures.”

For more information, please contact Hema Kapoor, MD,
senior medical director, infectious diseases and immunol-
ogy and Global Diagnostics Network, Quest Diagnostics, at
HealthSystems@QuestDiagnostics.com.
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efforts that

are under-
way or being planned to improve patient safety and qual-
ity should continue, despite epidemic levels of staff
burnout and turnover. These efforts may even help resolve

persistent staffing challenges.

“There is a sweet spot where building better systems for our
patients can actually reduce the moral injury or burnout that
many staff are feeling now,” says Asaf Bitton, MD, executive
director, Ariadne Labs, a health systems innovation center at
Brigham and Women’s Hospital and the Harvard T.H.
Chan School of Public Health, Boston.

“This is an incredibly hard time throughout the healthcare
system, with one in five workers having left healthcare,”
Bitton adds. “But I think it would be unwise to say, ‘No
change initiatives for the next year because our staff are too

strained and stressed.”

There’s another critical reason to prioritize care redesign
efforts: The increased use of travel nurses and other tempo-
rary workers due to staffing shortages can negatively affect
teamwork and communication. “Labor challenges are creat-
ing a transitional workforce, which poses risks to patient
safety and threatens the safety culture within our institu-
tions,” says Kedar Mate, MD, president and CEO, Institute

for Healthcare Improvement, also in Boston.

Given current realities, there’s a need for healthcare leaders to
approach care redesign from a dual perspective. “We need to
toggle between two truths,” Bitton says. “The truth that our
workforce is stretched thin, and the truth that we need to
redouble our efforts to make our systems safer for our

patients, our healthcare workers and our communities.”

Cleveland Clinic’s two-pronged vision statement—"to be the
best place to receive care anywhere and the best place to work
in healthcare”—provides a pathway for addressing both of
these truths. “Any care redesign effort has to have those two
priorities in mind,” says Anthony J. Warmuth, FACHE, exec-

utive director for clinical transformation, Cleveland Clinic.

Interviews with care redesign experts revealed several key take-

aways on how to simultaneously attain both of these goals.

One key to successful care redesign is recognizing that
changes to care processes must be achievable for staff to
implement. “The adaptive reserve capacity of our clinicians
to take on even one more extra thing is strained,” Bitton says.
“So if you're asking them to do something extra, you need to
then take away some bureaucratic burden from them to cre-

ate the space for change.”

One example of this approach is happening at Northwest
Permanente, a large medical group in Oregon and Washington.
The organization is piloting a virtual scribe program among

primary care physicians to reduce their documentation burden.

“The virtual scribes are reducing our doctors’ after hours on
documentation and similar tasks,” says Leong Koh, MD,

president and CEO.

Northwest Permanente partners with an outside company
for scribe services. Participating physicians virtually
connect with the scribes and work with them to complete
patient histories,

medication

orders and other

documentation.

Healthcare Executive 19
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“It’s not only helping with patient care, but also with retain-
ing our primary care physicians,” Koh says. “A few of our
physicians say the scribe has enhanced their careers, reducing
their documentation load by a couple of hours a day.”

USE QI APPROACHES AS CHANGE
MANAGEMENT TOOLS

The use of quality-improvement methodologies—such as
Lean and Plan-Do-Study-Act—has become ubiquitous in
hospitals; however, IHI’s Mate thinks these approaches
should be used more broadly.

“Often quality and safety methods get pigeonholed and
used for preventing a narrow subset of conditions such as
hospital-acquired infections,” he says. “But quality science
is also a foundational approach to problem-solving and
change management that, in my experience, is joy-restoring
to the workforce.”

Mate believes every clinician should be versed in how to use
quality science to solve problems they experience in the diag-
nostic and therapeutic process. Though many clinicians have
been exposed to QI methods in school or on the job, they are
not regularly using the strategies. “Unless knowledge is
applied, it becomes ‘shelfware,” Mate says.

There is a sweet spot where
building better systems for our
patients can actually reduce the
moral injury or burnout that
many staff are feeling now.

—Asaf Bitton, MD

Ariadne Labs, Brigham and Women's Hospital,
Harvard T.H. Chan School of Public Health
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One way Cleveland Clinic is arming front-line caregivers
with problem-solving expertise is through its Solutions for
Value Enhancement program, or SolVE. Caregivers partici-
pate in a hands-on, 12-week program, applying a formal QI
problem-solving method to address a specific challenge they
are experiencing in their clinical or operational areas. The
program has resulted in hundreds of beneficial care
improvements. “We are also developing the capacity for
future improvements because our clinicians can take and

apply their learnings to future problems,” Warmuth says.

UNLEASH THE DATA—AND SEEK
LEARNING NE TWORKS

Ideally, Mate hopes quality science will be used not only to
eliminate harm but also to proactively ensure care is provided
the right way more often. As an example, he points to a project
at Kaiser Permanente Southern California that reduced colon
cancer mortality by 24% over seven years. The team reviewed
EHR records of patients who died from colon cancer to identify
gaps in care or instances when patients did not receive interven-
tions known to improve outcomes. Examples include delays in
receiving chemotherapy and a lack of follow-up care for rectal
bleeding. The team then enacted process improvements, as well
as electronic surveillance and alerts, to help ensure colon cancer

patients receive recommended care on a timely basis.

Critical to Kaiser’s successful project was the marshalling of
data that already existed in the EHR, Mate says. With the
growth of EHRs, this data has become widely available and
accessible. “It’s no longer a technical problem,” he says. “It’s a

‘will” problem.”

Mate encourages healthcare leaders to direct clinical analytics
teams to readily produce data that can help clinicians iden-

tify diagnostic or therapeutic failures.

Bitton calls system breakdowns “know-do gaps.” “Patients
suffer to a great extent because we fail to deliver the type of
care we already know we should provide,” he says. “We're so
focused on new breakthrough innovations that we don’t
focus enough on the ‘follow-through’ innovations, or ensur-
ing that everyone receives the interventions we know work—

equitably, effectively and on time.”

Ideally, metrics related to know-do gaps should be bench-
marked internally, allowing care teams or clinicians to



compare their performance against that of a peer, and then
use peer coaching to spread best practices from high per-

formers across the system, Bitton says.

Mate also encourages hospitals to form or join regional or
national learning networks that allow clinicians to share
data, knowledge and best practices with peers in other
organizations. A variety of learning networks already exist
for specialties and diseases but more need to be created.
“We need to get organizations sharing data with each
other on what is taking place in their organizations to
help them learn from each other about what will make

patient care safer and more effective,” he says.

RECOGNIZE PATIENTS AND PROVIDERS
AS THE EXPERTS

Northwest Permanente abides by two fundamentals of care
redesign. The first: “Put the patient at the center,” Koh says.
“When making care redesign decisions, always start with

what the patient needs and what the patient wants.”

He points to the Kaiser Permanente Care at Home pro-
gram, which has admitted more than 2,050 patients to
advanced hospital care in the home since 2020. “Patients
want to be cared for at home, and patient satisfaction
scores for this program are much higher than for patients

in hospital settings.”

Kaiser Permanente collaborated with a vendor to provide
digital monitoring and medical equipment to hospital
patients at home. Patients are carefully evaluated to
determine if their care can be provided safely and effec-
tively where they live. A command center overseen by
Northwest Permanente physicians electronically moni-
tors patients 24/7, and nurse practitioners, physical ther-

apists and other clinicians visit patients at home.

The attention to patient safety has paid off: On average, hos-
pital-at-home patients have lower rates of infection, mortality
and readmission than patients cared for in the hospital

setting.

Koh also stresses the importance of another care redesign
fundamental: “You've got to talk to the people who provide
the care. Ask physicians, nurses, medical assistants and other
staff, ‘How might we make care better?””

Northwest Permanente recently reduced wait times in urgent
care by about 15% by following these care redesign funda-
mentals. “We saw there was a problem,” Koh says. “Then we
asked our patients what they wanted and asked our staff who
provided care what we could do differently, putting patient
safety and quality at the forefront.”

RECOGNIZE WHEN A RADICAL
DO-OVER IS NEEDED

The majority of care redesign is about incremental improve-
ment, or tweaking processes gradually over time; however,
sometimes a transformative redesign is needed to achieve

desired outcomes.

Warmuth calls this “starting from scratch.” “You begin by
asking, ‘If we were going to build the most effective system
for our patients, what would that look like?” That doesn’t
mean you have to invent everything yourself. You need to
look for best practices inside as well as outside of the health-

care industry that work well,” he says.

For example, Cleveland Clinic recently redesigned its sepsis
response approach to ensure the deadly infections are caught
early, when most treatable. Like many health systems,
Cleveland Clinic used to rely on nurses in each unit to iden-
tify when their patients were showing signs of sepsis.

Now, a centralized sepsis response team monitors patients
throughout the hospital 24/7. At the first sign of a sepsis
infection, the team rapidly deploys and partners with the
patient’s caregivers to assess and treat. The response team
relies on regular conversations with bedside caregivers about
their patients as well as a predictive tool in the EHR that
helps pinpoint patients at risk of sepsis.

“Minutes matter with sepsis,” says Warmuth. “In our model,
we have experts in sepsis proactively looking for and rapidly
treating patients.”
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MAKE DOING THE RIGHT THING THE
EASY THING TO DO

Before implementing care redesign interventions, healthcare
leaders should identify a sustainment strategy, advises
Warmuth. “If the right thing to do is hard to do, then staff
are going to drift back to old habits and practices. You have

to think proactively about barriers to change and how you as

a leader are going to lead through the change.”

Checklists or guidelines are some possible tools that can help

staff navigate a new care approach. For example, Cleveland

Clinic began instituting plan-of-care visits on inpatient units

in 2019. During these daily bedside meetings, the care team
(including at least a physician and a nurse) talks with the
patient and any family members about the patient’s care,

including any concerns and what to expect going forward.

The care teams are provided with structured yet flexible
guidelines for how to conduct these visits, including brief

scripts to use when talking with patients and specific steps to

be followed at each visit. The goal is to develop collaborative
treatment plans that incorporate the patients’ desires, reflect
the input of all care team members and set a discharge plan.

“The plan-of-care visits are not only improving the patient

experience, but also safety and quality issues, such as

The plan-of-care visits are not only
improving the patient experience, but
also safety and quality issues, such as
ensuring that a patient’s lines and
drains are removed in a timely manner.

—Anthony J. Warmuth, FACHE

Cleveland Clinic
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ensuring that a patient’s lines and drains are removed in a
timely manner,” Warmuth says. “In addition, these visits are
reducing the workload of our nurses and physicians. Because
they are having effective conversations with the patient,
everyone is on the same page, which reduces misunderstand-
ings as well as the subsequent phone calls/pages that clini-

cians have to deal with.”

Embedding necessary tools into the EHR is also critical to
adopting new clinical interventions, says Ariadne Labs’
Bitton. He points to the Serious Illness Care Program that
palliative care experts at Ariadne Labs developed. The pro-
gram trains clinicians on a step-by-step process they can use
to talk with patients about their medical wishes as they face
serious illness or end-of-life choices. Ariadne Labs worked
with national EHR companies to make it easier for clinicians
to document patients’ care wishes so these requests can be

easily accessed by subsequent providers in other care settings.

ASSESS READINESS AND PLOT A PATH
FORWARD

Before piloting a care redesign intervention, healthcare lead-
ers need to assess the readiness of the service line or hospital
to enact the change, Bitton says. Leaders need to ask ques-
tions such as: Who are the champions who can drive imple-
mentation? Do these champions have the necessary
leadership capabilities? Does the service line have the neces-
sary resources and talent? Are the necessary data structures
and communication mechanisms in place? Do they have the
mental and time space for change?

Ariadne Labs has created a set of resources, called the Atlas
Initiative, to help healthcare stakeholders assess readiness and

implement quality-improvement projects.

“Executives are leading healthcare organizations that have
many competing demands and forces,” says Bitton. “If you
really want to move the organization in a certain direction,
you've got to build clear pathways and set targets along those
pathways. Extrinsic motivators can be important, but you
really have to be attuned to all the intrinsic motivations that
will sustainably move large complex organizations in the

right direction over the long term.”

Maggie Van Dyke is a freelance writer based in the
Chicago area.
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Using Technology to Increase Colorectal
Cancer Screening Rates

How health systems can optimize their EHRs to improve outcomes.

“By optimizing the EHR and using centralized
information to direct patient care, providers
can find a higher level of satisfaction and
potentially lower their rate of burnout.”

—Durado Brooks, MD
Associate CMO, Screening
Exact Sciences

Madison, Wis.

A sense of collective burnout, coupled with the ongoing
labor shortage and lingering care gaps caused by the pan-
demic, continues to weigh heavily on executives’ minds.
Within this environment, health systems can benefit from
opportunities to optimize workflows and increase access
to care, particularly for cancer screening efforts.

During the COVID-19 pandemic, there has been a severe
decline in breast, colorectal and prostate cancer screen-
ings among the U.S. population, with an estimated 9.4
million screenings not conducted that typically would
have happened in 2020 alone, according to an April
2021 article in JAMA Oncology. Colorectal cancer
remains the second leading cause of cancer mortality in
the United States, according to the American Cancer
Society. Because of the delays in screening caused in
significant part by the pandemic, it is an opportune
time for health systems to collaborate with partners in
this space to close screening gaps, improve patient and
provider satisfaction, and strengthen clinical and finan-
cial outcomes.

Optimizing the EHR
Health systems can find opportunities within their EHRs
to streamline workflows, decrease errors and reduce

duplicative or inefficient caregiver work, which can help
alleviate provider stress.

"By optimizing the EHR and using centralized information to
direct patient care, providers can find a higher level of satis-
faction and potentially lower their rate of burnout,” says
Durado Brooks, MD, associate CMO, screening, for Exact
Sciences. Both ordering cancer screenings and integrating
the resulting process within the EHR can save time and
ensure the care team doesn’t miss important information.

Health systems can also develop “pursuit lists” within the
EHR that enable providers to identify patients who can
benefit from colorectal cancer screening. Alerts and notifi-
cations can be configured in the EHR to remind busy pro-
viders to discuss screenings at a current visit or follow up
with the patient if an opportunity is missed.

Brooks points to a 2013 Annals of Internal Medicine study
that showed that simply by automating patient identifi-
cation, screening adherence rose by 24.5%. “If we rely on
the clinician and office staff to make every individual

Early Detection of
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identification of patients who need to be screened, a lot
of people get missed,” he says.

EHR-driven “population health” capabilities, Brooks says, can
be especially helpful in capturing a new cohort of patients
recently identified for colorectal cancer screening. In 2021,
the U.S. Preventive Services Task Force changed its screening
recommendations to include adults aged 45 to 49 in addition
to adults aged 50 to 75. In 2022, the National Committee for
Quiality Assurance updated its colorectal cancer screening
healthcare effectiveness data and information set, or HEDIS,
measure to include adults aged 45 to 49, as well.

Health systems also can use messaging capabilities avail-
able in the patient portal to send reminders about cancer
screenings, provide information about screening options
and follow up about missed screenings or test results. These
optimizations contribute to enhanced shared decision-
making between providers and patients, which plays an
important role in increasing screenings. This is particularly
true when providers offer a choice of screening options,
including a noninvasive test such as Cologuard®. A study
published in the April 9, 2012, issue of JAMA Internal
Medicine found that nearly two times more patients com-
pleted colorectal cancer screening when presented with
two options versus being offered colonoscopy alone.

Patient Outreach and Retention

Health systems that focus on using technology to reach
out to and engage patients have proven success in elevat-
ing colorectal cancer screening rates. One large health sys-
tem that committed to an EHR-driven engagement
approach experienced 10.1% growth in its screening rates
compared to the rest of the nation’s health systems, which
had a screening rate increase of around 1.5% within the

EXACT
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same time frame, according to Exact Sciences’ internal
data. Exact Sciences engages with patients through the
Exact Sciences Patient Navigation Program, which features
on-demand phone support for patients with a Cologuard”
kit order and reminder calls, texts and emails.

Engaging patients is essential to increasing screening rates
and improving outcomes, especially when reaching vul-
nerable patients who may find it difficult to take time off
from work or who may not have access to transportation,
according to Brooks.

“Colorectal cancer that's detected in its earliest stages is
much easier to treat,” Brooks says. “That means there’s less
burden on the patient and the healthcare system, and it's
far less expensive to treat.”

For more information, please contact Marissa Alvord,
senior manager, Enterprise Collaborations, Exact Sciences,

at malvord@exactsciences.com.

See Important Risk Information at Cologuard.com
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EQUITY IS ESSENTIAL
TOPATIENT SAFETY

Most organizations are beginning the journey

By Ed Finkel



Healthcare providers are realizing that without an intentional
emphasis on equity, patient safety cannot truly be achieved—
and they're taking steps to put into practice initiatives that lean
into the nexus of those two intertwined goals.

The American Hospital Association
has had a plethora of conversations
with its members in building the
Health Equity Roadmap that it
launched in spring 2022 with sup-
port from the Robert Wood Johnson
Foundation, says Joy Lewis, senior
vice president, health equity strate-
gies. “Everyone wants to tether this
equity work to the work that’s been
done for over a decade now around
quality and patient safety,” she says.
“Because at the end of the day, it is

really hard to say you're delivering
high-quality care if it’s not equitably

administered.”

Lewis doesn’t think much needs to
be done to raise awareness of the
concept, but providers do need to
raise their game in parsing data and
looking at outcomes by race, gen-
der, ethnicity, age and other factors,
Lewis says. “You can start to iden-
tify where there are opportunities

for really targeted and focused

interventions, and what’s the right
dosage of interventions that one

should bring to bear,” she says.

St. Bernard Hospital and Health
Care Center, located in the lower-
income Englewood neighborhood
on Chicago’s South Side, is well
aware of the disparities, says
Diahann Sinclair, St. Bernard’s vice
president of organizational and com-
munity development, and an ACHE

Member. “If you want your patients
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EQUITY IS
ESSENTIAL
TO PATIENT
SAFETY

"Everyone wants to
tether this equity work
to the work that's been
done for over a decade
now around quality and
patient safety. Because
at the end of the day, it

is really hard to say
you're delivering high-

quality care if it's not
equitably administered.”

—JOY LEWIS
AMERICAN HOSPITAL ASSOCIATION
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to be safe, ... you need to get to
know them, and to understand how
they operate, what works for them,
what doesn’t work, what they are
aware of, and what they’re not,”

she says.

For example, a healthcare provider
who serves an area with low levels
of literacy shouldn’t only be giving
patients written discharge instruc-
tions, Sinclair says. “Maybe you
need to deliver that information in
a different form,” she says. “When
you do, you might find that return
rates decrease and the number of
instances of that occurrence

decreases.”

