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STARTING LINE ‘ FROM THE DESK OF ED JONES

Navigating With inSight

IMPROVING OPERATIONAL PERFORMANCE AND FINANCIAL HEALTH

In the Q4 2016 edition, we announced a reformation of our

total spend management solutions as inSight Advisory within

the expanding portfolio of service offerings managed by

HealthTrust. This included the addition of clinical integration

capabilities and HealthTrust Workforce Solutions (formerly
doing business as Parallon Workforce Solutions).

Showecasing the breadth of HealthTrust’s
industry-differentiating capabilities became
the focus of our 2017 advertising campaign—
“Navigating With inSight”—as well as the
theme of this year’s Health Trust University
(HTU) Conference. We are excited to host
many of you in Las Vegas at a new location
for us—Mandalay Bay—for this annual edu-
cation and networking event. I am grateful
for the continued support of our supplier
community, enabling us to make HTU a
best-in-class industry conference.

The Importance of Big Data

Amid the ongoing transition to
value-based healthcare, helping you
find your competitive edge to succeed in
delivering quality patient care most effec-
tively and efficiently is the reason for the
continued evolution of and addition to
HealthTrust’s service offerings outside of
group purchasing. Providers who succeed
will be those that understand the role of big
data in taking the right next step or risk.
Effective data management and governance
as well as guidance in utilizing big data to
make actionable decisions is addressed
by Ed Hickey and Dona Kambeyanda in
this issue (see page 42) and in sessions at
HTU (see sidebar on page 66). In the CMO
Perspective on page 6, learn more about the
foundation of a new clinical data system
HealthTrust is building to unify disparate
data sources and cultivate knowledge across
the enterprise.
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A use case from the analytics work
HealthTrust has done with RJWBarnabas
Health will take HTU attendees through the
process of developing a sustainable data gov-
ernance program. Presenters will explore
components of data governance, including
master data management; value analysis best
practices to reduce costs and promote better
supply management; and the relationship
between data integrity, operations analysis
and reporting.

Tools to Improve Operational Performance

Through our inSight Advisory teams we
help many of you optimize the results you
achieve in supply chain management, clini-
cal performance, and labor management
and productivity. 'm excited about the new

in-sight
(in sTt)
1. A piece of information (evidence)
2. The act or result of understanding
the inner nature of things or of seeing
intuitively
3. An introspection
4. The power of acute observation and
deduction, penetration, discernment,
perception
5. An understanding of cause and effect,
based on identification of relationships
and behaviors within a model, context
or scenario

Source: http://social.eyeforpharma.com commercialpatient-and-
healthcare-professional-insight-role-business-strategy

performance and maturity assessment tools
that our solutions team has developed over
the past year. These tools will assist health-
care providers in understanding their current
practices, capabilities and results as well as
comparing them to those of other industry-
leading health systems. This will guide the
acceleration of related efforts for those
members developing mature capabilities to
improve operational performance and finan-
cial health. We look forward to launching
the performance and maturity assessment
tools at HTU, and sharing how they can be
used to identify and seize opportunities to
improve performance in key areas. We are
also developing more self-service analytics
and physician profiling capabilities.

I invite you to learn how HealthTrust’s
inSight advisors and consultants work with
members and clients in a unique and collab-
orative way to quickly achieve meaningful
and sustainable results to improve opera-
tional and financial performance. Anyone
considering engaging external resources in
the effort can benefit from a conversation.
For those of you attending HTU, a num-
ber of sessions at the event will highlight
inSight Advisory solutions, and staff will be
available in the HealthTrust booth during
the vendor fair to answer your questions.
Others are invited to contact the SVP of
inSight Advisory Solutions David Osborn
to start the discussion. (Reach him at david.
osborn@healthtrustpg.com.)

Continued on page 66






CMO PERSPECTIVE ‘ FROM THE DESK OF DR. MICHAEL SCHLOSSER

Leading the Transition to
Value-based Healthcare

Data will be the currency of healthcare’s future—whether it be
to better personalize treatment and improve care transitions,
recruit and retain nurses, modify spending habits or incentivize
behavioral change. And that is precisely why HealthTrust will
be building a new clinical data system to unify disparate data
sources and cultivate knowledge across the enterprise. It rests
on a sound foundation—the Medicare Provider and Analysis
Review (aka MedPAR), case mix and all-payer claims data
sources of Clinical Data Solutions (CDS).

Today, CDS blends clinical and financial patient outcomes with
physician engagement to redesign care that is more efficient
and effective. The new system will incorporate patient-specific
products and patient-reported outcomes collected by our registry
platform InVivoLink, allowing for a more robust product evalu-
ation process. It will also support the consumption of other “big
data” sources (e.g., from devices and the FDA’s adverse event
database) to equip member organizations with clinically relevant,
actionable insights.

A subset of HealthTrust member facilities will serve as pilot
sites for expanded data capture. A clinically driven product cat-
egorization schema will be incrementally developed and serve as
a backbone for comparative effectiveness research.

In the near term, HealthTrust members and clients can expect
more self-service analytics and the means to profile physicians.
With added clinical encounter data, HealthTrust will also be able
to quickly target recall notices to affected facilities in lieu of blanket
notifications. The next step will be to fold in data normally sent to
specialty-specific registries and apply advanced analytics to make
objective, statistically sound associations between product utiliza-
tion and patient outcomes. From a contracting standpoint, we’ll
have a better understanding of what drives utilization of certain
devices and products—change in patient population, perhaps, or
a more experienced medical staff.

Reports and analysis will be available to subscribing HealthTrust
members, and super users will have access to an “opportunity lab”

where they can auto-generate reports and creatively query, extract
and intelligently leverage all the warehoused information. The
reimagined clinical data system will open doors to collaboration
between HealthTrust and our members and advisory boards, so
that we are nimbly and inclusively generating useful information
in real time.

Our next-generation clinical data system, collaborative efforts
like the recent Perioperative Pain Management Collaboration
Summit (see page 20), and educational activities such as the
orthopedic cadaver lab course for executives (see page 58) are all
examples of how HealthTrust is working to support our members
in their evolution toward a clinically integrated supply chain.
Combining our best-in-class pricing with the ability to see beyond
price to utilization and quality—and even long-term outcomes
associated with the products we contract for and hospitals sys-
tems buy every day—will have the HealthTrust member network
recognized as leaders in value-based care delivery.

Michael Schlosser, M.D., FAANS, MBA
Chief Medical Officer, HealthTrust
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YOUR Q3 GUIDE TO EVALUATING EMERGING TECHNOLOGY, PHARMACY AUTOMATION,
COMBATING THE OPIOID CRISIS, COMPLIANCE WITH MEDICATION SECURITY LAW AND

NEW PATHWAYS IN ELECTROPHYSIOLOGY

14

UNDER THE MICROSCOPE:
Investing in an automated

inventory management system
can increase patient safety, lower
inventory carrying costs, improve
medication delivery times and
create higher patient satisfaction.
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20

CLINICAL CHECK-IN: HealthTrust
recently hosted a Perioperative
Pain Management Collaboration
Summit for members in five
healthcare systems to discuss
strategies for addressing the
opioid crisis in the United States.

30

REGULATORY UPDATE:
HealthTrust helps pharmacists
comply with the Track and Trace
Law, which seeks to secure
medication integrity and track
product verification electronically
throughout the U.S. supply chain.






SOURCEBOOK | PURCHASING POWER

Evaluating
Emerging
Technologies

New regulations, smarter data capture and
rapidly emerging technologies such as

3D printing and robotics have introduced
new complexities and challenges to
hospital purchasing decisions. Using these
new technologies, manufacturers are
introducing a wide range of innovations,
including orthopedic devices that can be
personalized to a patient’s anatomy and
customized imaging that delivers more
precise surgical mapping.

With the demands of value-based payment models, lower
fee-for-service reimbursement and rising healthcare consumerism,
physicians are looking for ways to make more informed medical
decisions, improve outcomes with better-targeted therapies and
reduce negative side effects. Medical device sales rep-
resentatives are touting these as benefits of the new
personalized devices, but they often don’t have the
data to support their claims.

Not only do personalized medical devices typically
cost more than non-personalized ones, but they also
tend to require more extensive preoperative planning,
including expensive imaging tests. Their use may
cause procedural costs to rise without any discern-
ible value-add to the patient. In evaluating these new
technologies, how does a facility weigh the benefits
against the increased cost? Here are some guidelines:

ESTABLISH A FORMAL VETTING SYSTEM

Although hospitals bear the cost for cutting-edge
medical devices, it is still surprisingly common for
purchasing decisions to be influenced by physician
requests. Unfortunately, these requests are often based
on factors unrelated to either cost or patient outcomes.
Given skyrocketing supply costs, it’s no longer feasible
to purchase medical devices based on the physician’s
familiarity with the manufacturer or perceived ease
of use.

10 The Source | Third Quarter 2017

One way to ensure proper vetting of new technology is to create
a rigorous, formal evaluation process. While some facilities have
value analysis committees that include both clinical and supply
chain members, many have no formal vetting process at all. Others
have surgical committees where physicians and service line lead-
ers meet regularly to review information from manufacturers and
identify clinically significant devices that are potentially worth a
higher price.

“If a surgeon comes to the supply chain and requests a device
that’s not on contract, the most important question to ask is which
features warrant an upcharge,” explains Lane Conger, assistant
vice president of account management at InVivoLink. “Is it going
to decrease OR time? Improve patient outcomes? Is it really worth
the increased price if the implant hasn’t been proven?”

The evaluation process should also consider how many units
of the device the facility uses. Personalized devices often have a
shortened expiration because the patient’s anatomy may change
in the time leading up to surgery. It wouldn’t be cost-effective to
personalize every device.

“Even when using personalized devices, there is a risk of waste,”
explains Brent Ford, clinical director of inSight Advisory-Medical
Device Management. “If surgeons discover abnormalities during
a procedure, they would be forced to switch back to a standard
implant.”

Another consideration is the cost of introducing a new device
into the organization. “When evaluating these new technologies,
providers need to consider the in-service training requirements—not
just for physicians, but for staff as well,” Ford says. “New devices
may demand new skills and surgical tools.”

Continued on page 12
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Continued from page 10
SEEK OUT SUPPORTING DATA

Suppliers often market their personalized medical devices with
the promise, but not the proof, that their products make surgeries
faster and easier, and improve patient outcomes. While the FDA’s
application process for most medical devices does not require clini-
cal data, hospital committees should ask medical device reps for
the information or seek the advice of a consultancy such as inSight
Advisory that can help review the literature.

Patient-reported outcomes are typically tracked before surgery
and several times postoperatively. But for most of these products,
longitudinal data on patients’ health condition and implant per-
formance don’t yet exist. Even when it does, all clinical evidence
is not created equal. Rather, it can be rated on a scale between
I (high-quality randomized trial) and V (expert opinion). The high-
er the level a clinical study is rated, typically the less reliable it is.

“It’s fair to say that to date there is minimal evidence for better
outcomes with most of these products,” Conger says. “We recom-
mend that hospitals not accept any evidence that’s above Level
111 (well-designed, controlled trials without randomization). A
premium price shouldn’t be charged for a device without the out-
comes backing performance claims.”

PRIORITIZE PATIENT BENEFITS

Before catering to physician preferences, initiate a conversation
with them about the impact their choices will have on patient sat-
isfaction and clinical outcomes. “First, ask physicians how they’re
vetting the device,” Conger says. “Have they just read marketing
materials, or have they gone out to observe the product in an actual

surgery? Have they reviewed the data, literature and clinical trial
evidence?”

Value analysis committees should require proof that newer, more
expensive devices are cost-effective and better for patients.

“Some of the new personalized technology could lead to signifi-
cantly better outcomes,” says Chris Stewart, assistant vice president,
inSight Advisory-Medical Device Management. “However, hospitals
need to weigh whether the added expense actually benefits patients.
In some cases, companies are charging a premium for a customized
product that may not be adding any real value.”

THE FUTURE OF PERSONALIZED DEVICES

The introduction of personalized medical devices is a relatively
recent occurrence, and currently there is little evidence to suggest
they contribute to better clinical outcomes. Most of the products
now available for orthopedic, spine and cranial surgery can help
surgeons conduct better preoperative planning and potentially
shorten operating times. As data are collected on device longev-
ity and performance, physicians and hospitals will begin to know
where to place their bets.

In the meantime, personalized medical devices are being
developed for other surgeries, and 3D printing, smart biomateri-
als, intelligent diagnostics and biosensors will be impacting every
surgical specialty.

For more information on how to evaluate emerging technologies,
look for a newly published executive summary on personalized medical
devices at www.healthtrustpg.com/trending-topics, or email hpgsve@
healthtrustpg.com or sales@invivolink.com.

How HealthTrust Can Help

InVivolLink, part of HealthTrust’s suite of inSight Advisory Solutions, is a resource
for tracking outcomes and costs across the care continuum. Its proprietary technol-
ogy collects data, linking patient outcomes to the cost and types of implants used
in orthopedic and spine procedures. Providers can thereby extend their view of
care episodes longitudinally and continuously improve conversations between
administrators and surgeons.

HealthTrust’s inSight Advisory-Medical Device Management team provides
new technology reviews and sourcing strategies for physician-preference items
that are cost-effective, as well as supported by clinical evidence, best practices

and guidelines for appropriate use.
The team draws on the expertise of more than 150 physician advisors across 25 medical

specialties. These advisors help evaluate cutting-edge technology by reviewing and grading
clinical studies, gathering data, and providing an unbiased analysis of product advantages and
disadvantages. The team shares insights with physicians and decision-makers at the hospital level,
enabling them to reduce unwarranted clinical variation while making the best-value technology
available in their operating rooms and physicians’ offices.

HealthTrust’s size and purchasing power ensure a better price for partners on personalized
medical devices that have value in shortening surgical procedures, helping physicians better
accommodate patient needs and potentially improving clinical outcomes.

12 The Source | Third Quarter 2017
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Waste Not,
Wait Not

Optimizing Pharmacy Inventory
Through Automation

Health systems carry expensive pharmaceutical inventory. That’s
agiven. What’s not certain is how that inventory is being managed.
Investing in a more efficient inventory management system can
increase patient safety, lower inventory carrying costs, improve
medication delivery times, and create higher nurse and patient
satisfaction. By automating the distribution functions of the phar-
macy department, HealthTrust members have been able to free up
resources to focus on clinical pharmacy initiatives.

More Efficiency, Less Waste

Up until February 2017, the pharmacy inventory at Amarillo,
Texas-based BSA Health System was managed manually, says Travis
Lawler, PharmD, director of pharmacy. Now that BSA—owned
by Nashville, Tennessee-based Ardent Health Services—has pur-
chased both an inventory management system and two carousels
to store medications, inventory is scanned in and out from one
central location.

14 The Source | Third Quarter 2017

“We are already much more efficient and have increased
productivity,” Lawler says.

Thomas Chickerella, system vice president of supply chain and
pharmacy at Ardent Health Services, agrees. He has been heavily
involved in the process of helping BSA get the inventory system
up and running.

“The biggest improvement we’ve seen thus far is in the time
our techs are spending on replenishing the medication storage
carousels,” Chickerella says. “We used to have replenishments four
times a day, which took an average of two hours each time. Now
we’re able to do that just twice a day and it takes about 30 minutes.”

Though the facility is still in its optimization period with the
new automated system, Lawler and Chickerella are confident more
benefits will soon follow, including the potential for a pharmacist to
move out of a technical/logistic role and into more of a clinical role.

“When pharmacists can review how medications are working
and talk more with patients, it’s better for the patient and ultimately
saves the health system money,” Lawler says.

Other advantages have been a tighter-managed inventory and less
waste due to medications expiring. “We were spending more money
on inventory than we needed to,” Lawler says. Instead of maintain-
ing a week’s inventory at a time, the new goal is three days’ worth.

