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For those on the outside looking 
in, a storm changing direction or 
a re-forecast of predicted landfall 
aftermath is simply another news 

story. For those organizing response or plan-
ning an evacuation of patients, this kind of 
disruption can trigger immediate modifi ca-
tions to the “best-laid plan” or signify rapid 
movement to a “plan B.” And, for those in 
the wake of Florence and Michael, it’s the 
inches of remaining rain that have continued 
to wreak havoc on life and business as usual 
for thousands of people. 

Words seem inadequate to express the 
appropriate gratitude and appreciation 
for the frontline care providers within the 
HealthTrust membership, as well as our 
staff  and suppliers. Countless individuals 
remained committed to helping provid-
ers serve their patients and communities 
throughout the aff ected areas, many having 
their own hardships to wrestle with at home. 

The Genius of Disruption 
Other disruptions can lead to positive 

change. In the world of innovation, new mar-
kets have been created based on the genius of 
disruptors who interrupt business as usual. 

Clayton Christensen, author of The 
Innovator’s Dilemma and Harvard Business 
School professor, cites Netfl ix as a classi-
cally disruptive model since it eventually 
drove Blockbuster into bankruptcy in 2010. 
Christensen has also applied his theories to 

other industries, including healthcare, always 
“attempting to teach people how to think 
about business rather than what to think. 
Smart companies fail because they do every-
thing right. They cater to high-profi t-margin 
customers and ignore the low end of the mar-
ket, where disruptive innovations emerge 
from,” he said in a Wired interview.

Time will tell as to the success of the 
extraordinary aspirations of Facebook 
founder Mark Zuckerberg and his pedia-
trician wife, Priscilla Chan, M.D., who plan 
to invest $13B to help scientists develop 
and use tools such as artifi cial intelligence 
and blood monitors to identify and quickly 
treat illnesses. The stated goal of the Chan 
Zuckerberg Initiative (CZI) is to “cure, pre-
vent and manage all diseases by the end of 
this century, including heart disease, cancer, 
infectious diseases and neurological dis-
eases.” The duo realize CZI’s goal may sound 
far-fetched, but Chan indicated the initiative 
aims to “focus on empowering scientists 
with tools to unlock their work and the 
fi eld—that goal could be within our reach.”

Think Big
To “think like a disruptor” is the encour-

agement I off er each of you. How can our 
facility and health system members, the 
supplier community and the HealthTrust 
team maximize our collective brain power 
and collaborate to combat the rising costs of 
healthcare and pharmaceuticals, curb the 

opioid epidemic, prevent the next hospital 
cyberattack or tackle any of the other points 
survey respondents cited as part of the top 10 
list of challenges healthcare executives will 
face in 2019. Those challenges, according to 
a recent survey developed by the HealthCare 
Executive Group and Change Healthcare, 
include:

• Data & analytics (especially clinical) 
• Total consumer health
• Population health services
• Value-based payments
• The digital healthcare organization
• Rising pharmacy costs
• External market disruption
• Operational eff ectiveness
• Opioid management
• Cybersecurity

Go forth and think big! Don’t be afraid of 
shaking things up or disrupting the status 
quo at this stage of your thinking. Your sug-
gestions can assist us in the development of 
breakout sessions and tracks for the 2019 
HealthTrust University Conference. Share 
your ideas with me through university@
healthtrustpg.com. 

 

Ed Jones
President/CEO, HealthTrust

STARTING LINE    FROM THE DESK OF ED JONES

Disruption as an 
Agent of Change 

Just a year after the devastating presence of Hurricanes 
Harvey and Irma, it’s déjà vu all over again for hospital, 
government and local emergency response teams and 
volunteers in countless locations impacted by the Atlantic 
and Gulf Coast hurricane season.
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CMO PERSPECTIVE    FROM THE DESK OF JOHN YOUNG, M.D., MBA

INNOVATION FURTHERED BY 
HEALTHTRUST GRANT 

This issue’s cover story is also centered 
on a similar theme as LifePoint Health was 
recently awarded HealthTrust’s Innovation 
Grant for its achievements in promoting 
the appropriate use of antimicrobials at all 
72 of its facilities over the last year. Valued 
at $50,000, the grant will help off set the 
cost of further developing an in-house tool 
to advance tracking and reporting of the 
organization’s systemwide antimicrobial 
stewardship initiative. (See page 58.) The 
tool, currently in use at 32 LifePoint hos-
pitals, automatically pulls data from EHRs 
on a weekly basis, providing near real-time 
reporting on days of therapy, antimicrobial 
resistance as well as benchmarking and 
trending of operational, clinical and fi nan-
cial outcomes.

A successful implementation was critical 
to an initiative that involves eight depart-
ments within LifePoint Health. HealthTrust 
is honored to recognize the team who devel-
oped and implemented an antimicrobial 
stewardship reporting tool that simpli-
fi es compliance with national reporting 
requirements and provides facility leaders 
the detailed data they need to encourage 
the appropriate and cost-eff ective use of 
antimicrobials. I look forward to following 
the work of this team and receiving updates 
over the next year. 

UPDATE ON 2017 GRANTEE
Meanwhile, Scripps Health has furthered 

both its perioperative opioid stewardship and 
ERAS initiatives as our 2017 Innovation Grant 

recipient. (See page 10.) Valerie Norton, 
M.D., provided an update on the organiza-
tion’s progress during July’s HealthTrust 
University Conference.

Last fall, Scripps Health launched what it 
refers to as an OSP (opioid stewardship pro-
gram) with its fi rst wave of implementation 
focused on preventing surgery patients from 
becoming chronic users of opioids by set-
ting realistic expectations of postoperative 
pain. Grant money has been used to develop 
patient education materials, including an 
informational video. After gaining leader-
ship buy-in at the start of its initiatives, 
the implementation team has also focused 
on a systemwide approach to reforming 
prescriber habits and changing the way 
physicians and clinicians think about pain.

Scripps Health plans to continue the 
work of its opioid stewardship committee 
as it has been instrumental in develop-
ing and disseminating patient and clinical 
education, developing policies to identify 
patients at high risk of opioid abuse and 
tracking outcomes. The committee is com-
posed of physicians, pharmacists, nurses 
and clinicians, including those in surgery, 
anesthesiology, ED medicine and hospice 
who now champion these initiatives across 
the enterprise.  

PRIORITIZING THE 2019 CLINICAL AGENDA 
HealthTrust’s Physician Advisor pro-

gram has more than 150 doctors currently 
engaged. To intensify the value and impact 
provided throughout more of the organi-
zation’s contract portfolio, I’m excited to 
announce some changes to the existing 

program. We are evolving from what has 
been an ad hoc engagement style to a spe-
cialty-based council structure that supports 
a service line-oriented approach. We will 
also be seeking physician input in strategic 
categories outside of the traditional PPI 
(physician preference item) space. 

Each council will include approximately 
20 to 25 physician advisor representatives 
from across the HealthTrust membership. 
The initial three councils—Surgery (car-
diothoracic, general OB/GYN, etc.), Ortho/
Spine and Cardiovascular (interventional 
cardiology, electrophysiology)—met in 
person during the HealthTrust Innovation 
Summit in October. Specialty councils will 
be formed as contract categories warrant.

Research is also an area where I envision 
establishing a more robust agenda going 
forward. Physicians attending the national 
meeting in October are exploring potential 
areas of clinical research for 2019. 

I continue to work diligently with the 
experts who lead the areas of clinical data 
and analytics for which I have responsibility. 
Based on feedback from our membership, 
we are collaborating to create progressive, 
integrated and aligned clinical data and ana-
lytics capabilities that will assist providers 
in making decisions that positively impact 
cost, quality and outcomes.

As always, feel free to share your thoughts 
or suggestions with me on how we can help 
you advance your organization’s clinical 
agenda at thesource@healthtrustpg.com.

Innovation at Work
Innovation is top of mind for many of us at HealthTrust as my 

team and I hosted the organization’s fourth Innovation Summit 
in mid-October. The annual event is an avenue for suppliers 
with FDA-approved products to present their new technology 
to physician advisors and invited service line clinicians from 
within the HealthTrust membership. These experts assessed the 
technology in an exhibition-type setting and then adjourned to 
specialty meetings where they discussed the benefi ts of adding 
some of these products to the HealthTrust contract portfolio.
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hospital equipment and solar panels 
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PAIN MANAGEMENT 
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More hospitals are adopting 
enhanced recovery after surgery 
(ERAS) protocols. These patient-
centered protocols overturn 
conventional wisdom, but clinicians 
are seeing promising results.
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SOURCEBOOK   PAIN MANAGEMENT PERSPECTIVES

In 1995, Danish physician Henrik Kehlet, 
M.D., published a revolutionary paper 
documenting the recovery of eight elderly 
patients who had undergone elective colonic 
resections for cancer. The procedure typi-
cally kept patients in the hospital for 12–15 
days; under Kehlet’s care, they were dis-
charged in two or three days.

Although Kehlet accomplished something 
groundbreaking, his methods were simple. 
He optimized patients for their surgeries 
by educating them, setting clear expecta-
tions about the procedure and recovery, 
and equipping his team to provide patient-
centric care. Together, these steps laid the 
foundation for what is now called Enhanced 
Recovery After Surgery, or ERAS.

More than 30 years later, enhanced recov-
ery is slowly yet steadily gaining momentum 
in the United States. ERAS is the umbrella 
term for a bundle of nearly 20 perioperative 

recovery protocols, many of which overturn 
long-accepted practices.

“It’s been dogma for decades that patients 
were not allowed to eat or drink for at least 

eight hours before sur-
gery,” says Valerie Norton, 
M.D., chief operations 
executive physician for 
Scripps Mercy Hospital, 
San Diego and Health-
Trust Physician Advisor. 
“It turns out that’s wrong. 
The evidence shows just 
the opposite—if you let 

patients drink clear fl uids until two hours 
before surgery, they get better faster, go 
home sooner and have fewer surgical site 
infections.”

Other ERAS protocols include keeping a 
patient warm before and during surgery—no 

Continued on page 12

FULL-SPEED RECOVERY
Patient-centered ERAS Protocols Upend Conventional 
Wisdom With ‘Wildly Successful’ Results

Valerie Norton, 
M.D.

HealthTrust awarded its 2017 
Innovation Grant to Scripps Health 
for perioperative opioid steward-

ship and ERAS initiatives—and a year 
later, the team has been busy putting 
the award to use. Scripps team member 
Valerie Norton, M.D., reports that the in-
kind portion of the grant is being used to 
create two patient education videos, one 

on pain management and the other on 
ERAS protocols.

“We give patients so many things to 
read—it seems like reams and reams of 
paper,” she says. “These videos are anoth-
er way to approach the same material 
in a way that’s really going to stick with 
patients.” The Scripps team also used the 
cash grant to launch and support a robust 
opioid stewardship program.

Over the past year, implementing ERAS 
protocols at Scripps Health has short-
ened length of stays by up to 50 percent. 
Adoption continues to increase across 
units: “We went from zero percent last 
year to 60 percent of bariatric surgeries 
that are now ERAS protocols,” Norton 
says. She reports that patients are thrilled 
to be up and moving faster, and back 
home sooner.

For their part, nurses love it, too. “My 
vision is for the nurses to be the driv-
ers for this process,” Norton says. “A lot 
of enhanced recovery is just about very 
careful attention to the environment the 
patient is in: keeping them warm, getting 
them up and walking, letting them drink 
fl uids. To the extent that we can put this 
on autopilot, the more success we’ll have.”

ERAS 
Success at 
Scripps Health
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SOURCEBOOK   PAIN MANAGEMENT PERSPECTIVES

small task considering thin hospital gowns 
and heavy air conditioning—and getting 
them walking shortly after an operation. 
Enhanced recovery also encompasses mul-
timodal pain management techniques to 
minimize opioid use and prevent addiction.

Though hospitals may have adopted vari-
ous enhanced recovery practices over the 
years, ERAS bundles these best practices.

“Enhanced recovery protocols enable a 
patient-centered approach with physicians 
and clinicians thinking about what patients 

will most want to know 
about an upcoming sur-
gery,” says Mikio Nihira, 
M.D., clinical profes sor 
of obstetrics and gyne-
cology at the University 
of California Riverside 
School of Medicine and 
a HealthTrust Physician 
Advisor.

Doctors put patients at ease and help them 
optimize their recov ery by commu nicating 
what to expect before, during and after a 
procedure. Enhanced recovery promotes 
education about everything from the level 
of pain a patient can expect to how much 
support they’ll need once discharged.

“If patients are armed with a good mental 
model of how capable or incapable they will 
be following surgery, they can arrange with 

family members for the support they need,” 
Nihira explains. Perhaps more important, if 
they’re mentally and emotionally prepared 
for postoperative setback, they can maintain 
motivation on the road to recovery. As Nihira 
tells his patients, “Pain is part of surgery, and 
not all pain is bad.”

Prior to their procedure, most surgery 
patients spend very little time in hospitals. 
Their concerns tend to revolve around 
matters that surgeons and nurses might 
overlook: where to park, what their copay 
will be, how much the procedure will hurt.

“As surgeons, we tend to focus on the tech-
nical aspects of our performance, and we 
have a limited understanding of the patient’s 
individual experience,” Nihira notes. Yet 
patients are eager to learn the details of their 
hospital stay and become more comfortable 
with the entire experience—before, during 
and after their time on the operating table. 
ERAS takes these details into account and 
equips hospital staff  to answer questions 
and prepare patients in a more holistic way.

While education and accurate expecta-
tions help patients feel at ease, a speedy 

discharge and recovery have the greatest 
impact on patient satisfaction. This is where 
enhanced recovery protocols can make a 
diff erence. By implementing a bundle of 
best recovery practices, doctors signifi -
cantly reduce their patients’ hospital stays 
and recovery time. This makes for happier 
patients and cuts costs for hospitals by limit-
ing stays and readmittance.

“ERAS is a win-win-win scenario,” Norton 
says. “Patients like it better, there’s better 
quality of care and recovery, and it lowers 
costs for the hospital.”

Enhanced recovery can lead to what 
Nihira calls “wildly successful” results. 
To illustrate, at Magee-Womens Hospital 
in Pittsburgh, the use of ERAS protocols 
bumped a 40 percent same-day discharge 
rate to a 93 percent same-day discharge 
rate—in a single year. Yet despite its transfor-
mational potential, hospitalwide adoption 
can be slow going.

“It’s hard to get people to change their 
processes, especially if their unit doesn’t 
benefi t from the change,” Nihira adds. For 
example, multimodal pain management 
may require a new pain control drug or 
device. Frequently a hospital unit such as 
the pharmacy will incur these expenses, but 
it won’t necessarily experience the benefi ts 
of releasing a patient earlier. Successfully 
adopting ERAS protocols requires buy-in 
from the entire hospital—something that 
takes time and staff  education.

Hospitals willing to build a mature ERAS 
program can expect to see changes as dra-
matic as those Kehlet fi rst introduced in 
1995. The adoption process has been slow 
thus far, but committed health systems are 
realizing the benefi ts of an ERAS initiative—
limited hospital stays, reduced costs and 
happier, healthier patients being released—
faster than they anticipated.•

 To learn more, visit the American Society 
for Enhanced Recovery at https://aserhq.org.

“ERAS IS A WIN-WIN-WIN SCENARIO. 
PATIENTS LIKE IT BETTER, THERE’S BETTER 
QUALITY OF CARE AND RECOVERY, AND 
IT LOWERS COSTS.”  
Valerie Norton, M.D. | chief operations executive physician | Scripps Mercy Hospital | San Diego

Continued from page 10

Mikio Nihira, M.D.
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Inhaled anesthetics are necessary agents 
in the operating room, yet only about 
5 percent of anesthesia gas administered 

during surgery is actually metabolized by 
a patient. The other 95 percent is released 
into a tube as a patient exhales and vented 
into the atmosphere through a scavenger 
system. Such waste becomes greenhouse 
gas, accounting for about one-third of any 
surgical procedure’s carbon footprint and 5 
percent of total hospital emissions.

Adding insult to injury, exhaled anesthetic 
gases remain in the atmosphere for a long 
time, impacting the environment until they 
break down completely, according to a study 
by Jodi Sherman, M.D., assistant professor of 
anesthesiology at Yale School of Medicine. 
Consider the atmospheric lifespan of these 
inhaled gases:

• Sevofl urane.........................1.1 years
• Isofl urane ...........................3.2 years
• Desfl urane ..........................14 years
• Nitrous oxide ................... 114 years
On a case-by-case basis, the impact may 

seem minimal. But that’s the wrong way 
of looking at it, says Bryan Sabbe, M.D., 
division chief of anesthesia at TriStar 
Centennial Women's Hospital and The 

Children's Hospital at 
TriStar Centennial in 
Nashville, Tennessee, and 
a HealthTrust Physician 
Advisor.