To guard against such instances, St.
Bernard uses the “teach back”
method, through which clinicians
explain the care plan and then ask
the patient to respond with what
they understand. This easily
assesses comprehension and helps

correct any misunderstandings.

Main Line Health, based in the
Philadelphia suburb of Bryn Mawr,
Pa., places safety, quality, equity
and affordability as its top four
priorities, says Jack Lynch, FACHE,
president and CEO. “If you're not
committed to equity, you're really
not committed to safety,” he says.
“Nobody suggests that being com-
mitted to safety, or high quality, is
for one group of patients. It’s for

everybody.”

The correlation is also a no-brainer
for William Jahmal Miller, chief
administrative officer of Dignity
Health’s Mercy Medical Group,

CommonSpirit Health, Sacramento,
Calif., and an ACHE Member.
Miller says that evidence-based
research shows that patient safety
and outcomes are positively corre-
lated with culturally competent
care. “There are significant
improvements in outcomes for
patient safety when you have more
diverse, equitable, inclusive

representation.”

That’s happening more often these
days, but not often enough, says
William “Marty” Martin, PsyD, a
professor at DePaul University and
an ACHE Member. “We still have
far too many people dying unnec-
essarily within healthcare facilities
or suffering from harm they
shouldn’t suffer from,” he says.
“People, period, but it’s exacerbated

in certain groups.”

Successes to Date,
Challenges to Face

AHA member organizations have
begun to improve their efforts
around collecting race, ethnicity
and language-related information,
Lewis says. “That’s probably a
good place to start because of the
intersectionality of race and ethnic-
ity across these other variables,”
she says. But providers have been
less adept at garnering “sexual ori-
entation and gender identity data
and other demographic data, like
one’s educational or employment

status.

“And then how do you use those
data to drive action, to really
produce improvements in health
outcomes?” she adds. “That’s a really
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EQUITY IS
ESSENTIAL
TO PATIENT
SAFETY

"If you want your
patients to be safe, ...
you need to get to
know them, and to
understand how they
operate, what works
for them, what doesn't
work, what they are
aware of and what
they're not.”

—DIAHANN SINCLAIR

ST. BERNARD HOSPITAL AND
HEALTH CARE CENTER
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important nut to crack. Because if
you don’t understand the experience
of folks coming into your hospital
setting, across different patient pop-
ulations, how are you going to iden-
tify where the gaps are?”

Main Line Health started its focus
on equity 11 years ago, when it ini-
tiated an annual disparities-of-care
colloquium at which physicians,
trainees and staff present findings
of research they have conducted—

roughly 10 per year.

As part of their equity training,
employees have been taught to
say “ouch” anytime they think
someone said something inappro-
priate or offensive, Lynch says.
“You’re not expected to get into

a debate about why what that
person says” is wrong, he says.
“It’s been incredibly effective at
underscoring with our workforce
that we don’t think it’s appropriate
to treat people in a way that sug-
gests that their difference is not
valued.”

To measure disparities, Main Line
Health examines quality and safety
metrics by age, gender, race, ethnic-
ity, language, ZIP code and payer,
Lynch says. “You can immediately
see if a gap exists,” he says. “It’s
right there in everybody’s face.

The metrics are shared with ser-
vice-line leaders and clinicians, who
have to develop plans around mea-

suring gaps.”

A review of patients who have aver-
aged at least four annual ED visits
led Main Line Health to note

patterns at two of its campuses that

are being addressed:

On one campus, such patients were
mostly from four ZIP codes, 90%
were Black, 64-71% were female,
who mostly ranged from 18-44
years of age. Many were presenting
with urological or pregnancy-
related issues.

On the second campus, two ZIP
codes stood out. The patient group
in one of those was 90% white,
57% female, and mostly 65 and
older; that cohort presented pri-
marily with respiratory concerns.
In the second ZIP code, patients
were 84% Black, 79% were female,
and most were ages 18 to 44, and
they presented mostly with urologi-
cal and pregnancy-related con-
cerns, similar to the four ZIP codes

on the other campus.

Main Line Health has worked

to ensure equity for the LGBTQ+
community as well, Lynch says,
by opening LGBT-inclusive prac-
tices, switching to gender-neutral
restrooms, and changing language
to ensure that same-sex couples
and transgender people feel wel-
comed, Lynch says. “We’re not
going to make everybody happy
[with our approach],” he says.
“But we need to make all groups of
people who receive care from us
feel good about the care they

received.”

CommonSpirit developed a health
equity blueprint under Miller’s
leadership, which was finalized in
the spring of 2021. Among the



strategic imperatives under the
vision are to transform the system
from within, “walk the talk” and
identify how to address equity-
related challenges and create
effective diversity, equity, inclusion
and belonging efforts, he says.
CommonSpirit also has pledged

to review how to build its data
analytics to promote and support
equity in a way that produces a
measurable and sustainable impact.
“Achieving equity is still aspira-
tional in many instances,” he

adds. “We still have a journey

ahead of us.”

One area CommonSpirit has con-
centrated on is healthcare services
to the homeless, given that having
a roof over one’s head is a key
social determinant of health, Miller
says. “Long-term success is predi-
cated not just on good medical
care, hospitals and doctors,” he
says. “It’s how can that patient go
back to where they live, learn,
work, play and pray and have
proper social supports and contin-
uum of care in addressing their
needs?”

CommonSpirit has launched a
health equity research project on
peripheral artery disease, which
Black Americans are twice as likely
to contract as the general popula-
tion, Miller says. “We’re identifying
those at risk ... making sure folks
are adequately screened, and mov-
ing forward with clinical and non-
clinical efforts that will ultimately
yield improved outcomes,” he says.
“That will ultimately improve

patient safety, save lives, improve

EQUITY STANDARD REQUIREMENTS BEGIN

Hospitals and healthcare centers that weren't already
moving toward a more equitable culture to promote
patient safety faced a few more reasons to do so as
of Jan. 1, 2023, notes Joy Lewis, senior vice president,
health equity strategies for the American Hospital
Association.

The Joint Commission on Accreditation of Healthcare
Organizations launched two standards related to
equity work that took effect at the beginning of this
year, Lewis says. One requires a designated equity
leader “whose day job it is to be accountable for
leading the equity agenda,” she says. The second
covers new requirements around data related to
social determinants of health, including questions
like, “What are your reporting mechanisms? How are
you sharing those findings, whatever the data reveal,
both internally and to the board?”

On top of that, the Centers for Medicare & Medicaid
Services finalized a rule last August, which also took
effect on Jan. 1, that related to quality reporting
requirements and equity for the Inpatient Prospective
Payment System, Lewis says.

“They’ve layered on requirements around what you're
reporting out on those quality metrics,” she says.
“How do you apply an equity lens to them? ... There
is more momentum and energy around our members
trying to figure out, ‘What is the role of hospitals and
health systems in dismantling the structural barriers
that impede some segments of our population from
pursuing their health goals?™
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EQUITY IS
ESSENTIAL

TO PATIENT

SAFETY

“If you're not
committed to equity,
you're really not
committed to safety.

Nobody suggests that

being committed to

safety, or high quality,

is for one group of
patients. It's for
everybody.”

—JACK LYNCH, FACHE

MAIN LINE HEALTH
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quality-of-life, and show us what’s
possible when we think about

equity.”

DePaul’s Martin has co-led efforts to
reduce health disparities on the West
Side of Chicago in a partnership with
Rush University Medical Center,
known as the DePaul/Rush Center
on Community Health Equity. They
reexamine scenarios like a patient
who has a heart attack and lives in a
high-crime area; when they go to car-
diac rehab, the provider suggests they
try to walk a half-mile a day. “Great,
but 'm going to be at risk of being
mugged or shot,” the patient might
respond. “Do I keep my clogged
arteries, or do I get head trauma?”

That community focus starts before
someone becomes a patient, Martin
says. “One of the ways to decrease
patient harm is to see why people are
becoming patients,” he says. “We
focus on community health workers
who keep people healthy.” And the
system next works to try to ensure
that patients can be seen in an ambu-
latory setting if at all possible rather
than resorting to more complicated

inpatient care.

A core tenet is that while DePaul and
Rush bring subject matter experts
with formal education and training,
they are not experts on what’s happen-
ing on the ground, Martin says.
Academic researchers partner with
“key informants” like nonprofit execu-
tives, educators, religious leaders and
small businesspeople. “We have an
expertise, you have an expertise. Let’s
co-create and co-design,” he says,

“rather than being paternalistic.”

The Role of Leadership
Organizational commitment to equity
that advances patient safety has to
start with the board, CEO and others
in the C-suite, Lewis says. “You can
then begin to really build out and
flesh out what does that accountability
across the organization look like?” she
says. “How do you cascade and cata-
lyze the workforce to see that they
each have a role in being what I would

describe as ‘equity influencers?””

Leaders themselves might first have to
shore up their skills and acknowledge
any biases, as well as ensure that their
own ranks are diverse, Lewis says.
“Leadership that reflects those indi-
viduals from historically marginalized
groups can make more informed deci-
sions,” she says. In addition, “Leaders
may consider attending community
meetings, not because they have an
ask, but to be present on the commu-
nity’s turf,” she says. “There is a
power dynamic we need to be very
sensitive and conscious of. ... A hospi-
tal is often the largest employer [and]
really the anchor institution of the

communities we serve.”

As the largest employer in its neigh-
borhood, St. Bernard’s takes its com-
munity leadership role seriously—and
because it’s a relatively small hospital,
it’s easy to make quick decisions,
Sinclair says. “The decision-making
is mainly at the senior team level,
informed by what managers and
practitioners are seeing,” she says.
“But we also partner with commu-
nity groups, so whatever we deliver is
done so in a manner that we know
the community will receive, and also

we have a trusted partner with us.”



Leaders also can be receptive to
hearing from people at all levels of
the organization, Sinclair says,
because nutrition workers, for exam-
ple, who go into patients’ rooms
every day might get more informa-
tion that may be helpful to doctors
and nurses. “We’ve got to learn that
if we're really serious about equity
and safety, we've got to start listen-
ing to all the touch points, not just
the ones who have certifications

behind their names,” she says.

Lynch believes it’s important for lead-
ers to push past divisive political rhet-
oric and do what’s right for patients.
“Why should somebody who doesn’t
look like me, who doesn’t have the
sexual orientation I have, who isn’t
white—why shouldn’t they all get the
same level of care, the same compas-
sion, the same empathy, the same
timeliness, the same access to health-
care that I get?” he says. “When I
decided to go into this business, I
didn’t look at the mirror and say,
‘Make sure you take care of people
who look like you really well.” I went
into this business to deliver safe,
equitable, high-quality care. People
who don’t think this is important

don’t belong in this business.”

Leaders at CommonSpirit show a vis-
ible commitment to DEI so that
women and minority groups always
feel like they are part of the organiza-
tion, Miller says. “We're focused on
implementing routine discussions
around implicit bias and being an
anti-racist organization,” he says.
“The better we are doing that, the
better able we are to treat more

diverse populations.”

Every organization is in a different
place on that journey, Lewis says. “But
we do have to be serious, and diligent,
and hold each other accountable for
this work,” she says. “This is the long
game, right? If it were easy, we would

have figured it out by now.”

To figure it out, providers need

to move from the performative
aspect of taking pledges and turn
the corner to action, Lewis says.
“That is really where the field is
going,” she says. “I know our mem-
bers are chomping at the bit and are
asking for the how-to’s. How do I
write a strategic plan that has equity
embedded in it? How do I ensure
that my board leadership and my
executive leadership are diverse?”

Sinclair says that leaders need to be
prepared to face resistance to change,
although St. Bernard’s has been fortu-
nate to have staff excited about equity
work and who, often, have driven it.
“You have to have your team members
understand what youre doing, why
youre doing it and why it’s impor-
tant,” she says. “And once you have
them connected in that way, I think
you can step out of the way, and

equity will move forward.”

“This is a journey that will never
end,” Lynch says. “The first thing
you have to do is be comfortable
talking about it. The second thing is
you have to measure it. People who
say, ‘We treat everybody the same,

I say, ‘How do you know?” If you

don’t measure it, you don’t know.”

Ed Finkel is a freelance writer based in
the Chicago area.

“We're identifying
those atrisk ...

making sure folks are

adequately screened
and moving forward
with clinical and
nonclinical efforts
that will ultimately
yield improved
outcomes.”

1

—WILLIAM JAHMAL MILLER

COMMONSPIRIT HEALTH
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2023 Post-Acute Trends:
Five Strategies to Improve

Hospital Outcomes

From meeting medically complex patient needs
to improving financial performance, post-acute
care integration has never been more
important for a hospital’s overall strategy.

Learn the top trends in rehabilitation for 2023
and hear from Lifepoint Rehabilitation and
Behavioral Health President Russ Bailey on
how these trends are expected to impact
hospitals.

Key Takeaways

Trends to prioritize in your hospital’s strategic
planning include:

1. Combating the ongoing workforce crisis
Scaling chronic disease management
Leveraging flexible care models

Focus on financial stability

vieWwWN

Growth of strategic partnerships

1. Combating the ongoing workforce crisis
Recruiting and retaining clinical talent remains a top
priority, according to a recent healthcare executive
survey. Three key factors fueling this ongoing shortage
include:

¢ Elevated staffing costs

Due to various COVID-19 surges, labor costs have grown
25% since 2019." “It has become increasingly difficult for
hospitals to keep up with service demands with a
drastically declining workforce,” shared Bailey. Support
from a focused partner with local and national reach
helps hospitals to identify and retain specialized talent.

¢ Worsening experience-complexity gap
Another shortage among the clinical workforce is
experience.? “Not only are we seeing a large gap in

experienced labor, the patient population is becoming
older and more complex. This has pushed hospitals to
seek support from an industry expert to help alleviate
this labor-patient imbalance,” stated Bailey.

e Capacity constraints

A lack of clinical labor, treatment supplies and bed space
has heightened the healthcare labor crisis. Bailey said,
“These compounding factors cannot be taken on by a
single hospital. Partnership allows hospitals to focus on
quality care while the partner provides specialized
resources and expertise to overcome challenges such as
capacity constraints.”

Scaling chronic disease management

Research notes that more than 655,000 people in the
U.S. die from heart disease each year, while nearly
800,000 experience a stroke annually.? “Seeing cases
like heart disease and stroke drastically rise each year is
just one of the many reasons hospitals are including
elevated chronic disease management into their overall
strategy,” stated Bailey.

“When Lifepoint partners with hospitals, we bring in
specialized technology, training and expertise to help
equip staff with resources to succeed with their patients,
no matter their condition.”

Leveraging flexible care models

Now more than ever, hospitals are reviewing the scope
and scale of their care continuum — leading to service
line expansions, and an increase in ambulatory sites,
digital health and post-acute care.

Co-location continues to see substantial growth as
patients with both physical and mental illnesses want to
receive high-quality care in the same setting. This model,

Advertorial sponsored by Lifepoint Rehabilitation



also referred to as the Hospital-in-Hospital (HiH) model,
helps streamline a hospital’s care approach while
improving outcomes and flexibility. “When you pair post-
acute services under the same roof, you enable patients
to reap the benefits of multiple specialty offerings
without having to transfer them outside of the system,”
stated Bailey.

Focus on financial stability

Eighty-three percent of healthcare executives note that
financial stability is one of their top priorities for 2023
strategic planning.®

“Successfully managing all aspects of a rehabilitation
unit or hospital has become more financially challenging
due to growing patient complexities, readmission risks
and the integration of value-based care,” stated Bailey.
“If a hospital can achieve an effective post-acute strategy
they can better manage the intricacies of the program

and increase care quality in a cost-conscious way."”

Growth of strategic partnerships

Throughout the pandemic, health leaders turned to
innovative solutions to meet the growing demand in
their community. Contract management and joint-
venture partnerships emerged as a proven strategy to
expand care in a high-quality and cost-effective manner.

“Partnership offers access to new capabilities, increased
speed to market and greater efficiencies in capital, scale
and operations,” stated Bailey. “Lifepoint Rehabilitation
helps local hospitals access a national database of quality
data, greater operational efficiency and industry-leading
best practices. Through this, we are able to relieve the
burden of running a complex service line, enabling
hospitals leadership to focus on what really matters —

the patient.”
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Rehabilitation can help your
hospital meet growing
opportunities and stay ahead
of future trends, visit
LifepointRehabilitation.net.
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HEALTHCARE
MANAGEMENT ETHICS

Paul B. Hofmann, DrPH,
LFACHE

The distressing impact from the
growing number of people experi-
encing personal bankruptcy due to
an inability to pay medical bills is
indisputable. There is a remarkable
$88 billion in medical bills on
credit reports, according to the
Consumer Financial Protection
Bureau. A March 10, 2022, Kaiser
Family Foundation analysis noted
that nearly one in 10 adults has
medical debt, despite 90% of the
population having some health
insurance, according to the
American Hospital Association.

While the financial costs
are undeniable, they almost
pale in comparison to the
emotional and physical

COSts.

Another report issued on the same
date by the Peterson Center on
Healthcare and KFF indicated
many households do not have
enough money available to cover
the cost of a typical deductible in a
private health plan. About one-
third of single-person households
with private insurance in 2019
could not pay a $2,000 bill, and
half could not pay a $6,000 bill.
Unsurprisingly, more medical debt
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Reducing Medical Debt
Bankruptcies

is incurred by those who are ages 35
through 64 because they have
greater health needs and aren’t old
enough to have Medicare coverage.
The analysis also found, as
expected, numerous people in poor
health and others living with a dis-
ability had medical debt.

Real-Life Consequences of
Medical Debt

As disturbing as these reports have
been, the findings of a June 16,
2022, investigative project on
healthcare debt conducted by KFF
and Kaiser Health News in partner-
ship with NPR revealed the per-
sonal consequences for individuals
whose lives have been compromised
irreversibly by medical debt. While
the financial costs are undeniable,
they almost pale in comparison to
the emotional and physical costs.

Among the many stories shared,
one patient drained her retirement
account and took on three jobs
after she and her husband were sued
for nearly $10,000 by a hospital
where his infected leg was ampu-
tated. Another patient and her hus-
band saw their carefully planned
retirement upended when her colon
had to be removed. The couple had
diligently saved and had excellent
retiree health insurance. Her sur-
gery, however, led to multiple

complications, months in the hospi-
tal and medical bills that exceeded
the $1 million cap on the couple’s
health plan. When they couldn’t
pay the more than $775,000 owed
the hospital, the couple was sued
and declared bankruptcy. They
cashed in a life insurance policy to
pay a bankruptcy lawyer and liqui-
dated saving accounts they had set
up for their grandchildren.