“And now we have the capability of running a daily report and
seeing what is going to expire in the next 30 days,” Lawler adds.
“We can easily move that inventory to a location where we will
use it.” Continued on page 16
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Continued from page 14
Faster Access to Meds—and Information

Beyond its cost-cutting features, BSA’s
inventory management system was imple-
mented to improve nurse satisfaction. With
the previous manual model, nurses had to
wait for pharmacists to check medications,
then wait for a technician to deliver them
to the hospital floors.

“With the machines, the medications are
already there waiting for the order,” Lawler
explains. The nurses now have a central
place to pick up the medications and waiting
time has been slashed.

Inventory management used to involve a
physical count every six months; now it can
be checked at any moment with the press
of a key. “Not knowing a current inventory
count made it difficult to decide how much
to order,” Chickerella says. “Now that we
know what we have, we only order when

Inventory
management used
to involve a physical
count every six
months; now it can
be checked at any
moment with the
press of a key.

we need to. As aresult, we’re seeing about a
25 percent reduction in our physical inven-
tory of drugs.”

Chickerella says BSA is the first in a line of
Ardent hospitals to implement the inventory
management system. “It was a tough startup
for the pharmacy team to get used to com-
pletely new processes,” he acknowledges,

“but now the work area is very organized,
clean and quiet. It’s just a better place to be.”

Centralization and Consistency

At HCA’s TriStar Division in Nashville,
Tennessee, inventory management has two
parts. The first is remote pharmacy ser-
vices, which entails a team of pharmacists
who work from home reviewing pharmacy
orders, freeing up facility pharmacists to
take on other duties. “They have been able
to expand their clinical programs, become
more decentralized, spend more time on
nursing units and with physicians, and
now they’re seeing patients,” says William
Waters, PharmD, director of consolidated
pharmacy services.

The second part of the system is the
pharmacy distribution service, where med-
ications are stored in a central warehouse

Continued on page 18
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Continued from page 16

and delivered every morning to the facilities’
automated dispensing cabinets according to
the automatic inventory reports received.
Waters says being able to maintain a consis-
tent drug formulary is one of the top benefits
of the division having its own distribution
center.

“When we first started, between all the
facilities, we had about 7,000 different
items,” he says. “It didn’t make sense to have
that many items in one center, especially
when so many were duplicates.” Over the
years, they’ve been able to consolidate that
number down to 1,200.

HCA’s West Florida Division also has its
own distribution center and utilizes auto-
mated dispensing machines, but its most
recent upgrade has been to a handheld soft-
ware system that links with the warehouse.
The mobile system has made it easier to scan
medicationsin and out, notes Joe Hoffmann,

PharmD, division director of
pharmacy operations. The
scanning system lets the distri-
bution center know what needs
to be replenished or reordered,
as well as the total value of the
inventory on any given day.

“We can see the inventory
in play,” Hoffmann says. “Is it
moving? Ifit’s not, we reduce it
almost to the point of ordering
certain items on demand. That
has reduced costs considerably.”

Similar to the TriStar division, formulary
management has become a key asset for the
West Florida division. “We discovered that
we had 16 buyers at each facility buying 16
different ways,” Hoffmann says. By reducing
drug shortages and increasing compliance
with contracted medication purchases, the
distribution center has saved the system
both money and time.

“If there’s a contract change and all the
facilities roll into that new contract simul-
taneously, we can manage those purchasing
needs,” Hoffmann says. “When it comes to
potential shortages, we try to stock a cushion
between us and the facilities so that when
we start running out, we let them know what
the substitution will be so they don’t have
to scramble.” o
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ISTOCK






SOURCEBOOK

CLINICAL CHECK-IN

Pain Points

HealthTrust Hosts
Collaboration Summit
to Discuss Strategies
for Addressing the
Opioid Crisis

HealthTrust recently convened members
from five healthcare systems (see sidebar on
page 22) to discuss the growing opioid epi-
demic and its tragic repercussions.

Held in Nashville, Tennessee, in mid-
April, the HealthTrust Perioperative Pain
Management Collaboration Summit “gave
participants the opportunity to discuss the
latest research on opioid addiction and share
insights on pain management,” says summit
co-organizer and HealthTrust Chief Medical
Officer Michael Schlosser, ML.D. “Attendees
also worked on developing action plans for
implementing an effective perioperative pain
management program—one that relies less on
narcotics and more on changing perceptions
of pain”

“Our goal was to give these members
some momentum and the start of a plan to
take home to continue this important dis-
cussion,” says the event’s other organizer

20 The Source | Third Quarter 2017

David Osborn, Ph.D,, senior vice president of
inSight Advisory Solutions for HealthTrust. ::

Healthcare’s Role

Opioids are a class of drugs that include
the potent synthetic drug fentanyl, whichis
legal but often sold on the black market; the
illegal street drug heroin; and prescription ::
drugs such as oxycodone and morphine. All

are addictive.

The Centers for Disease Control and
Prevention (CDC) calls the U.S. opioid cri-
sis “an unprecedented epidemic.” And, the ::
side effects (beyond possible opioid

statistics are dire:

» The rate of overdose deaths involving ::

opioids has quadrupled since 1999

¢ Drug overdoses now kill more people in

the United States than car crashes

e More than six out of every 10 drug over-

dose deaths can be traced back to an opioid
« Anaverage of 78 people die every day from
i ery timeline prior to their procedure.

an opioid-related overdose

A key point raised at the summit was the
healthcare system’s role in the opioid cri-
sis. In recent years, there’s been a dramatic
surge in medical prescriptions for opioids.
According to the CDC, more than 240 million
prescriptions were written for opioids in 2014
alone—enough to provide every American ::
with primary care physicians and emer-

adult with their own bottle.

Many of the people who received those
prescriptions are what experts now call “opi-
oid naive” or “narcotic naive”—that is, they
had never been exposed to an opioid before
undergoing a procedure and receiving anar-
cotic painkiller. Yet, in many cases, they’re
still taking the drug months after surgery— ::

even if it was a relatively minor procedure.

What if the healthcare system could turn

around these statistics?

Taking a Proactive Approach

Summit participants discussed ways that
the healthcare industry could lead the way
in addressing the opioid epidemic, as well as
change its approaches to pain management ::
i They might also draft an elevator speech

in general.

“We hope physicians, clinicians and
pharmacy leaders can help fix the problem,”
says Anthony Spann, PharmD, pharmacy ::
clinical coordinator at HCA Northside i

Continued on page 22

Where to Go
From Here

Ready to get started on developing a
perioperative pain management pro-
gram? Here are some suggestions from
the recent HealthTrust Perioperative Pain
Management Collaboration Summit to
help in planning:

1. Raise awareness. Education about
the risks of narcotic addiction is
critical. Patients need to understand the

dependency) of any painkiller they’re
prescribed, and clinicians need to be
talking about narcotics with them in
physician offices and at the bedside.
Surgeons could offer preop classes for
patients so they know what to expect in
the way of pain management and recov-

2. Collaborate across the care
continuum. Communication across
departments is necessary since the orig-
inal prescribing physician isn’t the only
one patients might visit in search of pain
relief. Surgeons, in particular, must be
aware of the opioid dependency problem
and work to minimize it by collaborating

gency department colleagues—sources
patients often seek for refills on narcotics.
3. Measure what matters. Quantifying
success may be challenging, but summit
participants proposed metrics to assess
the effectiveness of a pain management
program, including lower narcotic usage
per DRG (diagnosis-related group) and
per unit, positive changes in prescribing
patterns, reduced post-surgical complica-

£ tions and fewer readmissions.

4. Start with small wins. Providers can
jump-start their efforts by focusing on
what can be accomplished in the short
term, such as awareness of the opioid
problem across their healthcare system.

for clinical leads, create compelling
patient stories, develop a preoperative
patient education handout, or suggest
questions clinicians can ask to help identi-
fy active and recovering addicts.

ISTOCK
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Continued from page 20
Hospital in St. Petersburg, Florida, who
participated in the summit and is presenting
on the topic at the HealthTrust University
(HTU) Conference. “That’s a driving force
for meetings like this.”

According to Osborn, many HealthTrust
members have already begun taking a more
proactive role in developing an effective
response. For example, a multidisciplinary
team at HCA’s West Florida Division has
developed a set of multimodal pain man-
agement protocols.

Summitt attendee and HTU present-
er Leslie Masem, PharmD, explains that
her team’s protocols were based on the
“Management of Postoperative Pain: A
Clinical Practice Guideline” published in
the February 2016 issue of The Journal of
Pain. The protocols acknowledge that opioids
are appropriate in some circumstances and
in some amounts. But they also affirm the
benefits of a multimodal pain management
approach that can include other medications,
behavioral modifications, distraction therapy,
and heat and cold therapy. A healthcare team
considers the individual patient’s history and
situation to establish the appropriate multi-
modal solution.

“Ultimately, we want to see these protocols
create better patient satisfaction and safer
care for our patients,” Masem says.

Changing Perceptions About Pain

Until recently, the standard way to
approach postoperative pain was to try to
getrid of it altogether. Opioid painkillers are
effective at achieving that goal, but have had

unintended consequences: Patients begin to
expect and depend on that level of pain relief.

Physicians are not intentionally harm-
ing their patients, says Marcus Dortch,
PharmD, HealthTrust’s
senior director for clinical
pharmacy services. “They
are attempting to keep them
comfortable. We have set up
the expectation that after
surgery they should have
no pain whatsoever. That’s
a false assumption.”

It’s time for those beliefs
to change, experts say, but
it will take multiple strat-
egies, including education
about pain management
targeted not just to patients,
but also to physicians, |,
nurses and other healthcare
professionals. .

“The change in mind-
set is huge,” says Lynn
Tarkington, RN, assistant
vice president of physi-
cian and clinical services at
HealthTrust. “It’s not going to happen over-
night. You have to set the stage so that people
understand the scope of the problem.”

Summit participants discussed pain man-
agement protocols that include dedicated
education for the following key groups:

» PATIENTS, who will have to be educated
to think about pain in a new way—thatitis a
normal part of the healing process and can
help foster recovery as opposed to opioids,
which can hinder improvement. Patient

Systems —

The Case for E-prescribing

prescription opiates. Atul Gawande, M.D., MPH, of the Harvard School of Public

S urgeons are often blamed for being unwitting enablers of an oversupply of

Health, argues that one way to curb overdoses and abuse is for research agen-
cies to gather data to help surgeons guide their opioid supply decisions.

He also suggests allowing surgeons to prescribe opioids electronically, rather than
requiring patients to have a written prescription. In an article in the April 2017 issue
of Annals of Surgery, Gawande argues that electronic prescribing would make it
much easier for surgeons to write smaller prescriptions for 50 to 80 percent of their
patients, knowing they could remotely order an additional supply if necessary. This
would be opposed to the more common scenario: Surgeons overprescribing to meet
the needs of the 99 percent in order to avoid stranding a patient in pain.
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Summit Participants

The following HealthTrust
members sent teams of
physicians, pharmacists,
nurses and healthcare exec-
utives to the summit:

* Community Health

Franklin, Tennessee
e HCA'’s TriStar Division —
Nashville, Tennessee
e LifePoint Health —
Brentwood, Tennessee
» Scripps Health —
San Diego, California
Tenet Healthcare —
Dallas, Texas
And, PharmDs Anthony
Spann & Leslie Masem
(HCA’s Northside Hospital)
who are presenting on
the topic at HTU

education should start prior to surgery,
perhaps via a preoperative evaluation clinic.

* PHYSICIANS, who will have to rethink
the way they prescribe pain medication to
patients postoperatively.
They’ll need to work toward
a multimodal approach,
rather than defaulting to
a lengthy course of an opi-
oid painkiller with refills.
These physicians, whether
surgeons or those working
in emergency medicine
and primary care, must be
the leaders in delivering a
consistent and compelling
message. They will also
need to work with phar-
macists and others across
the care continuum.

e CLINICIANS, who will
have to help patients under-
stand the goal is to help
them manage their pain
without creating long-term
problems. Nurses need to
be frank about the risks of
dependency and addiction, while providing
patients with information to support them
through the recovery process. They also need
to tell patients how the prolonged use of nar-
cotics can cause potential complications or
side effects, such as immune system suppres-
sion and disruption of hormone levels.

“A change in culture is required as all care-
givers become educated on how to temper
unrealistic pain relief expectations and
proactively identify active and recovering
addicts,” Schlosser adds. “Training should
include suggestions on appropriate probing
questions to ask of patients prior to surgery.”

» THE C-SUITE, whose support and buy-in
to start a perioperative pain management
program is vital. Many healthcare executives
are likely unaware of the scope of the prob-
lem—or what can be done about it.

“You’ve got to get senior leadership to
devote resources, personnel and time to
start this kind of a program,” Tarkington says.
Such an approach is appropriate, Osborn
echoes, because pain management is such a
critical safety issue—one that can also have
financial consequences for hospitals. ®
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Delivering
Actionable
Insights

Pragmatic Data
Approaches With
InVivoLink and Clinical
Data Solutions

By 2030, it is estimated that nearly
3.5 million total knee replacement surgeries
and 572,000 total hip replacement surger-
ies will have been performed. Overall, total
knee and total hip revisions are projected to
grow by 673 percent and 174 percent, respec-
tively, between 2005 and 2030. Revision
surgeries and complications from primary
total joint replacements (TJRs) are expected
to experience similar growth.

Both bundled payment models and pri-
vate payer reimbursement contracts are
pressuring hospital margins, even as facili-
ties are competing for volume with growing
numbers of ambulatory surgery centers.

Now more than ever, comprehensive
strategies to understand and proactively
address the intertwined factors of care
planning, cost management and patient
outcomes are needed to help TJR, cardiac
and other service lines thrive. And at the
heart of those strategies are data that can
be collected, analyzed and acted upon to
improve outcomes, decrease costs and
enhance collaboration across episodes
of care.

Today’s digital environment is noisy and
full of data from many sources. Weed out
the static with these solutions that can lead
to real, positive change.

InVivoLink: Solving the Answers
Shortage

Good information is the foundation for
good decisions. Electronic health records
are supposed to be a data goldmine, but
unfortunately their retrospective reporting
design is often too stale to drive action.
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InVivoLink’s care cards give physicians a way to predetermine and
automate implant selection for specific patient groups. Data from patient
cases, a local surgeon panel and evidence-based implant research feed into
a care card, which is specific to a procedure type and patient age range

and BMI. Care cards form the basis of a

hospital’s surgical implant forecast.

Reducing costs, improving outcomes and
engaging the care team across the continuum
of care require a complete, longitudinal view
of TJR episodes, which hospitals can see
only by collecting relevant pre-, intra- and
postoperative data. Typically, a patient-re-
ported outcomes (PROs) survey is given
preoperatively (for a baseline score) and
postoperatively (to gauge progress).
InVivoLink, HealthTrust’s registry
platform, not only offers a PRO capture ser-
vice of this nature, but it also intraoperatively
tracks data in real time. This includes the
collection of information on procedures and
implants, as well as physicians’ chart notes.

Without InVivoLink, hospitals typically are
only able to capture scores via paper surveys,
and the data sits unused other than to satisfy
aregulatory mandate.

The Next Generation of Demand Matching

The practice of “demand matching”
implants to patients based on their charac-
teristics, such as age and expected activity,
is a decades-old concept, but it is regaining
popularity as an effective implant treatment
planning tool.

Most surgeons informally do some level
of demand matching already, in terms of

Continued on page 26
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Continued from page 24

choosing implants on a case-by-case basis.
But the continued, sometimes imper-
ceptible, influence of suppliers on those
decisions remains problematic. Data from
the Australian National Joint Replacement
Registry indicate that plenty of “mature”
implants have a failure rate of under 5 per-
cent after 10 years, even as the pricey new
models with no track record remain physi-
cian favorites.

The authorization of co-management
agreements with surgeons under CMS
bundled payment models has brought the
concept of demand matching back to the fore-
front. Co-management agreements are being
used to enhance physician alignment around
demand matching with incentives that might
include a more relaxed call schedule, OR
upgrades or a dedicated surgical scrub team.