“There are many things 
we can do in our lives to 
help curtail changes in the 
atmosphere and spending 
10+ hours a day delivering 

sustainable anesthetics would certainly help 
limit our environmental footprint,” he says.

The American Society of Anesthesiologists 
(ASA) is leading eff orts to reduce the 
carbon footprint of anesthesia gases. Its 
Environmental Task Force created a sustain-
ability checklist, outlined in “Greening the 
Operating Room and Perioperative Arena: 
Environmental Sustainability for Anesthesia 

Practice.” The checklist features several 
strategies for reducing emissions without 
compromising patient care, including:

• Utilizing low, fresh gas fl ows
• Avoiding the use of high-impact inhaled 

anesthetics, including desflurane and 
nitrous oxide

• Using intravenous and regional tech-
niques, when appropriate

• Investing in waste trapping and/or 
waste destroying technology for the anes-
thesia equipment

Last year, the organization also launched 
an “inhaled anesthetic challenge,” asking 
hospitals to reduce facilitywide inhaled 
anesthetic carbon emissions 50 percent by 
the year 2020.  

Sherman, who co-chairs the ASA’s envi-
ronmental task force, has dedicated her 
research at Yale to quantifying the environ-
mental impact of diff erent anesthesia gases 
and techniques. In 2012, she co-published 
a study off ering a life cycle analysis for the 
four inhaled agents named previously.

The study looked at the impact of these 
agents from cradle to grave—including 

manufacturing, delivery and disposal—and 
concluded that desfl urane had the biggest 
impact: 15 times that of isofl urane and 20 
times that of sevofl urane when delivered 
with 1L/minute of fresh gas fl ow (FGF). FGF 
is the amount and combination of gas (air, 
oxygen, nitrous oxide) that gets mixed with 
the anesthetic gas during the delivery of an 
inhaled anesthetic.

The study also indicates that greenhouse 
gas emissions increased signifi cantly when 
all three drugs were administered with a 
FGF of 2L/minute, which produces a greater 
quantity of waste gas entering the scaveng-
ing unit and ultimately the atmosphere.

Findings like these help anesthesiologists 
like Sabbe choose the best gas for each pro-
cedure. For short cases and those requiring 
a laryngeal mask airway, sevofl urane is his 
agent of choice. “It does require a higher 
FGF, but typically nitrous oxide is not used 
in these cases, so that helps off set it,” he says. 
For longer procedures and cases where an 
endotracheal tube is used, Sabbe prefers 
isofl urane, explaining that, “The FGF can be 
kept very low and it has the lowest carbon 
footprint if FGF is kept below 1 L/min.”

To minimize desfl urane use, Sabbe rec-
ommends removing desfl urane vaporizers 
from anesthetic machines and requiring 
special requests for their use—or remov-
ing the drug from the formulary altogether. 
Removing nitrous oxide tanks from anes-
thetic machines, except in 
locations where pediatric 
anesthesia will be admin-
istered, is a similar tactic. 

HealthTrust is also 
advocating clinical strat-
egies that will lead to 
a reduction in overall 
anesthesia gas unit utili-
zation. “This can help our 
members lessen their environmental impact 
and cost burden,” adds Patrick Greene, 
PharmD, HealthTrust director, negotiations 
and special projects. “A facility can shift uti-
lization from desfl urane, which has a longer 
atmospheric lifespan and larger carbon foot-
print, to an agent like sevofl urane. They will 
also see cost savings in choosing the more 
environmentally friendly sevofl urane.”

SUSTAINABLE PRACTICES WITH 
ANESTHESIA GASES

Continued on page 16
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There are several strategies to minimize FGF beyond choosing 
an anesthetic gas that requires a lower FGF, as each patient and 
anesthetic gas choice has a minimum amount of FGF to safely 
deliver the anesthetic, Sabbe explains.

“The underlying question is, ‘What is the minimum safe level of 
fresh gas fl ow?’ ” he says. “You have to supply enough oxygen to satisfy 

the patient’s oxygen consumption while accounting for removal of 
gas through the sampling system and unnoticed leaks in the circuit.”

In order to match FGF as closely as possible to what the patient 
is actually consuming and to pinpoint the minimum-safe FGF, 
continuous monitoring of inspired and expired oxygen concentra-
tion is required.

The ASA’s Environmental Task Force report delineates that high 
fresh gas fl ow is only necessary with a rapid change in the concentra-

tion of anesthetic gas—usually during induction 
or emergence. “Once the desired concentration 
of anesthetic vapor has been established in the 
circuit, it is possible to reduce the fresh gas fl ow,” 
the task force report outlines. “The maintenance 
phase of a procedure is often the longest part 
of the procedure and typically does not require 
rapid changes in gas concentrations. The main-
tenance phase, therefore, is the best opportunity 
to minimize fresh gas fl ows.”

As with most sustainability programs, 
opportunities exist to increase adoption and 
implementation. Provider education, Sabbe sug-
gests, is probably the most signifi cant.

“As anesthesia providers, our practice is 
focused on vigilance, patient safety and leader-
ship in the OR,” he says. “Sustainability requires 
both changes to and adoption of new practices 
by those delivering the anesthetic, which may 
diff er from their current day-to-day routine.”

How can supply chain leaders get provid-
ers thinking about the environmental impact 
of anesthesia gases? Sabbe points to several 
resources that can help spur conversation. 
These include an anesthesia carbon calcula-
tor and participation in the ASA’s Inhaled 
Anesthetic Challenge 2020. As part of the chal-
lenge, participating facilities can anonymously 
pool their annual procured volume of inhaled 
anesthetics and receive a report detailing their 
carbon footprint.

“Any single case does not produce that much 
waste,” Sabbe says. “But that small number mul-
tiplied by the thousands of anesthetics given 
daily in various facilities across the country and 
around the world has a huge environmental 
impact.”•
For more information and to check out 
the anesthesia carbon calculator, visit the 
American Society of Anesthesiologists’s 
Inhaled Anesthetic 2020 Challenge at 
www.asahq.org/resources/resources-from-asa-
committees/environmental-sustainability/
inhaled-anesthetic-2020-challenge.

Continued from page 14
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When Bill Miller, director of strategic initiatives at HealthTrust’s 
inSight Advisory Services–Energy, recently called Robert Mulcahy, 
vice president of facilities, operations and support services at Saint 
Peter’s University Hospital, the conversation did not go as expected. 
Miller hoped to help Saint Peter’s procure energy, increase effi  -
ciency and decrease costs. Miller asked Mulcahy what he always 

asks HealthTrust members during initial con-
sultations: Do you have on-site solar? Have you 
implemented energy-saving measures at the hos-
pital? Do you have an energy procurement plan 
for the next 12 months?

“Robert was the fi rst person who said ‘yes’ to his 
facility already doing all three,” Miller says. During 
his tenure at Saint Peter’s, Mulcahy has turned the 
hospital into a sustainable energy leader. When 

Miller called Mulcahy more than fi ve years ago, the New Brunswick, 
New Jersey-based hospital had already installed solar panels across 
four campuses. They had retrofi tted boilers with high-effi  ciency 
burners and purchased a new computerized building management 
program to control heating and air. They had also replaced regular 
bulbs with LED lighting.

Miller quickly realized that Saint Peter’s didn’t need convincing 
to pursue energy effi  ciency; they needed support for projects that 

were already underway. Together, Miller and Mulcahy designed a 
plan that would optimize Saint Peter’s established initiatives and 
make the hospital even more sustainable. 

HealthTrust’s inSight Advisory Services–Energy consultants help 
members purchase energy. As Miller explains, energy contracts are 
not one-size-fi ts-all.

“We come up with the most optimal way to contract so that a 
member doesn’t overbuy or underbuy,” he says. Because Saint Peter’s 

used energy-effi  cient hospital equipment and solar 
panels, the hospital was at risk for overbuying 
power. Mulcahy also planned to install on-site 
generation, which would require more natural gas 
but less electricity. Miller adds, “To give Robert 
the fl exibility he needed, we advised him on how 
to enter into contracts so he could buy energy on 
the open market.” 

Identifying a better contract for purchasing 
gas and electricity cut Saint Peter’s already-reduced energy costs. 
Miller and his team also identifi ed peak usage times and advised 
Saint Peter’s to curb usage at certain hours, reducing the hos-
pital’s reliance on the grid. “The relationship with HealthTrust 
has helped us maximize everything we could,” Mulcahy notes. 
“We’ve made the most of our return on investment because of 
Bill’s expertise.” 

Today, Saint Peter’s and HealthTrust continue their dynam-
ic partnership. HealthTrust continues to monitor Saint Peter’s 
solar system to ensure energy goals are reached. “We make 
certain nothing falls through the cracks and that everything is 
operating as we expect it to,” Miller adds. When Saint Peter’s 

Continued on page 20
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Under Robert Mulcahy's leadership, 
Saint Peter's University Hospital installed a 

new computerized building management 
program to control heating and air (left) and 

solar panels across its four campuses. 
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electricity contract expires, HealthTrust will 
help the hospital reevaluate its needs and pur-
chase wisely.

Since that fi rst phone call, Saint Peter’s and 
HealthTrust have collaborated to implement 
further conservation measures, negotiate opti-
mal energy contracts and build resilience against 
catastrophic events. With funds from the state 
of New Jersey’s Energy Resilience Bank, the 
hospital recently installed a combined heat and 
power (CHP) system. The system went online 
in August 2018 and is slated to save over $1 mil-
lion annually.

“We’re the fi rst hospital in New Jersey to have 
the source up and running,” Mulcahy says. In the 
event of another disaster like Hurricane Sandy 
that aff ected the hospital, the CHP system allows 
Saint Peter’s to run completely off  the grid.

“Saint Peter’s was so far out in front of every-
body getting incentives and rebates from utility 
and equipment companies,” Miller adds. “We 
want every HealthTrust member to be forward-
thinking and realize there’s so much money 
sitting out there.”

By taking advantage of state and federal incen-
tive programs like the Energy Resilience Bank, 
along with consultation from inSight Advisory 
Services–Energy, Saint Peter’s has implemented 
more than $20 million worth of projects with 
minimal capital outlay. 

“Saint Peter’s has a new heart—in terms of 
infrastructure—that is very effi  cient,” Mulcahy 
says. “We don’t have to lay out capital for the 
future; we can save it instead for clinical needs.” 
In other words, instead of paying for gas and 
electricity to keep the hospital running, Saint 
Peter’s can direct funds toward life-saving 
innovations.

The results of such forward-thinking prac-
tices speak for themselves. Back in 2011, Saint 
Peter’s utility costs topped $7.5 million a year. 
Today the hospital’s projected annual budget is 
$3.5 million—a $4 million savings every year.

For Mulcahy, the savings are satisfying, but he’s 
even more excited about the impact these energy 
effi  ciency measures have on the local community.

Mulcahy adds, “We deliver 5,500 babies here a 
year, and those children are going into a cleaner 
environment that we helped establish for this 
community. I’m proud to say Saint Peter’s is 
doing its part.” •

“WE DELIVER 5,500 BABIES HERE A YEAR, 
AND THOSE CHILDREN ARE GOING INTO A 
CLEANER ENVIRONMENT THAT WE HELPED 
ESTABLISH FOR THIS COMMUNITY. I’M PROUD 
TO SAY SAINT PETER’S IS DOING ITS PART.”
Robert Mulcahy | vice president of facilities, operations and support services | 
Saint Peter’s University Hospital

Continued from page 18
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Joint replacement surgeries have revolutionized the treatment 
of arthritis and allowed a generation of older adults to stay 
active for decades longer than their ancestors. Bone cement, 

which is used to fi x joint replacement implants to bone, makes 
many of those surgeries possible, allowing surgeons to transfer 
body weight and service loads from the prosthesis to the bone and 
increase the joint’s weight-bearing capacity.

In an ongoing eff ort to prevent post-surgical infections, antibiotic-
loaded bone cement was designed to allow for the implantation of 
infection-fi ghting drugs during surgery. Researchers have found 
varying results with standard and antibiotic-loaded bone cements, 
but some controversy exists regarding their use and effi  cacy. For 
many physicians, there’s no easy answer to the “With or without 
antibiotics?” question.

PROCEDURE DETERMINES CEMENT CHOICE 
For example, at Nashville, Tennessee-based Southern Joint 

Replacement Institute (SJRI), orthopedic surgeon Craig Morrison, 
M.D., frequently uses bone cement—but he uses 
both antibiotic-loaded and standard, depending 
on the patient and the surgery.

“I cement 100 percent of my knee replacements 
and about 2 percent of my hip replacement stems,” 
he says. “For primary knee replacements, I rarely 
use antibiotics in the bone cement.”

Morrison avoids using antibiotic-loaded bone 
cement with most knee replacements because 
he doesn’t believe the research justifi es the extra 

cost. “Most of the recent large studies looking retrospectively at 
historical data do not show a diff erence in infection rates when 
antibiotics are used in the cement,” he says.

An August 2014 Journal of Arthroplasty article showed no dif-
ference in infection rates in more than 3,000 knee replacements at 

diff erent points in time up to one year after surgery. Additionally, 
the large Kaiser Permanente National Total Joint Replacement 
Registry has shown similar fi ndings in over 20,000 knee 
replacements. 

Though the research doesn’t warrant using antibiotic cement 
with all knee replacement surgeries, Morrison may opt to use it 
under certain circumstances. “Although somewhat controversial, 
it may be reasonable to choose to use antibiotic cement only in 
patients with a high risk of infection like infl ammatory arthritis, 
morbid obesity or diabetes—likely the minority of patients in most 
practices,” he says. “Additionally, I use premixed antibiotic bone 
cement in my revision knee replacements.”

While he uses antibiotic-loaded cement sparingly with knee 
replacements, Morrison generally uses antibiotics in the bone 
cement for hip replacement surgeries. “The Norwegian Arthroplasty 
Register has shown a lower revision rate for infection and aseptic 
stem loosening in total hip arthroplasty patients who received 
antibiotic bone cement,” he says. 

WEIGHING THE PROS AND CONS
The advantage of antibiotic-loaded bone cement is its ability 

to fi ght infection. At SJRI, the product is used most for infection 
treatment, especially when a joint replacement patient has devel-
oped an infection and a revision surgery must be performed. For 
instance, when Morrison performs a resection arthroplasty for a 
hip or knee infection, he puts in a temporary articulating spacer 
until the second stage revision. He adds 3 grams of the antibiotic 
Vancomycin and 2.4 grams of the antibiotic Tobramycin to each 
40 grams of regular cement. On average, Morrison uses three packs 
of cement in these cases.

One of the arguments against using antibiotic-loaded bone cement 
is that the practice could potentially create antibiotic resistance. But 
based on research published in the Journal of Arthroplasty, Morrison 
says antibiotic resistance as a result of antibiotic cement does not 
appear to be a problem. Instead, the main issue is cost. Premixed 
antibiotic bone cement adds about $300 per case, “and it is diffi  cult 
to justify this cost based on the literature specifi c to knee replace-
ments,” he says.

While there is a place for antibiotic-loaded bone cement, ongoing 
cost pressures are leading some facilities and physicians to look more 
closely at each case before choosing to use it. “As surgeons become 
more engaged in cost-savings measures through bundle programs 
and aligned incentives with hospitals, I believe the routine use of 
antibiotic-laden cement will go down,” Morrison says.

PROVIDING CHOICES
Traditionally, HealthTrust provided a contract with a single 

supplier for bone cement. However, member hospitals continued 
to use a variety of diff erent providers. A clinician member of the 
HealthTrust’s Physician Services team recently developed a clini-
cal evidence review (CER) by combing through and summarizing 
the available clinical research and soliciting physician feedback.

Continued on page 24
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The bone cement CER revealed that many orthopedic surgeons 
do not use antibiotic-loaded cement only or standard cement only; 
instead, they prefer to choose whatever option is best for each 
particular surgery or patient.

Other results from HealthTrust’s clinical evidence review: 
> No randomized clinical trials compare standard or antibiotic-

loaded bone cement. 
> Use of antibiotic-loaded cement in knee replacement surgery is 

controversial except in high-risk patients. 
> Bone cement is rarely used in total hip replacement surgeries, but 

the American Academy of Orthopaedic Surgeons recommends 
it for hip fracture patients. 