Considerations for Healthcare
Organizations

Healthcare leaders can help prevent
and reduce medical debt for their
patients through the following
actions:

Monitor compliance with the fed-
eral price transparency rule that
requires hospitals to post all prices
online. The rule, put in place Jan.
1, 2021, mandates that standard
charges are made public for all
items and services for all payers and
all plans for at least the 300 most
common procedures, as well as dis-
counted cash prices and a standard
list or price estimator.

Assess the impact of the “transpar-
ency in coverage” requirement that
health insurers include the rates they
have negotiated with participating
providers for all covered services and
items, as well as the allowed and
billed amounts for out-of-network
providers. This rule was made final in
2020 by the Department of Health
and Human Services, the
Department of Labor and the
Department of the Treasury.

Become even more engaged in
assisting patients and their families
in determining eligibility for finan-
cial assistance and charity care.



Healthcare executives should reassess
their financial assistance and charity
care policies to develop a user-friendly
system to aid people in applying for
assistance. Hospital leaders should
understand their organizations’ char-
ity care policies and make sure they
are being used to their fullest.

Determine if any of your organiza-
tion’s debt collection agencies might
engage in predatory practices. For
example, if patients or their families
are told they may be eligible for assis-
tance, but the information is unclear
and/or inconsistent, the practices of
such agencies should be reviewed and
rectified. Too often, debt collection
agencies bill full charges and may
receive between 25% and 50% of the

money they collect.

Be Open to Unconventional
Approaches

The increasing number of people cop-
ing unsuccessfully with medical debt
should not be victimized by collec-
tion agencies using unscrupulous
processes. No one disagrees that all
abusive, unfair or deceptive debt col-
lection practices are ethically indefen-
sible. Similarly, there is no
disagreement that healthcare organi-
zations must be properly compen-
sated for services they provide,
whether by insurance, Medicare,
Medicaid, the patient or patient’s
family, or charitable funds.

Consequently, when two-thirds of
all personal bankruptcies are due to
medical bills, according to a Feb. 6,
2019, article published in the

American Journal of Public Health
by David Himmelstein et al., it is
even more important that we
explore how unconventional
approaches in the industry can help
organizations reduce medical debt,
which can serve as an inspirational
catalyst for hospitals to seek out
similar innovations. A

Paul B. Hofmann, DrPH, LFACHE,
is president of the Hofmann
Healthcare Group, Moraga, Calif,
and co-editor of Managing
Healthcare Ethically: An
Executive’s Guide, published by
Health Administration Press, and
Management Mistakes in
Healthcare, published by Cambridge
University Press (hofmann@
hofmannhealth.com).
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OPERATIONAL
ADVANCEMENTS

Samantha Jacques, PhD,
FACHE, AAMIF

Although many organizations have pri-
oritized cybersecurity for software and
networks made up of computers and
servers, the process of protecting medi-
cal devices is much less straightforward.

Several factors make securing medical
devices difficult. To start with, the life
cycle of medical devices is very differ-
ent from traditional I'T software and
hardware assets. Generally, I'T assets
are updated and replaced every three
to five years. Medical devices, how-
ever, have a much longer life, generally
seven to 10 years. This mismatch has
caused issues with keeping software
supported throughout the entire medi-
cal device life cycle.

Next, medical devices are regulated by
the Food and Drug Administration,
which requires review and approval of
all new devices that enter the market.
The additional time between the
design of the device and product
release impacts the length of time the
software is supported post-release.

Another factor complicating security is
that when vulnerabilities are released,
patches to mitigate the risk are devel-
oped for I'T systems much faster than
they are for medical devices. Medical
device manufacturers must develop and
test patches to ensure there are no
unintended consequences to a device’s
performance. Therefore, it can be up to
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Improving Cybersecurity
for Medical Devices

Despite challenges, processes, tools and
guidance are available to help.

one or two years between when a vul-
nerability is identified and when a
patch is released.

Finally, although automated tools are
available to remotely push patches
quickly and easily to many IT assets,
such as computers and servers, these
automated tools do not exist for medi-
cal devices. Patches must be manually
installed on each device regularly.

Strategies for Securing Medical
Devices

Despite these challenges, processes,
tools and guidance are available to help
secure medical devices. The key to
managing cybersecurity over the life
cycle of a device is coordination among
several departments, including supply
chain, legal, risk, clinical/biomedical
engineering, I'T and cybersecurity. In
addition, the following are activities
during each stage of the medical device
life cycle that can help manage risks:

* Assess a device’s risk prior to pur-
chasing it. Determine if the device
meets the minimum standards set by
the cross-functional team managing
cybersecurity. If not, weigh the risk
and benefit of acquiring the device
or the mitigating controls needed to
ensure safety. The cost of any com-
pensating controls should be
included in the return-on-investment
analysis for purchasing the device.

* Add cybersecurity-specific con-
tract language to purchase
agreements. This sets expecta-
tions with vendors regarding
their roles and responsibilities.

* Install and configure devices
with security in mind. Place
devices on a segmented network,
limit the other devices they can
communicate with and close spe-
cific ports that aren’t needed for
device functioning. Document all
this work and the baseline configu-
ration for data backups of the
devices’ settings so they can be
reset to factory settings in the event
of a breach.

* Create and implement a pro-
cess to patch devices (patching
means to use code to update
existing software or operating
systems by addressing bugs or
other vulnerabilities in the sys-
tem). Steps in such a process
include identifying vulnerabili-
ties, tracking patch availability,
physically patching the device
and documenting the patch.

* Create and implement processes
to mitigate breaches that involve
medical devices. Expand the
organization’s incident manage-
ment plan to include the clinical
and operational implications of a
breach that affects medical
devices. Conduct semiannual
tabletop exercises with the cross-
disciplinary cybersecurity team
and clinicians to prepare.

This column is made possible in part
by Change Healthcare.

CHANGE

Insight. Innovation. Transformation.
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OPERATIONAL
ADVANCEMENTS

* Develop an end-of-life strategy
and discuss risk transfer with
vendors. Most hospitals will not
be capable of replacing all devices
when the manufacturer stops
supporting them. Hospitals,
therefore, should identify and
add compensating controls once
vendors no longer generate
patches. These compensating
controls should be documented.

* Continue to review the risk of
unsupported devices against
the compensating controls in
place to identify devices that
require replacement. Invest the
capital to replace those devices
when the risk outweighs the ben-
efit. Ensure a decommissioning
process is in place to remove per-
sonal health information from

devices and software once devices
are retired or removed.

Pursue Resources to Help

Many resources are available to help hos-
pitals of all sizes and complexities. One
of the most prolific in generating guid-
ance for hospitals is the Health Sector
Coordinating Council, which is part of a
public-private partnership overseen by
the U.S. Department of Homeland
Security under the National
Infrastructure Protection Plan. The
HSCC serves as an official advisory
council to its government counterparts—
the U.S. Department of Health and
Human Services and the FDA—and is
responsible for coordinating strategic,
policy and operational approaches to pre-
pare for, respond to and recover from sig-
nificant cyber and physical threats.

ACHE IS NOW ACCEPTING
SCHOLARSHIP APPLICATIONS

e Albert W. Dent Graduate Student
Scholarship (for racially and/or ethnically
diverse and LGBTQ students)

¢ Foster G. McGaw Graduate Student
Scholarship

Do you know a healthcare management student
who needs financial aid? ACHE is currently accepting
applications for the Albert W. Dent and Foster G.
McGaw graduate student scholarships until

March 31, 2023.

For more information visit ache.org/Scholarships
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Applicants will be notified in July.

Helpful documents—available at no
charge at healthsectorcouncil.org (go
to “HSCC Publications” then

“Recommended Practices”)—are:

* Health Industry Cybersecurity
Practices (HICP): Managing
Threats and Protecting Patients is
a four-volume publication that
identifies practices to manage
cyberthreats and safeguard
patient safety for executives,
healthcare practitioners, provid-
ers and health delivery organiza-
tions, such as hospitals. The
publication includes specific
practices that are applicable to
both small and large hospitals
and hospital systems.

* The Medical Device and Health
IT Joint Security Plan is a product
life cycle reference guide. The
publication covers developing,
deploying and supporting secure
technology solutions in the
healthcare environment.

* Model Contract-Language for
Medtech Cybersecurity offers a ref-
erence for shared cooperation
and coordination between
healthcare delivery organizations
and medical device manufactur-
ers regarding the security, com-
pliance, management, operation,
services and security of MDM-
managed medical devices, solu-
tions and connections. It is
strongly encouraged that all
medical device manufacturers,
health delivery organizations and
group purchasing organizations
closely review this contract lan-
guage and adopt as much as is
appropriate.

* The Operational Continuity Cyber
Incident checklist is intended to
provide a template for opera-
tional staff and executive



management to respond to and
recover from an extended enter-
prise outage caused by a serious
cyberattack. Its suggested opera-
tional structures and tasks can be
modified or refined according to
an organization’s size, resources,
complexity and capabilities.

* The Health Industry Cybersecurity
Supply Chain Risk Management
Guide—Version 2 is a toolkit for
small- to midsize healthcare
institutions to better ensure the
security of the products and ser-
vices they procure through an
enterprise supply chain cyberse-
curity risk management program.

The HSCC is also working on guid-
ance for supporting legacy medical
devices that at the time of this writ-
ing was due to be published in early
2023. Additionally, there is a recent
update to the Health Information
Technology for Economic and
Clinical Health Act: If an organiza-
tion documents compliance with
the National Institute of Standards
and Technology Cybersecurity
Framework, there is a process to avoid
fines should an organization’s system
be breached and personal health
information be disclosed. Guidance
from HHS on this new rule is avail-
able at hhs.gov/hipaa/for-professionals/

security/guidance/index.html.

Securing medical devices is a difhicult
undertaking. The work to reduce the
organizational risk is required, how-
ever, to ensure patient safety and con-
tinuity of care. A

Samantha Jacques, PhD, FACHE,
AAMIF, is vice president, Clinical
Engineering Services, at McLaren
Health Care, Grand Blanc, Mich.
(samantha.jacques@mclaren.org).
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Tuesday

Adapting TECH-THINK to Transform Healthcare for
the Better

In this presentation, Lee will discuss the opportunities to use
data and technology to deliver personalized care at scale, to
reduce inequities and bias by applying relevant evidence-
based care, and to surface the measurements that can
identify and drive greater health equity across all participants
in the healthcare ecosystem. If leveraged well, digital
technology and analytic tools can realize the promise of
precision health to advance health equity.

The Next Phase of Retail Health and Wellness
Healthcare consumers increasingly demand more affordable,
high-quality care that is convenient and easy to access. As
such, retail clinics have disrupted the care delivery space and
are forcing hospitals and health systems to reevaluate
decades-old paradigms. Join leading experts in the retail
health space as they discuss how healthcare delivery models
are evolving to meet consumer demands, how retailers are
shifting the landscape of healthcare, and the way these shifts
will fundamentally change the US. healthcare system moving
forward.

The 4th Industrial Revolution

As the CEO and founder of Zipline, Keller Rinaudo was able to
imagine a use for drones that did not include instruments of
war or artificial intelligence. He is at the forefront of what can
only be described as the “4th Industrial Revolution—a time in
which consumers will see a huge shift toward automation in
logistics and technology. Rinaudo discusses the changes we
can expect from this revolution and the possibilities for how
new industrialization will influence consumers' lives.

Vivian S. Lee, MD, PhD
Harvard Business School,
Harvard Medical School

Rina Shah, PharmD

Walgreens

o

oujanya (Chinni)
Pulluru, MD
Walmart Health

Keller Rinaudo
Zipline




Hot Topics \
The 5 Hot Topic sessions at Congress highlight

best practices in some of the most critical
areas of healthcare leadership.

Wednesday

AHA Health Policy and Politics Update

Take a deep dive with the American Hospital Association into

the intricate and shifting world of healthcare policy and

politics. As hospitals and health systems continue to face

unprecedented financial and workforce-related challenges,

efforts to protect patients’ access to care and coverage, Richard J. Pollack Stacey Hughes
enhance health equity and drive health system transformation American Hospital American Hospital
are at the forefront of AHA's efforts with Congress and the s stion s
administration.

Responsible Innovation in the Age of Digital Health:
The Expanding Opportunities for Healthcare CEOs

Healthcare executives are increasingly exerting leadership
in new ways as leaders in venture capital, the payer space,
health policy, pharma and private equity. The next generation

of healthcare executives will need to engage in responsible Stephen K. Klasko, MD Reetika Kumar, MD, FACP
innovation practices that prioritize mission and margin General Catalyst independence Blue Cross

both for the patients they serve and their f
community. Presenters will share how r
executives can successfully create a path >
within healthcare organizations to set ' | Sy
leaders up for success, and what the b

ideal healthcare CEO looks like now David Shulkm MD  Liz Kwo, MD Jonathan Gleason, MD
and in the future. Shulkin Solutions Everly Health Prisma Health

With over 150 mteractlve educatlonat
sessions and 15 networklng
opportunities, the 2023 Congress
- may just be the most important
March 20-23 | Chicago/ event of your year! \

ache.org/Coﬁgrgss ‘




PUBLIC
POLICY UPDATE

Paul H. Keckley, PhD

The latest data from the Centers for
Disease Control and Prevention
reveals that the public’s health is
deteriorating. Life expectancy is
going down, infant mortality is
going up, half of the adult popula-

tion is dealing with at least one

chronic condition and one-third suf-

fer from a mental health disorder.

(y OF
71 O AMERICANS

favor substantially increasing federal
spending on improving the nation’s
public health programs.

Source: Harvard T.H. Chan School of Public Health

As a result of the pandemic that took
more than 1 million lives in the U.S.,
attention to public health has height-
ened: 71% of Americans favor sub-
stantially increasing federal spending
on improving the nation’s public
health programs, while 72% believe
the activities of public health agencies
are extremely or very important to
the health of the nation, according to
a 2021 study by the Harvard T.H.
Chan School of Public Health.

The CDC defines public health as
“the science and art of preventing dis-
ease, prolonging life, and promoting
health through the organized efforts
and informed choices of society,
organizations, public and private
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Public Health
Opportunities

Closer integration with local, state and

federal health is key.

communities, and individuals.” It’s a
noble aim. It coordinates these efforts
across 3,000 community-based pub-
lic health programs in addition to
federal programs that address specific
public health threats.

Historically, funding for public health
in the U.S. has been problematic, aver-
aging 3% of total healthcare spending
for two decades, according to a 2019
Health Affairs article. But during the
pandemic, it spiked to 5.4% and drew
widespread attention to the social, eco-
nomic and political significance of

public health issues like COVID-19.

Case in point: The $1.65 trillion
omnibus spending package for fiscal
year 2023 passed by Congress in
December authorized several new
public health initiatives, alongside
modifications to key healthcare pro-
grams that increase access to care for
vulnerable populations:

Public Health Initiatives

* Additional CDC funding. Its FY
2023 $9.2 billion funding includes
an 11.1% increase over 2022, with
half targeted to public health pre-
paredness programs. It also includes
$350 million in “fexible funding”
to pay for public health infrastruc-
ture, such as data modernization,
coordination with state and local
agencies, public information

campaigns and others. The law
also makes the CDC director a
Senate-confirmed position.

* Pandemic preparedness coordi-
nation. Creation of an Office of
Pandemic Preparedness and
Response Policy within the White
House to facilitate reports to
Congress and more frequent
reviews of the Strategic National
Stockpile. Related is a measure that
funds research within the National
Institutes of Health to focus on
artificial intelligence-enabled pan-
demic preparedness and response
programs.

Enhancing Accessibility for
At-Risk Populations
* Medicaid coverage. The bill

phases in Medicaid determina-
tions—prohibited during the pan-
demic—starting April 1, 2023,
and allows states to permanently
offer Medicaid members 12
months of postpartum coverage.

* Telehealth. Extends pandemic-
era rules to make telehealth cov-
erage more flexible through the
end of 2024.

* Hospital at home. Extension of
the Centers for Medicare &
Medicaid Services hospital-at-home
waiver through 2024 to allow hos-
pitals to handle emergency and
inpatient cases outside of a facility.
(As of November 2022, 114
health systems and 256 hospitals
provide home-based care.)

* Rural hospitals. Extension of
rural hospital program funding,
such as a home health rural add-on
payment of 1%, federal subsidies
for the education of health
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PUBLIC
POLICY UPDATE

professionals serving in rural areas
and the Small Rural Hospital

Improvement Grant Program.

* Opioids. $1.575 billion in state
grants for substance use prevention
and treatment, and provisions of
the Mainstreaming Addiction
Treatment Act, such as elimination
of a Drug Enforcement
Administration requirement that
clinicians get an extra certifica-
tion to prescribe buprenorphine;
the NOPAIN Act, which
improves access to Food and
Drug Administration-approved
non-opioid therapies for outpatient
surgical procedures; and others.

* Mental health. Several measures
funding mental health services,

including grants for maternal
mental health, Medicare coverage
for marriage and family counsel-
ors, and coverage for mental
health counselors beginning in
2024. Also, funding for market-
ing and outreach efforts for the
nation’s new three-digit mental
health hotline, 988. It transitions
other mental health hotlines,
including one for veterans, to the
national network.

Chronic issues in public health pro-
grams—workforce adequacy, fund-
ing, data modernization and
coordination between public health
programs—will be mitigated in
part by the omnibus bill’s invest-
ments. But the most significant
opportunity will be closer

t's never been this urgent to
build employee relationships
that spark higher brain thinking
and the skills to connect with
people to encourage their
highest performance.

Explore cutting-edge neuroscience research that
illustrates how a positive connection with their
leader builds trust and affects team members’
brain function that leads to overall team success.
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collaboration between federal
efforts, local public health programs
and hospitals that anchor health
activity in most communities.

Opportunities for Hospitals

State and local public health efforts
in most communities operate inde-
pendent of the community’s hospi-
tals, medical practices and
third-party reimbursed health ser-
vices providers. The most direct con-
nection in communities is the role
played by hospital social workers in
coordinating care for uninsured pop-
ulations. Disease surveillance is led
by state health officials, augmented
by health inspectors in city and
county government and by health
educators in secondary and college
settings. Thus, in most communities,

available at amazon



the health system operates at arm’s
length of public health programs,
lending to inadequate data gathering,
higher administrative costs and com-

promised public health.

For local hospitals and health sys-
tems, opportunities exist to drive
closer integration with local, state
and federal public health apparatuses.
Integration of programs, data-sharing
arrangements, board representation
by public health officials, cross train-
ing of workforces, and collaborative
community health screening and
educational activities are a start. And
there are others:

* Inclusion of retail pharmacies in
public health-hospital integration
planning to facilitate community

awareness and access to self-care
remedies that effectively obviate
unnecessary hospital use.