A well-designed demand matching
protocol enables collaboration between
physicians and service line leaders. An
agreed-upon plan of care that considers
physician preferences, clinical evidence
research and implant cost variance, as well
as benchmarked clinical outcomes of the
implanting surgeons, can prompt improve-
ment on both the cost and quality front.

InVivoLink adds efficiency to the
demand matching process with a unique
offering: “care cards” that expand on the
definition of a case. They serve as a report
card on the entire episode of care, including
all patient outcomes, surgical notes and
emailed communications. Care cards are
specific to a procedure type, and patient
body mass index and age range. (See pre-
vious page for a graphic example.)

Based on cost and evidence-based med-
icine, hospital administrators work closely
with surgeons to prioritize the implants they
want to use. This implant list will eventually
become the care cards that are specific to
each surgeon. The complete “deck” of care
cards can be used to bring transparency to
the contracted cost of implants and physi-
cian practice patterns that don’t align with
the evidence-based recommendations.

Surgeons report in advance the implants
they will be using for certain types of
patients, so hospitals can calculate what
they’ll be spending on implants. Then, as

26 The Source | Third Quarter 2017

PROVIDERS NEED A
STRATEGIC APPROACH
TO ORGANIZING,
UNDERSTANDING,
PRIORITIZING AND
ACTING ON THE
INFORMATION.

cases actually move through the OR, they
can observe and record deviations from that
forecast. Capturing this intraoperative data
leaves an audit trail that points to individual
surgeons and gives them a chance to explain
discrepancies. The process isn’t punitive;
rather, it opens a clinically focused dialogue
between surgeons and administrators.

InVivoLink’s system generates reports on
how well actual implant utilization aligns
with the care cards. Collecting data on why
the designated implants are or are not used,
and tracking the associated patient out-
comes, allow for continuous improvement
in ways that are good for both patients and
hospitals.

InVivoLink manages implant tracking,
patient engagement and PRO reporting.
The platform is evolving into an end-to-end
care collaboration solution that extends TJR
episodes longitudinally and continuously
improves conversations between adminis-
trators and surgeons. For more information,
contact Lane Conger, assistant vice presi-
dent, account management for InVivoLink
at lconger@invivolink.com.

Clinical Data Solutions:
Improving Patient Outcomes
Through Actionable Information

In the face of complex challenges—such
as mandated alternative payment models
that hold hospitals financially responsible
for patient care costs through 90 days
post-discharge—hospitals must have an
in-depth understanding of the current
state of the care they provide. To that end,
hospitals can tap into many available data
sources, including professional registries,
financial and administrative records, and
claims databases, such as Medical Provider

and Analysis Review files. The challenge
for facilities is how to take these disparate
data sources and align them to identify
opportunities to improve quality, and then
engage physician stakeholders in improve-
ment efforts. Providers need more than
raw data—they need a strategic approach
to organizing, understanding, prioritizing
and acting on the information.

Clinical Data Solutions (CDS) provides
that strategic approach to data analytics.
The insights it can give on each hospital’s
unique challenges come from more than 20
years’ experience navigating physicians and
clinicians through the data and providing
a clear vision on how to improve patient
care and reduce cost.

The data is not the end product—it’s the
beginning of CDS’ services. Clinical con-
sultants provide one-on-one support to
the service line leaders of facilities. Data
is the backbone of their evidence-based
solutions, which include order sets, proto-
cols, pathways and tools to assist facilities
in mitigating the risk of adverse events or
complications.

CDS also has a group of physician
advisors who provide guidance, vet the evi-
dence-based tools and assist with the CDS
research agenda that includes presenta-
tions at scientific meetings and submitting
manuscripts to peer-reviewed scientific
journals. The most recent presentations
addressed the 90-day cost and frequency of
readmissions for acute myocardial infarc-
tion (AMI). (See page 28 for CDS research
on key conditions driving 90-day cost of care
for AMI.)

One 350-bed hospital was able to
improve its cardiac care delivery and out-
pace national mortality averages using CDS
expertise, resulting in 28 more saved lives
than the average hospital. It was also able
to achieve faster door-to-balloon times,
and lower readmissions and renal failure
complications. e

For more information on how CDS can
assist in improving patient outcomes, con-
tact HealthTrust’s Vice President of Clinical
Consulting and Analytics April Simon, RN,
MSN, at april simon@healthtrustpg.com.






TRENDING DATA CARDIOVASCULAR CONCERNS

Acute Myocardial Infarction 90-Day Bundle:
Cost, Readmission and Survival Trends

Clinical Data Solutions (CDS) turns data into information that can be used for action to improve
patient outcomes. At the American College of Cardiology Annual Scientific Meeting in March
2017, CDS presented research identifying key conditions that drive 90-day cost of care to
prepare hospitals for the new acute myocardial infarction (AMI) bundles.

AMI SURVIVAL TRENDS HOSPITALIZATION
While AMI continues to be a leading killer of COST TRENDS
Americans, more people are surviving their initial FOR AMI PATIENTS

hospitalization than ever before. Initial hospitalization
costs for AMI continue

‘Volume 333,244 decrensing length of
tay.
Survival rate 93.7% -

‘Survival rate 92.4% $14’126

‘Volume 398,000

eod

Survival rate 89.7%

TOP REASONS FOR AMI More than 90-DAY MEDICARE Patient comorbidities
90-DAY READMISSIONS 28 percent COST PER CONDITION not only make

of all of these patients will have an additional them “sicker”; they make them costlier to treat.
hospitalization within the first 90 days of discharge. The five most expensive comorbidities and their
: corresponding incremental cost are listed below.
. Heart Failure/Pulmonary Edema bialysis-dependent + $12,794

: Cardlac Surgery ~ ," aps + $9,481
. Sepsis Cardiac arrest, POA  + $6,368

: COPD/Pneumoma Cardiogenic shock, POA + $4,789
o AT O EESTE (98T Heart failure  + $4,715

“Trending Data” page within the “Physicians Advisors” section of the contact HealthTrust’s Vice President of Clinical Consulting and Analytics

View additional details on these trends by visiting the For more information on how CDS helps improve clinical outcomes,
HealthTrust member portal. April Simon, RN, MSN, at april.simon@healthtrustpg.com.
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Strategizing for
Medication Compliance

How Pharmacy Leaders Can Better
Prepare for the Track and Trace Law

hether located in a clinic,

hospital or standalone

facility, every pharmacy

leader has a different set
of daily activities. All are challenged to
remain compliant with the Drug Supply
Chain Security Act (DSCSA), also known
as the Track and Trace Law. Enacted on
Nov. 27,2013, the law was created to secure
medication integrity and track product ver-
ification electronically through the entire
U.S. supply chain. The Track and Trace
Law’s specific requirements and timelines
are being phased in over a 10-year period.

Nicolle Rychlick, director of clinical inte-
gration at HealthTrust, says that reviewing
and understanding state and federal leg-
islation is a vital first step to remaining
compliant. “State laws are just as varied
and nuanced as pharmacy operations,” she
says. She recommends using the FDA and
pharmacy association websites that offer
checklists and guidelines to help leaders
evaluate their plans. (See sidebar below.)
Knowing those deadlines and timelines is

crucial. “Consider your operational objec-
tives and start planning now,” Rychlick
says. “For example, you’ll want to
build a business case for capital bud-
get approvals, such as for new software
systems, which might be necessary for
compliance.”
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Rychlick helps HealthTrust members
communicate best practices with one anoth-
er. “Knowledge sharing is key in pharmacy,”
she says, “particularly strategies and poli-
cies that have been successful elsewhere.
We discuss the pros and cons of software
systems that members have either used or
are currently reviewing. When members
contact us with a question, we reach out to
the rest of the membership for answers and
try to connect them.”

HealthTrust has established a pharmacy
operations committee led by facility-level
experts to help members understand and
work toward compliance with the Track
and Trace Law. Members can confidently
employ the supplier identification and
contracting strategies discussed knowing
that they have undergone stringent review,
Rychlick says.

John Cicero, R.Ph., MBA, HealthTrust’s
director of pharmacy services, inSight

Advisory-Supply Chain, says that
members have access to an internal team
of subject matter experts who work closely
with suppliers and stay current by moni-
toring industry newsletters, changes to
the Federal Register and updates to the
FDA’s DSCSA webpage. These resources
provide the latest information on supply
chain security, program compliance and
important timelines.

Educational resources for pharmacy
leaders are available through HealthTrust’s
member portal, which also provides con-
tract pricing and weekly news bulletins that
highlight pharmaceutical contract changes
and announcements.

Understanding the Track and Trace Law
is a shared responsibility, according to
Cicero. To that end, “HealthTrust and the
major pharmaceutical suppliers provide
excellent training and compliance educa-
tion, including policy templates—typically
at no charge,” he says. “It’s also important
for members to request that their phar-
maceutical suppliers keep them updated
on any DSCSA changes or additional
requirements.”

To remain compliant, a team led by
Michael J. Bonck, R.Ph., pharmacy man-
ager at CHI Franciscan Health’s St. Joseph
Medical Center in Tacoma, Washington,
adheres to regional policies and proce-
dures, and relies on supplier partners to
electronically track a breadth of informa-
tion about drug purchases.

“For every product we’ve purchased,
our wholesaler has all the 3T informa-
tion, which stands for transaction history,
transaction information and transaction
statement,” Bonck explains. “The suppli-
er stores this information in a database
that we can access to query our product

Continued on page 33

THE 411

For the latest information on the Drug Supply Chain Security Act,

visit these online sites:

 HealthTrust member portal, pharmacy section

e U.S. Food & Drug Administration (www.fda.gov) and type in
“DSCSA” in the search box

e American Society of Health-System Pharmacists (www.ashp.
org/pharmacy-practice/pharmacy-topics/drug-supply-chain)
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Continued from page 30

purchases. We collect 3T information
that comes from the manufacturer for any
direct-purchased products and store the
data on a shared drive that is accessible by
company and date.”

Bonck recommends that pharmacy leaders
personally inspect their pharmacy opera-
tions, explaining that “periodic self-audits
ensure that you're maintaining appropriate
records that meet the intent of the guide-
lines” A regular self-audit makes it easier to
“retrieve important information in a timely
fashion, if queried by the FDA,” he adds.

Key milestones in November 2019 and
November 2020, respectively, will require
that supply chain partners engage only in
transactions involving products encoded
with a unique product identifier (marked by
serial numbers) and be able to verify prod-
uct legitimacy, Cicero says. By November
2023, dispensers of pharmaceuticals must

participate in electronic, package-level
traceability.
The law’s current timelines are:

November 2017: Manufacturers must
begin placing a unique productidentifier 2D
data matrix barcode, NDC, serial number,
lot number and expiration date) on nonex-
empt prescription drug packages. Pharmacy
leaders should, if they have not already done
so, confirm that the institution’s scanners—
especially barcode scanners that are used
at the patient bedside for drug administra-
tion—have the ability to read a 2D data matrix
barcode. Recently, a manufacturer changed to
a 2D barcode on its saline flushes and some
health systems had to update or reprogram
their scanners on short notice.

November 2018: A unique productidentifi-
erwillbe required on nonexempt, repackaged
prescription drugs, which the DSCSA

defines as medicines that are repackaged and
available for further sale (to include change
in ownership).

November 2019: Wholesalers can trade
only products with unique product identifiers
(serial numbers).

November 2020: Dispensers can only pur-
chase or trade products with unique product
identifiers. This means all companies in the
U.S. pharmaceutical distribution system,
including pharmacies, must participate in
an electronic traceability system that uses the
unique productidentifier (serial numbers) to
help detect and remove illegitimate drugs.

November 2023: Dispensers must partici-
pate in electronic, package-level traceability,
exchanging transaction data in an interoper-
able manner—including product identifiers
on individual packages. ®
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Electric Avenues:

New Pathways in Electrophysiology

Over the last few decades, the field of
electrophysiology (EP) has evolved from
one primarily dedicated to clinical research
to one specializing in the identification and
treatment of a wide variety of electrical mal-
functions. Electrophysiology studies (EPSs),
mapping and cardiac ablation are often
done outside of a cardiac catheterization
lab with their own dedicated
equipment. As more studies
are published in support of
using these innovative ther-
apies, supply chain leaders
will want to pay closer atten-
tion to this growing field.

What’s New in EPS

An EPS is a test that
observes and measures the
electrical impulses of the
heart. It uses programmed
stimulation to initiate abnor-
mal heart rhythms, determine the origin of
the arrhythmias and assess the risk of sudden
cardiac arrest.

During an EPS, specialized electrode cath-
eters send signals to the heart and record
electrical activity at various intracardiac
sites. Intracardiac electrograms are then
recorded to measure the conduction system

Abbott EnSite
Precision cardiac
mapping system
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and activate electrical stimuli to differentiate
rhythm types. Mapping procedures simul-
taneously acquire data from multiple
electrodes and track the catheters inside the
heart to visualize their location. Mapping
systems take that data and create a 3D map
of the cardiac chamber, visualizing arrhyth-
mia sites for interventional procedures to

MAPPING SYSTEMS TAKE
DATA AND CREATE A

3D MAP OF THE CARDIAC
CHAMBER, VISUALIZING
ARRHYTHMIA SITES

FOR INTERVENTIONAL
PROCEDURES TO FOCUS ON.

focus on. Standard fluoroscopy, CT, MRI
and ultrasound images can be integrated
into the map.

Diagnostic and mapping systems, as well
as the associated catheters, are approved
through the FDA 510(k) and premarket
approval programs. Here are some of the
most notable approvals in the EPS space:

e Abbott EnSite Precision cardiac
mapping system: Designed for catheter
navigation and mapping procedures. The
open-architecture platform combines
impedance and magnetics for improved
automation and improved detail in maps and
workflow. It uses the Advisor FL Circular
Mapping Catheter, Sensor Enabled, and
the FlexAbility ablation catheter, Sensor
Enabled, for ablation procedures.

» Boston Scientific (BSCI) Rhythmia: Uses
a high-resolution, basket-shaped mapping
catheter to quickly map the heart. The
system works well with complex cases of
paroxysmal atrial fibrillation, atrial flutter

Biosense Webster
Carto 3

and left-side arrhythmias versus routine
atrial fibrillation. There is no irrigated cath-
eter for ablation.

* Biosense Webster (BWI) Carto 3: A
closed-architecture, 3-D platform system
fully integrated for mapping and ablation
procedures, as well as ultrasound imaging.

What’s New in Ablation
Cardiac ablation is the intervention-
al procedure that scars or destroys, by
Continued on page 36
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Continued from page 34
means of a percutaneous transcatheter technique, the tissue in
the heart where an arrhythmia occurs. Radiofrequency (RF)
and cryoablation are the most widely used
methodologies; other treatments include
ultrasound, microwave and laser ablation.
Ablation systems generally include a gen-
erator, cables and catheters, and should
interface with EP monitoring and mapping
systems.
RF ablation is proven to be effective and
safe for the treatment of multiple arrhyth-
mias. Irrigated RF energy ablation systems
use an irrigation pump to infuse saline in a
closed- or open-irrigated tip catheter. Cryoablation systems consist
of a cryocatheter, a refrigeration console with nitrous oxide, and a
coaxial tube for nitrous delivery. Cryoenergy can be delivered at a
single site (catheter-based) or over a large tissue area (balloon device).
The type of ablation therapy chosen depends on operator
preference, patient size and ablation target. Cooled RF technologies
are generally employed where deep and/or transmural lesions are

required, such as ventricular tachycardia ablation. Irrigated RF or
cryoballoon ablation therapies are commonly used for atrial fibril-
lation ablation, and are dependent on operator preference.