> Physician preferences are not driven by clinical diff erentiation 
between products. 

> Tinted or colored cement is preferred because it is easier to 
identify if the patient requires revision surgery. 

> Higher viscosity cement is usually preferred for total knee 
replacements, and lower viscosity cement is required for total 
hip replacements. 

> Pre-mixed, antibiotic-loaded bone cement should not be used 

for treating infected joint replacements because the antibiotic 
dose is intended for infection prophylaxis only. 

> High-dose antibiotic bone cement spacers are used to treat active 
joint replacement infections. 
In an eff ort to create value for facilities and respect physician 

needs and practice patterns, HealthTrust decided to implement a 
strategy that off ers physicians more choices among bone cement 
suppliers that off er clinically equivalent products.

Bone cement from diff erent suppliers can diff er in color, viscos-
ity, and presence and dosage of antibiotics. But in most cases, those 
diff erences can be left to physician preferences since the clinical 
outcomes are similar. However, prices of bone cement vary among 
suppliers and by facility. Without antibiotics, bone cement can cost 
between $40 and $185 per standard dose; with antibiot ics, it can 
range from $117 to $663 per standard dose. Physicians now have 
more opportunities to select from contracted cements that best meet 
the individual needs of patients undergoing specifi c procedures. •

To access HealthTrust’s CER on bone cement, visit the member 
portal. To learn which suppliers have opted to accept fair market pric-
ing, contact Todd Lockhart, director of inSight Advisory–Medical 
Devices at (todd.lockhart@healthtrustpg.com). 

Continued from page 23
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Ashley Cundiff , MSN, RN, keeps a close 
eye on patients in her 32-bed intensive 
care unit (ICU) at Chippenham Hospital in 
Richmond, Virginia. She’s watching for more 
than changes to their vital signs. She’s looking 

for what they may not be 
able to communicate. She’s 
trying to keep them from 
slipping into delirium. 

“We call it the matrix,” 
says Cundiff , director of 
the medical/surgical trau-
ma ICU at Chippenham. 
“They look like they are 
asleep, but they’re just in 

a whole other realm.”
Cundiff  knows that no matter how vigilant 

she and her nursing team are, some of her 
patients will descend into this delusionary 
state. Her mission is to pull them out before 
they plunge too deeply into it.

“These patients are sick enough already, 
and we never want to bring anything else 
on them,” Cundiff  says. “We’re constantly 
asking ourselves what we can do to prevent 
them from going into the matrix, so when 
they get better, they’re not suff ering lifelong 
consequences.”

Marked by sudden and intense periods 
of confusion, hallucinations and paranoia, 
ICU delirium has become an alarmingly 
common experience for patients in critical 
care units. Patients who succumb to it have 
longer hospital stays, poorer outcomes and 
higher mortality rates. Even after leaving 
the hospital, some are left with night terrors 
and cognitive repercussions equivalent to a 
blow to the head or early Alzheimer’s disease, 
according to a 2013 study in the New England 
Journal of Medicine. A growing number of 
hospitals are becoming aware of the dangers 
of ICU delirium and searching for ways to 
free patients from its grip.

The dilemma has even commanded the 
attention of the Society of Critical Care 
Medicine (SCCM), which launched an ICU 
Liberation initiative in 2015 to rescue patients 

from the harmful eff ects of pain, agitation 
and delirium in the ICU. The organization is 
working with hospitals nationwide to imple-
ment new research-based guidelines for the 
Management of Pain, Agitation and Delirium 
(PAD). SCCM has also partnered with criti-
cal care innovators at the Vanderbilt School 
of Medicine, the University of Chicago and 
other institutions to promote what’s called 
the “ABCDEF care bundle,” which includes 
protocols for assessing and managing pain, 
minimizing the use of sedatives and venti-

lators, getting patients up 
and moving and encour-
aging family engagement. 
(See box below.) 

“We create some of 
our own problems,” says 
Laura Reed, MSN, RN, 
associate chief nursing 
officer at Chippenham 
Hospital, which has 

implemented the ABCDEF bundle across 
its critical care departments. “The fi rst 
thing we used to do when a patient started 
showing signs of delirium was medicate 

them, but that just exacerbated the issue. 
Then you had to restrain them, which often 
led to more problems. If we can prevent delir-
ium from the beginning, we can limit their 
stay in the ICU and improve their outcome.” 

THE DELIRIUM SPIRAL 
When Reed started working in the ICU 

nearly 30 years ago, nurses were urged to 
wean patients off  ventilators as quickly as 
possible, but over the years the pendulum 
swung toward sedating them for days while 
they recovered. 

“We used to think if we kept patients 
sedated and calm, we could leave the life-
saving tubes and devices in 
them until they got better,” 
agreed Beverly Shields, 
DNP, MSN, RN, CCRN, 
director of critical care and 
medical surgical services 
for Franklin, Tennessee-
based Community Health 
Systems (CHS). 

While drugs such as 
benzodiazepines and other anti-anxiety 
medications do make patients calmer and 
less combative in the short term, they ulti-
mately fuel the cycle of delirium, and patients 
are often confused and delirious when they 
wake up, says Seenu Reddy, M.D., director 
of cardiac surgery outreach for Nashville, 
Tennessee-based TriStar Cardiovascular 
Surgery and chair of HealthTrust’s Physician 
Advisor Surgery Council. Older patients who 

are already experiencing 
cognitive decline or taking 
a lot of medication are even 
more susceptible. 

“Combine that scenario 
with an unfamiliar environ-
ment full of alarms, beeps 
and buzzers going off  at all 
hours, strangers coming in 

and out of your room, fl uorescent lights and 
a complete inversion of your days and nights, 
and it’s basically set up to cause delirium in 
the susceptible patient,” Reddy adds. 

 “We’re in their rooms all the time,” Reed 
says. “We wake them up at all hours, and 
there aren’t consistent times for allowing 
patients to sleep.” 

LIBERATING PATIENTS 
FROM ICU DELIRIUM

Continued on page 28
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A Assess, Prevent & Manage Pain

As Essential as 
Your ABCs
These are the elements of the 
ABCDEF care bundle:

Source: www.sccm.org/ICULiberation/ABCDEF-Bundles

B Both Spontaneous Awakening Trials 
& Spontaneous Breathing Trials

C Choice of Analgesia & Sedation

E Early Mobility & Exercise

F Family Engagement & 
Empowerment

D Delirium: Assess, Prevent & Manage
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The lack of rest, combined with hours 
of lying in the same position in cramped 
rooms with little, if any, natural light, can 
agitate patients even more. Though delirium 
is typically associated with hyper, belliger-
ent patients who try to climb out of bed or 
rip out tubes and monitors, many delirious 
patients act just the opposite.

Reed notes, “They may be looking at you 
and answering questions, but not really 
understanding anything you’re saying or 
what’s happening around them.” 

Because delirium can develop within 
a day or two and fl uctuate in its severity, 
catching it early is vital for elimination with-
out resorting to antipsychotic medication, 
which can cause adverse eff ects. While 
going along with what a delirious patient 
is saying or doing may seem more conve-
nient in the hustle and bustle of the ICU, 
overlooking delirium can trigger a cascade of 
consequences for patients that can prolong 
their ICU stay and follow them home. 

“As nurses, we pat ourselves on the back 
for saving people and getting them out of the 
hospital,” Reed says. “But when they return 
home, some of these patients never get back 
to their previous level of functioning. So it’s 
important to be thinking longer term.”  

PUSHING PATIENTS OUT OF THE COCOON
For ICU nurses at Chippenham Hospital, 

protecting patients from the ravages of delir-
ium starts with keeping them as awake and 
alert as possible and being more mindful in 
helping them manage pain.

“If we can keep patients less sedated, 
they’re usually able to reason better and 
understand when we say, ‘Don’t pull this 
tube out,’ ” Cundiff  says. “You can explain 
things to them, and they tend to work with 
you because they’re not on so many mind-
altering substances.”

Scaling back the amount of sedation 
patients receive and time spent on ven-
tilators required critical care teams at 
Chippenham to change their way of think-
ing. However, seeing how well patients 
responded brought everyone around.

“The most successful transition for us 
was recognizing that, while we were trying 

to help our patients, what we were doing 
for them was often making them worse,” 
Reed says.

Managing patient expectations about 
pain with surgery can also help, Reddy adds. 
“For decades, there was an expectation that 
patients should be treated so aggressively 
with medications that they wouldn’t expe-
rience any pain after surgery—but that’s 
changing,” he says. “Now we’re better at 
explaining preoperatively that patients will 
have discomfort with surgery, but we’re 
going to try to minimize it.”

Combining fewer opioids  with milder 
pain relievers is another alternative many 
ICUs are using for postoperative pain man-
agement, along with strategies as simple as 
changing how a patient is positioned in bed.

“You don’t always have to bring out the 
big guns to bring relief from pain,” Cundiff  
notes. “Sometimes Tylenol is enough.” 

As part of the ABCDEF bundle, many 
care teams perform spontaneous awaken-
ing and breathing trials every morning to 
rouse patients and evaluate their ability to 
follow commands and breathe on their own. 
“If they start getting anxious from breathing 
on their own, you can try putting their seda-
tion back on by half,” Cundiff  says. 

There is also a growing number of quick, 
bedside assessments available to measure 
pain, agitation and delirium in patients, 
including the Behavioral Pain Scale (BPS), 

the Richmond Agitation-Sedation Scale 
(RASS) and the Confusion and Assessment 
Method for the ICU (CAM-ICU).

Nurses at Chippenham use these assess-
ments daily to monitor patients for delirium. 
Tools like these keep delirium on nurses’ 
radar and prompt them to think critically 
about how to handle it, Reed says. “If some-
thing is off  scale, that’s a cue for our teams 
to intervene."

Getting patients moving helps, too. Nurses 
at Chippenham work closely with physical 
therapists to encourage patients to sit up, 
stand and walk—even while on a ventilator. 
Not only does mobility reduce their risk of 
pneumonia, blood clots and bedsores, but it 
also helps regulate their circadian clock and 
puts them in the present moment.

“We try to mimic the routine they have at 
home and help them maintain their muscle 
strength,” Cundiff  adds.

FAMILY SUPPORT & HUMAN CONNECTION 
Delirium is often hardest on the families 

of patients who rarely see it coming and 
struggle to understand why their loved one 
is acting so out of character. While they may 
wonder if their loved one will ever be the 
same, their support is the best lifeline for 
helping patients break free of delirium. 

“We are doing a much better job of involv-
ing families and having open visitation, so 
they can be there to reorient patients,” Reed 
says.

Having family and friends at the bed-
side gives patients familiar faces among 
the rotating ICU staff  and keeps them 
grounded. Hospitals can help by educating 
family caregivers on how they can create 
more normalcy for patients, from decorating 
their room with family photos to bringing in 
their glasses, hearing aids or favorite music. 
Families can also engage loved ones by talk-
ing or reading to them or doing activities 
with them they enjoy such as crossword 
puzzles or checkers. 

Including families in bedside reports and 
giving them a chance to ask questions helps 
caregivers and patients feel like they have a 
voice in their care. So does explaining what 
you are doing to patients and asking about 
their lives.

Continued from page 27

Continued on page 30

“IF WE CAN KEEP 
PATIENTS LESS 
SEDATED, THEY’RE 
USUALLY ABLE TO 
REASON BETTER AND 
UNDERSTAND ... YOU 
CAN EXPLAIN THINGS 
TO THEM, AND THEY 
TEND TO WORK 
WITH YOU BECAUSE 
THEY’RE NOT ON SO 
MANY MIND-ALTERING 
SUBSTANCES.”
Ashley Cundiff , MSN, RN | director, medical/ 
surgical trauma ICU | Chippenham Hospital
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SOURCEBOOK   CLINICAL CHECK-IN

“Even if patients are in a delirious state, 
you never know what they may be compre-
hending,” Cundiff  says. 

Helping patients set goals for what they 
want to accomplish day-to-day also gives 
them back a sense of control and motivates 
them to look ahead.

“Critical care nurses are very list-driven,” 
Cundiff  adds. “We love to go in and say, ‘This 
is what I’m going to do for you today.’ But 
we need to be asking, ‘What’s your goal for 
today? If I could do anything to help you, 
what would it be?’ ” 

CHANGING THE CULTURE
Delirium used to be viewed as an inevi-

table consequence of an ICU stay for some 
patients, Reddy says. But with research and 
awareness about delirium growing, more 

clinicians are understanding how they 
perpetuate it—and, more important, how 
they can help combat it.

“Nurses and physicians are more attuned 
to it now,” Reddy says. “We’re catching it 
earlier than we ever have before, and we're 
creating interventions to minimize it.”

CHS is working to help its hospitals 
change the culture around delirium by 
providing ICU staff  with easy-to-use, evi-
dence-based tools to help them recognize 
symptoms and tackle it early.

“We developed a gap analysis for our 
hospitals using guidelines condensed from 
the American Association of Critical-Care 
Nurses, so clinicians can see what they are 
doing well and where they need to improve,” 
Shields says. 

Those eff orts are paying off . Now patients 
who used to sleep all day are “up walking 
around in the unit and maintaining their 

strength and energy,” Shields notes. “We 
get patients out of the hospital a lot faster, 
and they are much better in the long run.” 

At Chippenham, ventilator days—the 
measurement they use to track their success 
with the bundle—are down by at least a day 
for most patients, and ICU nurses are seeing 
the positive impact of their interventions.

“We like to think we know what our 
patients experience and that we’re always 
doing what’s best for them,” Cundiff  says. 
“But we’re starting to see that our patients 
are capable of more than we necessarily 
believed. Until you give them that chance, 
you never know.” •

For more information, visit the Society of 
Critical Care Medicine’s ICU Liberation web-
site at www.sccm.org/ICULiberation, or the 
American Association of Critical-Care Nurses’ 
website at www.aacn.org/clinical-resources.

Continued from page 28
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     NEXT-
GENERATION 

A
s the healthcare industry continues to shift from volume to value, providers are under mounting 
pressure to cut costs and deliver higher-quality care. This becomes even more challenging as 
the population ages, healthcare needs increase and the healthcare labor market gets tighter. 
In addition, knowledgeable consumers are driving demand for even more personalized care 

and a better patient experience. 
To meet these demands, savvy healthcare organizations are rethinking their traditional processes, 

approaches and even design of their facilities. As new methods bring success, the healthcare industry 
will continue to evolve—with its future likely to look much diff erent from its past. Here are some of the 
trends expected to change the face of healthcare in the near future. 

Continued on page 38

   HEALTHCARE
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FACILITY AMENITIES

W
hen Nashville-based TriStar Centennial Medical 
Center designed its newly opened Advanced Joint 
Replacement Institute, leaders were especially 
focused on making the “hospital within a hospital” 

a comfortable, calming environment for patients, families and 
staff . “Creating a space that feels or appears more like a hotel or 
spa, rather than a hospital, makes for a pleasant experience for all 

involved,” says Jeff rey Hodrick, M.D., orthopedic 
surgeon at TriStar Centennial and HealthTrust 
Physician Advisor.

The focus of providing a relaxing experience 
while ensuring more traditional creature comforts 
is becoming increasingly important in attracting 
and keeping patients. A 
2010 study conducted at 
the University of California 

showed that hotel-like amenities, such as 
chef-prepared food and beautifully designed 
surroundings, can increase patient demand 
for a hospital’s services by more than 38 per-
cent, even more than clinical quality. And 
while bringing more patients in the door 
is critical for a hospital’s bottom line, that’s 
not the only result. Those modern amenities 
have also shown a correlation to improving 
patient outcomes.

For example, when one of two McGill 
University hospitals in Montreal, Canada, 
switched from shared rooms in its intensive 
care unit (ICU) to all private ICU rooms, 
the hospital’s rate of bacterial infection 
decreased by more than 50 percent, accord-
ing to the Journal of the American Medical 
Association. In addition, average patient 
lengths of stay in the ICU decreased by 
10 percent.

A groundbreaking 1984 study by Roger 
Ulrich, a visiting professor at the Center 
for Healthcare Architecture at Chalmers 
University of Technology in Sweden, showed 
that postoperative patients with “tree views” 
experienced faster recovery times and need-
ed less pain medicine than those with views 
of the walls. Over the years, as other studies 
have shown that proximity to nature or natu-
ral views can contribute to positive health 
outcomes, more healthcare facilities are incorporating gardens or 
windows with views of nature. Indoor atriums, rooftop gardens and 
even simulated outdoor views, such as replica window “views” of 
a scene in nature, are becoming increasingly common in hospital 
environments.