Integration of public health
clinic EHRs with hospital ancil-
lary and primary care services
(to facilitate data sharing and
surveillance).

Protocols for a shared formulary
and medication management.

Inclusion of providers from pub-
lic health clinic settings in hospi-
tal-sponsored continuing
education activity.

Joint operating agreements that
eliminate duplication of hospital
and public health programs.

AmericanCollege of’
HealthcareExecutives
for leaders who care®

Y Arey

mana

Access a full range of tools and resources to help you
advance your career, build your personal brand, develop
your network and seek new opportunities.
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e Job Center*
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In most hospitals today, attention to
social determinants of health is a high
priority; food and housing insecurity,
social isolation, depression and other
factors are being integrated in care
coordination for patients. But in most
communities, a wall exists between
day-to-day hospital operations and the
numerous public health programs that
operate alongside them. Both serve at-
risk populations, focus on community
well-being and face a perplexing regula-
tory and economic future.

The pandemic exposed the disconnect
between the health system and public
health. It’s also an opportunity. A

Paul H. Keckley, PhD, is managing
editor of The Keckley Report
(pkeckley@paulkeckley.com).

*Complimentary member resources
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GOVERNANCE
INSIGHTS

Todd Sagin, MD, JD

Today’s demands on hospital boards
are daunting, which often is an
understatement. But, as leaders work
to address shrinking margins, grow-
ing clinical stafling challenges and
increasing executive retirements,
among a host of other issues, it is
not surprising that one of the
board’s most important responsibili-
ties—oversight of the organized
medical staff—is often taken for
granted.

[A] valuable step is a
periodic board request for a
thorough audit of the
hospital or health system
credentialing and/or peer

review processes.

It is easy for board members to
assume that the everyday tasks of
credentialing and monitoring prac-
titioner performance are safely on
autopilot.

Unfortunately, such complacency is
a mistake for a multitude of reasons
that include lower patient safety
and quality of care outcomes, law-
suits alleging insufficient credential-
ing or peer review by the medical
staff, and harm to the organization’s
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Board Oversight of the

reputation. (See sidebar on Page 49
for more.)

Now is an especially important
time for governing bodies to reas-
sure themselves that peer review,
which deteriorated at many institu-
tions during the pandemic, is back
on track, uses industry best prac-
tices, and is being driven by well-
prepared medical staff leaders.

Understanding Medical Staff
Performance

What steps can a hospital board
take to improve its understanding
of the performance of the organized
medical staff?

One approach is developing and
using an annual credentials report
that provides enlightening data
regarding hospital or health system
credentialing.

Such a report might enumerate the
number of applications received,
the amount of withdrawn or
rejected applications, and the statis-
tics regarding the length of time for
application processing.

In addition, the report can show
how many applicants failed to meet
criteria for requested privileges, the
number of waivers from membership
or privileging criteria the board

granted in the past 12 months,

the amount of suspensions and fair
hearings, data on growth of nonphy-
sician practitioners in the organiza-
tion, or the number of distance
practitioners approved for privileges.
The audit might also provide infor-
mation on who attended internal

or external leadership training in
the past year, credentialing staff
turnover, or insight into how long
various credentialed committee
members have served as a marker of
experience in this complicated field.

Another valuable step is a periodic
board request for a thorough audit
of the hospital or health system
credentialing and/or peer review
processes.

Such audits are typically performed
at intervals of three to five years by
a knowledgeable outside expert in

the field.

Too often, such audits reveal defi-
ciencies that have the potential to
significantly hamper a hospital’s
ability to defend itself before

accreditation surveyors, jurors in a

This article was published in
partnership with The Governance
Institute.



corporate negligence lawsuit or in
the court of public opinion.

A third approach involves ensuring
medical staff leaders are trained and
that the board gives full attention to
its own education. The credentialing
and peer review of practitioners has
been an ever-changing endeavor. Too
many board members are not aware

of what they don’t know regarding
their own role in these critical activi-
ties. Where this is the case, deficient
or outright dangerous practitioners
might find their way onto a medical
staff, might eventually be discovered
but inadequately remediated, or
might bring their own lawsuits
against the hospital if they believe
they have been unjustly disciplined.

Though the environment is challeng-
ing, a thoughtful attitude toward the
functions of the organized medical
staff is paramount. A

Todd Sagin, MD, JD, is president
and national medical director of
Sagin Healthcare Consulting and an
adviser with The Governance
Institute (tsaginhealthcare.com).

Credentialing and Monitoring for Potential Problems

The quality of medical staff work
ebbs and flows in most institutions.
This is because the leadership of
most organized medical staffs turns
over reqularly with a new cohort of
relative novices stepping up as those
with recently acquired experience
step down. Too few hospitals make
leadership education a consistent
priority despite the occasional spon-
sorship of just-in-time boot camps
for new medical staff officers, com-
mittee chairs and department
chiefs. Plaintiff attorneys know this
well. There has been an explosion
of corporate negligence lawsuits
filed against hospitals during the
past decade alleging insufficient
credentialing or peer review by the
medical staff.

When medical staff leaders are
deposed, they often reveal how little
they really understand about best
practices, regulatory requirements,
accreditation standards and even
internal policies regarding these
important functions. The defense
against this surge of litigation is to
have strong credentialing policies
and a medical staff that adheres to
them rigorously. But many governing
boards are unaware of how well this
work is being performed.

Furthermore, in a time of tight bud-
gets, medical staff offices are often
under-resourced and barely able to
deal with increasingly complex
workloads. This can lead to errors
that are quickly identified by plain-
tiffs' experts when compensation for
corporate negligence is sought.

Medical staff work has become more
challenging for multiple reasons, and
hospital boards must ensure physi-
cian leaders are up to the task of
protecting patient safety and the
quality of care.

One of the most pressing new
demands is the evaluation of medi-
cal staff applicants whose creden-
tials may not have been considered
in years past. A rapidly growing
shortage of physicians in all special-
ties means that most hospital cre-
dentialing bodies will be forced to
assess more individuals with some
red flags in their backgrounds.

The alternative is to have medical
staff vacancies that can threaten the
viability of essential service lines,
result in diminished hospital revenue,
create long wait times for office visits
that can undermine patient satisfac-
tion and foster burnout in current

staff members who may have to bear
excess workloads and hours.

Critical discussions should be taking
place between hospital boards and
medical staff leaders to determine
where the institution will draw the
line on accepting potentially problem-
atic applicants. When such applicants
are accepted to fill an unmet need, it
will be critical for the board to under-
stand the capabilities of its medical
staff to adequately monitor the per-
formance of these individuals.

During the height of the pandemic,
as clinical professionals were worn
to the breaking point, many medical
staffs gave only perfunctory atten-
tion to peer review.

It is important that peer review consists
not only of competency assessment but
also appropriate interventions to reme-
diate deficiencies. Unfortunately, few
medical staff leaders are trained in
such interventions or have the time to
carry them out.

The presence of poorly vetted or
monitored practitioners on staff can
not only lead to legal liability, but
also significant harm to a hospital’s
reputation.
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THE

FUND

FOR
HEALTHCARE
LEADERSHIP

On behalf of the Foundation

of the American College

of Healthcare Executives,

we thank our generous

supporters for their annual
contribution or their pledge
to the Fund for Healthcare

Leadership in 2022.

This list reflects lifetime gifts received as of Dec. 31, 2022.

Legacy Circle

These individuals have demonstrated a
commitment to excellence in healthcare
leadership by including the Foundation of ACHE
intheir estate plans:

Anthony A. Armada, FACHE*
Laurie K. Baedke, FACHE®

Deborah J. Bowen, FACHE, CAE, and R. Norris
Orms, FACHE, CAE*

James J. Burks, FACHE, and Valarie S. Burks*
Joanne Carrocino, FACHE*
Karen F. Clements, RN, FACHE*

Thomas C. Dolan, PhD, FACHE, FASAE, and
Georgia A. Dolan*

John G. Faubion, FACHE*

Dr.and Mrs. David J. Fine, LFACHE*

Mark Alan Hudson, LFACHE*

Diane Peterson Mathis, LFACHE*

Mary T. Parra, FACHE*

Heather J. Rohan, FACHE, and Joseph P. Rohan*
Vernon C. Stutzman, FACHE*

Nancy A. Thompson, PhD, LFACHE, and James
Thompson*

David Veillette, PhD, LFACHE*
Michael C. Waters, LFACHE*
Peter J. Wright, FACHE*

Lifetime Giving

Visionary: $100,000 and up

Toshiba America Medical
Systems, Inc.

Innovator: $50,000-$99,999
Catholic Health Initiatives

Inmemory of Christine Evans
(Charles R. Evans, FACHE)

Michael J. Fosina, FACHE
HCA

The Lofton Family Trust (Kevin
E. Lofton, LFACHE)

Johnd.Lynchlll, FACHE
Memorial Hermann Health System
Modern Healthcare (Fawn Lopez)

NorthShore University
HealthSystem

Scripps Health (Christopher D.
Van Gorder, FACHE)

Leader: $25,000-$49,999
American Hospital Association

Ascension Health (Anthony R.
Tersigni, EAD, LFACHE)

Atrium Health
Reginald M. Ballantyne lll, FACHE
Baylor Scott and White Health

DeborahJ.Bowen, FACHE, CAE,
and R. Norris Orms, FACHE,
CAE

BrightStar Care (John Botsko Jr,
FACHE)

Carolinas HealthCare System
Catholic Medical Center
Children's Hospital Los Angeles
GenevaA.Clymer, LFACHE

Columbus Regional Healthcare
System

Thomas C. Dolan, PhD, FACHE,
FASAE, and Georgia A. Dolan

El Camino Hospital
JohnM. Haupert, FACHE
Hendrick Health System
Hilton Hotels and Resorts
Hyatt Hotels Corporation
Indiana University Health
Inova Health System

DavidH. Jeppson, LFACHE, and
June Jeppson

Johnson Controls, Inc.

Kaiser Permanente Northern
California (Carrie Owen Plietz,
FACHE)

Kirby Bates Associates, LLC
KenandLindaJ.Knodel, FACHE
Mercy Health

New York-Presbyterian (Steven
J.Corwin,MD)

Carrie Owen Plietz, FACHE
Poudre Valley Health System
AndreaR. Price, LFACHE

St. Luke's Health System

Charles D. Stokes, FACHE, and
Judy L. Stokes

Texas Health Resources
Trinity Health
Yale New Haven Health System

Sustainer: $10,000-$24,999

American Health Information
Management Association

ASAE and the ASAE Foundation

Association Forum of
Chicagoland Foundation

Donald R. Avery, FACHE, and
FaraH. Avery

Kurt A. Barwis, FACHE

Fred L. Brown, LFACHE, and
Shirley Brown

JohnJ.Buckley Jr., FACHE, and
Sarah A.Buckley

Marie Cameron, FACHE
Kyle D. Campbell, FACHE

Christine Candio, RN, LFACHE,
and Vincent Candio

Gayle L. Capozzalo, FACHE,
and Jack K. Heil, PhD

Cardinal Health

Chicago Convention & Tourism
Bureau, Inc.

Inmemory of Janice Cordova
(Richard D. Cordova, LFACHE)

Michael H. Covert, FACHE
Robert R. Fanning Jr., LFACHE
John G. Faubion, FACHE

Kelly and Delvecchio Finley,
FACHE

Alyson Pitman Giles, LFACHE,
and William C. Giles

GNYHA Ventures, Inc.

Anne and Kenneth D. Graham,
LFACHE

The Gratitude Group, LLC
(Quint Studer)

John L. Harrington Jr, FACHE
Patrick G. Hays, LFACHE

Healthcare Informationand
Management Systems Society

Mark J. Howard, LFACHE
SaraM. Johnson, FACHE
Edward H. Lamb, LFACHE

Larry L. Mathis, LFACHE, and
Diane Peterson Mathis,
LFACHE

Michael A.Mayo, DHA, FACHE
Cynthia A.Moore-Hardy, FACHE
Navicent Health

Mark R.Neaman, LFACHE

Mr. Philip A. Newbold, FACHE,
and Mrs. Mary J. Newbold

Timothy A. Ols, FACHE, and
Cathy Ols

David A.Olson, FACHE, and
Joanne T. Alig

Heather J. Rohan, FACHE, and
Joseph P.Rohan

MG (Ret.) David Rubenstein,
FACHE, and Pat Rubenstein

Saint Francis Care
Larry S.Sanders, LFACHE

Mr.and Mrs. William
Schoenhard

Vanda L. Scott, EdD, FACHE(R)
Spencer Stuart

Rulon F. Stacey, PhD, FACHE
Starwood Hotels and Resorts
Darlene Stromstad, FACHE
UHC




Benefactor: $5,000-$9,999
AllinaHealth

Dale F. Alward, FACHE
Aramark Healthcare

Anthony A. Armada, FACHE

Association for Operations
Management

PaulaR. Autry, FACHE
John Botsko Jr., FACHE
Jack O.Bovender Jr., LFACHE

Brigadier General James J. Burks,
FACHE,andMrs. Valarie S.Burks

Frank D.Byrne, MD, LFACHE, and
Cindy L.Byrne

California Healthcare Foundation

Noel J. Cardenas, FACHE

CareFusion

Joanne Carrocino, FACHE

Julie Caturano

Cedars-Sinai Medical Center

James W. Connolly, LFACHE

Joseph Cruitt, CPA, FACHE, and
Jennifer Cruitt

ChristinaM. Freese Decker, FACHE

Detroit Metro Convention &
Visitors Bureau

Brian C. Doheny, FACHE
Teresal.. Edwards, FACHE
Mr.and Mrs. Don Faulk Jr, LFACHE
Peter S. Fine, FACHE

GE Healthcare

Lynne Thomas Gordon, FACHE
Peggy and Ray Gordon

Greater Charlotte Healthcare
Executives

Claude W. Harbarger, LFACHE

Health Care Executives of
Southern California

Kent R. Helwig, LFACHE, and
Kay Helwig

Gregory L. Hudson, FACHE
lasis Healthcare

INTEGRATED Healthcare
Strategies

A.David Jimenez, LFACHE
Gary K. Kajiwara, FACHE
AlanN.King

Michael A.King, FACHE, and
Catherine A.King

JamesY.Lee, FACHE, and
Mamiel.Lee

Wayne M. Lerner, DrPH, LFACHE,
and Sandye Lerner

Marcel C. Loh, FACHE

Jerrold A. Maki, LFACHE
Massachusetts Hospital Association
Mayo Clinic Health System
Stephen M. Merz, FACHE

John A.Miller Jr., LFACHE
Gary W. Mitchell, LFACHE

Kevin E. O’'Connor

Samuel L. Odle, LFACHE
PHILIPS

Valerie L. Powell-Stafford, FACHE
Thomas M. Priselac

Prism Healthcare Partners, LTD

Lawrence D. Prybil, PhD, LFACHE,
and Marilyn R. Prybil

DeborahY.Rasper, LFACHE, and
Alan Rasper

Laura Robertson, FACHE

Austin Ross, LFACHE

Schneider Regional Medical Center
John C. Sheehan, FACHE

SunilK. Sinha, MD, FACHE
DianaL.Smalley, RN, FACHE

St. Charles Health System

Mary C. Starmann-Harrison,
LFACHE

Sullivan, Cotter and Associates, Inc.
(JimRohan)

Michelle A. Taylor-Smith, RN,
FACHE(R)

Tenet Healthcare Foundation

Jessie L. Tucker lll, PhD, FACHE,
and Patricia E. Kennedy-Tucker,
PhD

J.Larry Tyler, FACHE, CMPE,
FHFMA

Christopher D. Van Gorder, FACHE
David G. Veillette, PhD, LFACHE
Michael C. Waters, LFACHE

LoriL. Wightman, RN, FACHE
Christine C. Winn, FACHE

David L. Woodrum, FACHE
Kimber L. Wraalstad, FACHE
RaulH. Zambrano, MD, FACHE

2022 Annual Giving

Donors who have contributed to
the Fund inmultiple years are
marked with an asterisk.