HealthTrust’s Take

HealthTrust had preliminary discussions
with its electrophysiology physician advisors
about EP equipment, catheters and methods
in early 2017. The advisors note that most
physicians are comfortable with RF systems
having the smoothest workflow and with
which they’ve had the most experience. The
Abbott and BWI systems are comparable in
functionality and ability, and both suppliers
support clinical or technical staff in virtually all procedures. The
advisors say that supplier support—e.g., troubleshooting and keeping
them apprised of technology advances—is critical to smooth work-
flow and improved outcomes for ablation patients. Cryoablation is
performed exclusively in some labs and not at all in others, since
there is a high level of variability in physician preference for this
technology. e

Abbott EnSite
Precision cardiac
mapping system
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A few years ago, TriStar Centennial Medical
Center in Nashville, Tennessee, began
investing in limb preservation technology to
better treat patients with vascular diseases
who were at risk of amputation. The system
includes new X-ray, catheter and ultrasound
equipment to allow minimally invasive
surgeries that remove blockages and
restore blood flow to arteries.
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While the technology was costly, vascular surgeons pushed for
it because they viewed it as a way to help many in their local com-
munity. Peripheral vascular diseases that often lead to amputation
disproportionately affect minorities and older adults, says Michael
Stabile, M.D., MBA, chief of staff at HCA’s TriStar Centennial
Medical Center. By showing a commitment to those populations, the
facility drew the attention of like-minded professionals. They saw
firsthand the ripple effect of smart technology spending, Stabile says.

“When other surgeons saw we were serious about limb preserva-
tion, we were able to attract more physicians in various specialties,
including wound care and podiatry—allowing us to structure a
complete service line around a cutting-edge technology,” Stabile
says. “Just like top high school athletes want to go to the colleges
with the best training rooms and stadiums, high-end medical
talent wants to go to top facilities that have the best resources.

ISTOCK



“With a new technology that cuts across several subspecialties,
you increase your chances of success and reinforce collaboration
across the hospital,” he continues. “To use HCA founder Thomas
Frist Srs analogy, ‘smart people beget smart people.” ”

In addition to expanding patient care services and boosting physi-
cian recruitment efforts, new technologies can improve workflows,
enhance clinical outcomes and cut costs at healthcare organizations.
Despite the advantages, departments that could benefit from such
innovative healthcare tools have historically had a difficult time
justifying the capital investment.

Capital funding continues to be a challenge, acknowledges
Jeffery Woodyard, vice president of capital equipment services
at HealthTrust. However, the current focus on value-based care
requires continued improvement in the areas of patient care and
satisfaction, and technology is often key in helping accomplish those

goals. To ensure that they’re allocating their budgets appropriately,
supply chainleaders must quantify the benefits of new technologies—
both clinically and economically—while confirming that the tech-
nology “matches the facility’s strategic direction and mission,”
Woodyard says.

Facilities can better manage the budgetary impacts of technology
by adopting the following five best practices:

1. Take a financial pulse.

Before presenting a new technology for capital funding, supply
chain leaders need to understand the current financial environ-
ment of their facilities as well as that of their local community.

“The public perception of advanced medical technologies has
been a love-hate relationship that goes back decades, and like a
pendulum, swings both ways depending on how we look at it or
present it to the public,” says Felix Lee, M.D., medical director of
cardiovascular services at HCA’s Good Samaritan Hospital in San
Jose, California, and HealthTrust’s cardiovascular service line
medical director. “During economic boons, advanced technologies
and pharmaceuticals are praised for faster diagnoses, improving
the quality of care delivery, maintaining better health status and
ultimately saving more lives.”

In those periods, high-dollar items such as hemodialysis, cut-
ting-edge diagnostic imaging systems, organ transplantation and
personalized medicine-based genetic testing are “all the rage,” Lee
says. However, in lean years when hospitals are focused on cutting
costs, “these very same advanced technologies and pharmaceuticals
are vilified as the predominant factor for the continuing exponential
escalation of medical costs, which makes this once-revered approach
to healthcare delivery unsustainable,” he continues.

Before asking for a hefty capital investment for a cutting-edge
technology, hospital department leaders must understand the current
views of C-suite decision-makers. “In some extreme cases, the fear
is that when shortsighted and desperate cost-cutting strategies rule
the day, it may obscure any ability to pursue strategies that may re-
quire upfront spending or investment in new technologies to achieve
greater long-term savings,” Lee adds. “That’s when a persuasive
presentation, creative alternatives or a long wait may be in order.”

2. Differentiate between new and
replacement technology.

Most facilities tend to create budgets based on routine capital and
construction needs, lumping new and replacement technology into
the same area, says David Heider, director of capital equipment
services at HealthTrust. He suggests that facilities instead split rou-
tine funding into two buckets—one for new capital and the other for
replacement capital.

“The latter addresses normal replacement needs, while the former
allows the facility and administration to address the most recent
needs, either as incremental growth with additional units or as anew
service line or technology,” Heider explains. “New capital funding
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also allows the facility to focus on technology and benefits as well as
the impact on and alignment to strategic direction.”

While new technology can also have an impact on demand for
replacement technology, that tends to happen gradually, Heider
says. In the process of quantifying the benefits of a proposed new
technology, it’s important to assess its possible influence on the need
to replace existing technology.

3. Grasp the full cost of technology
adoption.

Budgeting for a new technology always requires knowing more
than the sticker price. “Most technology requires an experienced
staff to maintain and manage it, and training to equip the staff to
use it effectively, as well as space to put it in,” Stabile says.

Before implementing new technology, hospital leaders must
understand the full spectrum of associated costs. Start by listing
the issues the technology is addressing and the improvements
it will be enabling. “Those include quantifiable patient benefits
such as decreased length of stay, quicker recovery time or minimal
invasiveness,” Woodyard says.

“Does it replace current technology with more effective, less
expensive technology?” he continues. “Department leaders need
to understand the direct and indirect costs of the technology in
addition to what the reimbursement will be for the procedures
it will enable.”

4. Engage physician leaders in
decision-making.

Facilities need to engage physicians in making choices about
healthcare delivery, including technology adoption. Decisions about
new technology won’t go over well if they’re made by hospital ad-
ministrators and insurers in a silo, then mandated to clinicians, Lee
says. “The most critical piece of the process is physician engagement
with recommendations resulting from evidence-based data,” he says.

Acute care delivery and long-term follow-up involve more com-
plicated and layered decision-making than can be accounted for
based on analytics focused on profit, loss and return on investment.
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New technology’s economic impact can’t be
boiled down to purchase price, overall care plan
implementation or professional fees, Lee says.

“Medical decisions are complex, multifacto-
rial interactions that involve patient demands,
physician counseling, professional guidelines,
reimbursement systems, societal expectations
and legal considerations,” he says. “New tech-
nologies do, on average, improve the quality of
health outcomes. But whether they do so in
the short term, which most benefits hospitals
and insurers, or over the longer term, which
primarily benefits patients, is best understood
by physicians who are tasked with co-managing

disease entities with patients.”

5. Collaborate with leaders who have
shown commitment to the hospital’s
core mission.

The most successful hospitals are those where clinical and
administrative staff are aligned with common goals and understand
each other, Stabile says. “It’s impossible for administrators to have
a handle on all the new technology coming out; they are dependent
on their medical staff to vet and bring new technologies to them,” he
says. “In turn, the medical staff has the responsibility to introduce the
technologies that will best serve the hospital’s mission.”

To make sure that happens, Stabile recommends that hospital
administrators choose medical leaders who demonstrate they have
the best interests of patients and the institution at heart rather than
simply what benefits their own medical practice.

“Your process for purchasing technology should be a collaboration
involving many people; you don’t want a new service line revolving
around one person,” he says. And physician leaders who are recom-
mending technology investments need to take into account how
those products will fit into the hospital’s overall strategy and how
they will be financed.

“Moving forward, the C-suite will need to know more science, and
medical leaders will need to understand more business fundamen-
tals, such as how to put together a pro forma or develop a budget,”
Stabile says.

The healthcare environment—with supply chain and clinical
decision-making becoming more integrated and unified—is primed
for greater collaboration, particularly when it comes to evaluating
big-ticket devices and systems. Traditionally, the economic incentives
for cost-based hospital reimbursements and fee-for-service physi-
cian reimbursements were isolated from each other. That practice
“insulated physicians from the actual costs of care and promoted the
use of exciting new technologies with marginal benefits for no other
reason than novelty;” Lee says.

Today, however, alternative methods of reimbursement such as
bundled payments are changing the financial landscape for phy-
sicians. “Establishing physician incentives and penalties,” Lee
explains, “is making us all much more cost conscious.” §
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Vo LU M E PROCESSES
VELOCITY AND
VERACITY

When you use a loyalty card at your
favorite grocery store, the merchant
tracks and stores all kinds of data to
make shopping easier for you the
next time—and more profitable for
them. The store may email you
coupons for the items you buy
regularly, automatically generate
shopping lists for you on its mobile
app, or recommend sale items that
match your buying preferences.

i Continued on page 44

42 The Source | Third Quarter 2017






Continued from page 42

That personalized shopping experience is
evidence of how the retail industry has har-
nessed the power of data as a strategic asset.
The financial services, marketing, manufac-
turing, transportation and political sectors
have also incorporated data management
into their operating models.

Although the healthcare industry has been
slower to leverage advanced analytics and big
data technologies, data management and gov-
ernance are becoming increasingly important
for their demonstrated potential to improve
care, save lives and lower costs. Facilities are
boosting their ability to support a wide range
of healthcare functions by effectively manag-
ing and utilizing these huge quantities of data
commonly known as “big data.” (See sidebar.)

“Data management is critical for im-
proving traditional analytics in healthcare”
says Ed Hickey, assistant vice president of
clinical data and analytics (aka data scien-
tist) at HealthTrust. “Leveraging new data
sources can substantially enhance medical
research, improve clinical and financial risk
projections, reveal opportunities to boost
operational efficiency, and support clinical
decisions related to a patient’s disease state

capability to build advanced analytics
models for predicting and optimizing out-
comes. Third, and most critical, leadership
must possess the vision to transform the orga-
nization so that the data and models actually
yield better decisions. Two important fea-
tures underpin those competencies: a clear
strategy for how to use data and analytics to
compete, and the deployment of the right
technology architecture and capabilities.

Hickey suggests the following ways
hospitals can move toward managing and
capitalizing on their data:

personnel may already think of data as

useful in some isolated areas, such as
the pharmacy department’s ability to track
drugallergies for specific patients. But to use
data most effectively, staff and leaders across
the facility must realize that the data in their
system can be reorganized and utilized for
decision-making in a wide variety of areas
to bolster value-based care.

“It requires a changing mindset to
effectively leverage the volume, velocity and
veracity of data that organizations have avail-
able today,” Hickey says. “Management and

—I Change a limiting mindset. Hospital

“LEVERAGING NEW DATA SOURCES CAN
SUBSTANTIALLY ENHANCE MEDICAL RESEARCH,
IMPROVE CLINICAL AND FINANCIAL RISK
PROJECTIONS, REVEAL OPPORTUNITIES

TO BOOST OPERATIONAL EFFICIENCY, AND
SUPPORT CLINICAL DECISIONS RELATED TO A
PATIENT’S DISEASE STATE AND ACUITY LEVEL.”

Ed Hickey, assistant vice president of clinical data and analytics at HealthTrust

and acuity level.” It can also help with disease
surveillance and in developing population
health strategies.

However, Hickey acknowledges that a tre-
mendous amount of data in the healthcare
industry is privacy-related; therefore, “it’s im-
perative to ensure foundational components
are in place before using advanced analytics
approaches,” he says.

Fully exploiting data and analytics re-
quires three mutually supportive capabilities.
First, healthcare organizations must be
able to identify, combine and manage mul-
tiple sources of data. Second, they need the
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quality are at the core of ensuring this data
can be fully harvested to yield the greatest
value and applicability.”

For instance, big data that is reliable and
integrated throughout the healthcare sys-
tem could be used to help make strategic
decisions for clinical care, purchasing and
administrative plans. Imagine if all the sup-
ply chain and clinical data associated with
implant surgeries performed at your hospi-
tal—including the type and cost of implants,
as well as patient demographics, existing
comorbidities and any surgical complica-
tions—was easily accessible. With all that

data in a consistent and usable format,
supply chain leadership, physicians and
hospital administrators could formulate
strategies to implement best practices that
span the entire spectrum of patient care.

physicians and other leaders to rely

on the available data for strategic
decision-making, they must ensure that it’s
reliable.

“If people aren’t able to trust the data, they
won’t use it,” Hickey says. “There must be
an ongoing effort to ensure data integrity.
Subject matter experts must be constantly

Continued on page 46

2 Ensure data quality. If facilities want

o @
What Exactly
Makes Up Big Data?

Big data was born from mandatory
requirements reshaping healthcare, as well
as the realization among forward-think-
ing leaders that discovering associations
and understanding patterns and trends
within data could improve care and re-
duce costs. But managing that data can
be overwhelming, especially considering
the volume and diversity of data types,
as outlined in the 2014 article, “Big Data
and Analytics in Healthcare: Promise
and Potential” published in the Health
Information Science and Systems journal.
Though it is rare for a health system’s data
or IT managers to collect all of the following,
here are some of big data’s sources:

* Clinical data from computerized physician
order entry and clinical decision support
systems, such as physician’s notes and
prescriptions, medical imaging, labo-
ratory, pharmacy, insurance, and other
administrative data

* Patient data in electronic medical records

» Machine-generated or sensor data, such
as from monitoring vital signs

» Social media posts, including Facebook
and Twitter feeds, blogs and web pages

* Emergency care data, newsfeeds and
articles in medical journals







Continued from page 44

looking to see if the data is doing what it
needs to do and watching variations to see
if they are appropriate.”

Consistency is one of the greatest chal-
lenges of managing master data—and
inconsistent data may be construed as
unreliable. This is especially true in the
supply chain because data is harvested
in different ways and managed in multi-
ple systems—sometimes inconsistently by
different teams, says Dona Kambeyanda,
assistant vice president of business solutions
at HealthTrust.

Supply chain master files containing
duplicate records, inconsistent descriptions
and/or missing and inaccurate records have
far-reaching consequences, as Patricia
Corazao, Ph.D., HealthTrust manager of
business solutions, explains. “Purchase or-
ders and pricing may not be consistent, and
duplicated records can interfere with the
quality of reporting and procurement,” she
says. “Partial records can also waste person-
nel’s time, particularly when they check into
their system to look up or order an item and
nothing is complete or consolidated.

“Inaccurate and incomplete records in the
master files will have an adverse impact on
downstream systems, such as purchase order
item pricing discrepancies, poor analytics,
clinical errors and inaccurate patient billing,”
Corazao continues.

To help clients maintain data integ-
rity in their item and vendor master files,
Kambeyanda’s team has been providing item
and vendor master data services. The service
provides a cleansed file to the client that in-
cludes identifying duplicate or incomplete
records, as well as identifying discontinued
items and conversion to contract opportuni-
ties. HealthTrust can also augment an item
master with over 12 attributes, one of which
is aunique identification number (UIN). The
UIN provides the key to HealthTrust daily
data downloads containing contract pricing
updates. By incorporating the UIN with the
item master, members are able to proactively
deter purchase order pricing errors.

“The integration of item data can help
members in decision support and expediting
large I'T consolidation projects,” Kambeyanda
says. “And standardizing item descriptions
can improve purchasing functions so that
staffers can order the right items from the
right suppliers and at the right price.”
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Expand your data team. Managing

and reorganizing data was once con-

sidered the responsibility of the IT
staff, but today’s challenging healthcare
environment requires a more collaborative
approach. Rather than waiting for I'T to pro-
duce reports to be reviewed and analyzed
by decision-makers, increasing numbers of
healthcare facilities are discovering ways to
make data discovery and utilization available
for employees on a self-service basis.

For instance, Providence Health, a not-for-
profit health system in the Pacific Northwest,
built Vantage, an enterprise-wide operation-
al analytics platform. Within the first year
of use, the platform grew to 24,000 users,
including clinicians and patients. The tool

draws from hospital system data to offer users
the opportunity to access 40 different inter-
active, visual reports that are standardized
across financial, operational, supply chain
and clinical functions. Not only can physi-
cians access the reports to see which patients
need a colorectal screening, for instance, but
patients can also proactively view their own
health reports to see what preventive screen-
ings are recommended for them. After the
first year, the health system saw more than
100 percent improvement in cancer screen-
ing metrics. §

For more information on how HealthTrust
can help you leverage your data, contact
dona.kambeyanda@healthtrustpg.com.