HSHS St. Mary’s Hospital Medical Center in Green Bay, Wisconsin, 
has several gardens on site, including a 4,000-square-foot healing 
garden near the hospital’s main lobby, a 20,000-square-foot rooftop 
garden, an infusion garden, a prayer garden and a vegetable garden.

“The impact of the gardens is immeasurable,” says Daniel 
Rocheleau, campus and sustainability facilitator for HSHS 
Eastern Wisconsin Division. “Patients, family members, staff  
and even the general public use the gardens daily as a place of 
sanctuary to help them relax and reduce stress from illness or 
job-related functions.” 

In addition to their healing power, the gardens also enrich the 
hospital environment, replacing lost habitats for wildlife such 
as birds, rabbits and squirrels, reducing thermal heating from 
surrounding concrete areas, and absorbing rainwater to reduce 
the amount of runoff  entering municipal stormwater facilities, 
Rocheleau adds. “Whether we look at gardens for their environ-
mental eff ect or for personal health, they have a profound impact 
on our everyday lives.”

VIRTUAL CARE OPTIONS
With a shortage of qualifi ed healthcare professionals and a need 

to cut healthcare costs, the demand is growing for virtual care 
options. These options utilize technologies such as video, mobile 
apps, text messaging, sensors and social platforms to deliver health 
services, independent of time or location.

For instance, a number of hospitals are installing self-service 
kiosks, where patients can check themselves in, respond to intake 

Continued on page 40

Jeff rey 
Hodrick, M.D.

“The impact of the gardens is 
immeasurable. Patients, family 
members, staff  and even the 
general public use the gardens 
daily as a place of sanctuary to 

help them relax and reduce stress from 
illness or job-related functions.” 
Daniel Rocheleau | campus and sustainability facilitator | HSHS Eastern Wisconsin Division
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Continued from page 40 
questions, and even pay their co-pays or bills. At HCA’s Clear Lake 
Regional Medical Center in Webster, Texas, patients who visit the 
emergency room can check in with a self-service kiosk by scanning 
an ID or credit card, or 
entering their information 
manually. The kiosks have 
improved service by elimi-
nating the paper check-in 
process for emergency 
room visitors, off ering two 
language options, better 
managing information 
and accurately capturing 
patient arrival times. 

Similarly, to reduce patient wait times and optimize electronic 
health record (EHR) data integration, Memorial Hermann Health 
System in Houston allows patients to check in online before arriv-
ing at any one of its six urgent care clinics. According to a recent 
article in Internet Health Management, when patients check in 
online, they can see how many people are currently in line ahead 
of them and select a specifi c time to be seen.

HYBRID OPERATING ROOMS
Though minimally invasive surgery isn’t new—its techniques 

have been in use since the 1990s—advancements in technology 
continue to result in a better patient experience and less hospital 
time. Patient outcomes have also been improved with technologies 
that enable smaller cuts, less pain and less trauma to the muscles, 
tissue and nerves. One of those technological advancements is the 
development of hybrid operating rooms, which combine surgery 
and imaging systems. Increasingly, these new facilities will help 
clinicians replace conventional, more traumatic surgery with 
minimally invasive surgery. 

Though the new Advanced Joint Replacement Institute at TriStar 
Centennial Medical Center opened in 2018, its design process 
started about four years prior “with all the major stakeholders 
conceptualizing what a patient-focused joint replacement hospital 
could be,” Hodrick says. “We included surgeons, nurses, anesthesia, 
environmental services and transport personnel in the discussion 
and design meetings. There was tremendous value in hearing their 
ideas and incorporating them into the fi nished product.”

The new institute allows for the complete care of the patient, 
from arrival to recovery, to occur in one centralized location. “This 
improves the experience of not only the patient, but also of the 
caregivers,” Hodrick adds. “The family waiting room serves as a 
quiet, comfortable environment while off ering modern amenities 
such as a coff ee bar and charging stations throughout the space.” 

In addition, the waiting room includes state-of-the-art patient 
tracking technology that functions similarly to a fl ight board at an 
airport. With this technology, patients’ family members and loved 
ones are updated about where the patient is as he or she moves 
through the surgical process.

Each of the large operating rooms is fully equipped with the latest 
in X-ray and robotic equipment. The operating theaters also include 
windows, “which off er the advantage of natural light as well as spec-
tacular views of the Nashville skyline,” Hodrick says.

Professionals in the central sterilization department no longer 
work in the basement—they now work in a dedicated, windowed 
space right in the OR suite. And, the patient experience is improved 
with headphones as well as light dimming and soothing imagery that 
happen automatically as a patient enters the OR.

As healthcare moves into the future, Hodrick believes the industry 
will continue to see more technologies incorporated into the patient 
care space. “This could be in the form of robotics in the OR, or highly 
personalized patient experience amenities while on the hospital 
fl oor,” he says. 

But even as healthcare delivery models change and evolve, strength-
ening the relationship between the provider and the patient will 
always be the fi rst priority, Hodrick says.

“We must fi nd a way to keep that relationship at the center of the 
discussion while we strive to improve outcomes and effi  ciency of 
care,” he adds. “Patient experience and satisfaction is a powerful 
driver of patient referrals. Our hope is that providing the absolute 
best patient-focused environment, while also off ering the most expe-
rienced and talented joint surgeons, will lead to sustained success. I 
believe the administration at any hospital can see the value in that.” S

“We included surgeons, nurses, 
anesthesia, environmental 
services and transport personnel 
in the discussion and design 
meetings. There was tremendous 
value in hearing their ideas and 
incorporating them into the 
fi nished product.”
Jeff rey Hodrick, M.D. | orthopedic surgeon | TriStar Centennial
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Dream System’s telepresence technology 
simplifi es collaboration between long-dis-
tance participants by creating the illusion 
that everyone in the videoconference is in the 
same room. The technology enables content 
to be shared across multiple displays and 
walls-sized canvases, with fl exible screen 
confi gurations that aid in decision-making 
at meetings such as tumor review boards. 
With a screencast application, a participant’s 
screen can be shared wirelessly with the en-
tire group, and graphics and PDFs can be 
added to a workspace before and during the 
meeting to allow for presentations and docu-
ments to be viewed.  To facilitate real-time 
collaboration, remote presenters can con-
nect their laptop or iPad to a Dream System 
robot—called a “Double”—and project their 
faces on the robot’s screen and maneuver it 
remotely. 

 “When some people hear the word robot, 
they think of a sci-fi  device that’s scary and 
hard to use—and one that takes the job of a 
real person,” Moody remarks. “But artifi cial 
intelligence is not about eliminating the need 
for people. Our robots give physicians and cli-
nicians the opportunity to provide more care. 
We help as a force multiplier; in other words, 
we help multiply physicians’ capabilities, so 
that they can turn around and give additional 
time and better care to more patients.”

Dream Systems’ robots are particularly 
helpful for physicians who are traveling and 
specialists who need to communicate with 
patients in rural hospitals. Each robot can 
easily be driven in and out of meeting rooms 
and along hospital fl oors, helping physicians 

make decisions and collaborate with other 
clinicians. By enabling health records and im-
ages to be viewed remotely and securely, the 
technology allows oncologists, radiologists 
and others to treat more patients in less time.

Dream Systems’ technology can also be 
adapted to a hospital’s surgical suite. Its 
surgical presence suites provide real-time, 
virtual, secure communication to and from 
specialists and administrators, no matter 
their location. A specialist in New York City 
can “scrub in” virtually to a procedure taking 
place in Denver.

Dream Systems was awarded a HealthTrust 
contract (No. 23957) after presenting its
 solutions at the 2017 HealthTrust Innovation 
Summit, an annual gathering of decision-
makers who vet healthcare technology.

THE EVOLVING DREAM
Moody, who studied engineering and 

artifi cial intelligence in graduate school, 
began his career as a NASA researcher look-
ing at how the international space station 
could collaborate with earth-based scien-
tists using virtual technologies. He realized 

that these communication tools could be 
used to spread life-saving health informa-
tion worldwide. 

He began making those connections right 
around the time his wife, a Ph.D. in molecular 
biology, was researching Chagas disease, an 
illness caused by a parasite that can lead to 
severe digestive and cardiac problems and 
even sudden death. 

“It aff ects 30 million people a year, par-
ticularly those in low-income areas with no 
healthcare access, yet it is 100 percent cur-
able,” Moody says. “Education is the key to 
prevention. The challenge for public health 
professionals was getting this vital informa-
tion to the people who needed it.”

Learning about Chagas disease lit a spark 
that inspired him to create Dream Systems 
in 1999. 

The name’s origin comes from Moody’s 
dream to connect people—especially those 
in dire need—to the help, expertise and infor-
mation they require. “Our solutions facilitate 
global communication, but more important, 
they can be used to help save lives.”

TAILORING THE TECHNOLOGY
As his company has grown, Moody has 

traveled the globe studying healthcare sys-
tems and how telepresence technology could 
solve cost and personnel challenges.

“Every country’s system has either a chal-
lenge with cost or capacity—either there’s 
enough doctors but not enough money or 
enough money but not enough doctors,” he 
explains. “Our solution could help countries 
experiencing a physician shortage by lever-
aging the expertise they do have.”

Moody acknowledges that cultural 
adoption of these technologies is happen-
ing faster in consumer companies than in 
healthcare. “We want to help clinicians and 
patients by providing an easy user inter-
face with simplifi ed and beautiful design,” 
he says.

Accordingly, Dream Systems trains hospi-
tal staff —virtually and in-person—on how to 
operate its robots and provides a back-offi  ce 
team to handle implementation, support and 
continuous remote monitoring. Its system 
can be customized to a client’s specifi c goals, 
budget, space limitations and IT infrastruc-
ture specifi cations. S

For more information, visit dreamcs.com.

INNOVATION UPDATE

Dream Systems 
Maximizing Collective Intelligence With Telepresence

“Videoconferencing on steroids.” That’s how 
Terriance Moody, CEO of Dream Systems, describes 
telepresence, a simulation technology that enables 
the next-generation of face-to-face video meetings. 
Moody’s Nashville, Tennessee-based company uses 
robotics, multiple high-defi nition video screens, and 
precise audio and video technologies to help

 healthcare professionals quickly communicate their expertise 
across the country and around the world.

Terriance 
Moody
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Phoenix’s employees have helped build and fund a Habitat for 

Humanity house; delivered meals to seniors through the Meals on 
Wheels program; and participated in a cycling challenge to raise 
money for cancer research at Siteman Cancer Center and Siteman 
Kids, benefi tting St. Louis Children’s Hospital.

Phoenix is also passionate about serving U.S. troops. Monthly, for 
11+ years, the company has sent more than a million cookies and 
supplies to active-duty service members, and it recently funded an 
adaptive bike for a local veteran who sustained permanent combat 
injuries. Employees also pooled together their airline miles and 
donated them to Honor Flight Network, which provides military 
veterans a free trip to Washington, D.C. to visit their respective 
war memorials.

What is the benefi t to this type of community involvement? 
It helps make teams stronger and more loyal: “We all spend so 

much time at work,” Haberstroh says. “When 
people feel they can be passionate and support the 
community they care about—while they’re doing 
their job—that only increases their commitment to 
their career and our shared mission at Phoenix.”

Turnover at the 100-employee company is low: 
Average length of employment is more than 14 
years, with nine of the 11 original employees still 

employed, or working there until their retirement.  
Hospital and health system clients are also taking notice of the 

SUPPLIER 
DIVERSITY
     HOW SMALL
        & DIVERSE
      COMPANIES 
IMPACT &
       IMPROVE
   COMMUNITIES

To celebrate its 35th year in business, O’Fallon, Missouri-based Phoenix Textile 
Corporation is pulling out all the stops. But in lieu of champagne toasts or team 
trips to an exotic location, President Linda Haberstroh had something else in 
mind—ramping up the company’s commitment to community support.

Continued on page 46

Linda Haberstroh
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work Phoenix Textile Corporation is doing for the community. 
“Frequently, meetings we’ve had with new clients have included 
a discussion on community involvement,” Haberstroh says. “It’s 
been really encouraging and a welcome focus.” The company’s na-
tionwide footprint allows the Phoenix team to participate in wider 
regional eff orts—and occasionally creates friendly competition.

When customers see the charitable impact of buying from a small 
business that supports the community, it can create diff erentiation 
from a big brand that doesn’t have the same local connections. And 
in the case of Phoenix Textile Corporation, a woman-owned busi-
ness, such visibility can also help HealthTrust members meet their 
strategic goals for supplier diversity. 

SUPPORT FOR DIVERSE SUPPLIERS
HealthTrust has long recognized the value of a 

diverse supply chain.
“Supplier diversity gives healthcare entities a 

way to show that they’re supportive and repre-
sentative of the communities in which they’re 
located,” says Joey Dickson, assistant vice pres-
ident of supplier diversity. “It aligns with our 

members’ missions, and it can also mean a lot to their bottom 
lines. Sometimes the best value they fi nd is in relationships with 
diverse suppliers.”

Due to limited resources, these diverse suppliers can sometimes 
have diffi  culty getting exposure to members. Small companies 
often focus resources on product development and customer 
service, not marketing.

Continued on page 48

SUPPLIER 
DIVERSITY

In late 2017, Linda Haberstroh hosted 
Eric Hargan, deputy secretary of the 

Department of Health and Human Services, 
at one of Phoenix’s facilities.

Continued from page 44

Joey Dickson

“When people feel they can be 
passionate and support the community 
they care about—while they’re doing 
their job—that only increases their 
commitment to their career.” 
Linda Haberstroh  | president | Phoenix Textile Corporation

Continued on page 48
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In 1999, with the inception of HealthTrust, the Supplier Diversity 
Program was created to help level this playing fi eld and connect 

minority-, woman-, service-disabled, veteran-
owned small business enterprises (MWSDVEs) 
to HealthTrust members. Last year, 92 MWSDVEs 
held 168 contracts with HealthTrust, representing 
more than $294 million of annual contract spend. 

“All of our diverse suppliers go through the 
same rigorous vetting process as any other sup-
plier,” says Janet McCain, director of business 

diversity for HealthTrust. “There are no special considerations 
for them. However, we do help them through the system, pro-
viding advocacy, guidance and mentoring on the request for 
proposal (RFP) process, presentations to advisory boards and 
interactions with members.”

EXCEEDING EXPECTATIONS
Though Myco Medical has been a HealthTrust 

contracted supplier in the surgical blades and 
sharps safety category since 2006, the compa-
ny only became part of the Supplier Diversity 
Program after being certifi ed as a minority-
owned small business through the National 
Minority Supplier Development Council 
(NMSDC) in 2011.

“While we are proud to be a diverse supplier, 
we are a viable supplier fi rst and foremost,” says 

CEO Sam Kumar. “Because 
we’re smaller, we have to per-
form at a higher level than our 
competitors. We have to ensure 
that our product not only meets 
expectations, but exceeds them.”

Because of its experience, 
the Apex, North Carolina-based 

Myco Medical has served as an example to other 
diverse suppliers with products and services in-
cluded in HealthTrust’s portfolio. The company 
even received a Supplier Excellence Award at 
the 2018 HealthTrust University Conference, 
recognizing its product quality, on-time delivery, 
billing accuracy, customer service, and overall 
price and value. 

“Traditionally, the HealthTrust Supplier 
Diversity Program has focused on developing 
strong relationships with our suppliers,” Dickson 
says. “We’re working on a greater awareness of 
the program across the membership as well as 
stronger alignment with our members’ diver-
sity objectives. With a better understanding of 
our members’ diversity goals, we can pair them 
with contracted suppliers to help them achieve 
those goals.”

Among its networking opportunities, 
HealthTrust hosts an annual supplier diversity 
symposium. Mostly informal, the event’s objec-
tive is two-fold—help members forge one-on-one 
personal relationships with diverse suppliers and 
educate the suppliers about members’ needs and 
their diversity goals.

SUPPLIER 
DIVERSITY

“While we are proud to be a 
diverse supplier, we are a viable 
supplier fi rst and foremost.” 
Sam Kumar  | CEO | Myco Medical

Sam Kumar

Janet McCain

Continued from page 46
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Both Haberstroh and Kumar found the 2018 symposium valuable. 
It gave Haberstroh an opportunity to learn about HealthTrust’s 
growth plans and talk to members about a lesser-known service 
line off ered by her company.

“We are contracted with HealthTrust for more than just linens,” 
she says. “I learned of several hospitals that had design projects in 
the works. As a result, we were able to actually submit proposals 
for healthcare design services,” she says.