Sustainer: $10,000-$24,999

The Lofton Family Trust
(Kevin E. Lofton, LFACHE)*

Benefactor: $5,000-$9,999

The Gratitude Group, LLC
(Quint Studer)

Michael A.Mayo, DHA, FACHE*

Patron: $2,500-$4,999
Kelly and Delvecchio Finley, FACHE*

David A. Olson, FACHE, and
Joanne T. Alig*

Friend: $1,000-$2,499
Anthony A. Armada, FACHE*

Inhonor of Anthony Armada, FACHE
(Mark R.Neaman, LFACHE)*

David N. Bartholomew*
Jean & Kurt Barwis, FACHE*
Denise Brooks-Williams, FACHE*

Fred L. Brown, LFACHE, and
Shirley Brown*

JohnJ.Buckley Jr, FACHE, and
Sarah A.Buckley*

Kyle D. Campbell, FACHE*

Noel J. Cardenas, FACHE*
Joanne Carrocino, FACHE*
Karen F. Clements, RN, FACHE*

Joseph Cruitt, CPA, FACHE, and
Jennifer Cruitt*

Nancy M. DiLiegro, PhD, FACHE*
Brian C. Doheny, FACHE*

Thomas C. Dolan, PhD, FACHE,
FASAE, and Georgia A. Dolan*

John G. Faubion, FACHE*
Michael K. Givens, FACHE*
Patrick G. Hays, LFACHE*
Mark J. Howard, LFACHE*
Gary K. Kajiwara, FACHE*
Marcel C.Loh, FACHE*
Michele R.Martz, CPA, FACHE

Larry L. Mathis, LFACHE, and
Diane Peterson Mathis, LFACHE*

Robert G.Nelson*

Timothy A. Ols, FACHE, and
Cathy Ols*

Valerie L. Powell-Stafford, FACHE*
Thomas M. Priselac*

MG (Ret.) David Rubenstein, FACHE,

and Pat Rubenstein*
Mark J. Salierno*
William P. Santulli, FACHE*
Harry C.Sax, MD, FACHE*

Mr.and Mrs. William Schoenhard,
LFACHE*

DianaL.Smalley, RN, FACHE*

Mary C. Starmann-Harrison,
FACHE*

Charles D. Stokes, FACHE, and
Judy L. Stokes*

Michael ©.Ugwueke, DHA, FACHE*

Supporter: $500-$999

Inhonor of the Arkansas Health
Executives Forum Board of
Directors

Paula R. Autry, FACHE*

Patricia Baise, DNP, RN, FACHE*
Rahnia J. Boyer*

Todd A. Caliva, FACHE*

Dr.Kenneth J. Cochran, DSc, RN,
FACHE*

Michael H. Covert, FACHE*
ChristinaM. Freese Decker, FACHE*
Luis Fonseca, FACHE*

Peggy and Ray Gordon*

Amy Hart, FACHE*

Marita A. Hattem-Schiffman,
FACHE*

Adam Higman, DHA, FACHE*
JonHilsabeck
SaraM. Johnson, FACHE*

Lynn Jones, LFACHE, and Leslie
Jones*

Anthony Long, FACHE*
Dodie McElmurray, FACHE
John A.Miller Jr., LFACHE*
Katherine Nowak, FACHE*
KevinE.O'Connor*
Stonish Pierce, FACHE*

Lawrence D. Prybil, PhD, LFACHE,
and Marilyn R. Prybil*

Antonio B. Ruiz, FACHE(R)*
Joann L. Spaleta, FACHE*
Michele K. Sutton, FACHE*
Mark D. Swofford, PhD, FACHE*
Chand A. Tahilramani, FACHE*
COL BrettH. Venable, FACHE*
LoriL. Wightman, RN, FACHE*
Brian D. Wong, MD*

Kimber L. Wraalstad, FACHE*

Donor: $250-$499

Tim J. Alba, FACHE*

Mark C.Barabas, FACHE*
Laurie S.Bigham, LFACHE

Kathleen A. Bizarro-Thunberg,
FACHE*

Jill B.Bowen, RN, FACHE*
ColLaurenH.Byrd, FACHE

Christine Candio, RN, LFACHE,
and Vincent Candio*

Philip Chuang, PhD, FACHE*
Kenneth J.Clark, JD, LFACHE*
Dolores G.Clement, DrPH, FACHE*
James W. Connolly, LFACHE*
Joseph H. Demont, FACHE, CPA*
Vivian A. Echavarria, FACHE*
Mr.and Mrs. Don Faulk Jr., LFACHE*
Anita J. Halvorsen, FACHE*

John P.Harding, FACHE*

Leslie A.Hawkins, LFACHE*

Col (Ret) William C.Head,
LFACHE, and Stacy A. Head*

Drs.JohnHensonand Lily Jung
Henson, FACHE*

Maria Hernandez, PhD

Mark A.Hudson, LFACHE*
Shepard R. Hurwitz, MD, FACHE(R)*
CAPF;]TD(USPHS) Anthony Johnson,

Julianna Kazragys, FACHE, CAE*

JamesY.Lee, FACHE, and
Mamiel.Lee*

Marque D.Macon, FACHE*

Jerrold A. Maki, LFACHE*

Christopher E. Maynard*

Margaret L. Mette, LFACHE

William D. Motley Jr*

Haroula P.Norden, FACHE*

Myra Norton

Susan D. Ohnmacht, DHA, RN,
NEA-BC*

Steven J. Packer, MD

Lisa A. Paletta, DNP,RN, FACHE*

Patricia E. Sanders-Hall, FACHE*

JohnW.Sharpe, FACHE*

EarlN. Sheehy, LFACHE

Gigi Simko, FACHE, and Stephen
Simko*

Erica Simon

JonM. Thompson, PhD, FACHE*

SandraA. Timm, FACHE*

Timothy R. Tlusty*

Adam C. Walmus, LFACHE*

Michael C. Waters, LFACHE*

Christine C. Winn, FACHE*

Sami Yousif, MD



Contributor: Up to $249
ACHE of South Florida*
Adwoa T. Agyemang

TimJ. Alba, FACHE*

Jennifer D. Alderfer, FACHE*
Ali Alhalafi, MD

Samy Allam, MD

Ricky D. Allen, FACHE

Luis R. Almodovar Jr.

Thomas Aloia, MD, FACHE*
Amyris Anderson

Lisa A. Anderson

Coral T. Andrews, DPPD, FACHE*
Scott Ansede

Vi-Anne Antrum, RN, FACHE*
Aldijana Avdic, RN, FACHE
DelRia T. Baisden, FACHE*
Damien Banks*

Larry J. Barlow, FACHE(R)*
Coletta C.Barrett, RN, FACHE*
Ruth K. Bash, FACHE*

Minza Batool

Marla F. Beatty, FACHE(R)*
Dorothy E. Bellhouse, FACHE*
Steven D. Berkshire, EdD, FACHE*
Helen A. Bixenman®

Carmelita L. Blake, EAD, RN*
Ann M. Blankenhorn, DNP
Christopher P.Boone, PhD, FACHE*
Marna P. Borgstrom, LFACHE
Mandie Boudreaux*

Nydia Bourne*

MajDanielle L. Bradford*®
Shannon L. Bradley

Valdez G.Bravo, FACHE*
Louis H.Bremer Jr., LFACHE
Jeffrey L. Brickman, LFACHE
Harris J. Brodsky, LFACHE*
David T. Brooks, FACHE*
CAPT CeciliaM. Brown, DDS
Thomas W.Burden, LFACHE
Steven W. Burford, LFACHE*
Sheila A. Burke, DNP

Marzena Buzanowska, MD
JasonByrd, JD, FACHE*

Gina L. Calder, FACHE
Carolyn P.Caldwell, FACHE*
William J. Calhoun, FACHE*
Marquez F. Campbell*
TeresaA.Campbell, RN, FACHE(R)
Danielle Capalad

Aaron E. Carlson, FACHE*
Cynthia Chaney

Robert C. Chapman, LFACHE*
Clayton Chau, MD

Irene Chavez

CAPT (USPHS) Andrew J.Chen,
FACHE*

Steven D. Chinn, DPM, FACHE*
Carl S. Chitwood, FACHE(R)*
Valerie Chrusciel, FACHE

Holly K. Church, FACHE*
Hayden Cleary

DonasH.Cole, FACHE

Rosa M. Colon-Kolacko, PhD
Tyler D.Connor

Joseph T. Cooke, MD*
Richard D. Cordova, LFACHE*
Ashley Costa

Thomas A. Crawford, FACHE*
Michael D. Crittenden, MD*
Agnieszka M. Czarnecka
Emmanuel S. Damalie, MD, FACHE*
Michelle C. Darby

DianaDarr

Wendy D. Darwell

Priti Davé, MD

Michael DeGuzman, FACHE
Debbie DeMeo

Elijah Demidovich*

Jordan M. DeMoss, FACHE*
LTC Avi T. Deshmukh, MBBS
Lisa Devane, RN

Niurka Diaz

ChadDilley, FACHE*

Andrew Donnelly

Christopher Dooley, FACHE*
Maureen A. Doran-Mineo, FACHE*
Freda Downer
CordellDownes

LynnT. Downs, PhD, FACHE*
Derek S. Drake, DNP, RN*

Kris M. Drake, FACHE*
Victoria V. Dune-Chari, FACHE*
Maria C. Duron*
CarsonF.Dye, FACHE*
Anthony Eberhardt, LPN
Jettie Eddleman, RN

Thomas S. EImore, LFACHE, and
Zoe P.Elmore*

Tricia A.Engler

Vicki Erickson

Rochell Y. Estwick*

Jenna Everett

Rex Everett*

Jerretta Fairley

Sharon Fanto

MSgt lbrahim W. Farah

Amir Farooqi, FACHE*
FrancesR.Finley, DHA, LFACHE*
Denise J. Fiore, LFACHE*
TomJ.Flanagan Jr*

Kelly Brian Flannery, FACHE*
CDR Joseph J.Ford Jr.
Loretta Forlaw, PhD, FACHE(R)*
Kevin M. Forrest, FACHE*
JamiFowler

Michael J. Francis Jr*
Christopher Fraser, FACHE*
Guinxe Gabriel, PharmD, FACHE
Kecia G. Gaithet, MD

Felipe Garcia*

Altonia Garrett

Cristal A. Gary, FACHE*
Lisa J. Gawenus, FACHE
DawnV.Gay*

Michael George, FACHE*
Maj Tilli R. Ghale, FACHE
Jack D. Giddens

Avina Goel, MD

Kenneth L. Golden

Robert L. Goodman, FACHE*

Trent E. Gordon, FACHE
Betsy P. Gornet, FACHE*
Benoit Grandmougin, FACHE*
Regine E. Grandmougin*

Maj Gen Elder A. Granger, MD,
FACHE*

CSM Althea Green, PhD*
Michael P. Griffin, LFACHE
Terrie L. Hairston, RN, FACHE*
Aaron Hajart, FACHE*

John Harris*

Marita A. Hattem-Schiffman,
FACHE*

Shannon E. Heflin*

Andrea L. Heist*

Cary Hendricks*

Colldona E.Henry*

Connie H. Hill, DNP, FACHE*
Helen L. Hill*

Paul B. Hofmann, DrPH, LFACHE*
AnnHolt, RN, FACHE(R)*
RoseAnne Howland, LFACHE
Richard W.Hoyt Jr., FACHE*
Sally A. Hurt-Deitch, RN, FACHE*
Lakisha Hyatt

Brooke T.Hynes

Russelllgoe, FACMPE
Franchella Jennett*

DonnaD. Johnson, RN

Kelsey Johnson

Claude L. Jones, DO

Marilyn S. Jones

Evelyn M. Joseph

Walidah Karim-Rhoades, DNP,
APRN,RN

LisaM.Kelly

Terrance G. Keys*

Leilani Kinsey, DM

Pamela L. Kirchem, FACHE*
Kaileen Kirkwood

Sam Kretschmer

Amy Krok

Robert Kulesher, PhD, FACHE*
Ashutosh Kurlekar, FACHE*
Edmund L. Lafer, MD, FACHE*
April L. LaFontaine, FACHE, CPC*
Joanne Laguna-Kennedy, RN*
Gina T. LaMantia, FACHE

Ray A.Landry, LFACHE

Karin Larson-Pollock, MD, FACHE*
Kristin N. Lawson

Brett D. Lee, PhD, FACHE

Treasa “Susie” Leming-Lee, DNP,
RN

Kevin Lett, PhD*
Christina Lewis, RN
LaurenE. Liebmann®
Glenn Llopis*

Molly J. Lowe, FACHE
AstreaLuna

Ngan K. MacDonald
YogiMahendra, LFACHE*
Marge Maisto, RN

Neil A.Mangus, FACHE
Jemichael Manora
Wesley Marsh, FACHE
Autumn L. Martin

Liduvina Martinez-Gonzalez,
FACHE*

Pamela Martorana

Ashish Masih, FACHE*
Masaaki Matoba

Pamela A. McAfee*
Elizabeth McClenahan
David W.McClung*

Rob McCurdy, MD*

James F.McGaha, LFACHE
LTC Jarrod A.McGee, FACHE*
Rita McGrath, FACHE

SGT Nick McRae

Inmemory of Prague Max
Memnon (Carle-Marie P.
Memnon, DHA, FACHE)*

Sheron C. Middleton

Kristina E. Miller, FACHE(R)*
Mackenzie Miller*

Mark Mochel

Sharmarke O. Mohamed, PharmD
Alfred A.Montoya Jr., FACHE

Cassandra D. Moore-Gehrke,
FACHE*

Anthea T. Mordecai

Norman S.Morgan

Stephen J. Mrozowski, FACHE*
Jarad A.Muasau

Moses K. Muhairwe*

Alicia A.Munoz, FACHE(R)*
Jose E.Munoz, DBA*

Jailu V. Navarrete, RN*
Moses M. Ndiformache
Josh Neff

AngelaR. Newton

Julie A.Nolan*

Patrick B.Nolan, FACHE*
Mark A. Norrell, LFACHE
Tiffany S. Northern, FACHE*
Yomba Noyan-Vonseggern*
Prima N. Nwachukwu, PharmD
LLuis M. Oceguera, MD
Joseph O’'Doherty*

Latoya Ogere, DNP,RN
Oyinkansola B. Ogunrinde*
|daral. Ogunsaju

Amber Olig

Thornal G. Oliver, LFACHE*
Funso Olufade, PhD

David J.Olvera

Mark T. O'Neil Jr, LFACHE
Summer O'Neill*

Emma O'Riley*

Alfonso R. Ortiz llI

Thomas Ozburn Jr.

Sarah Paparella

Melvin Parker*

James M. Parnell, PhD, RN, FACHE*
Kathy Patterson

Donald M. Peace Jr., PhD, FACHE*
Bernard L. Pean, MD*

Victor M. Pefia Jr.

Richard Peng, PhD

Paul S. Persaud

Joseph P. Piemonte, FACHE
Gabriel C. Pomerantz
Monique D. Porter, FACHE*



Inmemory of COL Stephen J.
Pribyl, LFACHE

Derk Pronger, FACHE, and
Shannon Pronger*

Stacey Pryor

Elaine Purdy, DHA

Marjorie Quint-Bouzid*
Jeanne U. Rabel, FACHE(R)*
Nicole Radford, FACHE*
Raymond Ramos, FACHE
Amit Rana, MD

Karthik M. Ranganna, FACHE
Gwenn A.Rausch, LFACHE*
Khandi Reid, DHA*

Mary R.Rensel, MD

Andrea Restifo, RN*

Sherry Reuter, FACHE*
Philip S. Rice

LisaM. Rimpel, MD

Maria Rinaldi*

Michael Rocha

VickiP. Rollins, RN*
VirginiaH. Rose, FACHE
Peggy A.Russ-Wiliams

Jay Sage

Thadeo Salido,MD

Larry S.Sanders, LFACHE*
Baljeet S. Sangha, FACHE*
Teresa P. Sappington, FACHE
Christine M. Sawyer, CAE*
Patricia B. Schmehl*

Mark Schulte, FACHE*

Gia Schultz*

Josederic L. Scott

Nosizwe A. Sellers, MD
Linda M. Shepherd
LynnC.Sherman

JohnD. Shevock, FACHE*
Thomas N. Shorter, JD, FACHE*

Preston M. Simmons, DSc,
LFACHE*

Patrick C.Simonson, FACHE*

Lt Col Statwell G. Sinclair Jr.,
FACHE*

Sunil K. Sinha, MD, FACHE, and
Rupali Sinha*
DonSipes, LFACHE*

CDR Eugene Smith Jr., DHA,
FACHE

James R. Smith, LFACHE
Traquenna Smith

Mark S. Somodi, PhD, FACHE*
Archie V.Spangler Jr.
Elizabeth L. Spiva, PhD, RN
David A. Stark, FACHE*

Airica Steed, EdD, RN, FACHE

Thomas A. Steinbrunner, FACHE*

JaMyiah K. Stovall*

Pete Stoy, FACHE

Paul D. Sturgis

Scott Suckow, FACHE*

Sam K. Suhail, MD*

Aneesh Suneja

RADM Anne M. Swap, FACHE*

Marilyn Swindle, DNP, RN, CPHQ

Raymond J. Swisher, FACHE*

Ursula Tachie-Menson, PharmD,

FACHE
Emoni T. Tavarez*
Rachel M. Taylor
Omba M. Tejan Thomas

Shirley A.Bennett Thompson, RN,

LFACHE
Amie D. Thornton*

SandraB. Thurmond, FACHE,
CMPE*

Khuyen Tran

Andrea Turner,JD

Ralph D. Turner, FACHE
Jhaymee Tynan, FACHE*

Richard J. Umbdenstock,
FACHE(R)*

Jennifer Urbonas*

ChadE. VanDenBerg, FACHE*
Fernando Vargas Jr.

Ashley R. Vertuno, FACHE*
Marie E. Vienneau, FACHE*
Christopher Viola

Onbehalf of Vizient, Inc.and
its donors

Emily E. Wadhwani, FACHE*
Adrianne N. Wagner, FACHE*
Jeffrey Weesner

Nizar K. Wehbi, MD, FACHE*
AlanS. Weisman, LFACHE*
Tyson Werner*

Kina L. White, DrPH, FACHE
James C. Whitmire, FACHE(R)*

Leslie B. Wiggins-Pettiway, FACHE*

Maija Williams™*
Sharon A. Williams
Stephanie Williams*
Jason Wilson, MD

Allison P. Wilson-Maher, FACHE*

Connie C.Wong, FACHE
Kenneth C. Wong, FACHE*

Col Stephen C. Wooldridge, PhD,

FACHE*
John A. Yopps*

RaulH. Zambrano, MD, FACHE*

Michael Zgoda, MD
Justine Zilliken, FACHE*
CDR Damita J. Zweiback, DPA

Major Gifts

A special thank you to those who have donated a
major gift within the past five years. These
contributions have been direct factors in the success
of our scholarship programs.

Leader: $25,000-$49,999

Catholic Health Initiatives (2017)

HCA (2017)

Kaiser Permanente Northern California
(Carrie Owen Plietz, FACHE) (2021)

Memorial Hermann Health System (2017)

New York-Presbyterian (Steven J. Corwin, MD, and
Michael J. Fosina, FACHE) (2017)

Pledges

These outstanding individuals and organizations have
chosen to make an even greater impact on the future
of healthcare through a multiyear pledge.

Leader: $25,000-$49,999
Reginald M. Ballantyne lll, FACHE

BrightStar Care (John Botsko Jr., FACHE)*

In memory of Christine Evans (Charles R. Evans, FACHE)*
Kirby Bates Associates, LLC

Ken and Linda J. Knodel, FACHE*

JohndJ.Lynchlll, FACHE*

Sustainer: $10,000-$24,999
John M. Haupert, FACHE*

Navicent Health

Benefactor: $5,000-$9,999
Heather J. Rohan, FACHE, and Joe Rohan*

Patron: $2,500-$4,999
Jhaymee Tynan, FACHE*

The Foundation of the American College of Healthcare Executives has made every attempt to
acknowledge all of our donors who have given in 2022. If you note a discrepancy, please call
(312) 424-9305.

Contributions to the Foundation of the American College of Healthcare Executives—

a 501(c)(3) charitable organization—are deductible for federal income tax purposes as
provided under the Internal Revenue Code. Donors should consult their own tax adviser
regarding the specific deductibility of their charitable contributions.



IMPROVING
PATIENT CARE

Jennifer Anderson

The maternal death rate in the
United States remains elevated, but
there are signs of improvement as
hospitals standardize care.

Maternal deaths, especially among
Black pregnant and postpartum
patients, are unacceptably high.
According to the Centers for Disease
Control and Prevention, at 23.8
deaths per 100,000 live births, the
U.S. has a higher rate of maternal
mortality than any other developed
country. Black pregnant or postpar-
tum patients are at least three times
more likely than their white counter-
parts to die as a result of pregnancy;
in states such as Illinois, their risk is
six times greater. The COVID-19
pandemic likely exacerbated these
issues, as maternal health was some-
what sidelined while hospitals man-
aged patient surges.