EHR Adoption Drives Data Management

By 2020, 95 percent of providers are
expected to have adopted electronic
health record (EHR) technology, re-
sulting in a 48 percent increase in the
amount of data collected annually.

“As additional workflows and pro-
cesses are computerized, the power of
healthcare improve-
ment resides in the
collected data,” says
Phil Sobol, vice
president at Parallon
Technology Solutions.

“The starting point for

this data is in clinicians
utilizing EHR systems.

This new data will be

used to engage with
patients in real time,

drive better outcomes

for them and hopefully

bring down the cost of care.”

By accessing the wealth of information
available in the EHR, the care team can
make more precise diagnoses and treat-
ment regimens and better understand
the patient’s acuity—which impacts
staffing needs and helps determine
appropriate patient discharge plans—to
influence and minimize readmission
rates, says Charles Bell, D.O., chief
medical officer at Parallon Technology
Solutions.

To improve data management
processes so that staff can make
decisions about patient care, staffing
needs and potential savings, Bell and
Sobol suggest these best practices:

1. Standardize. Providers need to use
standard documentation templates as

well as structured problem
lists.

2. Reconcile. To generate
appropriate data that can
be used in encounters with
different providers, medica-
tion and problem lists must
be reconciled.

3. Document consistently.
Everyone on the care team
needs to document appro-
priately in the EHR so as to
generate discrete data that
can be mined by the system.

(Discrete data is information that can

be categorized into a classification. It is
based on counts, and only a finite num-
ber of values is possible.) Consistently
capturing data in a standard way makes it
relevant for decision-making.

4. Keep moving forward. Data
management is not a one-time project.
It requires governance and the adoption
of standards and best practices to ensure
information remains standardized and,
therefore, meaningful.






hen a stroke occurs, minutes matter. At Cypress
Fairbanks Medical Center, located in a north-
west suburb of Houston, Texas, the need for
faster stroke care used to mean transferring
patients to larger facilities that have more ad-
vanced equipment and around-the-clock specialist coverage.
But for the past 10 years, many stroke patients have stayed put
thanks to a telehealth platform that allows the suburban hospital
to provide 24/7 emergency stroke care.

When a patient presents with stroke symptoms, whether in the
emergency department or elsewhere in the hospital, the attend-
ing physician initiates a consult with the telemedicine platform.
Within minutes, one of the hospital’s three mobile telehealth
carts is rolled into the patient’s room and a board-certified, fel-
lowship-trained neurologist conducts a virtual consultation. “The
element of time is a crucial aspect in the assessment and care of
stroke patients,” says Doreen Gonzales, MSN, RN-BC, manag-
er of the offsite emergency departments at Cypress Fairbanks
Medical Center. “Telehealth provides the accessibility that plays
a major role in preventing further brain damage and improving

the quality of life.”
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Studies show that the use of telestroke technology, particularly
to reach patients in underserved areas, improves care and leads
to similar outcomes as if the stroke specialist was physically in
the same room as the patient.

A 2013 Thomas Jefferson University Hospital study of its
telestroke program, which it uses at 28 community hospitals in
the Philadelphia, Pennsylvania, region, found multiple improve-
ments at the end of the 18-month study period. Eighty percent
of the hospitals participating reported an increase in the use of
the drug tPA for acute ischemic stroke—the mean increase was
55 percent. And, the percentage of patients transferred from
community hospitals to specialized stroke centers dropped,
from 44 percent to 19 percent.

The Advisory Board defines telehealth—aka telemedicine—as
the “interactive, electronic exchange of information for the
purpose of diagnosis, intervention or ongoing care manage-
ment between a patient and/or healthcare providers situated
remotely.”

In general, there are three modes of telehealth delivery:

> Real-time (synchronous), using audiovisual telecommuni-
cation technologies to enable virtual consultations
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THE LATEST IN
TELEHEALTH RESEARCH

The Center for Connected Health
Policy maintains research catalogues,
updated annually, which give brief
insights from the latest peer-reviewed,
published studies related to telehealth.
Categories include patient satisfac-
tion, cost effectiveness, telestroke,
teledermatology and remote patient
monitoring. Access these guides at
www.cchpca.org/research-catalogues.

> Store and forward (asynchronous), when data such as X-rays
are digitally captured and transmitted for evaluation by other
providers

> Remote patient monitoring (synchronous or asynchronous),
employing connected devices to collect and transmit personal health
data from an individual in one location to a provider elsewhere

Based on the success of the telestroke program, Cypress Fairbanks
Medical Center started using its telehealth platform for non-stroke
neurology consultations in 2013. Soon it will be utilizing the platform
to connect patients with pediatric and neonatal specialists.

“As the population of Houston continues to grow and migrate
outward, technology’s role in healthcare is going to become par-
amount,” says Naman Mahajan, the hospital’s chief operating
officer. “Telehealth has the opportunity to provide community-based
facilities like ours the needed care of medical subspecialists once
accessible only to patients at academic medical centers.”

Other telehealth program goals include improving patient conve-
nience, increasing patient engagement and satisfaction, enhancing
patient outcomes and reducing their out-of-pocket costs. Employers
are likewise utilizing telehealth as a way to curb the cost of health-
care and employee absenteeism.

BALANCING HIGH-TECH AND
HUMAN TOUCH IN TELEHEALTH

WITH INCREASING FREQUENCY, people want to
maintain personalized experiences with their healthcare
providers, while simultaneously taking advantage of
advances in telehealth. How can providers and hospitals
strike the right balance between high-tech and human
touch with telehealth solutions?

The key, says Christopher Northam, HCA’s vice president
of telehealth, is to not view telehealth as a tech solution,
but rather as a clinical one. The technology serves as an
enabler, allowing providers to deliver care at the same
standard as an in-person encounter.

“At HCA, we have embraced telehealth as an integrated
clinical capability, which allows our providers to deliver
the right clinical expertise to patients regardless of where
they happen to be, in a timely manner,” he says. “By using
technology in the most effective and clinically appropriate
ways, our telehealth programs serve an ever-increasing
role in our enterprise-wide pursuit to continuously improve
patient care.”

The top four telehealth concerns in The Advisory Board’s
2014 Market Innovation Center Consumer Choice Survey
had to do with quality, efficacy and security: Will this
work? Is it secure? Will it be a good experience?

In other words, consumers want their healthcare to be
delivered without a hitch—whether in-person or virtually.
It’s one of the reasons Cypress Fairbanks Medical Center
in Houston has opted to hardwire its telestroke platform,
even though it was developed as a wireless system.

“In the event of
a weak connec-
tion or a distortion
of an audio and/
or visual feed, it
is possible that
the telehealth
physician will
not be able to
provide the most
accurate diagnosis
for the patient,”
says Naman Mahajan, COO at Cypress Fairbanks Medical
Center. “This affects the delivery of good patient care.”

When selecting a patient-facing telehealth service, look
for these features to create a more personal, albeit virtual,
connection with patients: multiple access points, including
mobile and web; simple user interface; picture or video up-
load capabilities; and access to customer service personnel
for assistance and troubleshooting.

“It comes down to our patients understanding that
whether the provider is physically or virtually at the
bedside,” Northam says, “he or she is able to make the
most educated, patient-specific decisions regarding their
treatment.” @
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PAST
THE
TIPPING
POINT

“WE HAVE SEEN

SIGNIFICANT

In June 2016, the Agency for Healthcare
Research and Quality (AHRQ) published a
telehealth evidence map, drawn from 58
systematic telehealth reviews, and found
that a large volume of research supports
the use of telehealth for remote patient
monitoring, communication and counsel-
ing for patients with chronic conditions, as
well as psychotherapy as part of behavio-
rial health. Many studies have found that
these telehealth applications improve out-
comes—including mortality, quality of life
and hospital admission rates.

Evidence supporting other applications
for telehealth is less extensive. In its report,
AHRQ warned that more studies are needed
to support the use of telehealth for consultations and applications in
pediatrics, prenatal care, the intensive care unit and dermatology. It
also concluded that more original research is needed to understand
the costimplications of telehealth under value-based payment models.

This lack of conclusive evidence isn’t stopping healthcare organi-
zations from adopting telehealth in new and innovative ways. In the
2017 U.S. Telemedicine Benchmark Survey by Reach Health, a tele-
health software company, slightly more than half of the 436 hospital
and IDN respondents named telehealth as a high, if not top, priority.

NEEDS.”

A SEAMLESS PATIENT EXPERIENCE

In 2015, Mercy in Chesterfield, Missouri, opened its Virtual
Care Center. The 125,000-square foot, four-story building houses
Mercy Virtual, the command center of the health system’s tele-
health operations that include the nation’s largest electronic ICU,
a telestroke program, virtual hospitalists and continuous remote
patient care of between 3,500 to 5,000 inpatients, while annually

Barriers to
Leveraging
Telehealth

Lack of employee
training/skills

Executive
resistance

17%

Privileging and
credentialing

Regulatory
issues

Maintenance and
ongoing support
for the technology

Source: 2016 survey by
Avizia/Modern Healthcare
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IMPROVEMENTS [IN
TELEHEALTH PARITY] ...
STATE LEGISLATORS AND
REGULATORY BODIES
CONTINUE TO MAKE
MEANINGFUL PROGRESS

IN THEIR EFFORTS TO
ALIGN AND MEET PATIENTS’

— Christopher Northam, VP of telehealth, HCA

providing virtual care to more than 300,000
outpatients. Dubbed “the hospital without
beds,” Mercy Virtual boasts more than 650
full-time employees, but no patient has ever
received care within its walls.

Randy Moore, M.D., president of Mercy
Virtual, says there’s a clear benefit to cen-
tralizing telehealth operations into one
command center, even across service lines.

“The primary value of the central group is
to combine the ability to integrate the entire
continuum of care, utilizing disruptive inno-
vation to progressively transform our model
to support a seamless, frictionless patient
experience,” he says.

Demand for Mercy Virtual’s services is
expected to grow exponentially, with its workforce expanding to a
projected 2,000 employees over the next four to five years.

A 2016 survey by Avizia, another telehealth provider, and Modern
Healthcare found that 63 percent of providers use telehealth in some
form. Hospitals and health systems lead the pack (72 percent),
followed by physician groups and clinics (52 percent) and other or-
ganizations, such as ambulatory centers and long-term care facilities
(36 percent). The most common service lines using telehealth are
stroke (44 percent), behavioral health (39 percent) and primary care
(22 percent). Additionally, the survey found that 95 percent of healthcare
organizations engaged in telehealth have a full-time program
director or manager dedicated to the effort.

FINE-TUNING THE SERVICE
HCA has been utilizing telehealth in earnest for more than a
decade. The organization has a physical presence in 20 states, but
Continued on page 52

Disruptive nature
of technology
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design
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technology and
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through its telehealth offerings, it reaches patients in nearly 300
sites across 30 states.

Over the past 24 months, HCA’s telehealth operations have grown
by nearly 90 percent. Telehealth became an enterprise service line
within HCA three years ago, which allowed HCA to begin truly scal-
ing and integrating on a national level.

“In order for HCA to develop a national strategy, our telehealth
programs across the enterprise had to reach a tipping point of volume
and integration into their clinical workflows,” says Christopher
Northam, vice president of telehealth for HCA. “Over the past
couple of years, we have standardized our telehealth operations to
include most aspects of clinical and technical education and support
across the company.”

The cornerstones of HCA’s telehealth offerings are teleneurol-
ogy and telebehavioral health. “Telehealth allows us to provide
high-quality, timely access to our patients wherever they may be,”
Northam says.

The organization also offers emergent and non-emergent telehealth
services in multiple other service areas, including pediatrics and
critical care. “We continue to develop our multi-year service
expansion strategy, which includes remote monitoring of discharged
patients as they return home or to skilled nursing facilities. We see
this as a critical step in our evolution of patient care aided by the use
of telehealth,” Northam says.

“We’ll be providing our patients with ongoing personalized sup-
portso they can get back to their daily routine while more effectively
staying in contact with their care team to ensure the best possible
outcomes,” he continues.

A 20-year telehealth veteran, Northam cautions against viewing
telehealth as a panacea. “For each service offering, we first must
determine if telehealth can effectively meet four requirements for
our patient populations—improve quality, increase access, optimize
coverage and control costs—for our patient populations,” he says.

Continued on page 54

ANYTIME, ANYWHERE

BY UTILIZING TELEHEALTH technology,
KentuckyOne Health is making care more
convenient and accessible for patients—
where and when they need it.

In 2013, Louisville, Kentucky-based
KentuckyOne, part of Catholic Health
Initiatives, became one of the first health
systems in the country to launch a virtual
24/7 urgent care service. For the past
four years, Anywhere Care has used the
Carena telehealth platform to connect
patients located anywhere in the state of
Kentucky with board-certified physicians
and nurse practitioners who can diagnose
and treat a variety of common conditions,
such as colds, flu, rashes and bladder
infections. Patients can access the service
via the web or a smartphone app, and
each visit costs just $35, whether or not
the patient has insurance.
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Since launch, KentuckyOne has provided
1,231 virtual urgent care visits. The cur-
rent monthly volume is around 130 such
visits. The majority of them still occur by
phone—patients register on the platform
and a provider calls them back—but every
month video visits are increasing as a total
percentage of visits, says Kathy Love,
division director of strategy and business
development for KentuckyOne.

Meanwhile, average patient wait time
for the virtual urgent care service is 11
minutes, with 95 percent of visits occur-
ring within 30 minutes. Usage by females
is double that of males.

One of the goals of the service is to
capture a population of people who
don’t have a primary care provider (PCP),
which now represent more than half of
Anywhere Care users.

“After the virtual visit, we give these
patients a path to follow to create a
relationship with a PCP at KentuckyOne,”
Love says. “We always provide them with
referrals, and if follow-up is required, we
try to make sure they have the opportuni-
ty to do that with a KentuckyOne provider
in their community.”

There were some challenges getting buy-
in from patients who already had a PCP.

“We found that those people were
actually more hesitant to use the service,”
Love says. “We struggled with how to
make it an extension of their PCP’s office.
Now many practices utilize Anywhere

Care as an after-hours call service,
offering better coordination between
offices and virtual care.”

The virtual care service isn’t
KentuckyOne’s only foray into telehealth.
The service line also includes provider-
to-provider connection for telestroke
assessment, emergency department-
based psychiatric assessments, and
genetic counseling and prenatal care for
high-risk pregnancies.

KentuckyOne recently received a grant
to launch a scheduling and documenta-
tion platform for telehealth visits. Patients
can schedule time with a certain provider,
and the platform, which is integrated
with the health system’s electronic health
record, manages the video feed and
documentation of the visit.

Up next is incorporating telehealth in
its bundled payment strategy.

“Rolling out Anywhere Care helped
us cut our teeth on providing telehealth
services,” Love says. “We’ve built the ex-
pertise and infrastructure and know how
to handle the physical connection and
documentation of the visit. Now we plan
to apply what we know to more complex
situations, like connecting our specialty
providers to patients we are managing in
bundles. We think we can interact with
these patients more efficiently, effectively
and frequently through telehealth than
having them come in for traditional in-
person visits.” e

STEVE DEBENPORT, GETTY IMAGES
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Last year, HCA linked its telehealth operations and electronic
health records system, enabling the enterprise to not only improve
the continuity of care, but also study telehealth encounters to ensure
they continue to meet the high bar of clinical quality.

CHALLENGES WITH TELEHEALTH ADOPTION

The usual challenges and barriers of any new hospital initiative apply
to telehealth adoption. According to the Avizia/Modern Healthcare
survey, some of the biggest obstacles include investment and technology
infrastructure (50 percent), clinical resistance (25 percent) and even
patient resistance (15 percent). (See graphic on page 50.)