Kumar appreciated the one-on-one facetime with members. 
“Getting a few minutes with the right contact so I can deliver our 
elevator speech in a very conversational way is always useful,” he 
says. “As an added bonus, several of our current customers were 
there, and they were more than happy to recom-
mend us. That was very validating.” 

For small companies, every additional contract means a bigger 
impact for its employees and community.

“We’re privately held, so we’re not planning from quarter to 
quarter,” Kumar says. “We’re always looking at the long term. 
We want to build a sustainable company, but more important, 
a sustainable community. That means ensuring our employees 
are well taken care of and ensuring there’s engagement and 
outreach not just to our local community, but also to communi-
ties everywhere. 

“The perception that only big brands are able to make an impact 
is wrong,” he continues. “Collectively, it’s the smaller companies 
that are able to do so much more.” S

You may be contracting with more diverse 
suppliers than you realize. That’s because 
your suppliers have their own suppliers—

and many of them might just be MWSDVEs.
“Oftentimes, members will have a contract 

with a non-diverse supplier, but that supplier 
sub-contracts with diverse suppliers,” says Joey 
Dickson, assistant vice president of supplier 
diversity for HealthTrust. 

He points to Northfi eld Medical, on contract 
for medical device repair and service, as 
one example. While Northfi eld Medical 
is not a diverse supplier, one of its major 
subcontractors, Altomec Endoscopy, is.

“Tier 2 spend represents a big opportunity 
in supplier diversity because smaller, diverse 
suppliers are often found further down the 
supply chain,” Dickson says. “Boosting your 
diversity spend could be as simple as knowing 
about these tier 2 suppliers.”

One of Dickson’s objectives for 2019 is 
building the capability to recognize tier 2 spend 
in the supplier diversity program.

“Ultimately, we want to make sure members 
are aware of it so they can count it toward their 
supplier diversity goals,” he says.

As HealthTrust develops solutions to better 
capture tier 2 spend, Dickson recommends that 
members ask suppliers for their diversity spend 
reports. Just like hospitals and health systems, 
major suppliers have their own diversity 
initiatives, so they’re likely already tracking this 
information.

“When a member is able to support a diverse 
supplier—because it has the right product, at 
the right time, for a good price—and receive 
top-level service,” he says, “it’s a win-win both 
for the institution and the community.”

Meeting Diversity Goals 

With Tier 2 Spend
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Continued on page 52

A nursing career can be full of joy and satisfaction—it’s a chance 
to make a diff erence and positively impact people’s lives—but 
its many responsibilities can also make the job demanding, fast-
paced and stressful. While riding the various tides of change 
currently making waves across the healthcare industry, nurses 
also simultaneously face a learning curve when it comes to new 
devices, medications and technology. 

BALANCING 
COGNITIVE 
DIVERSITY 

IN HEALTHCARE 
TEAMS
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Continued from page 50

Though on-demand problem-solving and juggling an array of 
high-priority tasks is standard for nurses, a relatively new strat-
egy is being utilized in healthcare organizations that could help 
build in more short- and long-term success for nursing teams: 
cognitive diversity.

A 2017 article from the Harvard Business Review defi nes cogni-
tive, or functional, diversity as the “diff erences in perspective or 
information processing styles.” Think of cognitive diversity as a 
step above diversity related to gender, age, ethnicity or religion. 
Invisible but present everywhere, cognitive diversity is squarely 
focused on how individuals think about and engage with situa-
tions that are uncertain, complex and new.

Angie Mitchell, RN, HealthTrust’s assistant vice president of 
physician services, says that the topic of workplace diversity has 

historically been studied through physical traits 
such as age and gender. “While there’s no question 
that those traditional diversity markers go into 
the makeup of who we are, cognitive diversity 
views it from a psychological perspective, includ-
ing how you look at a situation, consider your past 
experiences and how you process them to reach a 
resolution,” she says.

One example Mitchell uses when explaining 
cognitive diversity is to show a drawing of the number six lying on 
its side. (See illustration.) One man stands to the left of the number 

Continued on page 48

Angie 
Mitchell, RN

That’s why I constantly remind people 
that just because somebody sees or does 
something diff erently doesn’t necessarily 
mean it’s wrong—it’s just diff erent.”
Angie Mitchell, RN | assistant vice president, 
physician services | HealthTrust

“Neither 
one is wrong.
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and another to the right. Because of their diff erence in perspective, 
the man on the left sees a six while the man on the right sees a nine. 

“Neither one is wrong,” Mitchell explains. “That’s why I constantly 
remind people that just because somebody sees or does something 
diff erently doesn’t necessarily mean it’s wrong—it’s just diff erent.”

As healthcare organizations and leaders focus on long-term 
strategies to build and sustain a workforce for the future, cogni-
tive diversity could prove instrumental in successfully addressing 
the nation’s nursing shortage and in managing nurses who span 
generations. 

COMBATING THE NURSING SHORTAGE 
Before she became chief nursing offi  cer of HealthTrust Workforce 

Solutions, Shaun McCamant, MSN, RN, worked as a nurse at HCA 
for 18 years. Though managing 24,000+ nurses is diff erent than her 
days working at the patient bedside, she clearly 
remembers the strain nurses face.

“Nurses can burn out fairly quickly because they 
have so much to do and give 100 percent every day. 
We’re trying to ensure they know their voice is 
heard,” McCamant says. “That’s why we’re looking 
at innovative ways not only to recruit nurses into 
the fi eld, but also get them to stay with us as they 
continue to learn and grow.” 

Recruiting new nurses and retaining experienced nurses is a pain 
point for healthcare systems across the country. The issue will only 
worsen as baby boomers require more care in the coming years and 
nurses prematurely retire at rapid rates.

The United States currently has about 3 million registered nurses 
(RNs); the American Nurses Association estimates that the country 
will need to produce more than 1 million new RNs by 2022 to fulfi ll 
its healthcare needs. Because today’s population of nurses over the 
age of 50 is growing and it is becoming more diffi  cult to bring in new 
career nurses, the shortage of nurses is worsening. McCamant adds 
that it also costs about $40,000 every time a nurse leaves her job, not 
to mention the stress and burden it places on other staff  members.

Shaun 
McCamant, 
MSN, RN
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With such a high demand for nurses, hospital leadership that 
harnesses teamwork-building strategies through the lens of cog-
nitive diversity could fi nd new talent and keep the skilled nurses 
they already have.

How well a person thinks and reacts and how quickly they make 
decisions, particularly in stressful situations, is crucial to the fi eld 
of nursing, McCamant explains. “We want to attract more people 
into this career, while also fi nding more ways to bring value to our 
nurses’ shifts. If we can reinforce the positive, then it can remove 
a lot of their stress.”

One way HealthTrust Workforce Solutions hopes 
to inspire lifelong nursing careers is through a cog-
nitive and skill assessment called Prophecy. “After 
nurses are hired, this information off ers insights 
into how individuals learn best and how they man-
age stress. It can also be used to better utilize their 
strengths and help them succeed,” McCamant says.

McCamant and Mitchell agree that this cognitive 
diversity-inspired strategy can boost effi  ciency and 
job satisfaction, whether those nurses are recent 
graduates or have been working at patient bedsides 
over the past 40 years.

“We’ve got to fi nd a way for team members to 
fi nd meaning in their work,” Mitchell says. “That’s 
part of what leads to recruitment and retention 

successes in the fi eld of nursing.”

BETTER TOGETHER  
Cognitive diversity can also produce better workplace outcomes. 

Diff erent personalities manage problems uniquely, but 2018 research 
by Deloitte argues that it’s a good thing since cognitive diversity can 
enhance innovation by 20 percent, reduce risk by 30 percent and 
ease implementation once decisions are made. Similarly, the same 
study contended that cognitive diversity, when balanced alongside 
identity diversity, could drive superior business outcomes. G
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Mitchell says that establishing a shared language among nurse 
team members can enhance the performance of the entire team, 
and also avoid unnecessary role confl icts. 

“Understanding how diff erent nurses process or seek new knowl-
edge and skills is a key factor in reaching a resolution that’s effi  cient 
and eff ective,” she says. “Usually individuals tend to side with other 
like-minded folks or default to the expertise of a supervisor. With 
cognitive diversity, nurses fi nd a way, using their shared language, 
to quickly assess a situation, consider diff erent suggestions or rec-
ommendations, and develop a solution or resolution from there.”

A prime example of cognitive diversity in action came recently 
when HCA implemented a new charting system for nursing.

“Many of our nurses had muscle memory for how they would 
document this and that, so we had to go in and retrain their brains,” 

McCamant explains. “And even though this was 
ultimately a positive change, it was still a challenge, so 
we were very purposeful in asking for nurses’ input, 
emphasizing what was going to be diff erent and what 
the rollout would look like.”

After the charting platform upgrade, a team from 
HealthTrust Workforce Solutions went to nursing 
councils and teams to ask questions like: How did the 
process go? What could we have done better? How 
does this aff ect you?

“Nursing councils allow us to look at our nurses 
across the continuum, because each unit is its own individual 
family, and some units work best when they function diff erently 
than others,” McCamant says. “Using the information will inform 
our future work and help us continue to perform better by taking 
their shared perspectives into account.”

Applying cognitive diversity strategies has the potential to 
help a hospital stabilize both its current and future workforce, 
as healthcare systems struggle to deal with the nationwide nurs-
ing shortage and as nursing teams confront learning diff erences 
among nurses who span generations. 

“At the end of the day, happy nurses inspire happy physicians 
and patients,” McCamant says. “Teams that work well together 
create a community where people want to come to work with 
you, and that’s a wonderful thing.” S

As healthcare organizations and 
leaders focus on long-term strategies 
to build and sustain a workforce for the 
future, cognitive diversity could prove 
instrumental in successfully addressing 
the nation’s nursing shortage and in 
managing nurses who span generations.
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TEAMWORK TOOLS

YOUR Q4 GUIDE TO ADVANCING ANTIMICROBIAL STEWARDSHIP, 
PROVIDING CARE & EDUCATION TO UNDERSERVED AREAS & 

IMPROVING WOMEN’S HEALTHCARE

62
MANAGEMENT MATTERS: At least 
half of the world lacks access to 
essential medical care, according to 
a 2017 report from the World Health 
Organization. HealthTrust members 
have heeded the call, partnering with 
global humanitarian organizations to 
donate equipment and supplies and 
deliver high-quality medical treatment 
to people in underserved areas.

58
MEMBER SUCCESS STORY: 
Brentwood, Tennessee-based 
LifePoint Health is the recipient of the 
2018 HealthTrust Innovation Grant. 
The $50,000 award, which includes 
cash and consulting services from 
HealthTrust experts, will help further 
the health system’s eff orts to develop 
and implement a reporting tool to 
simplify antimicrobial compliance 
and reporting requirements. 

70
LEADERSHIP LINK: As chairman of 
obstetrics at Scranton, Pennsylvania’s 
Moses Taylor Hospital, Frank 
Kolucki, M.D., has helped lead 
the facility in obtaining a coveted 
perinatal certifi cation from The 
Joint Commission. This HealthTrust 
Physician Advisor talks to The 
Source about his goals for improving 
women’s health and decreasing 
maternal morbidity and mortality.
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TEAMWORK TOOLS    MEMBER SUCCESS STORY

Just a year after starting a systemwide antimicrobial 
stewardship program, Brentwood, Tennessee-based 
LifePoint Health reported some signifi cant achievements 
in promoting the appropriate use of antimicrobials at all 

of its facilities (numbering 72 at the time). In June 2016, when the 
enterprisewide initiative began, just fi ve hospitals had signed let-
ters of support from hospital administrators 
for antimicrobial stewardship. By June 2017, 
that number jumped to 67. In the same time 
period, antibiotic spend per adjusted patient 
day dropped from $6.75 to $6.34, which rep-
resents a $1.6 million 
(9.4 percent) savings to 
the organization. 

Physician leaders 
were energized by the 
progress and ready to 
accelerate efforts at 
the hospital level, but 
they challenged sys-
tem administrators to 
provide better, more 
meaningful data.

The antimicrobial stewardship team is led 
by clinical leadership from LifePoint’s Health 
Support Center, including Ken Gagnon, 
PharmD, vice president, pharmacy services; 
John Theobald, PharmD, group director, 
pharmacy services; and Chris Frost, M.D., 
national medical director. This team had 
already supplied a number of key metrics to 
hospitals, such as days of therapy and antibi-
otic spend per adjusted patient day, but those 
only provided a high-level picture of antimi-
crobial use. 

“Our data was fairly rudimentary,” Gagnon 
says. “It gave us an idea about antimicrobial 
consumption overall, but it wasn’t detailed 
enough to give us the ability to impact care 
going forward.”

At the same time, LifePoint Health was also 
looking for a less labor-intensive way to comply 
with the National Healthcare Safety Network’s 

(NHSN’s) antimicrobial usage and resistance (AUR) reporting 
program. 

“Right now, reporting is voluntary,” Theobald notes. “We’re 
fairly certain that it’s going to be mandatory in the next year or 
so. We’re doing what we can to prepare for it and other eventual 
reporting requirements, such as those likely to come from the 
Centers for Medicare & Medicaid Services (CMS).”

In addition, LifePoint Health reports data for the Leapfrog 
Hospital Survey of which AUR reporting is included. The report-
ing tool could help ensure LifePoint meets upcoming requirements 
from the CMS—the NHSN’s AUR reporting is one of the Additional 
Public Health Registry options for Meaningful Use 3.

Together, these needs led the antimicrobial stewardship team 
to develop and implement a related reporting tool that simplifi es 

SH
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’N

EA
L

METRICS 
THAT MATTER 
LifePoint Health Receives 2018 HealthTrust 
Innovation Grant for Advances in 
Antimicrobial Stewardship

“This project proved 
that antimicrobial 
stewardship belongs to 
the entire organization, 
not just to pharmacy.”
Ken Gagnon, PharmD | vice president, 
pharmacy services | LifePoint Health

Left to right: 
Ken Gagnon & 
John Theobald
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MEMBER SUCCESS STORY    TEAMWORK TOOLS

compliance with reporting requirements and 
provides facility leaders with the detailed data they 
need to encourage appropriate and cost-eff ective 
use of antimicrobials.

CURBING INFECTIONS & COSTS
Because of LifePoint’s eff orts, HealthTrust 

recognized the implementation team, representing 
eight distinct departments within the organization, 
as the recipient of its 2018 HealthTrust Innovation 
Grant. Valued at $50,000, the grant will help off -
set the cost of further developing the in-house tool 
and provide HealthTrust expertise to advance the 
organization’s reporting capabilities.

“Misuse and overuse of antimicrobials is one of 
the world’s most pressing public health problems,” 
says John J. Young, M.D., chief medical offi  cer of 
HealthTrust. “People infected with antimicrobial-
resistant organisms are more likely to have longer, 
more expensive hospital stays, and may be more 
likely to die as a result of an infection. By tracking, 
reporting and taking action based on these data, 
LifePoint will help curb hospital-acquired infections and improve 
the cost, quality and outcomes associated with treating them.”

Initially, the team considered an outsourced solution. But given 
LifePoint’s unique needs, which included consolidating and nor-
malizing data from nine disparate electronic health record (EHR) 
platforms, the cost was just too high—$700,000 plus an annual 

maintenance fee of $235,000—for a tool that 
could not deliver the full range of services 
that stakeholders sought.

Developing the in-house reporting capa-
bility presented a cost-savings opportunity, 
but success required an all-hands-on-deck 
approach that went beyond the team’s ini-
tial expectation.

“That fi rst meeting about the tool included 
just four or fi ve people,” Frost says. “By the 
next month, we had to move the weekly 
meetings into a bigger room. Every team 
member we added allowed us to further mod-
ify the tool to meet the demands of all of our 
stakeholders.” 

LifePoint service lines that played a role in 
the development and implementation of the 
reporting tool included supply chain opera-
tions; pharmacy services; health informatics 
and technology services; quality operations; 
enterprise data and program management 
services; physician services; nursing services; 

and diagnostic imaging services.
“This project proved that antimicrobial stewardship belongs 

to the entire organization, not just to pharmacy,” Gagnon says. 
“Unlike other drugs, antibiotics have a transmissible loss of effi  cacy 
over time. Because of that, it really takes the entire organization 
to support this.”