As COVID-19 hospitalizations have
trended downward from 2021, hos-
pitals are steadily making progress
on The Joint Commission’s mater-
nal care standards PC.06.01.01 on
reducing the harm from maternal
hemorrhage and PC.06.03.01 on
reducing harm related to maternal
severe hypertension/preeclampsia.
These were introduced in January
2021 after being delayed by the
pandemic. Field surveyors have
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Solutions to the Maternal
Morbidity Crisis

Care standards are showing progress.

been pleased with the work accred-
ited organizations are doing to
improve their maternal care.

Recognizing that a patient
with a medical emergency has
recently given birth is the first

safeguard against being

wrongfully discharged from
the ED.

Intra-Department Collaboration
This is the first time The Joint
Commission has developed popula-
tion-specific standards for accredi-
tation, so there has been a great
deal of awareness. Typically, The
Joint Commission’s hospital stan-
dards are quite broad so that they
can be applied across the entire hos-
pital, and, by contrast, the maternal
health standards are very specific to
the areas of the hospital that care
for pregnant or postpartum
patients.

Hospitals have long been accused of
“working in silos,” and the standards
on maternal hemorrhage and mater-
nal severe hypertension/preeclampsia
necessitate a new level of collabora-
tion. The new requirements touch

every possible department involved
in patient care for a pregnant or
postpartum patient, including lab,
blood bank, ICU, respiratory, radiol-
ogy, anesthesiology, emergency
departments, obstetrics providers
and, often, environmental services.

It’s also not only hospitals that are
held accountable for upholding the
maternal health standard. It some-
times comes as a surprise to orga-
nizations not part of a typical
hospital structure, but these stan-
dards extend to freestanding EDs
and pediatric hospitals (in situa-
tions when the patient is under
18). The aim is not to unnecessar-
ily create a large burden on nonob-
stetric hospitals; rather, it’s to
provide the tools to recognize a
potential emergency so that the
pregnant or postpartum patient
can be triaged appropriately and
transferred to an appropriate facil-
ity. Many of these organizations
have addressed the standards quite
simply by creating a process
whereby postpartum patients with
a pre-determined blood pressure
after delivery are transferred out.
The important part is that they are
taking the first step in screening
patients and noting when those
with high blood pressure have
recently delivered a baby.



Nowhere is this step more important
than in the ED. It’s sadly all too
common for a patient to present in
the hospital ED during the postpar-
tum period with a severe headache
related to an elevated blood pressure.
This condition is treated very differ-
ently in, say, middle-aged men than
in postpartum patients, but the dis-
tinction has not always been made.
Recognizing that a patient with a
medical emergency has recently given
birth is the first safeguard against
being wrongfully discharged from
the ED.

The new requirements touch
every possible department
involved in patient care

for a pregnant or postpartum
patient.

Role-Specific Resources

Regardless of setting, the standard
requires the organization to define
tasks for each clinical role. Having
very specific language for, say, ED
nurses and different task definitions
for obstetricians and/or midwives is
not the norm for Joint Commission
standards. In developing these stan-
dards, The Joint Commission believes
it was important that every discipline
that would play a role in responding to
an obstetric code, such as hemorrhage
or a hypertensive event, have a say in
developing the organization’s policy.

Role-specific education about the
organization’s hemorrhage and severe
hypertension/preeclampsia procedures
is another important component of
the standards. This education—per-
formed at orientation, whenever
changes to the processes or procedures

occur, or every two years—is critical
to optimal team functioning in a true
emergency. Organizations are also
required to conduct in-situ simula-
tions to identify any gaps in the edu-
cation or procedural issues that can be
fixed prior to a real emergency.

Alignment With CMS

Along with the progress of many
accredited organizations on meeting
the maternal care standards, there are
other advancements in this space.

The Centers for Medicare &
Medicaid Services Maternal
Morbidity Structure Measures were
implemented in October 2021, and
the goal is to determine the number
of hospitals currently participating in
a structured perinatal quality
improvement collaborative and
whether hospitals are implementing
the safety practices or care bundles as
part of QI initiatives. Organizations
participating in those two structural
measures may be designated a “birth-
ing friendly hospital,” pending CMS
approval.

Maternal Levels of Care
Verification

Looking forward to a time when
organizations are proficient at pre-
venting severe hypertension and hem-
orrhage, The Joint Commission
continues working on its next phase
in reducing maternal morbidity.

In January 2022, in collaboration
with the American College of
Obstetricians and Gynecologists,
The Joint Commission launched a
new Maternal Levels of Care
Verification product that focuses on
ensuring that organizations per-
forming deliveries are providing
risk-appropriate care based on their

verified level of maternal care. This
on-site, perinatal program specific
verification reviews an organiza-
tion’s ability to provide care based
on the available resources. If a
higher level of care is needed, then
written transfer agreements are in
place to get the pregnant or post-
partum patient to the appropriate
level of care in a timely fashion.

The Joint Commission is currently

accepting applications for this pro-

gram and is conducting verification
surveys.

Perinatal Care Certification

The new Advanced Certification in
Perinatal Care Program will address
mental health, health-related social
needs, safe cesarean practices, and
the stratification of outcomes for
pregnant and postpartum patients to
name a few key topics. There are new
eligibility requirements related to per-
formance measure thresholds to
ensure that organizations are per-
forming to the highest quality. The
Joint Commission developed the pro-
gram in collaboration with ACOG to
determine which quality and safety
topics were of the upmost importance
to decrease maternal death and mor-
bidity. The application period is now
open, and the first organizations are
being reviewed.

Rates of maternal morbidity should
never have reached this high.
Together, we can progress toward
providing the care that pregnant
and postpartum patients in an
industrialized nation deserve. A

Jennifer Anderson is associate director,
Standards and Survey Methods, The
Joint Commission (dssminquirie:@
Jointcommission.org).

MAR/APR 2023 Healthcare Executive 55

Reprinted with permission. All rights reserved.



CEO FOCUS

Brian E. Sweeney, RN,
FACHE

Healthcare organizations are com-
plex, and they are evolving constantly
due to never-ending changes in regu-
lations, reimbursement, technology
and models of care. Excessive busy-
ness and resource constraints tend to
distract focus from daily execution.
Also, politics, bureaucracy and
matrixed organizations complicate
decision-making and can blur author-
ity and accountability.

An organized, structured and
coordinated approach has
become paramount to achieving
the desired quality, safety,
[financial and patient experience

outconies.

Recent crises in public health, the
economy and workforce shortages
brought about by the COVID-19
pandemic are demanding that health-
care leaders rethink how they get
their work done each day. By putting
organizational priorities into what
might be thought of as an operating
model, CEOs and other senior
healthcare leaders in ambulatory, hos-
pital and post-acute environments
can better manage key projects and
initiatives and increase their chances
of fulfilling responsibilities efficiently.
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Engaging and Aligning
Leaders

Jefferson Health-New Jersey’s new operating

model accelerates integration.

An organized, structured and coordi-
nated approach has become para-
mount to achieving the desired
quality, safety, financial and patient
experience outcomes in today’s envi-
ronment. Jefferson Health-New
Jersey deployed such a model in its
New Jersey market recently, follow-
ing a merger, as a way to accelerate
integration and optimize care deliv-
ery. Several core components have
proven indispensable.

Keep It Simple

An operating model is not an aca-
demic exercise. It is simply a road
map to functioning efficiently. It’s
best to not overwhelm administrative
and physician leaders with theories
and busywork. The objective is sim-
ply to align leaders, communicate
priority initiatives, create account-
ability and drive action through stan-
dardized processes. Pick one or two
key performance indicators for a proj-
ect, not 10. Use one presentation slide
for project charters, not five. The
executive team will embrace this
model if it is made easy for them.

Create an Operational Excellence
Team

When creating a team to lead operat-
ing plan fulfillment, seek out the
most talented people within an orga-
nization. Many have formal change
management training in Lean Six

Sigma or project management. It’s
also advantageous to involve admin-
istrative fellows and interns; this is an
excellent learning experience for
them, and they are eager to do the
work. Consider appointing an execu-
tive who is organized, accountable
and passionate to lead the operational
excellence team and to champion its
efforts. This team will own the oper-
ating plan, manage it daily and coor-
dinate logistics.

Solidify the Strategic Plan and
Budget

Strategic planning timelines have
shortened because so much is unpre-
dictable. To ensure alignment, solidify
a three-year strategic plan before
developing an operating plan. This is
especially important in larger systems,
where strategic objectives for service
lines must be synchronized with the
operating divisions. Similarly, it is best
that operating budgets, capital bud-
gets and corporate key performance
indicators set by the board of directors
and senior executives be finalized
before operators develop and launch
their workplans. In larger systems, it is
important to avoid duplicating efforts
and resources.

Identify Key Projects and
Initiatives

Prior to the start of the fiscal year, it’s
a good practice for CEOs and other
members of the C-suite, along with
physician leaders, to participate in a

This column is made possible in part
by Quest Diagnostics.
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kick-off retreat to develop the annual
operating plan. This gathering will
engage physician leaders in the process
by having them offer ideas, solve prob-
lems together, review the prior year’s
performance and prioritize key proj-
ects. Jefferson Health-New Jersey held
a carnival-themed event this year in a
tent at a golf course to maintain safety
by being outside. Participants enjoyed
popcorn, pretzels and cotton candy at
breaks, as well as games with prizes,
including duck pond, ring toss and a
milk bottle toss. Of course, real
work, with breakout sessions, was
accomplished, too.

Much of the operating plan can be
developed in a single day if this event
is structured and well facilitated by
the operational excellence team. Use
performance data to help leaders pri-
oritize projects so objective decisions
are made. The goal of the retreat is to
begin to scope these projects and nar-
row them to a list of no more than 20
for a 12-month period. This ulti-
mately becomes the foundation for
the operating plan.

Establish Project Teams and Plans
It’s advantageous to identify project
leaders and teams early. It’s also rec-
ommended that the operational
excellence team provide members
with a package of information needed
to execute their project plans. This
includes education on the operating
model and process, a calendar with
key deadlines, project charters,
“report-out” templates, and measure-
ment tools to track results. The opera-
tional excellence team members help
project teams develop plans and
manage projects throughout the fiscal
year. Consider having anyone
involved with these key operating
plan projects, including senior

leadership, attend a mandatory orien-
tation session at the beginning of the
year to ensure they understand the
process, expectations and roles.

Organize Monthly Performance
Reviews

I¢’s helpful to hold monthly, consoli-
dated operating plan performance
review meetings with certain leaders,
including the COO, CNO, CMO,
CFO and chief quality officer. The
performance review meetings at
Jefferson Health-New Jersey are
called SOAR, which stands for Status
of Operating Plan and Achievement
of Results, as the organization seeks
to sail to success. Project leaders can
provide a status report on their initia-
tive, using a structured format that
includes reporting KPI results, barri-
ers, accomplishments during the past
90 days and planned activities for the
next 90 days, including the person
accountable for each. It’s also helpful
to publish a detailed reporting sched-

ule well in advance.

Project teams, given only 10 minutes
to report and field questions and
answers, are forced to be succinct.
For a facilitator, it’s best to choose a
strong leader who will have no trou-
ble speaking up and to use standard
reporting templates to keep the meet-
ing on track. Senior leaders can be
debriefed at the end of the meeting to
discuss risk points, make decisions
and remove barriers. Meeting min-
utes will ensure timely follow-up and
create a culture of transparency and
accountability when they are dissemi-
nated to all project teams.

Communicate, Recognize and
Validate

Given the multidisciplinary nature of
healthcare, hundreds (if not thousands)

of other people in an organization
must be informed of the operating
plan. Project plans must be translated
into communication formats that are
relatable and meaningful to frontline
staff and physicians. A one-page visual
infographic of the operating plan can
be distributed through regular news-
letters, town halls and manager meet-
ings, and posted in break rooms and
on the intranet. Senior leaders can
round to check on the status of key
projects as they interact with physi-
cians, managers and staff, verifying
results and identifying potential barri-
ers to execution that need to be
resolved. Project teams can be recog-
nized annually to thank high perform-
ers and share lessons learned. For
example, Jefferson Health-New Jersey
held a Hawaiian-themed luau outside
with colorful leis and a DJ.

Since implementing a structured oper-
ating model as described here,
Jefferson Health-New Jersey has seen
evidence of improved outcomes and
created a highly engaged leadership
team. The organization has main-
tained Leapfrog “A” safety ratings in
all hospitals; achieved $28 million in
revenue enhancement or expense
reductions in the last fiscal year;
expanded new clinical programs in
cancer, neuroscience, gastroenterology,
and ear, nose and throat; and com-
pleted $500 million of new construc-
tion projects on schedule and on
budget, among many other favorable
outcomes. The senior leaders of
Jefferson Health-New Jersey believe
this operating model is adaptable to
any type or size healthcare organiza-
tion across the country. A

Brian E. Sweeney, RN, FACHE, is
regional president, North, Jefferson
Health, Philadelphia.
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PHYSICIAN
LEADERSHIP

Michael D. Pasquale,
MD

Lehigh Valley Health Network’s
push to develop institutes of excel-
lence around its most productive ser-
vice lines began five years ago and
includes its Institute for Surgical
Excellence.

Strategies that LVHN, which pro-
vides surgical services across 13 hos-
pital campuses spanning 10 counties
in eastern Pennsylvania, used to
launch its Institute for Surgical
Excellence offer an example for
health systems developing surgical
services within their own
organizations.

For LVHN’s Institute for Surgical
Excellence to succeed, the team first
defined what success would look like,
which involved a focus on three
areas: surgical procedural expansion,
program development and innova-
tion. That vision has driven every
aspect of the institute’s development
and operations.

Surgical Procedural Expansion

It was vital that consumers in the
region thought of LVHN as zhe
place to go for surgery. If success-
ful, it would be because people in
the communities saw no reason to
go elsewhere for their surgical care.

The first step in this direction was
to focus on building high volumes,
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Building a Surgical
Center of Excellence

Expansion, program development,
innovation are elements of success.

particularly with more complex
types of surgical cases. The view
was, and still is, that performing a
large volume of surgeries across a
wide range of procedures helps an
organization achieve consistently
positive outcomes. Currently,
LVHN surgeons perform more
than 70,000 procedures each year,
nearly twice as many surgeries than
the region’s other centers.

Over 100 surgeons across
more than a dozen
specialties now participate
in LVHN’s robotic surgery

program.

Program Development

This step required ensuring that the
full range of surgical services
needed in the community were
being provided. The team reviewed
existing programs, service lines and
surgical divisions to identify any
gaps. Several questions needed
answers: In what areas were com-
munity needs not being met?
Which procedures were unavailable
for which services needed? Which
surgical divisions needed expanded
resources to create stronger pro-
grams? Based on this analysis, the
team pinpointed gaps in pediatric

neurosurgery, deep brain stimula-
tion, and head and neck surgery,
among others.

Innovation

The final step involved a review across
specialties, particularly for those who
may have forgone care. The team
identified a substantial new invest-
ment in robotics as a prime
opportunity.

Though robotic technology was
being used for selected procedures,
by significantly expanding existing
robotics capabilities, steady
improvements in quality, safety,
patient satisfaction and outcomes
were achieved using procedures and
techniques that allowed patients to
resume their lives sooner, with
fewer incisions; fewer infections,
blood transfusions and other com-
plications; less pain and scarring;
and shorter hospital stays.

Over 100 surgeons across more
than a dozen specialties now

This column is made possible in part
by Intuitive.
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participate in LVHN’s robotic sur-
gery program. Areas of strength
include urology, general surgery,
colorectal surgery and, more
recently, transplant surgery. This
expansion of capabilities has
enabled the health system to
become the leading robotic surgery
provider in the region. With solid
data and metrics for support, these
developments are reported in detail
to senior leadership.

Robotics is a central aspect of mini-
mally invasive care at LVHN, but
it’s not the only one. Expertise is
being built in the use of other tech-
niques, including high-frequency
tumor ablation for the prostate and
other procedures.

At the Institute for Surgical
Excellence, innovation has also
meant developing a team of trans-
formative leaders for the divisions—
people with academic experience
who bring something new to the
table and resonate with the organi-
zation’s vision to be the foremost
choice for surgery.

In neurosurgery, for example, the
team brought in a national leader in
virtual and augmented reality.
Under this individual’s leadership,
the institute filled some of the iden-
tified gaps in pediatric neurosur-
gery and deep brain stimulation.
Similarly, in ENT, a physician
known nationally for lateral skull-
based surgery will be joining the
team.

A Focus on Safety

In communicating about the robot-
ics program to the community, the
strategy focused on robotics’ ability
to improve safety and the patient

experience. Also, a steering com-
mittee controls credentialing and
monitors outcomes to provide
oversight.

To keep a further watch on safety,
surgeons performing procedures
robotically are limited to a set num-
ber of individuals. This ensures that
they are doing a high volume: five
physicians, for example, performing
100 procedures rather than 100 each
doing two. To date, the institute has
completed more than 30,000 robotic
procedures since the program’s incep-
tion in 2008.

The institute has shown that as vol-
umes and programs grow, innovation

can occur and a transformative lead-
ership team can be builg, resulting in
stronger surgical services for the
community.

An outcome is that trust between
clinicians and senior leadership has
been strengthened, as each group,
through discussions, knows expec-
tations, and all parties come away
with an understanding of—and
agree with—the decisions made. A

Michael D. Pasquale, MD, is chair
of the department of surgery and phy-
sician in chief of the Institute for
Surgical Excellence at Lehigh Valley
Health Network, Allentown, Pa.
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EXECUTIVE NEWS

ACHE MEMBER UPDATE

Interim Regents Appointed

Watson

Leech

Robert E. Leech, FACHE, chief
compliance officer, Enhabit Home
Health & Hospice, Birmingham,
Ala., has been appointed Interim
Regent for Alabama.

Kelly O. Watson, DNP, RN,
FACHE, vice president/CNO,
Rutland (Vt.) Regional Medical
Center, has been appointed Interim
Regent for Vermont.

ACHE Call for Nominations for
the 2024 Slate

ACHE’s 2023-2024 Nominating
Committee is calling for applica-
tions for service beginning in 2024.
ACHE Fellows are eligible for the
Chair-Elect and Governor vacancies
as well as the Nominating
Committee vacancies within their
districts. Those interested in pursu-
ing applications should review the
candidate guidelines for the compe-
tencies and qualifications required
for these important roles. Open
positions on the slate include:

* Nominating Committee
Member, District 1 (two-year
term ending in 2026).

* Nominating Committee

Member, District 4 (two-year
term ending in 2026).
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* Nominating Committee
Member, District 5 (two-year
term ending in 2020).

* Four Governors (three-year terms

ending in 2027).
¢ Chair-Elect.

Please refer to the following district
designations for the open positions:

¢ District 1: Canada, Connecticut,
Delaware, Maine, Massachusetts,
New Hampshire, New Jersey,
New York, Pennsylvania, Rhode
Island, Vermont.