Reimbursement challenges and regulatory burdens have also
been identified as major barriers, particularly those with facilities in
multiple states. The Affordable Care Act extended some telehealth
services to Medicare beneficiaries, but Medicaid and private-payer
telehealth parity rules are administered by state governments, which
hold conflicting views on the value of telehealth.

From a telehealth reimbursement and licensing requirement stand-
point, advances are happening more frequently. For the latest updates,
check: www.cchpca.org/state-laws-and-reimbursement-policies.

“We have seen significant improvements over the past two to
three years,” Northam says. “State legislators and regulatory bodies
continue to make meaningful progress in their
efforts to align and meet patients’ needs, thereby

making telehealth easier to integrate in our overall
healthcare delivery.”

THE FUTURE OF TELEHEALTH

These improvements are just in time for the
next frontier of telehealth, which may include
telesurgery—surgery performed by a physician
considerably distant from the patient using sophis-
ticated medical robotics and multimedia image
communication. Researchers at Florida Hospital’s
Nicholson Center in Celebration, Florida, have
been testing the viability of telesurgery and have
concluded that it is technically possible in the
United States now that higher-speed network con-
nections have helped resolve issues of time delay.

Led by Roger Smith, Ph.D,, researchers at the
Nicholson Center first determined the amount of
latency surgeons could tolerate.

“We found that surgeons generally could not
detect latency levels below 250 milliseconds,”
Smith explained in a 2016 interview with Robotics
Tomorrow. “Above this level, they could feel or see
the latency, but were able to successfully compen-
sate for it up to about 400 or 500 milliseconds.
Above 500 milliseconds, most surgeons could not
adjust their behavior to complete the procedure
successfully and safely.”

In asecond experiment, researchers measured
the average latency level at various distances—
within four hospital campuses in the Orlando
metro area (5 milliseconds) and as far away as
Fort Worth, Texas, and Denver, Colorado (30-150
milliseconds).

“When the iPhone was first introduced, we had
no idea all the things we could use it for;” Northam
says, “and now, it’s such an integral part of our daily
lives. It’s the same with telehealth. As it becomes
more ubiquitous, people are finding new and
effective ways to utilize it. Eventually, we believe
the term ‘telehealth’ will fall away, and these prac-
tices will become a natural part of the care we
deliver to our patients every day.” §
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MEMBERS IN ACTION: Richard
Yonker (Tenet), William Kellar
(HCA) and Bob Beyer (Hospital
Sisters Health System) were among

a group of member executives whose
experiences at a recent HealthTrust-
sponsored cadaver lab deepened their
appreciation for the skill of surgeons
and what drives their preferences.

61

MANAGEMENT MATTERS: Gregory
Brown, M.D., Ph.D,, orthopedic
surgeon at St. Joseph Medical Center

in Tacoma, Washington, discusses the
power of data analytics to not only
shape an organization’s clinical strategy,
but also its potential to detect variance,
offer solutions for complications and
improve patient outcomes.

64

LEADERSHIP LINK: A healthcare
facility’s reputation could be damaged in
an instant without a careful monitoring
of its online presence. Consider these
guidelines from communications
consultant Aileen Katcher and
HealthTrust’s David Osborn for
maintaining a strong online presence
and positive reputation for your hospital.
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TEAMWORK TOOLS MEMBERS IN ACTION

BRIDGE
BUILDERS

HealthTrust cadaver labs cultivate
understanding between physicians
and supply chain leaders

ichard Yonker has never

been to medical school, but

for two days in April, he

traded his suit and tie for a

surgeon’s gown and goggles.
Yonker, the vice president of supply chain
at Tenet Healthcare in Dallas, Texas, took
a deep breath, and began sawing into the
tibia of a human cadaver’s leg.

With orthopedic surgeons as their guides,
Yonker and about 20 other HealthTrust
members were guided through the steps of
surgical joint replacement on a cadaver. The
doctors explained the saws, scalpels, mal-
lets and other tools before handing them to
the executives, helping them install knee
and shoulder implants.
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HealthTrust’s cadaver lab program
provides an innovative way to bridge com-
munication between supply chain executives
and physicians. The immersive experience
provides a rare opportunity for supply chain
professionals to use surgical tools that are on
contract or might be added to the portfolio
in the future.

“It’s like walking a mile in somebody else’s
shoes,” Yonker says. “I got to take a peek
into that world, and it was fascinating. It has
added to my appreciation for what surgeons
deal with every day and how they use these
tools. They are true craftsmen.”

Last year, HealthTrust sponsored its first
cadaver lab in Chicago when Yonker and
other supply chain executives had the oppor-
tunity to “perform” components of spine
surgery under the guidance of practicing
neurosurgeons who are part of HealthTrust’s
Physician Advisors Program. “I learned just
how much strength and precision these sur-
geries require,” Yonker says.

LEARNING THE NUANCES

HealthTrust’s second cadaver lab was
held in April at the American Academy of
Orthopedic Surgeons Learning Center in
a Chicago suburb. Orthopedic surgeons
walked attendees through a conventional
shoulder replacement, a reverse shoulder
replacement, a total knee replacement and
an anterior cruciate ligament reconstruc-
tion. The surgeons also gave presentations
to the executives on their respective special-
ties and opened up the floor for discussion.

Michael Schlosser,
M.D., chief medical
officer of HealthTrust,
began the cadaver lab
program to assist sup-
ply chain executives in
making more informed
decisions on clinically
sensitive products. The
focus of this year’s ses-
sion was based on feedback from attendees of
the first cadaver lab, and reflects the growth
in knee and shoulder procedures amongbaby
boomers, including the shift toward value-
based models to pay for them.

“The lab gave executives a deeper under-
standing of how implants are used and the

Michael Schlosser,
M.D.

nuances between different systems that
drive physician preference,” Schlosser says.

The program helps alleviate some of
the natural tension between supply chain
executives, who manage costs and push for
standardized equipment, and physicians,
who often have strong preferences for a
particular brand or model.

For Yonker, the cadaver lab experience
has deepened his appreciation not only for
the skill of surgeons, but also what makes
them partial to one alternative over another.
“T have to put myselfin their place,” he says,
“even when it comes to an item such as a
surgical gown. Is it hot? Does it breathe
enough? You want physicians to be com-
fortable in the operating room, surrounded
by the equipment they need and staff they
fully trust.”

Yonker adds, “I have come to appreci-
ate just how mentally and physically taxing
their job must be every single day.”

SEEING A BIGGER PICTURE

Attendees agreed that the featured
orthopedic procedures were more com-
plex than they imagined
and gave them insights
into the rigors of a sur-
geon’s job.

Bob Beyer, vice pres-
ident of supply chain
services at Hospital
Sisters Health System
in Springfield, Illinois,
wasn’t sure he could afford to take a few
days out of his busy schedule to attend the
cadaver lab. But after trying his own hand
at mock surgery, “I was thrilled that I went,”
he says.

As with Yonker, the hands-on training
helped him understand why physicians
favor certain products. “We sometimes don’t
see the whole picture,” Beyer says. Surgeons
explained that in most cases expensive bio-
logics are not needed, but when they are
using implants or products they are not
familiar with, they often use them as rec-
ommended by the supplier.

He also discovered why physicians might
resist standardization efforts. The sur-
geon who walked him through a shoulder
replacement noted that the procedure was

Bob Beyer

taking longer than normal because he was
not accustomed to the particular brand of
implant he was using,.

The experience opened Beyer’s eyes to the
difficulty surgeons have converting to a new
implant. It’s analogous to driving the same
car every day and then suddenly switching
to a new one, he says. “You can still drive,
but you don’t know where the windshield
wipers are or how the brakes will handle. It
messes with you a little bit.”

Beyer says stepping into an operating
room simulation also provided him with
greater insight into when a physician-pre-
ferred item is critical versus nice to have.

William Kellar,
HCA’s TriStar Division
supply chain chief exec-
utive officer, expects
his participation in the
cadaver lab will lead
to better communica-
tion with physicians. “I
think it sends a strong
message to surgeons that I am willing to learn
more about their world and what they go
through,” he says. “I'm not just sitting behind
adesk or moving boxes from point A to point
B. I have to manage inventory, but also con-
sider the clinical agenda.”

Gregory Brown, M.D., HealthTrust’s
orthopedic service line medical director,
worked as one of the
surgical instructors at
the cadaver lab. He says
enhanced communica-
tion canlead to improved
patient safety.

“The more educated
someone’s team is and
the better they under-
stand each other, the
better the communication will be,” Brown
says. “Anything you can do to avoid miscom-
munication is going to pay off somewhere
down the road, reducing the risk of adverse
events.”

The price of an implant can’t be the only
consideration, Brown says. The higher cost
of a particular product may be offset in the
long run by the manufacturer’s support
when it comes to set-up in the operating
room.

William Kellar

Gregory Brown,
M.D.
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FOSTERING A GIVE-AND-TAKE ATMOSPHERE

While physicians shared their perspective
with hospital executives during “surgery,”
supply chain leaders had plenty of oppor-
tunities to voice their needs outside of the
OR simulation environment.

Schlosser says learning about the equip-
ment in this firsthand way puts supply chain
leaders on a more level playing field with
physicians during product discussions.
Doctors sometimes use medical jargon to
“create a barrier” and take the upper hand.

“I think the participating executives have a
newfound appreciation of the complexity of
the equipment and the implants,” Schlosser
says. “They hopefully also won’t feel as lost
when physicians delve into clinical details
about the demonstrated surgeries.”

Familiarity with the equipment can also
assist in negotiations with manufacturers,
Yonker says. “Suppliers will sometimes say,
‘How would you know this? You're a sup-
ply chain guy. Participating in the cadaver
labs has helped me to better understand

“The more educated someone’s team is and
the better they understand each other, the
better the communication will be. Anything
you can do to avoid miscommunication is
going to pay off somewhere down the road
and potentially lead to safer outcomes.”

Gregory Brown, M.D., HealthTrust’s orthopedic service line medical director

things like bone cement and implant-related
components. The more I can ‘talk’ their lingo,
the more it helps tilt the balance in my favor.”

The back-and-forth dialogue between
supply chain leaders and surgeons further
shed light on how the two parties might
collaborate to reduce health system costs.

“We often feel like physicians are resis-
tant to change,” Beyer says. “That’s not
necessarily true.”

In the seminar and discussion part of the
meeting, Beyer learned that some surgeons

Orthopedic surgeons walked cadaver lab attendees
through a conventional shoulder replacement, a reverse

shoulder replacement, a total knee replacement and an
anterior cruciate ligament reconstruction.
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would help the hospital more willingly in
exchange for having more experienced
nurses and surgical teams.

Yonker, a two-time lab attendee, plans
to be back in scrubs at future HealthTrust
cadaver labs. “I am a huge advocate of this
program,” he says. “I"d encourage any sup-
ply chain executive to attend.”

In fact, all three of the supply chain
leaders interviewed say they would highly
recommend this type of learning to their
peers. ®
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PHYSICIAN Q&A: Gregory A. Brown, M.D., Ph.D.

Solving Problems With Strategic Data Analysis

Gregory A. Brown, M.D., Ph.D,, talks
about the power of data analysis to detect
problems and practice variances in ortho-
pedics, and its potential to develop and
test solutions that will improve patient
outcomes.

What initially sparked your interest in
orthopedics?

After taking a biomedical engineering
course my senior year at lowa State, I real-
ized just how interesting a machine the
body is. When I went to graduate school
in engineering at MIT, I chose to write
my doctoral thesis on knee biomechanics.
That prompted my desire to attend Harvard
Medical School and become an orthope-
dic surgeon.

The first seven years of my practice, I
was a faculty member at the University
of Minnesota, but all of my clinical duties
were at a Level 1 trauma center in St. Paul,
Minnesota. I was principally the shoulder
surgeon at the hospital, but they didn’t have
anyone doing hip and knee replacements,
so I started doing those, too.

During that same period, I also provided
orthopedic care in a small town in west-
central Minnesota called Willmar. It was a
nice community to start my medical prac-
tice because a lot of people needed care,
and there weren’t a lot of orthopedic sur-
geons around. I got a lot more experience
there than I ever would have in a metro-
politan hospital.

How did you expand beyond performing
joint replacement surgeries to spear-
heading quality improvement projects
focused on improving outcomes of those
procedures?

When I moved to Park Nicollet Health
Services, they had 20 physicians perform-
ing elective surgery, but none focused on
orthopedic trauma. So I shifted the major-
ity of my practice to trauma and joint
replacements.

I also gotinvolved with the organization’s
Toyota Lean quality improvement train-
ing. After that, I completed the Advanced
Training Program for quality improve-
ment in healthcare at Intermountain
Healthcare in Salt Lake City. That 20-day
course helped me as Park Nicollet’s asso-
ciate chief of surgery for outcomes. I
worked with all the surgical subspecialties
on projects focused largely on patient-
reported outcomes.

What about these projects do you enjoy
the most?

Even back in graduate school, T was
happy to trade my engineering equations
for biostatistics equations because I love
the analysis. I enjoy analyzing data sets,
finding problems and then developing solu-
tions to improve outcomes for patients.
There might be a complication we need
to remedy, or a decision we need to make
about which treatment to give a particu-
lar patient. Our efforts all rely on data and
evidence-based medicine.

I love getting a group of surgeons
together to develop a protocol, then review
the impact on their outcomes. The fact that
T'm also a surgeon gives me the credibility
to foster that kind of collaboration.

In the future, I would like to com-
bine evidence-based medicine with
clinical data analytics from HealthTrust’s

hospitals to develop best practices for joint
replacements, anterior cruciate ligament
reconstructions, shoulder rotator cuff
repair surgery, hip fracture treatment and
other areas of orthopedics.

Data can certainly help you develop best
practices and test protocols, but what are
some of the common frustration points
with the data analysis process?

In most healthcare environments, the
data is real-world, which means some is
missing and some is inaccurate. When you
pull reports out of an electronic health
record (EHR) or a data warehouse, you
have to clean the data.

I experienced this firsthand in my qual-
ity improvement work at Intermountain
Healthcare. I examined blood clot preven-
tion—a project that won an award from
the Orthopaedic Research and Education
Foundation. When billing coders saw a
patient was tested for a blood clot, they
would code it as a blood clot, even if one
wasn’t found because the facility expended
the same amount of resources either way.

To calculate how many people actually
tested positive for a blood clot, my assis-
tant and I had to manually look through
1,800 charts. We verified all the true and
false positives and negatives to make sure
the data was correct. I learned the hardest
part is getting a data set to the point where

Gregory A. Brown, M.D., Ph.D., is the physician champion for bundled
payments for Catholic Health Initiatives (CHI) Franciscan Health. He
is a board-certified orthopedic surgeon specializing in knee joint
reconstruction and sports medicine at St. Joseph Medical Center in
Tacoma, Washington. Brown has conducted research on hip and knee
replacements, winning awards from the American Association of Hip and
Knee Surgeons in 2008 and the Orthopaedic Research and Education
Foundation/Current Concepts in Joint Replacement in 2014. He is the
former associate chief of surgery for outcomes for Park Nicollet Health
Services in St. Louis Park, Minnesota. Brown assists HealthTrust in designing the clinical
strategy, developing the clinical content and leading physician engagement efforts for the

orthopedic service line.
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you can believe the numbers
enough to analyze it.

What are some of your ideas
on shaping an organization’s
clinical strategy and making
systematic improvements?

One of the best ways to
move forward in medicine is
to develop a protocol and have
a group of physicians follow
it. If you have 20 surgeons
doing 20 different things, it’s
unlikely you’re ever going to
find or fix a problem. But if
we are all following the same
steps, then we can see what’s
working and what’s not. Then
we can modify the protocol to take into
account what we’ve learned, and move for-
ward with the updated guidelines. If and
when we find another problem, we’d revise
it again.