LIFEPOINT HEALTH’S 
ANTIMICROBIAL STEWARDSHIP 
PROJECT TEAM 
(Above, left to right)

Ken Gagnon, PharmD, vice president, 
pharmacy services
Chris Frost, M.D., national medical 
director, quality resources
Allen Armstrong, director, business 
intelligence
John Theobald, PharmD, group 
director, pharmacy services
Sandi Hyde, director, quality resources
Alex Ladd, manager, medication 
management informatics
Greg Hostetler, senior vice president 
of supply chain operations – executive 
sponsor (not pictured)
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REFINING THE REPORTING
While the team indicates the reporting tool 

can potentially be used for many metrics, includ-
ing those outside of antimicrobial stewardship, 
it started where the need was greatest—days of 
therapy.

In May 2018, not even a year after the initial 
team meeting, the fi rst detailed days of ther-
apy report was generated. Using Power BI, a 
Microsoft platform, the tool automatically pulls 
data from EHRs on a weekly basis, giving hos-
pitals as close to real-time reporting as possible 
on days of therapy, antimicrobial resistance, and the benchmark-
ing and trending of operational, clinical and fi nancial outcomes. 
The dashboard is interactive, allowing viewers to sort by a vari-
ety of metrics, including medication class, medication, disease 
state, prescriber and patient location, such as med/surg or ICU. 

The reporting tool is currently available at 32 hospitals, all of 
which utilize two of the nine LifePoint EHR platforms. By the end 
of this year, the team expects the tool to be in place at 90 percent 
of its hospitals. For now, it’s being used as needed, but Gagnon 

expects quarterly reports will be distributed once the tool has 
been implemented at more facilities.

Gagnon adds, “We know each hospital has diff erent needs, so 
the quarterly reports provide enterprisewide data to identify 
and drive change for the organization. We also plan to produce 
an annual report for all LifePoint facilities that provides more 
focused details around specifi c opportunities for appropriate 
antimicrobial use. 

“For example,” he continues, “one hospital might have a 
quinolone problem so we want to give an individual facility the 

“That fi rst meeting included just four or fi ve people. 
By the next month, we had to move the weekly 
meetings into a bigger room. Every team member we 
added allowed us to further modify the tool to meet 
the demands of all of our stakeholders.” 
Chris Frost, M.D. | national medical director | LifePoint Health
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fl exibility to drill down into what their pain points might be. In a 
standardized report, those might not be as visible.”

The team also has plans to roll out additional reporting mod-
ules, including order set utilization, adherence to sepsis bundles 
and other clinical pathways targeting various infectious diseases 
like C. diff . Frost says these should help the organization pinpoint 
variations in care, which will provide an opportunity to enhance 
clinical care and identify potential cost savings.

“When you look across a healthcare organization of our size, 
you will see a fair amount of unintended clinical variation,” he 
says. “There are circumstances where practicing outside tradi-
tional guidelines to meet the clinical needs of a specifi c patient 
is appropriate. 

“However, a signifi cant amount of the variation we see is not 
this type of intentional decision-making, “ Frost says. “Instead, 
the variation is driven by non-adherence to evidence-based 
guidelines. Appropriate use of antimicrobials and the decision 
to de-escalate antimicrobials are two examples where this type 
of variation exists. In order to identify these opportunities, we 
need robust, detailed reporting. This type of reporting will help 
us improve clinical care and improve our overall effi  ciency.”

Continuous improvement is a key part of any product lifecycle, 
and this reporting tool is no diff erent. 

“We know there’s still work to be done,” Gagnon notes. “As facili-
ties use the tool, we have been able to make it even better. Within 
days of roll out, we got our fi rst request to add month-to-month 
trending, since the tool previously only provided quarter-over-
quarter and year-over-year trending.”

The tool, in its current state, is only the beginning. The team 
has plans to share the capability—and the knowledge acquired—
with other service lines, including ambulatory and emergency 
prescribing practices. 

“We don’t want this project to live in its own discrete silo,” 
Gagnon says. “We often talk about a domino eff ect in a negative 
way. The work that has been done on this project has the potential 
to have a positive domino eff ect. The exciting part is yet to be seen.”

As part of its innovation grant, the team plans to utilize the $25K 
of HealthTrust expertise to develop provider education, improve 
existing metrics and identify additional tracking possibilities. •

Watch for details and deadlines on submitting applications for the 
2019 Innovation Grant in the Q1 2019 issue of The Source.
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At least half of the world’s population 
lacks access to essential health 
services, according to a 2017 
report from the World Health 

Organization (WHO) and the World Bank. 
In addition, many families around the world 
are pushed into extreme poverty because of 
tremendous health expenses, the report suggests. For healthcare 
providers who have dedicated their lives to caring for and improv-
ing the health and well-being of others, these realities spark a 
desire to deliver basic healthcare and humanitarian aid to devel-
oping countries. The following stories off er just a few examples of 
HealthTrust members who are devoted to the mission of helping 
people in underserved areas of the world.

HEALTH STARTS WITH EDUCATION
In Nepal, a South Asian country with a population of nearly 

29 million, infant mortality continues to be a signifi cant health chal-
lenge. Compared to neighboring countries such as India, Bangladesh 

and Sri Lanka, the infant mortality rate is high—
46 deaths for every 1,000 live births. In the moun-
tainous Himalayas, the number is 
even higher—73 deaths for every 
1,000 live births, according to a 
2017 study published in the jour-
nal BMC Public Health. 

It’s statistics like these that 
drive Billy McRae, director of 
CHRISTUS Health’s community 
clinics in Central Louisiana, to 
use his vacation time and serve on a medical mis-
sions team in the Himalayas. 

McRae fi rst traveled to Nepal in 2015 after an 
earthquake ravaged the capital city of Kathmandu, 
killing nearly 9,000 people and injuring almost 
22,000. On that trip, his team directed their eff orts 

toward disaster relief, helping to clean up wreckage and rebuild city 
structures. The following year, he returned to work with a medical 
team in a Himalayan mountain village.

“In the small village where we served in Nepal, they have a cou-
ple of midwives and women who are trained in the very basics of 
medicine,” McRae says. “While we did see some patients and pro-
vide treatment, our goal was to off er training and medical education 
to help the midwives.”

McRae and other medical professionals, including physicians 
from CHRISTUS Health, primarily helped educate midwives on 
postnatal care. “There are many cultural diff erences,” he notes. 

IMPROVING THE 
WORLD’S HEALTH
HealthTrust Members Off er Aid & Education 
to Places Near & Far

Continued on page 64

Midwives in a 
Nepali village

Left: A mobile clinic in 
Belle Anse, Haiti 
Above: A child in a 
Nepali village

Billy McRae

62   The Source  |  Fourth Quarter 2018

Q418_TeamworkTools_R.indd   62Q418_TeamworkTools_R.indd   62 10/19/18   1:23 PM10/19/18   1:23 PM



Q418_TeamworkTools_R.indd   63Q418_TeamworkTools_R.indd   63 10/19/18   1:23 PM10/19/18   1:23 PM



TEAMWORK TOOLS    MANAGEMENT MATTERS

Continued from page 62

“If a newborn or infant is sick and throwing up, they 
believe you should withhold fl uids to prevent more 
sickness. So, babies would get a gastrointestinal virus 
or something similar, then get dehydrated from lack of 
fl uids and die. We off ered training on the importance 
of hydration and keeping newborns and infants warm 
and protected.”

To reach the village, McRae and his team members 
fl ew into Kathmandu, then took two more fl ights to 
the city of Jumla. From there, they hiked eight hours 
up in the mountains before reaching their fi nal des-
tination, amounting to nearly three days of traveling. 
Necessary supplies—gauze, IV fl uids, laceration trays, 
etc.—were carried in on their backs.

For the residents of this tiny village perched in the clouds, the expertise brought 
in by McRae’s team is sorely needed, as are the supplies, which are donated by 
CHRISTUS Health.

“Every year, we come up with a list of supplies,” McRae says. “Every time I have 
gone to our CEO, he has said, ‘Yes, we’ll get you everything you need.’ ”

MOBILIZING TO BRING CARE
For Shelly Meyers, RN, BSN, quality facilitator at HSHS St. John’s Hospital in 

Springfi eld, Illinois, it was her daughter who got her involved with Haitian Christian 
Outreach, which has an offi  ce in Kokomo, Indiana, and does fi eldwork and oper-
ates a clinic, hospital, schools and churches in cities and towns in southeast Haiti.

“In 2011, my then-teenage daughter went 
on a one-week mission trip to Peredo, Haiti,” 
Meyers says. “The following year, she was asked 
to return and work as a summer intern. I fi rst 
became involved by supporting her.”

In 2014, Meyers traveled to Peredo for the fi rst 
time with a church group from Virginia. For a 
week, she helped the on-site clinic workers sort 
through donated medical supplies and expired 
medications. Subsequently, she was asked to 

Continued on page 66

HOMETOWN MISSIONS
Participating in medical missions doesn’t 

always mean traveling overseas. Sometimes, 
it means stepping into your own backyard. 
Earlier this year, volunteers from Surgery 
Partners’ Specialty Surgical Center in Beverly 
Hills, California, partnered with Mending Kids 
International to spend a Saturday perform-
ing life-changing surgeries for children in the 
Greater Los Angeles area.

Mending Kids, a global leader in pediatric 
surgical care, works to attend to the health-
care needs, specifi cally surgical care, of 
children around the world—including in the 
United States. Mending Kids’ U.S. Hometown 
Missions provide free surgeries to children 
from underserved communities, or those 
who have been denied coverage from the 
government and/or private insurance. 

In July, 25 Surgery Partners employees, 
including fi ve physicians, four anesthesiolo-
gists and four physician assistants, spent 
a day performing life-changing surgeries 
for 16 children. In addition to providing free 
surgical care, the volunteers performed pre- 
and postop diagnostic exams and helped 
Mending Kids recruit and screen patients.

“Our surgery center and our company 
embraced the idea that 
for one day we can be the 
safety net for children who 
need medical services,” 
says Danny Bundren, 
vice president of Surgery 
Partners. “To see the faces 
of the children and the 
gratitude of their parents 
certainly made all of the planning, prepara-
tion and execution worthwhile.”

Billy McRae and 
colleagues in Nepal in 
2016. They’re wearing hats 
called “Dhaka topi,” given 
as a gift by locals. 

Billy McRae and 
team members 

hiking along the 
Karnali River

Shelly Meyers with Haitian children 
in Anse à Boeuf

Danny Bundren

Danny Bundren and volunteers from Surgery 
Partners and Mending Kids International gather 

around a patient on July 21, 2018, a day clinicians 
spent performing free surgeries for children in 

the Greater Los Angeles area.
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serve on a healthcare board for Haitian Christian Outreach, providing 
feedback and ideas on the construction, staffi  ng and provision of care 
for Peredo Community Hospital. Those experiences eventually led to 
Meyers being asked to lead healthcare teams in Haiti.

In July 2018, Meyers led her fi rst medical group to serve with Haitian 
Christian Outreach. “At fi rst, I was skeptical about putting together a team 
and whether I was qualifi ed to lead it,” she explains. The organization 
helped by off ering feedback on what direction they wanted to go with 
medical care, asking for emergency-trained physicians and obstetricians.

“In fall 2017, I started sending emails to fellow HSHS employees 
who fi t those service areas, seeking participants,” Meyers says. “The 
team really built itself from that point.”

The team—made up of two physicians, several nurses, pre-med stu-
dents, a couple of high school students and a prison security offi  cer with 
no medical training—met monthly, before shifting to weekly meetings.

“Not only did we take care of logistical things like organizing pass-
ports, raising funds and making sure immunizations were completed, 
but we also did cultural training,” Meyers shares. “We used learning 
programs and videos based on the book When Helping Hurts: How to 
Alleviate Poverty Without Hurting the Poor and Yourself. For those who 
had never been out of the country, we discussed what they were going 
to see, the conditions people lived in and what poverty actually means.”

Once in Haiti, Meyers’ team conducted 
mobile clinics, traveling to remote areas of 
Haiti by bus and boat. Their fi rst stop was 
in Jacmel, where they treated more than 
185 people over the course of six hours. The 
next day, they traveled four hours by boat 
to Belle Anse, treating another 175 patients. 
Their last destination was Anse à Boeuf, a 
remote community accessible only by boat, 
where people live in huts made of sticks, 
palm fronds and tarps. There, they treated 
around 55 people. 

According to UNICEF, there are only two 
doctors for every 10,000 Haitian patients, 
and 60 percent of Haitians lack access to 
basic healthcare. At Peredo Community 
Hospital, 17 medical professionals are 
working to overturn these statistics, and 

physicians saw almost 5,000 patients in 2017, Meyers says. 
HSHS St. John’s Hospital is doing its part to help, 

too. Though the trip isn’t sanctioned by HSHS, volun-
teers carried medical supplies and equipment donated 
by Hospital Sisters Mission Outreach and medications 
donated by HSHS St. John’s Hospital. 

“Hospital Sisters Mission Outreach cares for people 
in need through recovery and worldwide distribu-
tion of life-saving medical supplies and equipment,” 
says Catie Sheehan, advocacy and communications vice president 
for Hospital Sisters Health System. “Donations from 73 hospital 
partners and select corporate partners are sorted and packaged for 

Memorial Health of Savannah Embraces 

Hill-Rom Bed Donation Program

Much of the developing world lacks essential medical 
supplies—even something as seemingly simple as hospital 
beds. Patients often have to resort to lying on dirty fl oors or 
old ragged cots, explains Lorie Way, national accounts execu-
tive at Hill-Rom. In many cases, more than 
one patient has to fi t on each cot, she says.

That’s why Hill-Rom is working with 
HealthTrust members like Memorial 
Health of Savannah to donate their used 
hospital beds to medical facilities in third-
world countries. Hill-Rom is partnering 
with MedShare, a nonprofi t organiza-
tion that takes surplus medical supplies 
and equipment from U.S. hospitals and 
redistributes them to hospitals in need in 
developing countries. MedShare deter-
mines where the needs are the greatest and 
helps to coordinate the donation process.

In February 2018, Nashville, Tennessee-
based HCA Healthcare acquired Memorial 
Health, a 612-bed hospital in Savannah, 
Georgia. With this acquisition, HCA leadership identifi ed 
capital investments that needed to be made throughout the 
facility—including the purchase of new beds.

“In the past seven months, we’ve identifi ed 250 beds that 
need to be replaced in both the critical care and med/surg 
units,” says Matthew Hasbrouck, COO of Memorial Health. 

Not all 250 beds will be sent to the program—they must 
fi rst go through a standard examination procedure with Hill-
Rom to make sure they’re of acceptable quality. So far, more 
than 90 beds have been donated by Memorial Health and 
sent via MedShare to developing countries in Africa. Overall, 
HealthTrust members have donated more than 500 beds as 
part of the recent Hill-Rom/Medshare donation drive.

“At HCA Healthcare, our mission statement is ‘above all else, 
we are committed to the care and improvement of human 
life,’ ” says Shayne George, CEO of Memorial Health. “That 
doesn’t just mean here in Savannah. With this project, we’re 
able to help improve the quality of life for those in Africa. 
We’re excited to do this. It makes us feel good to know these 
beds are going to fi nd a home at facilities in need.”

The HSHS St. John’s Hospital 
team carried medical supplies, 
equipment and medications 

donated by the hospital 
and Hospital Sisters Mission 

Outreach.

Continued on page 68

Continued from page 64

Matthew 
Hasbrouck

Shayne George

Catie Sheehan

Bed
Support
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distribution around the globe. Founded by the Hospital Sisters of  
St. Francis in 2002, Mission Outreach has saved and redistributed 
11 million pounds of surplus medical equipment and supplies valued 
at over $75 million that would have otherwise ended up in landfi lls.”

“We took 550 pounds of medications and supplies to Haiti with 
us,” Meyers adds, explaining that to save money on baggage fees, 
“every person on the trip packed lightly for themselves, then packed 
supplies and medications in their bags.”

COLLABORATING WITH LOCAL PROVIDERS
Physicians and nurses from Centennial, Colorado-based Centura 

Health have been doing medical mission work as 
an organization since 2006. Today, Centura Health 
defi nes their global ministry as Global Health 
Initiatives, or GHI, says Morre Dean, FACHE, 
senior vice president and chief integration offi  cer. 

Centura Health collaborates with hospitals and 
local medical providers in Rwanda, Nepal, Peru 
and Tanzania to provide care. “We tailor our global 

trips around the needs of the local community,” Dean says. “For 
example, in Rwanda, more than 400 children are born every year 

with club foot. We sent an 
orthopedic-focused surgical 
team to work with surgeons 
and doctors there.”