¢ District 4: Alabama, Arkansas,
Kansas, Louisiana, Mississippi,
Missouri, New Mexico,
QOklahoma, Tennessee, Texas.

¢ District 5: Alaska, Arizona,
California, Colorado, Hawaii,
Idaho, Montana, Nevada,
Oregon, Utah, Washington,
Wyoming.

Candidates for Chair-Elect and
Governor should submit an application
to serve that includes a copy of their
resume and up to 10 letters of support.
For details, please review the Candidate
Guidelines, including guidance from
the Board of Governors to the
Nominating Committee regarding the
personal competencies of Chair-Elect
and Governor candidates and the com-
position of the Board of Governors.

Candidates for the Nominating
Committee should only submit a let-
ter of self-nomination and a copy of
their resume.

Applications to serve and self-nomi-
nations must be submitted electroni-
cally to krock@ache.org and must be
received by July 28. All correspon-
dence should be addressed to Carrie
Owen Plietz, FACHE, chair,
Nominating Committee, c/o Kim
Rock, American College of
Healthcare Executives, 300 S.
Riverside Plaza, Ste. 1900, Chicago,
IL 60606-6698.

The first meeting of ACHE’s 2023—
2024 Nominating Committee will
be held March 21 during the 2023
Congress on Healthcare Leadership
in Chicago. The committee will be
in open session at 2:45 p.m. Central
time. During the meeting, an ori-
entation session will be conducted
for potential candidates, giving
them the opportunity to ask ques-
tions regarding the nominating
process. Immediately following the
orientation, an open forum will be
provided for ACHE members to
present and discuss their views of

ACHE leadership needs.

Following the July 28 submission
deadline, the committee may meet
to determine which candidates for
Chair-Elect and Governor will be
interviewed. All candidates will be
notified of the committee’s decision
no later than Sept. 29, and
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candidates for Chair-Elect and
Governor will be interviewed in
person Oct. 19.

To review the Candidate Guidelines,
visit ache.org/CandidateGuidelines.
If you have any questions, please con-
tact Kim Rock at (312) 424-9375 or
krock@ache.org,.

Thomas C. Dolan Executive
Diversity Programs: Application
Period Opens in February

The application period for the
Thomas C. Dolan Executive
Diversity and Career Accelerator
programs will be open from
February through early April. Both
the Dolan Executive Diversity and
Career Accelerator programs pro-
vide education, mentoring and net-
working experiences to prepare
diverse leaders for higher-level posi-
tions in hospitals, health systems
and other healthcare organiza-
tions. In 2023, the Executive
Diversity Program will consist of
e-learning, including live and
recorded webinars, self-study mate-
rials and three in-person sessions in
Chicago, Houston and Atlanta. The
Career Accelerator Program will be
exclusively virtual this year, consist-
ing of 14 virtual live sessions.
Dolan scholars are empowered
through a structured curriculum
and activities that cultivate strong
leadership presence; sharpen exper-
tise in diversity, equity and inclu-
sion; build critical leadership skills;
and expand one’s capacity to navi-
gate career opportunities and chal-
lenges. Both programs are six
months in duration.

The Dolan Executive Diversity
Program has offered specialized
leadership development for diverse

leaders since it was established in
2014 by the Foundation of ACHE’s
Fund for Healthcare Leadership to
honor Thomas C. Dolan, who
served as president and CEO of
ACHE from 1991 to 2013. The
program honors his long-standing
service to the profession of health-
care leadership and furthers his
strong commitment to achieving

greater diversity among senior
healthcare leaders. In 2021, the
program was expanded with the
addition of the Career Accelerator
Program, designed for diverse mid-
careerists to support their career
advancement. For more informa-
tion about the Executive Diversity
and Career Accelerator programs,
visit ache.org/DiversityPrograms.

Are you overwhelmed by all the changing trends in healthcare?
Unsure of which competing demands to focus on?
Trying to get or stay ahead of the curve?

Attend this premier virtual event to:

Get a snapshot of the current healthcare landscape.
Hear cutting-edge insights from dozens of top executives

and thought leaders.

Gain actionable solutions and innovative tools and resources
to bring back to your organization.

Earn 6 ACHE Face-to-Face Education credits.

e Foundation of the

AmericanCollege of’
HealthcareExecutives'

May 9-10
Early-Bird Pricing Available
ache.org/VLS
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EXECUTIVE NEWS

LEADERS IN ACTION ACHE STAFF NEWS

2022 Pickert Award Winners
Announced

To promote the many benefits of
ACHE membership, the following
ACHE leader spoke recently at the
following in-person event:

Delvecchio S. Finley, FACHE

Chair-Elect

South Texas Chapter of the American
College of Healthcare Executives

“ACHE Update,” Healthcare
Landscape Conference 2023

San Antonio, Texas

(January 2023)

HEALTHCARE
EXECUTIVE

PODCAST

Heflin Hodges

Shannon E. Heflin, coordinator,

Development, Executive Office, and
Illana N. Hodges, business analyst,
Health Administration Press, are the
2022 recipients of the Alton E. Pickert

Award, which recognizes employees

who have demonstrated significant
service to ACHE and its members.

LISTEN
RATE
REVIEW
SUBSCRIBE

Providing you insightful commentary and
developments in the world of healthcare leadership.

HealthcareExecutive.org/Podcast
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The award was established by Anne M.
Pickert to honor the memory of Alton
E. Pickert, FACHE, ACHE Chair
from 1983 to 1984. During his tenure,
Pickert emphasized the important con-
tributions of ACHE staff to the health-
care field. Heflin joined ACHE in
2017. Hodges joined ACHE in 2020.

ACHE Staff Members Give Back
to Community in 2022

In 2022, ACHE’s staff members gave
generously during the annual United
Way of Metropolitan Chicago pledge
drive. The team donated more than
$10,520 for United Way of
Metropolitan Chicago. When com-
bined with a $3,000 donation from
ACHE, the amount raised totaled
over $13,520.

ACHE Announces New Hires
Alexandra N. Calingo welcomed as
program specialist, Department of
Learning,

Andrew Prazuch, CAE, welcomed
as director, Membership, Department
of Executive Engagement.

Erin Ringstrand welcomed as chapter
relations manager, Chapter Relations,
Department of Executive Engagement.

In Memoriam

ACHE regretfully reports the deaths
of the following ACHE members as
reported by the Department of
Executive Engagement:

Douglas Carver, DDS
Golden, Colo.

Marvin J. Fischer, FACHE
Monroe Township, N.J.



league

al Award

edal Award is the highest honor bestowed by the
merican College of Healthcare Executives on outstanding

Fellows who have made significant contributions to the healthcare
profession. Deadline: Aug. 16, 2023

ache.org/GoldMedal

Lifetime Service and
Achievement Award

The Lifetime Service and Achievement Award was created to
recognize Life Fellows and Retired Fellows who have made
outstanding, nationally recognized contributions to advance
the profession of healthcare management and the American
College of Healthcare Executives. Deadline: July 17, 2023
ache.org/LifetimeService

Robert S. Hudgens Memorial Award
The Robert S. Hudgens Memorial Award for Young Healthcare
Executive of the Year was established to recognize early
careerists for outstanding achievements in the field of
healthcare management. Deadline: July 17, 2023
ache.org/Hudgens

If you have any questions about the awards, contact Jennifer L. Connelly, FACHE, CAE, in the
Department of Volunteer Relations at (312) 424-9320 or via email at jconnelly@ache.org.

e AmericanCollege of
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CEO SURVEY

Specific Concerns Within the Top Issues

Within each of these 11 issues, respondents identified specific
concerns facing their hospitals. Following are those concerns
in order of mention for the top three issues identified in the
survey. (Respondents could check as many as desired.)

Workforce challenges (n = 281)
(e.g., personnel shortages)

Top Issues Confronting
Hospitals: 2022

Results by ACHEs Executive Office, Research.

Shortages of registered nurses 90%
Shortages of technicians (e.g.,, medical technicians, lab technicians) 83%
Burnout among nonphysician staff 80%
Shortages of therapists (e.g., physical therapists, respiratory therapists) ~ 70%
Workforce challenges topped the list of hospital CEOs’ con- Shortages of physician specialists 66%
cerns in 2022, according to the American College of Shortages of primary care physicians 65%
Healthcare Executives’ annual survey of top issues confront- Shortages of advanced practice professionals 42%
ing hospitals. This survey, sent in the fall to community hos- ~ Managing remote staff 32%
pital CEOs who are ACHE members, asked respondents to Other 13%

rank 11 issues affecting their hospitals in order of how press-
ing they are, and to identify specific concerns within each of

. . . i i 9
those issues. The survey was sent to 1,321 community hospi- Increasing costs for staff, supplies, etc. 89%
. i i 0
tal CEOs, of whom 281, or 21%, responded. This year, Reducing operating costs 66%
respondents cited workforce challenges—an expanded cate- | Medicaid reimbursement o
) h (including adequacy and timeliness of payment, etc.) 63%
gory that includes personnel shortages—as their top concern, .
ol ) Managed care and other commercial insurance
giving it an average rank of 1.8 on an 11-point scale. payments 58%
Financial challenges ranked second for the second year in a Government funding cuts
row Wlth an average rank Of 2.8 Behavioral health/addiction (other than reduced reimbursement for Medicaid or Medicare) 52%
issues ranked third with an average rank of 5.2. The survey Medicare reimbursement 0
(including adequacy and timeliness of payment, etc.) 51%
results are shown below. » .
Competition from other providers
(of any type—inpatient, outpatient, ambulatory care, diagnostic, retail, etc.) 46%
ACHE thanks the CEOs who responded ro this survey for their ~ Revenue cycle management (converting charges to cash) 43%
time, consideration, and service to their profession and to Inadequate funding for capital improvements 41%
b&llf;}fd}"@ lfﬂdfr-‘bip 7'65647'6‘/7. Bad debt (including uncollectable Emergency Department and other charges) 38%
Issue 2022 2021 2019 Transition from volume to value 30%
Workforce challenges (e.g., personnel shortages) 1.8 — — Emergency Department overuse 25%
Financial challenges 2.8 4.1 2.7 Pricing and price transparency 22%
Behavioral health/addiction issues 5.2 5.4 5.0 Moving away from fee-for-service 21%
Patient safety and quality 5.9 5.0 53 Other Misi26
Governmental mandates 59 >4 5.2 Behavioral health/addiction issues (n = 281)
Access to care 6.0 5.7 5.9 Lack of appropriate facilities/programs in community 78%
Patient satisfaction 66 6.1 63 Lack of funding for addressing behavioral
Physician-hospital relations 76 78 7.1 health/addiction issues 77%
Technology 7.7 8.1 7.7 Insufficient reimbursement specifically for behavioral
i health/addiction services 70%
Population health management 8.6 84 3.1
High volume of opioid addiction and related conditions 51%
Reorganization o :
(e.g., mergers, acquisitions, restructuring, partnerships) 8.7 94 8.7 Legal/regulatory framework limiting treatment options 30%
The average rank given to each issue was used to place the issue in order of how Overcoming societal judgment about mental health and
pressing it is to hospital CEOs, with the lowest numbers indicating the highest concerns. substance abuse disorders 29%
The survey was confined to CEOs of community hospitals (nonfederal, short-term, Other n=3

nonspecialty hospitals). The survey was not conducted in 2020 due to the pandemic.
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Financial challenges (n = 281)




Thank You to
Our Premier
Corporate Partners

ACHE is fortunate to have some of the field’s
leading companies share in our mission of
advancing healthcare leadership excellence.
Our Premier Corporate Partners play an
important role in strengthening the healthcare
leadership profession and in building healthy
communities.

By partnering with us, these companies
demonstrate a real commitment to career
development and lifelong learning. Please

join me in expressing thanks to our Premier
Corporate Partners for all they do in support of
our mission.

WW\

Deborah J. Botven, FACHE, CAE
President/CEO
American College of Healthcare Executives

e AmericanCollege of

HealthcareExecutives®




BOARD MEETING
HIGHLIGHTS

The American College of Healthcare Executives
and the Foundation of the American College of
Healthcare Executives held its Board of

Governors meetings Dec. 5—6, 2022. The
Jollowing are highlights of the meetings.

2023-2025 Strategic Plan

The Board reafhirmed the Strategic
Plan for 2023. ACHE follows a three-
year strategic planning cycle, and
2022 was year one. The plan builds
on the progress ACHE made in
adapting to the evolving climate for
leaders. This includes engaging diver-
sity partners in a next-level strategy
for diversity, equity and inclusion.

In addition, the Board was updated
on ACHE’s education, credentialing
and chapter initiatives for 2023.
They include providing strong, rele-
vant education delivered in a vari-
ety of formats, including virtual,
and accelerating the digital experi-
ences for members; building on the
success of the FACHE?® credential;
and strengthening our partnership
with chapters.

Strategic Imperatives

The Board discussed an update on
the Strategic Plan’s three pillars:
Trusted Partner, Catalyst and
Connector.

Technology Acceleration Plan

In our role as Trusted Partner, ACHE
is committing to deepening its engage-
ment with members and the healthcare
community through education, net-
working and career services to inspire
and cultivate leaders to advance health.
In doing so, we will accelerate the use
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of technology to proactively meet the
challenges of a rapidly changing envi-
ronment and create unparalleled digital
experiences for leaders. As such, the
Board has invested to ensure we use
best-in-class platforms that support
innovation, deliver frictionless digi-
tal access to ACHE’s products and
tools, and provide an integrated and
personalized experience. Chief
among the priorities is embarking
on a website redesign.

FACHE Leadership Campaign
Update

Another element of our role as
Trusted Partner is to accelerate adop-
tion of board certification (FACHE)
as the gold standard in healthcare
leadership. Work continues to develop
brand foundations that will communi-
cate the value of the credential to
healthcare leaders and recruiters, qual-
ifying members or potential members,
and current Fellows.

DEI Next-Level Strategy Update
In our role as Catalyst, ACHE

will commit to leading for equity and
safety. The Board spent considerable
time in 2022 developing

our strategic approach to DEI, which
is focused on identifying the specific
competencies that drive inclusive cul-
tures. ACHE will also pursue a part-
ner to help develop a competency
model and tools that individuals and

organizations can use. Next-level
steps will be communicated as the
project plan is finalized.

ACHE-Chapter Partnership 3.0
Model

In our role as Connector, ACHE will
commit to growing our professional
community across the healthcare con-
tinuum by leveraging our partnerships
with chapters and other organizations.
In doing so, we will identify new
ways to enhance the ACHE-chapter
partnership and better leverage the
role of chapter leaders and volunteers
in providing value to members. A
project is underway to analyze the
current chapter partnership and rec-
ommend refinements. More details of
this work will be communicated in

the second half of 2023.

Budget Approved

The Board approved the 2023 bud-
get for ACHE and the Foundation.
Within the budget, operational pri-
orities include increasing member-
ship and engagement, growing
programming for the 2023
Congress on Healthcare Leadership
and other events, and identifying
new publishing opportunities.

International Update

The International Hospital
Federation’s 45th World Hospital
Congress took place Nov. 9-11, 2022,
in Dubai. The event included more
than 800 registrants with a U.S. dele-
gation of more than 60 attendees.
Deborah J. Bowen, FACHE, CAE,
presided as the IHF president. ACHE
Chair Anthony “Tony” A. Armada,
FACHE, was a featured faculty
speaker. The recipient of the ACHE
Healthcare Management Excellence
Gold Award was Emirates Health
Services (United Arab Emirates),



Mental Health of Older Adults
Clinical Academic Group. In conjunc-
tion with the American Hospital
Association, ACHE hosted a reception
for U.S. delegates. Additionally, an
ACHE Leadership Development
exhibit booth helped connect attend-
ees with our educational resources.

ACHE Learn Update

The Board was given an overview of
what members can expect at the
2023 Congress on Healthcare
Leadership, to be held March 20-23
at the Hyatt Regency Chicago, and
other education offerings.

Congress will include over 150 educa-
tion and networking sessions, includ-
ing traditional signature events such
as luncheons, Hot Topics and the
Masters Series. Regent activities will
occur on Saturday, March 18, and
Sunday, March 19.

Other ACHE educational offerings
this year will include a Virtual
Leadership Symposium in May and
in-person seminars in New York
(July), Austin, Texas (October) and
Orlando, Fla. (December). Popular
programming, such as the Executive
Program, virtual seminars, virtual
Board of Governors Exam prepara-
tion and the virtual Health System
Simulation, will also continue.

Committee Reports and Policy
Statements

The Board reviewed reports and
accepted recommendations from
several committees.

These reports represent the work of
hundreds of volunteers who contrib-
ute their time and talent to ACHE.
In addition, the Board approved
changes to several Policy Statements.

The following statements were

updated:

* “Board Certification in
Healthcare Management”

* Code of Ethics

¢ “Ethical Issues Related to a
Workforce Reduction”

¢ “Ethical Issues Related to
Workforce Shortages”

* “The Healthcare Executive’s
Responsibility for Professionalism”

¢ “The Healthcare Executive’s
Role in Ensuring Quality and
Patient Safety”

* “Impaired Healthcare Executives”
* “Statement on Diversity”

All Policy Statements can be found
at ache.org/PolicyStatements, and
all Echical Policy Statements can

be found at ache.org/
EthicsPolicyStatements.

FACHE Continuing Education
Policy

Since September 2021, the Board of
Governors has had ongoing discus-
sions about how to evolve the FACHE
credential in light of the onset of vir-
tual offerings and the positive
response to them. Temporary rules set
during the pandemic allowed ACHE
Face-to-Face Education credit to be
awarded in certain virtual environ-
ments. These virtual options have
been well-received by our members
and remain in high demand, with
feedback noting that virtual educa-
tion is a valued component of profes-
sional development.

In December, the Board approved
revised FACHE credentialing criteria.
Effective Jan. 1, 2024, 36 hours of con-
tinuing education must consist of: 12
hours of In-Person Education credit, 12
hours of Virtual Interactive Education
credit and 12 hours of Qualifying
Education credit. For more informa-
tion, visit ache.org/FACHE-2024.

The FACHE remains the most rec-
ognized credential of a leader’s
competency and commitment to
healthcare management.

Next Meeting Planned

The next face-to-face meeting of the
Board of Governors is scheduled for
March 17. Highlights of that meet-
ing will be published in a future
issue of Healthcare Executive. A

Healthcare

Executive
Is Online

For timely articles at
your fingertips, visit
HealthcareExecutive.org
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MEMBER
ACCOLADES

The American College of Healthcare
Executives congratulates members who
recently received awards recognizing their
contribution to healthcare leadership.

Christopher T. Ahrens, FACHE,
president/CEO, Hannibal (Mo.)
Regional Healthcare System, received
the Senior-Level Healthcare Executive
Award from the Regent for Missouri.