It’s an ongoing, iterative process called
PDCA, which stands for plan-do-check-act.
PDCA is a repetitive, four-stage model for
continuous improvement used in business
process management. It was popularized by
Dr. W. Edwards Deming, an American
engineer, statistician and management
consultant. He’s often considered the
father of modern quality control. With this
process, you plan what you’re going to do
before you do it, and then check and act on
the data. The model can be implemented in
the supply chain industry to improve the
quality and effectiveness of any process.

Are there aspects of medicine that can
sometimes make it hard to follow the
PDCA process?

Clinical practice doesn’t offer the benefit
of alaboratory setting where you can control
all the variables except one to see how that
affects the outcome. With a group of patients
who get knee replacements, some of them
have diabetes, some smoke, some have heart
trouble, some have all of the above. You
might see a problem but not know the cause.
You try to find the causal link so you can
figure out what to improve and trigger a
better outcome.
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In medicine, we rely on randomized
controlled trials. To find out if one treat-
ment is better than another, we randomly
assign people to one of two treatment
groups. In that way, variables we can’t con-
trol for—such as diabetes, heart disease,
weight and gender—get equally distrib-
uted in both groups. That should effectively
negate whatever affect those factors could
have on patient outcomes.

After analyzing thousands of patient-
reported outcomes, what have you found
patients care about the most?

The healthcare community uses the term
“outcome” loosely; we don’t really have a
good definition. Insurance companies tend
to focus on how much a procedure is cost-
ing them to treat. They don’t look at data
for the same reasons physicians do.

In 2009, I started a company that col-
lects and analyzes patient questionnaires.
After undergoing a joint replacement pro-
cedure, patients record their joint function,
activity level and health-related quality of
life. Those are the outcomes that matter
most to them.

Can you give an example of a process you
have helped change as a result of data
analysis?

For a few decades the American College
of Chest Physicians (ACCP) has issued
a series of guidelines for blood clot

prevention, which has been
a controversial topic within
the orthopedics field. ACCP
recommends the inject-
able drug Lovenox and
the pill Warfarin, but not
aspirin, which is what a
lot of orthopedic surgeons
use. The government
implemented these guide-
lines as part of the Surgical
Care Improvement Project,
or SCIP, and started
dinging the quality score of
physicians who prescribed
aspirin.
I know that ACCP-
affiliated internists are
concerned about blood clots traveling
to patients’ lungs, which makes sense.
However, because they don’t handle
surgeries, they’re less concerned than ortho-
pedic surgeons about surgical incisions
bleeding and causing wound problems.

So while at Intermountain Healthcare,
I chose to test a venus thromboembo-
lism prophylaxis protocol. In layman’s
terms: analyze the use of aspirin vs. the
other ACCP-recommended drugs. I first
did a meta-analysis that showed the stud-
ies cited by the ACCP guidelines didn’t
support its recommendations. In fact, it
showed that the bleeding rates for Warfarin
and Lovenox were four to six times that of
aspirin, and aspirin didn’t have a higher
rate of blood clots moving to the lungs. In
other words, we proved the ACCP guide-
lines were potentially doing more harm
than good.

Based on an analysis of 1,800 hip and
knee replacements at Park Nicollet from
2005-2007, readmission and re-opera-
tion rates for patients given Warfarin or
Lovenox were three times higher than in
patients who were given aspirin.

The economics of healthcare is such that
big pharmaceutical companies have the
capital to run a number of randomized,
controlled studies showing one drug is bet-
ter than all of these other drugs. Because
no one owns the patent on aspirin, there is
no benefit seen in testing it.

ISTOCK
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What were the results of testing the protocol? What did you
learn from this experience?

After discussing the risk factors with my 20 partners at Park
Nicollet, we tested the protocol for three years. Because of Lovenox’s
cost—$1,000 for a week of injections—we eliminated it from use and
concentrated on aspirin, an inexpensive treatment, and Warfarin, a
Medicare-reimbursable therapy.

At one year, we had 91 percent surgeon

Gregory Brown, M.D., Ph.D., and HealthTrust’s Todd DeVree
will be presenting ‘Joint Replacement Bundled Payments Toolkit:
Evidence-based Demand Matching” at the 2017 HealthTrust
University Conference in Las Vegas, Nevada. Visit the Trending
Topics section of the HealthTrust public website to view Brown,
DeVree and co-authors’ recent blog post: “Demand-matching
Orthopedic Implants to Patients: Opportunities and Obstacles.”

compliance with the protocol. The second year,

we had 92 percent compliance, and after the third
year, we were at 94 percent compliance. In terms
of patient outcomes, we reduced blood clots by
50 percent while lowering readmissions by 65 per-
cent at the end of three years compared to the year
prior to starting the protocol. It was a win-win.

The process taught me to look at data with eyes
wide open. It put me on a crusade to expose the
ways data can be hidden so that the whole truth
isn’t reported.

What are some of your goals as HealthTrust’s
orthopedic service line medical director?

My goal in this role is to help hospitals improve
clinical outcomes, and do so at a lower cost. This
can be accomplished, in part, by fostering collabora-
tion between supply chain executives and surgeons
within HealthTrust member facilities.

To that end, I've been a part of HealthTrust’s
orthopedic education series designed to show
supply chain executives how the most com-
mon orthopedic surgeries are performed. Most
recently, I joined orthopedic surgeons and fellow
HealthTrust physician advisors Craig Morrison,
M.D., Daniel Moynihan, M.D. and Matthew
Willis, M.D., in guiding supply chain executives
through a hands-on experience in an orthopedic
cadaver lab. Participants learned about the role of
technology and implants as well as some of the
sources of variation. (See page 58 for more details
on the latest cadaver lab.)

T'm also interested in talking more about
evidence-based demand matching with the
HealthTrust membership. Manufacturers make
claims about their devices and implants that aren’t
always backed up with alot of evidence. What we're
doing with demand matching is evaluating the
evidence and outcomes for implants based on the
demographic characteristics of patients. Patients
who are 75 years old and need a new hip don’t
require the latest and greatest implant designed
for athletes. An older, reliable and less expensive
model will get them back on their feet. ®
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Healthcare
N an

Online
World

5 Best Practices for
Reputation Management

There’s a widely known saying in the
business world: A reputation can take
decades to build and only minutes to destroy.
As the healthcare industry continues to be
more and more consumer-driven, the same
could be said about the reputation of hospi-
tals and health systems. With the massive
adoption of social media platforms, blogs
and physician review websites, and the rise
of always-on communication, it doesn’t take
long for news—both good and bad—to spread.

“We live in an instant, online world,”
explains David Osborn, senior vice president
of inSight Advisory Solutions at HealthTrust.
“Patients can share their perceptions, obser-
vations and opinions about a hospital before
they even get home”

These reviews can make or break an
organization’s online reputation. Internet
review sites, such as Yelp, Healthgrades and
Angie’s List, are growing in popularity, with
current and potential patients using them to
evaluate physicians, medical practices and
hospitals. A Gartner affiliate recently found
that 84 percent of patients use online sur-
veys to evaluate physicians, and 77 percent
of those patients go to online reviews first
when looking for a new healthcare provider.

“What people read or hear about your
facility, whether it is positive or negative,
will greatly influence their decision,” says
Aileen Katcher, owner of Katcher Strategic
Communications in Nashville, Tennessee.

HOLISTIC VIEW OF THE
PATIENT EXPERIENCE

The experience providers create for
patients is more important than anything
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else, Osborn says, and making it positive
starts with a healthcare system providing
superior care. Patient satisfaction surveys
repeatedly show that the attitudes and
manners of healthcare employees, plus
the amenities provided at the hospital, are
just as important as the actual medical care
they receive.

“It’s easy for providers to get defensive
when patients say something online about
their parking troubles when the surgeon
just did a great job repairing their hip,”
Osborn says. “But they need to remember
the patient experience involves more than
the clinical outcome achieved.”

Hospitals that provide an excellent
patient experience across the board—from
the food they serve patients to the tem-
perature they keep waiting areas and the
type of lighting they use in hallways—will
help to build a positive reputation. They are
likely to be spoken highly of by patients and
family members.

MANAGING YOUR ONLINE REPUTATION
Consumers regularly use the internet and

social media sites to research their health

conditions, symptoms and medications, as

well as medical practices and healthcare
facilities. That’s why it’s important to main-
tain a strong online presence and positive
reputation. Osborn and Katcher advise hospi-
tal leaders to heed these five rules for online
reputation management:

Tell your story. Hospitals obviously
play a significant role in the com-
munities they serve, and their employees
consistently go above and beyond what is
required to provide better health outcomes
for the people who walk through the doors.
Share those stories online, Osborn advises.
Tweet when a physician or nurse wins an
award, or simply share the interesting and
positive things happening inside your walls.
“People want to see patient and hospital
employee success stories, new technolo-
gies or exciting news about your facility,”
Katcher says.

For example, in early May 2017, Nashville,
Tennessee-based HCA shared a video on
Facebook thanking the 81,000 nurses in its
health system during Nurse Appreciation
Week. The video was shared by Facebook
users 320 times and received more than
19,000 views, propelling HCA hospitals

ISTOCK
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into the lives of potentially hundreds of
thousands of people. It’s the type of story-
telling that instantly draws people in.

Remember the internet is forever.

What goes on the internet stays
on the internet. That’s why it’s import-
ant to keep tabs on everything said about
you online, Katcher says. She recom-
mends working with a brand management
company such as Binary Fountain or
Reputation.com to monitor what is said
about your hospital and employees on
social media and review websites. It’s also
helpful to set up Google Alerts for your
hospital name and use a social media man-
agement tool such as Hootsuite Analytics or
TweetDeck to measure the impact of your
social channels.

Remember that most consumer rating
websites will not remove reviews, even
if the hospital is portrayed negatively. In
some cases, when a review is defama-
tory or libelous, you'll succeed in getting
it deleted—unfortunately, most likely
only after it has already been seen by site
visitors.

Always take action. A negative

comment or review is inevitable. But
it’s possible to turn an unfavorable com-
ment into a positive situation. A challenging
or discouraging comment should be taken
seriously and viewed as an opportunity to
make a change.

“Some people might look at a 96 percent
patient satisfaction rating and be pleased,”
Katcher says. “And, that score certainly
helps your reputation because a lot of satis-
fied patients are likely recommending you to
other people. But that also means 4 percent
of people were not happy with the service
or care they received, and those patients
and their concerns need to be addressed,”
Katcher says.

If a patient writes a harsh review online,
don’t reactimmediately. Instead, take a deep
breath and follow these approaches:

> Respond on the same channel. If a
person tweets a complaint, respond with a
tweet. If it’s shared on Facebook, respond
on Facebook.

> Be genuine. People can tell when you
aren’t being authentic or sincere, Osborn
says.

> Don’t be sarcastic or defensive. “Don’t
deny there was a problem or blame patients,”
Osborn says. “It will only make the situation
worse.” Rather than telling patients they are
wrong, ask questions about their complaint
and show you take their concerns seriously.

> Respect patient privacy. You can’t
disclose details about patients, even if they
are posting about their experience on the
internet. Be careful with the language you
use and facts you choose to discuss.

> Invite private meetings. Encourage
people to call the hospital (and provide
an actual person’s name and number) or
meet personally with them. This shows
that the hospital is willing to give one-on-
one time to customers who have concerns.

Leverage employees. Your employ-

ees are your best assets, Katcher
says. Their passion for their profession
make them the ideal candidates for com-
municating the hospital’s mission statement
to others.

However, employees can also do the
most damage online. “People tend to pay
more attention to comments and opinions
of people who are ‘insiders, ” Osborn says.
“If employees are not treated well or don’t
love their job, it will be reflected in how
they talk about their work online. If your
facility doesn’t have a good internal rep-
utation and work culture, the external
reputation won’t be good, either.”

Hospitals need to provide training about
what’s allowed and what’s not allowed to
be shared, Osborn says.

Highlight positivity. Be sure to

recognize and respond to posi-
tive comments and praise, Osborn says. If
patients have a good experience and share
about it on social media or a review web-
site, be quick to respond and say “thank
you” for sharing about their experience.
People use social media to interact and
engage with other people and companies,
and they will appreciate knowing their
review or comment has been seen. ®

GET SOCIAL

Twitter, Facebook, YouTube
and other social media channels
are a great way to connect with

current and potential patients.

And millennials are not the only

ones using them; baby boomers
are also actively engaged.

To effectively use social
media, David Osborn,
senior vice president of
inSight Advisory Solutions at
HealthTrust, offers these tips:

1.

Keep it simple.

Don’t use clinical or scientific
language. Maintain around a
sixth-grade reading level when
writing online.

2.

Keep it light.

The hospital is already a
frightening place to many
people. Organizations that

come across online as being
cold, clinical and sterile places
aren’t going to make people feel
comfortable.

3.

Keep it interesting.
Your social media channels
don’t need to be rehashes of
dry and boring press releases.
Instead, provide education,
health coaching, exciting news
about the hospital and input on
trending health topics.
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FROM THE DESK OF ED JONES

Navigating With inSight

Continued from page 4

Lend Your Voice to the Discussion

HTU will also be the place where we’ll
debut our new mobile app, HealthTrust
Advisor. The app is designed to provide a
platform for members to contribute their
expertise and knowledge to the product
selection and contracting process. The
member-focused environment will encour-
age collaboration with colleagues and peers
to share feedback on products and services
used to deliver quality patient care.

Ed Jones
President/CEO, HealthTrust

Related HTU Sessions

MONDAY, JULY 17

2:30 - 3:30 p.m.

» Tech Lab Information Session. inSight
Analytics—A Unique View Into Your
Spend & Purchasing Patterns with
Jennifer Holt, Nathan Woods

3:45-4:45p.m.

e Tech Lab Information Session: Solving
the Answers Shortage—Actionable
Insights Using Pragmatic Data
Approaches with Lane Conger, Paul
Cummings, April Simon

TUESDAY, JULY 18

10:30 - 11:30 a.m.

* RWJBarnabas Health: A Use Case
in Building a Foundation to Support
Data Quality & Analytics with Jennifer
Sturgeon, Bob Taylor

* Information Session: Transform Your
Supply Chain Into a Strategic Asset With
inSight Advisory with Tom Griffin

1:15 - 2:15 p.m.

* Information Session: Moving Toward
Analytical Capability, Disruptive
Innovation & Value Delivery with
Ed Hickey

2:30 - 3:30 p.m.

* Information Session: Bundled Payment
Solutions From inSight Advisory with
Todd DeVree, April Simon

 Information Session: inSight Advisory
Solutions—Collaborating With Member
Organizations to Improve Performance &
Financial Health with David Osborn

* Information Session: Partnership for
Success: An Innovative Approach to
Managing Your Medlical Devices With
inSight Advisory with Brent Ford, Anne
Preston, Chris Stewart

4:00 - 4:30 p.m.

* Information Session: HealthTrust
Master Data Services with Dona
Kambeyanda
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SPOTLIGHT ON

2017 HealthTrust Member Awards

The 2017 HealthTrust Member Recognition Award winners have shown outstanding performance, leadership
and service in many significant ways this past year. They have instituted successful saving initiatives, made

vital operational improvements, advocated for underserved patients, created an innovative program to
put pharmacists on the front lines of patient care and improved clinical programs through collaborative
pharmaceutical initiatives.

In the categories of Outstanding Member, Clinical Excellence, Operational Excellence, Pharmacy Excellence
and Social Stewardship-Community Outreach, the members spotlighted on these pages will be honored
in July during the 2017 HealthTrust University Conference in Las Vegas, Nevada.

! Qutstanding Member Award
RCCH HealthCare Partners—Brentwood, Tennessee

Rob Jay, executive vice president, operations
Brian Hitchcock, vice president, material resource operations
Steven Boyett, manager, material resource operations

Making Their Commitment Stronger
Two HealthTrust members merge to create myriad opportunities
for synergy and savings

When Regional Care and Capella Healthcare merged in 2016
to form RCCH HealthCare Partners, each entity brought with it
a history of dedicated membership in HealthTrust. After joining
forces, HealthTrust was identified as an integral partner in helping
drive synergies—and savings—for the new organization.