The goal, Dean explains, is 
to help local providers sustain 
the work they’re doing and 
improve the region’s health-
care. “We want to collaborate 

with doctors and healthcare providers to make a long-term impact 
on the community’s health,” he says.

For instance, in Peru, Centura Health partners with the Clinica 
Adventista Ana Stahl hospital and the regional Ministry of Health 
to bring the evidence-based Helping Babies Breathe (HBB) training 
to the isolated Loreto region in the Amazon. The HBB training was 
developed by the WHO, American Academy of Pediatrics and other 
global health leaders to reduce deaths among babies in the fi rst 28 
days of life. Since Centura Health began the project in July 2015, the 
lives of 650 babies have been saved.

“With medical missions, we’re not always taking care of a patient 
every day; we’re building an infrastructure to support the commu-
nity’s health,” Dean adds. •

Peruvian government offi  cials, Centura 
Health executives and administrators 

from Clinica Adventista Ana Stahl hospital

Morre Dean, 
FACHE

Continued from page 66
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What have been the results of your 
health system’s focus on patient safety? 

In 2006, Moses Taylor Hospital instituted 
what we called a culture of safety where 
patient safety supersedes all else. In our 
quest to make patient safety a priority, we 
looked at taking a team approach to caring 
for patients. We broke down departmental 
silos that were preventing good communi-
cation and collaboration. We also promoted 
continuing education, emphasizing that 
everyone should use their collective intel-
lect to protect patients from harm.

From an obstetrics and gynecologic stand-
point, we have positive patient outcomes. In 
July 2015, we were very proud to be the fi rst 
hospital in the nation to be certifi ed by the 
Joint Commission as a perinatal center. We 
were recertifi ed in December 2017—one of 
only fi ve in America at that time.

Describe some of your clinical and 
educational responsibilities.

I am the national physician advisor for 
the CHS obstetrics and pediatrics council. I 
also work as a clinical professor at two local 
institutions of higher learning, and I conduct 
webinars and conference presentations on 
issues such as quality, safety and decreasing 
maternal morbidity and mortality. Education 
has been an important part of my career, and 
now I’m working closely with HealthTrust 
on expanding member education related 
to women’s health. I have a small sphere 

of infl uence in northeast Pennsylvania, but 
when I work with a national organization 
like CHS or HealthTrust, it is my great priv-
ilege to expand that infl uence and be able 
to help physicians and clinicians across the 
country.

HealthTrust recently decided to 
concentrate on women’s health categories. 
Why is that signifi cant?

The category represents a variety of 
products and implants used in gyneco-
logical and urogynecological procedures. 
HealthTrust was forward-thinking in 
focusing on this category because thou-
sands of women across the United States 
(and the world for that matter) suff er from 
conditions such as stress urinary incon-
tinence (SUI) or pelvic organ prolapse 
(POP).

POP occurs when the tissue and muscles 
of the pelvic fl oor no longer support the 
pelvic organs, resulting in the drop, or pro-
lapse, of the pelvic organs from their normal 
position. SUI is the leakage of urine during 
moments of physical activity that increases 
abdominal pressure, such as coughing, 
sneezing, laughing or exercise.

A lot of women suff er from these lifestyle-
altering conditions in silence, but there are 
operative and non-operative solutions avail-
able. HealthTrust is trying to help physicians 
make sound, evidence-based decisions about 
the right way to treat these individuals.

How are these conditions being 
managed and treated?

Better screening would help identify 
certain conditions before surgery is nec-
essary. In August 2018, the Women’s 
Preventive Services Initiative, working with 
the American College of Obstetricians and 
Gynecologists, issued new guidelines for 
the annual screening of women for urinary 
incontinence beginning in adolescence. The 
screening assesses urinary incontinence and 
how it aff ects their quality of life. Clinicians 
should refer these women to gynecologists 
for further evaluation and treatment, when 
appropriate. 

If surgery is needed to repair POP or 
SUI, a graft is used to recreate the natural 
anatomic support. Graft materials include 
autologous, allograft, xenograft and syn-
thetic. Synthetic surgical mesh has been 
used for many years. It was fi rst used in 
the general surgical community for hernia 
repairs, and then later for urogynecological 
procedures, including the repair of POP and 
SUI. A positive aspect of synthetic mesh is 
that it lends itself to a more minimally inva-
sive approach to the surgery.

However, mesh is not perfect. It can have 
an adverse eff ect on intimacy and it can lead 
to some adverse consequences, including 
mesh erosion, chronic pain and injury to 
adjacent structures like bowel, bladder and 
urethra. It can also result in a necessity for 
reoperation. 

The big question is whether or not to 
select an autologous graft using the patient’s 
own tissue versus a synthetic graft using sur-
gical mesh. If you opt for mesh, you need to 
counsel the patient fervently and appropri-
ately about it, then make the best decision 
you can regarding the type. 

The physician community is not saying 
that synthetic mesh should never be used, 
but it needs to be used with an abundance 
of caution. The FDA has been clear in recent 
advisories on the safety and eff ectiveness 
of using surgical mesh implants for uro-
gynecologic procedures. These statements 
acknowledge that such products are not 
without potential problems, and one has to 
closely examine the evidence and research 
to make a well-informed decision.

Q&A With Dr. Frank Kolucki: 

A CHAMPION FOR WOMEN’S HEALTH

Continued on page 72

Frank Kolucki, M.D., a board-certifi ed obstetrician-gynecologist, has 
served health systems in northeastern Pennsylvania for more than two 
decades. At Scranton’s Moses Taylor Hospital, now an affi  liate of Community 
Health Systems (CHS), Kolucki serves as chairman of the department of 
obstetrics and helped establish the Women’s and Children’s service line. 
In 2015, he led a team that enabled the hospital to attain the coveted Joint 
Commission’s Perinatal Certifi cation.

Driven to reduce the staggeringly high rate of maternal morbidity and 
mortality in the United States, where pregnancy-related deaths have more than doubled 
since 1987, Kolucki is passionate about creating and communicating better protocols 
and practices to promote good health, identify and treat early warning signs of adverse 
pregnancy outcomes, and ensure patient safety. 

Frank 
Kolucki, M.D
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What is HealthTrust’s position on these products? 
HealthTrust’s role is to inform providers of what’s available, the 

advantages and disadvantages of each option, and the clinical evi-
dence to support it. 

As with any new technology or device, new products need to be 
vetted extremely carefully before a provider decides to purchase 
or use them. Unless there is signifi cant, reproducible clinical evi-
dence that an item is safe and eff ective, it should be used cautiously.

What are some ways that HealthTrust assists physicians in 
their decision-making? 

HealthTrust conducts timely reviews of all the current clinical 
evidence available and distills that information into an executive 
summary that can be used by HealthTrust physician advisors 
and clinical advisory boards to make sound decisions as to what 
is best for patients. If someone has a busy clinical practice, it can 
be an arduous task to go through all of the most recent studies. 
HealthTrust does a lot of that work for them and publishes it in a 

user-friendly format to aid them in their patient 
care. Clinical evidence reviews (CERs) are help-
ful because they may help physicians think about 
these products in new ways. For HealthTrust 
members in supply chain roles, the CERs can be 
helpful in discussing product choice with physi-
cians at their health system or facility. 

All of the information HealthTrust is distrib-
uting regarding women’s health categories is 
incredibly important. But it’s also important to 
remember that women’s health is much more 
than gynecologic surgery issues. That’s why the 
physician services team is focusing on women’s 
healthcare as a whole—including products that 
decrease the risks associated with pregnancy and 
childbirth. 

For example, we are renewing our focus on 
preventing a national tragedy—the high rate of 
maternal morbidity and mortality. The United 
States is currently ranked 60th of all devel-
oped nations in the rate of maternal death. It’s a 
distressing problem, and it should not occur at 
this rate. 

Unfortunately, many of these women are dying 
needlessly—approximately 40 to 50 percent of all 
those deaths are preventable. We have well-writ-
ten guidelines to help prevent pregnancy-related 
deaths. For instance, robust protocols are available 
through the American College of Obstetricians 
and Gynecologists, yet some hospitals and pro-
viders don’t use them regularly, often leading to 
tragic results. 

What are some of the reasons for the high 
rate of maternal morbidity in the United States?

There are multiple environmental factors, 
but the fi rst thing I try to reiterate is that we 
should never blame the patient—it’s not her 
fault. Even if she’s of an older maternal age, has 
high blood pressure or diabetes, or is obese, 
that’s inconsequential as to how we will treat 
that patient. Yes, those conditions may make 
treating that patient a little more diffi  cult and 
complex, but the onus is on the provider and care 

TEAMWORK TOOLS    LEADERSHIP LINK
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team to out-think these obstacles and comorbidities. We should 
prepare for the complications that may occur and treat that patient 
appropriately, in an eff ective, highly reliable, evidence-based 
fashion. If you do that, most times you’re going to have a posi-
tive outcome.

That’s not to say that bad things aren’t going to happen—people 
are going to get sick. But working together on the issues as a team 
is where you can make a diff erence. We want to improve wom-
en’s health through education. Knowledge is power over disease.

I’ve been passionate about this issue through-
out my career. And, I’m happy that it’s getting 
attention in the lay press. With HealthTrust’s 
outreach to so many diff erent providers and insti-
tutions, such involvement can have far-reaching, 
positive consequences. I’m honored to be part 
of that eff ort.

Now that you have been a HealthTrust 
physician advisor for about two years, what 
are your next goals?

HealthTrust has engaged me to help edu-
cate members on ways to decrease these high 
maternal mortality rates. When it comes 

to addressing the tragic problem, we have to help stem the 
tide, turn the ship around and get the issue focused in a right 
direction for patients. To that end, I will be working with the physi-
cian services team at HealthTrust to develop a webinar series that 
emphasizes high reliability, quality and safety. Programs will also 
address the four most important targets for reducing maternal 
morbidity and mortality: decreasing postpartum hemorrhag-
ing, venous thromboembolism and hypertensive emergencies in 
pregnant women. •

TEAMWORK TOOLS    LEADERSHIP LINK

Frank Kolucki, M.D., a board-certifi ed obste-
trician-gynecologist, is the chairman of the 
department of obstetrics at the Community 
Health Systems-affi  liated (CHS) Moses Taylor 
Hospital in Scranton, Pennsylvania. He is a grad-
uate of Boston College and the Georgetown 
University School of Medicine, where he also 
completed his OB/GYN residency. Kolucki began 
his practice at Physicians’ Health Alliance, at 
the time an affi  liate of the Moses Taylor Health 
Care System. 

Kolucki serves as the national physician advi-
sor of the CHS’s Obstetrics/Pediatrics Council 
and as a HealthTrust physician advisor. He is 
an assistant clinical professor at Geisinger 
Commonwealth Medical College and a clinical 
professor in the physician’s assistant program at 
Marywood University. Kolucki is a fellow in the 
American College of Obstetrics and Gynecology. 
He serves on the boards of directors of Moses 
Taylor Hospital, Physicians’ Health Alliance and 
Pennsylvanians for Human Life. In 2017, he won 
the Community Service Award from Maternal and 
Family Health Services, a nonprofi t organization 
that works to meet the health and nutrition needs 
of Northeastern Pennsylvania.
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Based in Nashville, Tennessee, 
Ardent Health Services oper-
ates 31 hospitals in seven states. 
While the hospital group has long 

partnered with HealthTrust to assist with 
managing its supply chain and supply ex-
penses, leaders recognized a few years ago 
that the pharmacy also off ered signifi cant 
cost-savings opportunities.

In 2014, Ardent Health 
launched a number of 
new clinical  and supply 
chain initiatives, including 
a pharmacy engagement 
with HealthTrust. The 
pharmacy partnership has 
decreased total pharmacy 
expense and increased total 

pharmacy revenue, saving the organization’s 
facilities more than $7 million, says Kara 
Fortune, PharmD, BCOP, corporate sys-
tem director of pharmacy services at Ardent 
Health Services. 

“We started out looking for savings by 
managing expenses for pharmacy supplies,” 
she says. “But as we examined every piece of 
the pharmacy role, we came to realize how 
much could really be done to cut costs and 
improve outcomes at the same time.”

Clinical Initiatives
Many of the cost-savings initiatives Ardent 

Health’s pharmacy group has undertaken 
have involved clinical changes based on data 
analytics and enhanced training. For instance, 
the system has increased its use of IV push 
antibiotics (the rapid injection of a one-time 
dose of intravenous medication) rather than 
administering antibiotics via IV piggyback, 
when possible.

With IV push antibiotics, there are fewer 
delayed doses, increased accuracy of doses, 
easier scheduling of multiple antibiotics and 
reduced time administering the medication, 
Fortune adds. This enables nurses to have 
more quality time with patients to discuss 
their antibiotics, treatment goals and possible 

side eff ects, which positively impacts the 
patient experience. Patients are no longer 
confi ned by the IV pole, yet they benefi t from 
the same results at a lower price.

For example, a one-gram adult dose of 
Cefazolin, traditionally administered by an 
IV, costs hospitals about $4.32 for supplies, 
along with IV pumps and the labor services of 
a registered nurse, pharmacist and pharmacy 
tech. The same one-gram dose with IV push 
administration costs hospitals about $1.78 
for supplies, along with a registered nurse.

In addition to boosting the use of 
IV push administration, 
Ardent Health’s phar-
macy group implemented 
a number of other clini-
cal initiatives, including 
moving team members 
out of operational roles 
“to grow a robust clini-
cal program,” adds Travis 
Lawler, PharmD, director of pharmacy at 
BSA Health System in Amarillo, Texas, an 
affi  liate of Ardent Health Services.

To illustrate, BSA has hired fi ve new clini-
cal pharmacists in the past four years. It has 

also created a pain team that has seen a 50 
percent reduction in postoperative opioid 
use among patients in an Enhanced Recovery 
After Surgery (ERAS) program, and an an-
timicrobial stewardship program that has 
achieved a 24 percent reduction in antimicro-
bial spend. Other accomplishments include 
an emergency room pharmacist initiative, a 
penicillin skin allergy testing program and 
a new PGY-1 pharmacy practice residency. 

Additionally, the pharmacy initiatives 
have contributed to improved patient out-
comes and increased patient satisfaction. 
Ardent’s HCAHPS (the Hospital Consumer 
Assessment of Healthcare Providers and 
Systems) score in the “communicates about 
meds” category has risen after implementing 
an initiative to provide more extensive and 
specifi c medication education by pharmacists. 

Operational & Distribution Improvements
Along with changes at the clinical 

level, Ardent Health has made extensive 
changes to its supply chain processes with 
HealthTrust’s assistance.

“We embedded a pharmacist at the 

HEALTHTRUST ENGAGEMENT Means Cost Savings & 
Clinical Advances for Ardent Health Services’ Pharmacy Group

Kara Fortune, 
PharmD, BCOP

Travis Lawler, 
PharmD
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corporate level to identify 
opportunities and develop 
implementation tools for 
facilities, such as com-
munication templates, 
clinical evidence and talking 
points,” says Drew Preslar, 
assistant vice president of 
HealthTrust’s inSight Advisory Services. 
“This was originally a part-time resource, but 
it was expanded to full to broaden the scope.”

In addition, the HealthTrust team has 
helped Ardent with operational assessments 
and distribution conversions. The team is 
working to align Ardent Health facilities and 
the corporate pharmacy and therapeutics 
(P&T) committee to improve communication 
and execution. And HealthTrust has identi-
fi ed signifi cant cost savings across a variety 
of these clinical and operational initiatives, 
Preslar says.

A new operational cornerstone is the 
installation of a perpetual inventory man-
agement system. Before implementing the 
system, Ardent facilities used a manual pro-
cess, with staff  spending a full weekend once 
a year to create a list of items in inventory.

“With a perpetual system, we know our 
inventory levels at any given time,” Lawler 
says. “The system knows what’s coming in 
because it automatically orders the supplies 
we need. When received items are scanned 
in, the system can also fl ag discrepancies 
between what was ordered and what was 
received.” 

The new system has allowed Ardent 
Health to reduce inventory by almost 
50 percent and reduce pharmacy spend by 
20 percent, Lawler says.

Though implementing the changes has 
been a team eff ort, Ardent Health leaders 
applaud the role their HealthTrust partners 
have played in these successes. “Without a 

doubt, the partnership is successful because 
of the people,” Lawler says. “We consider 
the HealthTrust staff  we work with—Tom 
Chickerella and Kara Fortune—our team-
mates. They are top-notch individuals, and 
we are fortunate to have their leadership.”