Christine Alvero, FACHE, senior
director, Clinical Therapy Services,
Mofhtt Cancer Center, Tampa, Fla.,
received the Regent Award from the
Regent for Florida—Northern and
Western.

Jorge Amaro, FACHE, CEO, A3i
Inc., Lake Mary, Fla., received the
Senior-Level Healthcare Executive
Award from the Regent for
Florida—Eastern.

Peter G. Austin, FACHE, vice presi-
dent/COO, Jefferson Regional
Medical Center, Pine Bluff, Ark.,
received the Senior-Level Healthcare
Executive Award from the Regent for
Arkansas.

Kristi Baker, vice president, Women’s
& Children’s Services, Saint Francis
Health System, Tulsa, Okla., received
the Senior-Level Healthcare Executive
Award from the Regent for Oklahoma.

Tabatha Ball, COO, Agape
Community Health Center Inc.,
Jacksonville, Fla., received the Regent
Award from the Regent for Florida—
Northern and Western.
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April Bennett, president, Baptist
Health Medical Center, Little Rock,
Ark., received the Early Career
Healthcare Executive Award from the
Regent for Arkansas.

Alyssa L. Bruno, manager, risk and
compliance, Thundermist Health
Center, West Warwick, R.1.,
received the Early Career Healthcare
Executive Award from the Regent

for Rhode Island.

Maureen A. Bryant, LFACHE,
received the Senior-Level Healthcare
Executive Award from the Regent for

Rhode Island.

John P. Carter, director, Advisory
Services, Patient Physician Network,
Plano, Texas, received the ACHE of
North Texas Chapter Connector Regent’s
Award from the Regent for Army.

Kerrie Anne Ambort Clark, execu-
tive director/senior lecturer, The
University of Texas at Tyler, Soules
College of Business, received the 2022
ACHE East Texas Forum Chapter
Connector Regent’s Award from the
Regent for Texas—Northern.

Damerick D. Davis, director,
Operations, OB Hospitalist Group,
Greenville, S.C., received the Early
Career Healthcare Executive Award from
the Regent for Texas—Central & South.

Anne H. Dierker, LFACHE,
received the Chapter Service Regent
Award from the Regent for Illinois—
Central & Southern.

Shirley A. Gamble, FACHE,
regional director, Operations,
Kindred at Home (now CenterWell
Home Health), Atlanta, received the
Early Career Healthcare Executive
Award from the Regent for Missouri.

Shelbi Geresi, project manager,
Norman (Okla.) Regional Health
System, received the Early Career
Healthcare Executive Award from the
Regent for Oklahoma.

DeAntony Humm, healthcare direc-
tor, Genentech Inc.—South San
Francisco, received the Outstanding
Service 2022 Award from the Regent
for Nebraska & Western Iowa.

Joseph Hwang, FACHE, COO,
Beverly and Addison Gilbert
Hospital, Gloucester, Mass., received
the Senior-Level Healthcare
Executive Award from the Regent for
Florida—Northern and Western.

Tiffany C. Jackman, DHA, aca-
demic program director, University of
West Florida, Pensacola, Fla., received
the Regent Award from the Regent for
Florida—Northern and Western.

Sujit K. Joginpally, MD, FACHE,
director, Program/Unit Operations,
University of Washington, Seattle,
received the 2022 Regent Award
from the Regent for Washington.

DeLancey Johnson, senior vice pres-
ident/associate talent officer, Parkland
Health & Hospital System Ofhice,
Dallas, received the ACHE of North

Texas Executive Servant Leader



Regent’s Award from the Regent for
Texas—Northern.

Mohammad Kharbat, FACHE,
regional vice president, pharmacy
Services, SSM Healthcare—Wisconsin,
St. Louis, received the Regent Award
from the Regent for Wisconsin.

Stephanie J. Long, FACHE, presi-
dent/CEQ, North Central Health
Services, West Lafayette, Ind.,
received the Senior-Level Healthcare
Executive Award from the Regent for
Indiana.

Naydu Lucas, DNP, RN, CNO,
Providence Health & Services,
Renton, Wash., received the 2022
Regent Award from the Regent for
Washington.

William B. McNally, JD, FACHE,
division vice president, Membership
Services, Missouri Hospital Association,
Jefferson City, Mo., received the Senior-
Level Healthcare Executive Award from
the Regent for Missouri.

Angela A. Michael, director, perfor-
mance improvement, Methodist
Health System, Dallas, received the
ACHE of North Texas Emerging
Leader Regent’s Award from the
Regent for Texas—Northern.

Caramie Miskelly, workday func-
tional analyst, Supply Chain
Management, Saint Francis Health
System, Tulsa, Okla., received the Early
Career Healthcare Executive Award
from the Regent for Oklahoma.

Eric Mooss, FACHE, president,
Bryan Physician Network, Lincoln,
Neb., received the Senior-Level
Healthcare Executive Award from the
Regent for Nebraska & Western Iowa.

David Morpeau received the Early
Career Healthcare Executive Award
from the Regent for Florida—Eastern.

Thomas P. Mulrooney, FACHE,
COQO, UnityPoint Health—Des
Moines (Iowa), received the Senior-
Level Healthcare Executive Award
from the Regent for Iowa.

Haroula P. Norden, FACHE, COOQO,
Boca Raton (Fla.) Regional Hospital,
received the Senior-Level Healthcare

Executive Award from the Regent for
Florida—Eastern.

Megan Ose, PharmD, director,
Pharmacy Services, Children’s Hospital
of Wisconsin, Milwaukee, received the
Early Career Healthcare Executive
Award from the Regent for Wisconsin.

Ajith Pai, PharmD, FACHE, presi-
dent, Texas Health Harris Methodist
Hospital Southwest Fort Worth,
Arlington, Texas, received the ACHE
of North Texas Executive Leadership
Change Catalyst Regent’s Award from
the Regent for Texas—Northern.

Lana L. Palmquist, RN, manager,
Clinical Integration/Acute Care
Service Line, BayCare Health
System, Tampa, Fla., received the
Regent Award from the Regent for
Florida—Northern and Western.

Pressanna J. Parackal, DNP, RN,
house supervisor, UHS/VA, King of
Prussia, Pa., received the Early Career
Healthcare Executive Award from the
Regent for Texas—Central & South.

Alexander Reyes, RN, administrator,
Mennonite General Hospital, Aibonito,
Puerto Rico, received the Early Career
Healthcare Executive Award from
the Regent for Puerto Rico.

Marla M. Sanfilippo, FACHE,
received the Mid-Careerist Award
from the Regent for Florida—Eastern.

Tina M. Seery, RN, senior direc-
tor, safety and quality, WSHA,
Seattle, received the 2022 WA
Regent Award from the Regent for
Washington.

Vivahni Shastry, business operations
lead, Children’s Hospital Los
Angeles, received the Early Career
Healthcare Executive Award from the
Regent for California—Southern.

Karissa K. Smith, consultant,
Federal Advisory Partners, Arlington,
Va., received the Early Career
Healthcare Executive Award from the
Regent for Florida—Eastern.

Kevin W. Stevenson, FACHE,
director, Strategic Operations,
Ascension Providence, Waco, Texas,
received the Senior-Level Healthcare
Executive Award from the Regent for
Texas—Central & South.

Cindy A. Stout, DNP, RN, presi-
dent/CEOQ, El Paso (Texas)
Children’s Hospital, received the
Senior-Level Healthcare Executive
Award from the Regent for New
Mexico & Southwest Texas.

Michael S. Wallace, FACHE,
president/CEO, Fort HealthCare,
Fort Atkinson, Wis., received the
Senior-Level Healthcare Executive
Award from the Regent for

Wisconsin.

George Zhang, administrator, St.
Vincent Health, Indianapolis,
received the Early Career Healthcare
Executive Award from the Regent for
Indiana.
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CHAPTER NEWS

Recognizing Member

Achievements

1aking time to acknowledge leaders at the

local level.

During the past few months, ACHE
chapters have acknowledged leaders
for various efforts, as well as focused
on the professional development
they need in 2023. Following are
examples of chapter initiatives and
events that provided value for and
recognition of members.

Resiliency, Recovery and
Reigniting the Passion for
Healthcare Leadership

Health Care Management
Association of Central New York cov-
ers a wide swath of the state—a total
of 41 counties are included in the
chapter’s reach.

The chapter serves a diverse group
of healthcare leaders from various
settings, including academic medi-
cal centers, integrated health sys-
tems, post-acute settings and small
community hospitals, rural health
providers, governmental and regu-
latory leaders. To address the
diverse interests and backgrounds
of the membership, the chapter pro-
vides a variety of educational
offerings:

* Each year, an annual conference
is offered with ACHE Face-to-
Face Education and ACHE
Qualified Education credits to
support advancement to Fellow
status. Also, the chapter recently
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concluded a two-year offering of
a Board of Governors Exam Prep
Series aimed at providing best-
practice education and experi-
ence from industry leaders to
prospective members advancing
to Fellow.

* Local program councils are
offered in various markets
throughout the state, including
Rochester, Albany and Syracuse,
to bring educational and net
working opportunities to local
markets to mitigate geographic
challenges posed with such a
large chapter reach.

* In 2023, the chapter will be
evolving with a renewed focus on
in-person educational and net-
working opportunities.

The chapter’s focus is not only on the
resiliency of healthcare leaders facing
accelerating rates of burnout and
departure from the industry but also
on reigniting the spirit of caring for
patients and employees. Resiliency is
only the first step toward sustainabil-
ity. It will focus on recovery from the
pandemic’s operational, financial and
psychological impact, as well as reen-
gage and reignite the passion of its
leaders so they gain a deeper under-
standing of why they chose to work
in healthcare.

The chapter also plans to collaborate
with local educational institutions
and other affiliated organizations,
provide networking events through-
out the state to reconnect with col-
leagues and contacts within the field,
and reestablish itself as a leading
resource in New York for healthcare
leaders and students.

In 2023, Health Care
Management Association of
Central New York will be
evolving with a renewed focus
on in-person educational and

networking opportunities.

ACHE of South Florida 2022
Fellow Celebration and
Networking Event

This Fellow-only event celebrates a
key constituent of ACHE, recogniz-
ing the attainment of the gold stan-
dard in healthcare management
certification. The occasion is also an
opportunity to applaud Fellows’ com-
mitment to lifelong learning and con-
tributions to the field, ACHE and the
chapter.

“It was an honor to recognize and
celebrate our chapter Fellows and Life
Fellows, share the great offerings and
assets that ACHE has to offer, and
make a call to action to Fellows to
give back to the chapter as committee
and board members, Regents, speak-
ers and mentors to members, espe-
cially prospective Fellows,” says
Oyinkansola “Bukky” Ogunrinde,
the chapter’s 2022 president.

In addition, the chapter’s 170 Fellows
and Life Fellows were recognized



along with a special acknowledge-
ment of the 2022 Fellows on the
chapter’s LinkedIn page.

The inaugural Fellow event was held
in 2021 virtually and featured key-
note speaker Matthew A. Love, presi-
dent/CEO of Nicklaus Children’s
Health System. In 2022, the first in-
person event, which was sponsored
by Memorial Healthcare System, was
held and the chapter presented its

inaugural Chapter Fellow Service
Award.

David Smith, FACHE, executive
vice president/CFO, Memorial
Health System, has served on the
chapter’s finance committee during
the past two years as a speaker and is
a mentor to many ACHE members
and Fellows. Given his service and
commitment to the chapter, he
became the first recipient of the
prestigious 2022 Chapter Fellow
Service award.

“I am humbled to receive the ACHE
of South Florida chapter’s first
Chapter Fellow Service Award. As a
CFO, I felt that becoming a Fellow
was important to deepen my connec-
tion to our patients and our mission.
ACHE offers so many opportunities
to learn and grow and advance your
career, and giving back through vol-
unteering helps me keep that connec-
tion. Thank you, South Florida
Chapter, for this great honor,” said
Smith.

“This event reflects the appreciation
of ACHE of South Florida for its
Fellows, who show the deepest com-
mitment and dedication,” says Jenna
Merlucci, FACHE, who serves as the
2022 president-elect and oversaw the
production of this successful event.

DEI Recognition in Michigan

At its annual meeting in November,
the Great Lakes Chapter of the
American College of Healthcare
Executives honored one individual
and two organizations who exemplify
its values around diversity, equity,
belonging and inclusion with its
DEBI Awards:

* Kimberly L. McVicar, DHA,
an associate professor at Ferris
State University, was selected
for expanding her personal
knowledge of these values,
promoting them in her class-
room, and for authoring chap-
ters, books and published
articles on DEI.

* MyMichigan Health was selected
for its explicit focus on diversity
and inclusion in its Vision 2025,
DEI Advisory Committee, and a
dedicated team within human
resources to improve hiring and
promotion from a DEI
perspective.

* Sparrow Health System was
selected for its ongoing commit-
ment to DEI including its adop-
tion of eight key DEI principles
for improvement, Women in
Leadership program, DEI
Leadership Development
Program and development of
implicit bias training.

The chapter congratulates them for
their extraordinary accomplishments
and inspiration. A

10 find your chapter or search the chap-
ter directory, go to ache.org/Chapters.
1o discuss your ideas for chapters, con-
tact Stacey A. Kidd, CAE, director,
Chapter Relations, Department of
Executive Engagement, at (312) 424-
9323 or skidd@ache.org.

(Cont. from Page 6)

The words and actions of leaders
are the secret sauce that can glue
together or divide an organiza-

tion and determine the impact it
will achieve for its communities.

Developing the workforce is a
must. An essential component of
patient safety is the physical and
psychological safety of the work-
force. Supportive and healthy
work environments are character-
ized by continuous learning,
ongoing support, professional
growth, teamwork and transpar-
ency. Policy and practice must go
hand in hand. Organizations that
invest in the workforce note the
benefits of helping care providers
reconnect with the meaning of
their work, while driving higher
engagement and satisfaction and
reducing the likelihood of burn-
out. Finding new and creative
ways to Support every person in
the continuum of care helps to
deliver more effective and safer
care for all.

Providing safe patient care is our

primary mission as healthcare lead-

ers, and at the core of that mission
is the safety of patients, families

and our workforce. By reinvigorat-
ing our focus, we can identify new

ways to use safety principles and
tools to make meaningful strides
on our journey toward the ulti-
mate goal of preventable zero
patient harm for all. A

Deborah ]. Bowen, FACHE,
CAE, is president/CEO of the
American College of Healthcare
Executives (dbowen@ache.org).
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ON THE MOVE

J. Craig Bailey, FACHE, to
Denver market CEO, Reunion
Rehabilitation Hospital, Denver,
from multisite administrator,
Audubon Ambulatory Surgery
Center, Colorado Springs, Colo.

Patricia Baise, DNP, RN, FACHE, to
chief nursing executive, ECU Health,
Greenville, N.C., from vice president/
chief nurse executive, Atrium Health

Cabarrus, Concord, N.C.

Johnny P. Ball 111, FACHE, to
senior vice president, regional hospi-
tal operations, South Georgia
Medical Center, Valdosta, Ga., from
vice president, marketing and public
affairs.

LCDR Manuel H. Beltran,
FACHE, to aide-de-camp,
Commandant of the Marine Corps,
The Pentagon, Washington, D.C.,
from chief of medical plans and oper-
ations, United States Pacific Fleet,
Pearl Harbor, Hawaii.

Susan Bosnick-Sinift, RN,
FACHE, to senior director, surgical
services, WellSpan Health, York,
Pa., from director, perioperative ser-
vices, Houston Methodist Hospital.

oseph du Lac to senior vice presi-
P p

dent/COQ, Bronson Battle Creek
(Mich.) Hospital, from regional vice
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president/chief performance officer,
Trinity Health of New England,
Hartford, Conn.

Matthew K. Garner, FACHE, to
CEOQO, Broward Health North,

Lighthouse Point, Fla., from
interim CEOQO.

Lily J. Henson, MD, FACHE, to
president/CEO, Piedmont Augusta
(Ga.) Hub, from CEOQO, Piedmont
Henry Hospital, Stockbridge, Ga.

Erich Koch, FACHE, to executive
director, Rolling Hills Clinic,
Corning, Calif., from CFO, Valley
Health Partners, Allentown, Pa.

Steven G. Littleson, DBA, to presi-
dent, Bridgton (Maine) Hospital, in
addition to his other role of presi-
dent/CEQ, Central Maine
Healthcare, Lewiston, Maine.

Toby Marsh, RN, FACHE, NEA-BC,
to regional chief nursing executive/vice
president, clinical integration, Kaiser
Permanente Northern California
region, from chief nursing and patient
care services officer, UC Davis
Medical Center, Sacramento, Calif.

Martha S. Mather, FACHE, to
COO, Aware Recovery Care,
Indianapolis, from CEO, UofL
Health—Peace Hospital, Louisville, Ky.

Winebarger

Van Blaricum

Emily S. Moorhead, FACHE, to
president, Detroit-based Henry Ford
Health’s hospital in Jackson, Mich.,

from interim president.

Eric Mooss, FACHE, to president/
CEO, Bryan Medical Center,
Lincoln, Neb., from president, Bryan
Physician Network, Lincoln, Neb.

Jackie (DeSouza) Van Blaricam
to president, HCA Healthcare Far
West Division, Las Vegas, from
CEO, Riverside (Calif.)
Community Hospital.

Adam Winebarger, DNP, RN,
FACHE, to CNO/director, opera-
tions, Novant Health Ballantyne
Medical Center, Charlotte, N.C.,
from associate CNO, LifeBridge
Health Sinai Hospital, Baltimore.

Peter J. Wright, FACHE, to CEO,
Northwestern Medical Center, St.
Albans, Vt., from president, Bridgton
(Maine) and Rumford (Maine)
Hospitals.

This column is made possible in part
by Exact Sciences.

EXACT
SCIENCES
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Vlsﬂ: HCA Healthcare s Executive Recruiting
Suite at the 2023 ACHE Congress in Chicago

Hyatt Regency Chicago
Randolph 1A & 1B | East Tower 3rd Floor

Monday, March 20, 7:30 a.m. - 2 p.m.
Tuesday, March 21, 7:30 a.m. - 2 p.m.
Wednesday, March 22, 7:30 a.m. - 12 p.m.

Make plans to attend the following speaking engagement
with HCA Healthcare leaders:

Leadership Insights: Charting the Course for Better Healthcare Services

Featuring HCA Healthcare CEO Sam Hazen
and Heather J. Rohan, FACHE
Monday, March 20 | Hyatt Regency Chicago | 2 -3 p.m. (CST)

Eager to see what job opportunities are currently available?
Scan the QR code below to see our latest opportunities.
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