From HealthTrust’s perspective, a strong 
working relationship with Ardent Health 
leaders has been a powerful starting point 
for bottomline results. “We have a highly 
collaborative approach to our work with 
Ardent,” Preslar adds. “We focus on engag-
ing the right stakeholders at the corporate 
and facility level and also make the eff ort 
to spend one-on-one time with leaders and 
staff  at the hospitals.” •

Note: Lawler and his team were recipients of 
HealthTrust’s 2017 Gita Wasan Patel Pharmacy 
Excellence Award. Read more in the Q3 2017 
edition of The Source at www.healthtrust
source.com.

Drew Preslar

SPOTLIGHT ON    INSIGHT ADVISORY SERVICES
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B iologics of the ortho- and osteo- types are 
substances that promote healing in bones and 
bone-related disorders and help treat fractures, 

tendons and ligaments. HealthTrust refers to both 
substances categorically as osteobiologics. 

The list of osteobiologics is rapidly expanding 
as new products incorporating osteoconductive 
materials are mixed with a variety of 
osteoinductive proteins, demineralized bone 
and preparations of osteogenic cells. The 
growth in osteobiologics has been stimulated 

by the early success of osteoconductive 
materials as graft substitutes in the repair of 

fractures and by the increasing demand for grafts in 
all areas of orthopaedics.

The market for osetobiologics is also growing rapidly due 
to the aging baby boomer population and a general increase 
in the prevalence of orthopedic procedures. 

TRENDING DATA    INTRO TO OSTEOBIOLOGICS   

$5 

$5.9 

Use of Osteobiologics in Common Procedures

• Spinal fusion surgery
• Hip preservation surgery
• Trauma surgery
• Reconstructive surgery
• Rotator cuff  surgery
• Tendon repair
 •  Treatment of osteoporosis &

related fractures

10% 
OF THE 
ORTHOPEDIC 
MARKET’S 
OVERALL 
REVENUE IS 
OSTEOBIOLOGICS

2017 
Osteobiologics 

Revenue

2022 
osteobiologics 

revenue 
expected to 

surpass 

GLOBAL CURRENT STATE

MARKET GROWTH

TOP 10 
PLAYERS 
CONTROL 

64%
OF THE 

MARKET

27
NUMBER OF 

COMPANIES WITH 
REGULATORY 
& PRODUCT 

LAUNCH 
ACTIVITY IN 2017

ROBUST 
CLINICAL 
DATA WILL 
CONTINUE TO BE 
REQUIRED FOR 
REGULATORY, 
PAYOR & HOSPITAL 
APPROVALS

COLLABORATIONS & 
PRODUCT ACQUISITIONS ARE 

EXPECTED TO CONTINUE

BILLION 
GLOBALLY 

(+3.1% versus 2016)

BILLION 
GLOBALLY 

=

Allograft              $70,043,111 18.2%

Bone morphogenetic protein (BMP)  $116,971,314 30.4%

Cell-based allograft              $82,635,147 21.5%

Demineralized bone matrix (DBM)      $58,479,814 15.2%

Synthetic              $56,368,589 14.7%

HealthTrust Annual Osteobiologics Member Spend

 $384,497,974GRAND
TOTAL 100%

Source: HealthTrust inSight data, August 2017—July 2018
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   INTRO TO OSTEOBIOLOGICS    TRENDING DATA

Sources: OrthoWorld, Inc. ©2018 annual report;
National Center for Biotechnology Information;
pubmed.gov; ncbi.nlm.nih.gov

Bone morphogenetic 
protein (BMP)

Osteobiologics | Classifi cations

Classifi cations or sub-categories 
are commonly used terms based on 
whether an osteobiologics product is 
engineered or a derivative of donor 
bones, cells or proteins.

Allograft

Demineralized bone 
matrix (DBM)

Cell-based allograft 
(stem cell)

Synthetic

HealthTrust’s medical device 
management is a team 
composed of subject-matter 
experts who utilize a data-
centric approach to help clients 
navigate their medical device 
service lines. Contact a member 
of the team at 615.344.3387
for more information.
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INDUSTRY NEWS    FLU VACCINE UPDATE

Infl uenza is one of the world’s most 
devastating vaccine-preventable dis-
eases, which makes staying ahead of 
the disease with leading-edge immu-

nology science even more crucial.
“Though it’s hard to make projections 

on the upcoming fl u season based on 
a prior season,” explains Dan DiVito, 
senior director infl uenza vaccines for 
Sanofi  Pasteur U.S., “we look closely at ac-
tivity in the Southern Hemisphere because 
its winter season—and its fl u—hits dur-
ing our summer. Their activity is usually 
pretty predictive of ours. In countries such 
as Australia and South Africa, the infl uenza 
strains were less severe as the prior year, 
but that doesn’t always predict exactly what 
will happen here.”

By the end of the 2017 flu season, 
which usually starts in October and peaks 
between December and February, the 
Centers for Disease Control and Prevention 
(CDC) reported a vaccine eff ectiveness of 
about 40 percent.

“We’d like that number to be better, but it’s 
typical,” DiVito says. “The entire vaccine en-
terprise needs to get better at communicating 

how important intervention is. The fl u can be 
so severe that a 40 percent eff ective vaccine 
can have tremendous public health impact.”

According to the CDC, fl u vaccination 
prevented an estimated 85,000 fl u-related 
hospitalizations during the 2016–2017 fl u 
season. A 2018 study indicated that from 
2012–2015, fl u vaccinations reduced the 
risk of adult fl u-related ICU admissions by 
82 percent.

Data has shown the adverse impact that 
infl uenza has on the management of chronic 
disease. According to the CDC, fl u vaccination 
has been linked to lower rates of some cardiac 
events among people with heart disease. It 
has also has been shown to be associated with 
reduced hospitalizations among people with 
diabetes and chronic lung disease.

 “To fully manage chronic conditions 
such as cardiovascular disease and diabetes 
you also have to keep infl uenza out of the 
picture,” DiVito says. 

Battling Infl uenza
With Leading-edge Vaccines
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  FLU VACCINE UPDATE    INDUSTRY NEWS

An Evolving Science
Sanofi  Pasteur manufactures Fluzone 

High-Dose and Flublok Quadrivalent, 
injectable vaccines made to protect against 
the fl u viruses that are predicted as the most 
likely to cause illness for a particular fl u sea-
son. Fluzone High-Dose vaccine contains 
four times the amount of antigen contained 
in regular fl u shots, which off ers better pro-
tection from infl uenza for adults age 65 and 
older. The Flublok Quadrivalent vaccine is 
the fi rst vaccine proven to prevent more fl u 
than the standard quadrivalent infl uenza vac-
cine for adults age 50 and older. 

The manufacturing processes for vac-
cines can diff er, potentially infl uencing 
effi  cacy of the products, DiVito explains. 
The most traditional way to make an in-
fl uenza vaccine involves growing the virus 
fi rst in some other medium, such as in a 
chicken egg or a mammal cell. With this 
process, the virus has to be changed in 

order for it to grow at the speed and scale 
needed to manufacture vaccines.

However, the recombinant manufacturing 
process, which is how Flublok Quadrivalent 
is made, is quite diff erent. The virus does 
not have to be grown with the traditional 
process. Instead, the genetic code for the 
protein that’s chosen for the vaccine is cop-
ied and mass-produced, making the vaccine 
an exact genetic match for the fl u virus. 

“The technology is exciting, but the 
positive clinical results are even more in-
teresting,” DiVito says. “In a 2017 study 
published in the New England Journal of 
Medicine, Flublok Quadrivalent provided 
30 to 43 percent better protection against 
the infl uenza disease in adults 50 and older 
versus a standard quadrivalent fl u vaccine.”

Sanofi  and other vaccine manufacturers, 
biotechnology companies and govern-
ment organizations are working on what’s 
classically called a universal vaccine, but 

more accurately called a “broadly protective” 
vaccine. 

DiVito explains, “The term ‘universal’ 
makes people think it’s a one-time shot for 
all fl u viruses, but that may never come. But 
the idea of creating a vaccine that prevents 
more strains or lasts more than one season is 
probably within reach, and we are progress-
ing toward that. It won’t be next season or 
three seasons from now—we’re talking in 
the more distant future. In the near-term, 
we’re also focused on expanding use of the 
improved vaccines we already have.”

Building Trust
Manufacturers are feeling pressure to 

deliver vaccines much earlier each year, with 
pharmacies, physicians and hospitals eager 
for them as soon as shipments can be deliv-
ered. “We have healthcare providers who 
want 100 percent of their fl u vaccines on 
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Part of our commitment to members is asking 
for feedback as part of an annual satisfaction 
survey. The results, along with industry research, 
a competitive market assessment and discus-
sions held during member business reviews, are 
part of our yearly planning process. We refi ne 
a fi ve-year strategic plan that identifi es market 
demand, informs our off erings and justifi es new 
investments in support of member needs. 

The 2018 survey was off ered over the sum-
mer. Nearly 600 members responded to the 
survey with 84 percent indicating they “strongly 
agree” or “agree” that HealthTrust provides a 
superior value in the marketplace. We are proud 
to off er the industry’s benchmark contract port-
folio, and members once again underscored the 
value of a committed purchasing model as their 
primary reason for partnering with HealthTrust. 

At 74, HealthTrust’s Net Promoter Score 
(NPS) was the highest it’s been to date. The 
NPS is a customer loyalty measurement, and 
ours has seen a steady improvement since the 
member satisfaction survey began in 2008.

Areas rated the highest were customer ser-
vice, account management and the advisory 
boards. While we are pleased with the survey 
results overall, we know there is always room for 
improvement. HealthTrust will continue to invest 
in the areas of technology, contract category ex-
pansion, advisory board process improvements 
and implementation support. We will provide 
details of our progress via our business reviews 
with members held throughout the year. •

INDUSTRY & HEALTHTRUST NEWS    WALMART’S BLOCKCHAIN PATENT, HEALTHTRUST MEMBER SURVEY RESULTS

In August, Walmart was awarded a 
patent that may signal what the future 
holds for electronic medical records 
(EMRs). As Walmart wades into the 

healthcare business, the nation’s largest 
private employer is exploring blockchain 
technology’s application for medical records.

“Walmart was one of the fi rst companies to 
manage behavioral data and consumer-relat-
ed information, and use that data eff ectively,” 

says Ed Hickey, AVP, clini-
cal data and analytics at 
HealthTrust. “So while 
we don’t know precisely 
where Walmart is headed 
in healthcare—there were 
reports earlier this year 
that they were looking to 

purchase Humana—we know that they are 
very serious about customer information, 
and how to unleash its power to improve the 
customer experience.”

Blockchain technology stores transac-
tional data through a distributed ledger 
composed of encrypted blocks. Records are 
visible to credentialed users, who may add to 
the transactions but not alter or delete them. 
Transactions are verifi ed collectively and 
time-stamped, forming an immutable chain.

Walmart’s patent for a blockchain-
enabled medical records storage system 
allows fi rst responders to access patient 
information in the event of an emergency.

With the patented system, patients’ 
records would be stored on a blockchain 
database and on a wearable item, such as a 
bracelet, that could be scanned by a radio-
frequency identifi cation (RFID) scanner.
In an emergency, fi rst responders could 
scan the device and access an encrypted 
public key. A second private key would be 
a biometric identifi er, like a retinal scan or 
fi ngerprint. After both keys were scanned, 
a patient’s medical record could be securely 
accessed.

Walmart has already shown interest in 
blockchain for uses in its core retail business; 
now it joins other non-healthcare compa-
nies such as Apple, Microsoft and Google 
in developing blockchain-enabled solutions 
around medical records.

“Blockchain has the potential to solve the 
EMR problems experienced by patients, 
providers and payers—the siloed nature of 
information that makes it diffi  cult to tie all 
of the details in the medical record togeth-
er,” Hickey says. “That one of the leading 
consumer-centered businesses sees its ap-
plication for healthcare is interesting. There 
are plenty of issues to sort through before 
this patent tells us more than that, but it’s 
worth paying attention.” •

Read The Source’s Q3 2018 article on 
blockchain at https://healthtrustpg.com/
healthcare-technology/blockchain.

Tracking the Future of EMR
Walmart’s Move Toward Blockchain-enabled Medical Records

Ed Hickey

Survey Says ...
Annual HealthTrust 
Member Survey Results

August 5th. But when we look at the timing 
of the actual immunization, it’s not getting 
much earlier—providers typically don’t start 
immunizing until after Labor Day, peak in 
October, and probably won’t fi nish immu-
nizing until March. They want to have it in 
their refrigerator for seven months rather 
than it be in ours.”

DiVito sees the decision to warehouse 
vaccines as evolving from shortages that 
occurred years ago. “That fear of having a 
patient show up for an immunization and it 

not being in the refrigerator drives providers 
to store a surplus of the product,” he notes.

To build customers’ trust, Sanofi  Pasteur 
is inviting them to schedule shipments 
throughout the infl uenza season. “Healthcare 
organizations can order vaccines a week at a 
time so they don’t have to worry about getting 
stuck with excess inventory,” DiVito says. 
“Even if the product is on our shelves instead 
of theirs, the customer can trust that it will 
be there. This will allow providers to order 
it in a more rational fashion like they order 
other vaccines and products.”

Although the stockpiling is unsettling, 
DiVito is more concerned about the slow-
down of orders in November and December. 
“We see a dramatic tail off  in immuniza-
tions around Thanksgiving, even though 
the typical peak of disease is in January 
and February,” he says. “Nearly 200 mil-
lion Americans go unvaccinated every year. 
There are additional months they could be 
vaccinated.” •

To learn more, visit www.cdc.gov/fl u/
about/qa/vaccineeff ect.htm.
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INDUSTRY NEWS    THE LATEST ON DEVICE MISCONNECTIONS

The Federal Drug Administration 
(FDA) continues its col-
laboration with standards 
organizations, federal partners, 

professional societies, patient advocacy 
groups, individual patients and other 
stakeholders on an important patient safety 
issue—reducing the chance of medical de-
vice misconnections. Such coaction aims 
for a result that ensures patient safety and 
facilitates the availability of products that 
work for various patient populations, uses 
and care environments. 

Inspired by continued reports of miscon-
nections with enteral devices, in September 
the FDA issued a letter to enteral feeding tube 
manufacturers and distributors, healthcare 
professionals and hospital purchasing de-
partments recommending that hospitals and 
clinicians use enteral devices with connectors 
that meet the ISO (International Organization 
for Standardization) 80369-1 or ISO 80369-3 
standard, or that are otherwise designed to 
reduce the risk of misconnections. 

In the two-page letter published on 
the FDA website, the director of the of-
fi ce of device evaluation indicates that 

misconnections between enteral devices 
and other medical devices, such as trache-
ostomy tubes, have been associated with 
patient deaths and serious injuries. The 
FDA is also concerned that many miscon-
nections are either severely underreported, 
fail to be reported at all or are misreported 
as medication errors.

For the fi rst time since its 2009 in-
volvement in an international eff ort to 
develop and implement standards for 
noninterchangeable connectors for small 

bore medical connectors, the FDA’s recent 
document has strong recommendations for 
manufacturers, two of which include: 

• Implement design changes to meet the 
ISO standards to reduce the likelihood of 
errors and provide safeguards for safe use 
of these devices and products. 

• Implement an appropriate strategy that 
will lead to the eventual removal of legacy 
devices that have an increased risk for mis-
connection. •

HealthTrust contracts with a number of 
suppliers who off er connectors in line with 
the ISO standards. Visit the contract catalog 
or contact your HealthTrust account director 
for additional guidance. 

The FDA’s Next Step in the Device 
Misconnections Crusade 

RESOURCES:

Read the entire FDA letter issued in September:

www.fda.gov/MedicalDevices/
ProductsandMedicalProcedures/
GeneralHospitalDevicesandSupplies/
TubingandLuerMisconnections/default.htm

On-demand content from HealthTrust webinars:

http://education.healthtrustpg.com/calendar/
reducing-risk-medical-device-tubing-
misconnections

http://education.healthtrustpg.com/calendar/
reducing-the-risk-of-medical-device-tubing-
misconnections-update-on-enfi t-enteral-
connectors

A new HealthTrust webinar on this topic is in 
development and will be posted to the education 
website later in Q4. Visit www.healthtrustpg.com/
education and search key words “tubing 
misconnections” for details. 

READ PAST ISSUES of HealthTrust’s award-winning 
magazine in the archives section of healthtrustsource.com, or 

bookmark Trending Topics 
(healthtrustpg.com/
trending-topics) 
for fast access to magazine 
stories on clinical initiatives, 
supply chain best practices 
and other healthcare topics.
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