In the first year alone, RCCH HealthCare Partners identified a
savings target of $4.5 million in supply chain costs, derived largely
from the standardization of key GPO contract categories across
the 17-facility IDN. At the end of Q3 2016—just months after the
merger—RCCH HealthCare Partners was at 89 percent compliance
in the identified categories. And at the one-year mark, total savings
exceeded the annualized targeted amount.

In addition to GPO savings, the transition team, led by Rob Jay,
identified other areas of opportunity, including medical devices,
purchased services and pharmacy optimization.

Working with HealthTrust’s inSight Advisory team, RCCH
HealthCare Partners expects standardization of four medical
device categories—cardiovascular, hip and knee, spine and biolog-
ics, and shoulder—will save $1.9 million annually. The Pharmacy
Optimization Team, meanwhile, has identified $2.6 million in
additional savings.

To successfully implement these alignment and savings initiatives,
the transition team had to overcome many barriers and challenges,
including redefining clinical contracting strategies for the whole
organization.

Rob Jay Brian Hitchcock Steven Boyett

“The new organization has different layers of stakeholder-aligned
interests, and bringing those entities together was critical in our
launch,” says Brian Hitchcock, who directs the efforts of material
resource initiatives across the organization and is also a member
of HealthTrust’s inSight Analytics Board. “We are committed to
engaging our clinical stakeholders from the onset of all related
contracting initiatives and involve our clinical resources team to
facilitate those activities,” he says. “Explaining the initiatives be-
hind strategic sourcing is essential to the continued success of our
programs.”

“In addition, our absorption of different information systems
required more hands-on support to ensure data integrity,” adds
Steven Boyett, who is responsible for reporting on spend analytics
and contract compliance.

To ensure the momentum on these savings initiatives continues,
the supply chain team holds monthly calls and communicates key
contract launches with operational- and facility-level leaders. The
team also developed and actively manages a monthly contract
utilization summary through inSight Analytics to hold facilities
accountable.

“HealthTrust was able to identify the quick wins and helped us
collaborate with our physicians and clinical leaders to achieve the
initial savings,” Jay says. “These early wins have established the
processes and mindset of the entire organization on how we can
identify and realize additional savings as we move forward. We will
continue to look to HealthTrust as our partner in that effort” e
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' Clinical Excellence Award
Transitions of Care Team, Hackensack University Medical
Center—Hackensack, New Jersey

Nilesh Desai, administrator, pharmacy and clinical operations
Jewell Thomas, supervisor, Transitions of Care

Dianne Aroh, executive vice president, chief clinical and patient
care officer

Pharmacy on the Front Lines
Fewer errors and increased satisfaction when pharmacists are
part of the patient care process

In November 2013, Nilesh Desai, R.Ph., MBA, began a pilot study
in the medical-surgical unit of Hackensack University Medical Center.
The goal of the study was to show what happens when pharmacists,
instead of nurses, handle the medication reconciliation process that
takes place upon admission and again at discharge. By the following
November, Desai had enough data to make a strong business case and
pitch an idea to his leadership team, including Dianne Aroh, MSRN,
to create a Transitions of Care program that places pharmacists on

Nilesh Desai Jewell Thomas Dianne Aroh

the front lines of patient care.

In addition to conducting the medication reconciliation process,
the eight full-time pharmacists on the Transitions of Care team
attend multidisciplinary rounds, participate actively in discharge
planning, collaborate with physicians regarding medication therapy,
and extensively counsel patients and their caregivers.

Right now, the team is involved in the medication management of
about one-third of inpatients at the hospital, concentrated in medi-
cal-surgical, cardiology and bariatric units, as well as patients with
diabetes. Desai expects that number to increase as the program grows.

“My vision is to have a pharmacist in charge of the medica-
tion management of every single patient,” Desai says. “We’ll
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get there eventually. By being involved on the front lines,
pharmacists are in the right place to help reduce costly and dangerous
medication-related errors, while providing a superior level of
counseling to patients and their caregivers.”

In one case, a Transitions of Care pharmacist caught a potentially
harmful medication error: A patient was transferred from a reha-
bilitation facility, where his daily dose of synthroid was entered
in the medical record as 125 mcg, instead of 12.5 mcg. During the
medication reconciliation process, the pharmacist immediately
recognized this as a potential error and corrected it.

Studies have shown that fewer errors occur when a pharmacist
completes patients’ medication reconciliation. A small study from
2008 found that pharmacists discovered 19 percent more medica-
tion discrepancies than physicians did, while a 2013 study found
that pharmacist-led reconciliations in an emergency department
reduced discrepancies by 33 percent. Other studies have found that,
compared to nurses, pharmacists document more medications,
including over-the-counter and herbal supplements, and are more
likely to call patients’ outpatient pharmacies.

Since the start of the program, the medical center’s HCAHPS scores
regarding communication about medicine have improved overall.

For example, in the interventional cardiology unit, HCAHPS scores
jumped from 50 percent in 2015 to 69 percent the following year.

Jewell Thomas, PharmD, supervisor of the program, says they’re
currently looking at how the program may have impacted readmis-
sions during the same time frame.

Including pharmacists on the rounds not only prepares the patient
for discharge, but also helps the pharmacist develop strong rapport
with nurses and physicians.

“Our pharmacists are often sought out for their professional opin-
ion and frequently provide drug information support when needed,”
Thomas says.

But as with any change, there were some challenges, including
provider pushback. “When pharmacists started fervently clarify-
ing orders and collecting patient and medication histories, it was a
change in culture,” she says. “But once clinicians understood what
our purpose was and that the information collected was accurate,
they embraced the change. ”

As medication management becomes more complex, Desai
expects more organizations will prioritize the pharmacist’s role on
the front lines of patient care: “We are trained for this, so why not
take the leadership and own it?” e
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Il Operational Excellence Award
RWJBarnabas Health, West Orange, New Jersey

John Doll, corporate chief financial officer and executive sponsor
Bob Taylor, senior vice president, supply chain

Paula Strollo, vice president, centralized services

Mary Twomey, vice president, value analysis

John Tomochek, vice president, data and analytics

Tracy Burrell-Hancock, vice president, facility operations

Rich Hill, vice president, supply chain integration

Phil Maneri, vice president, sourcing and contracting

Surpassed Savings
Following a merger, RWJBarnabas Health leverages multiple
HealthTrust resources to exceed its savings goal

When Barnabas Health joined HealthTrust in June 2015, the
New Jersey-based health system signed on to save $30 million over
the next two years. The health system met the goal just 17 months
into its membership—and identified an additional $59 million in

John Doll Bob Taylor Paula Strollo

savings opportunities after merging with the Robert Wood Johnson
Health System in March of 2016 to become RWJBarnabas Health,
the largest IDN in New Jersey.

In 2016, the new 11-hospital system identified 234 supply chain
initiatives to achieve its savings target. Some of the biggest savings
came from pharmacy ($3.4 million), reprocessing services ($2 mil-
lion), endomechanical products ($1.75 million) and medical-surgical
supplies ($1.27 million).

To facilitate the smooth implementation of these savings ini-
tiatives and a variety of supply chain process improvements,
RWJBarnabas Health took advantage of HealthTrust’s leadership
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B

Mary Twomey John Tomochek  Tracy Burrell-Hancock
staffing program, which places HealthTrust personnel in supply
chain leadership positions at RWJBarnabas Health. These proven
leaders in centralized services, value analysis, data and analytics,
facility operations, supply chain integration, sourcing, contracting,
and other areas have helped knit together the various facets of the
supply chain to build an operation that is simultaneously robust,
dynamic and streamlined.

“This unique staffing solution allows RWJBarnabas Health
to leverage the wealth of knowledge, experience and resources
that HealthTrust offers,” says Paula Strollo, who serves as team
leader. “Our plenipotentiary roles allow us to make decisions
and perform as any other member of the leadership team at

Rich Hill Phil Maneri
RWJBarnabas. We are advocates, focused and committed to the
success of RWJBarnabas.”

Some of the best practices and process improvements now in place
include facility-wide comprehensive value analysis and supply
chain leadership programs.

RWJBarnabas Health is also centralizing the purchasing func-
tion, consolidating four disparate purchasing systems into a single
system and standardizing to a single medical-surgical distributor.
Contracting and sourcing have been centralized. A complete data
cleanse and standardization project has facilitated a new tracking
and documentation process to provide consistent analysis and re-
porting and improved ability to calculate savings opportunities. ®
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Gita Wasan Patel Pharmacy
Excellence Award
Ardent Health Services—Nashville, Tennessee

8

Tom Chickerella, vice president of supply chain, Ardent Health Services
Travis Lawler, director of pharmacy, BSA Health System

Amber Elliott, clinical manager, BSA Health System

Luke Barnett, clinical manager, BSA Health System

Roland Plude, director of materials management, BSA Health System
Kara Fortune, director of pharmacy, Ardent Health Services

A Collaborative Effort

Cutting costs and improving clinical programs through
pharmaceutical initiatives

Inlate 2013, the pharmacy department at Amarillo, Texas-based
BSA Health System, an affiliate of Ardent Health Services, paused
to review its structure. After a thorough analysis, it discovered
out-of-control operating costs that were limiting the potential of
its clinical programs.

“We realized that we could move members of our team out of
operational roles to grow a robust clinical program,” says Travis
Lawler, director of pharmacy at BSA Health System.

So over the course of three years, Lawler and his team—including
Amber Elliott, Luke Barnett, Karen Lemley, Chad Simpson
and Brandon McKee—worked together with the support of Tom
Chickerella and Roland Plude to implement initiatives to divert
resources to its clinical services.

Since early 2014, BSA has implemented nine new pharmacy
initiatives and hired five new clinical pharmacists. Among the
initiatives are creation of a pain team that has seen a 50 per-
cent reduction in postoperative opioid use among patients in an
Enhanced Recovery After Surgery program, and an antimicrobial
stewardship program that has achieved a 24 percent reduction
in antimicrobial spend.

Other accomplishments include an emergency room pharma-
cists initiative, a penicillin skin allergy testing program, a new
PGY-1 pharmacy practice residency and the installation of a per-
petual inventory management system. The department’s combined
initiatives have decreased total pharmacy expense by 8 percent
and increased total pharmacy revenue by 3 percent. Medication
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Tom Chickerella Travis Lawler Amber Elliott

spend has also been reduced by 20 percent, saving BSA’s facilities
more than $2.5 million.

Additionally, the pharmacy initiatives have contributed to
improved patient outcomes and increased patient satisfaction. BSA
Health System saw its HCAHPS score in the “Communicates About
Meds” category rise after providing more than 8,500 patients with
extensive and specific medication education by a pharmacist.

The positive results of these programs continue to pave the way
for further advancement of clinical pharmacy practice across the
BSA Health System.

“Seeing this kind of success is very motivating for both our ex-
perienced and new pharmacy team members,” Lawler says. “It has

Luke Barnett Roland Plude Kara Fortune

been a true collaboration. Every member of the pharmacy team
has played a role in developing and implementing these programs.”

And it couldn’t have happened at all without the backing of
BSA leadership, he says.

“Their leadership and support was the ignition for our improve-
ments,” Lawler says.

Lawler and his team also leaned on HealthTrust to help them
navigate implementation challenges.

“HealthTrust’s entire pharmacy consulting team, which
included Kara Fortune, has been a tremendous asset to us,” he
says. “Over the past several months, they have become integral
members of our team.” @
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ip Social Stewardship Award—
é Community Outreach

Marissa Wilson, patient assistance coordinator,
CHI Memorial Hospital—Chattanooga, Tennessee

Advocating for the Underserved
Drug replacement program assists patients with
more than just medication costs

Marissa Wilson
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As an uninsured patient, paying for expensive
medications and navigating assistance programs
can be overwhelming. But thanks to Marissa
Wilson and her leadership with the drug
replacement program at CHI Memorial Hospital,
the underserved and uninsured communities
of Chattanooga are getting the assistance
they need.

The program started as a way to replace
high-priced medications with more affordable
options for uninsured and low-income patients.
But since its creation in 2007, Wilson has adopt-
ed amore holistic approach to assisting patients.
She advocates on their behalf and helps them
access social services, including insurance,
Social Security, disability, low-income subsi-
dies and disease-specific foundation assistance.

“Every patient’s situation is different,” Wilson
says. “While one program might work for one
patient, another may not be eligible for the
same program. It sometimes takes navigating
various options to find what helps remove an
individual’s barrier to care.”

Wilson’s management of the program ac-
counts for $400,000 in savings annually. Since
2007, the program has saved the hospital more
than $3 million by “recovering” medications
from manufacturer assistance programs, usually
at negotiated or contracted prices.

In addition to her work with the drug replace-
ment program, Wilson was also instrumental
in bringing the Dispensary of Hope program to
Memorial Hospital. Through this partnership,
which collects and distributes pharmaceuti-
cals to charitable clinics and pharmacies for
low-income, uninsured patients, Wilson has
helped dispense more than $250,000 in free
medication.

Wilson is involved in at least seven other
patient assistance organizations in Chattanooga.
In 2012, she helped develop Bridging the
Pharmacy Gap: Medication Resource Guide and
Tips for Navigating Pharmacy Resources for the
Southeast Tennessee Area Agency on Aging and
Disability. Updated annually, the publication is
a guide to prescription assistance programs and
other resources for underinsured and uninsured
patients in the region.

Based on the best practices she developed at
CHI Memorial Hospital, Wilson has created
training on medication assistance basics that she
regularly provides to clinicians in her commu-
nity and throughout the United States. ®






HEALTHTRUST UNIVERSITY CONFERENCE | THANK YOU TO OUR SPONSORS

Thank you for
an outstanding
conference.

HealthTrust is pleased to
acknowledge the generous
contribution of the following
suppliers to the 2017 HealthTrust
University Conference. Thank
you for your commitment to

our members! General Conference
THE MEDICINES COMPANY

Wireless Internet / Cyber Café Cyber Café — In Kind / Escalator
AMERICAN EXPRESS CDW HEALTHCARE
Closing General Session Keynote Room Keys
AMERICAN REGENT TEVA PHARMACEUTICALS

Owens
Minor

Reception — Monday Reception — Tuesday Lanyards
OWENS & MINOR KIMBERLY-CLARK CLARIS LIFESCIENCES

@
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HEALTHTRUST UNIVERSITY CONFERENCE

Lunch
FRESENIUS KABI

Mobile App
NORTHFIELD MEDICAL

®

n

Mectra Labs Inc

Manufacturers of Medical Devices

TRONEX

HEALTHTC CARE

Tote Bags
QUIDEL

KONICA MINOLTA

Escalator
KONICA MINOLTA

aramark 2

Power Breaks
TRONEX INTERNATIONAL

KERMA

medical products

Breakfast — Tuesday
KERMA MEDICAL PRODUCTS

Py N
“sysmex

Weristbands Chair Drop Breakfast — Wednesday
MECTRA LABS ARAMARK SYSMEX AMERICA
adcammrv Baxter cheetah
medical
Hand Sanitizers Room Drop Room Drop Room Drop
DEBMED ADCOMMTV BAXTER HEALTHCARE CHEETAH MEDICAL
...
XX i
C ote E D MEDLINE
enSlS paperfreedm :
Room Drop Room Drop Room Drop Water Stations Pens
CENSIS TECHNOLOGIES EDM GROUP TRINITY STERILE MEDLINE INDUSTRIES URESIL
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HealthTrust Members Recognized for
Environmental Excellence

Congratulations to the HealthTrust member health systems and
facilities listed below that were recognized during the CleanMed
conference in May with Environmental Excellence Awards from
Practice Greenhealth. The annual awards honor outstanding
sustainability achievements within the healthcare sector. For more
information on the Environmental Excellence awards and a complete
list of winners visit practicegreenhealth.org/awards/2017winners.

Boston Medical Center

Top 25 Environmental Excellence
Circle of Excellence Award for Energy
Greening the OR Recognition

Catholic Health Initiatives
Partner for Change

CHI TriHealth Bethesda North
CHI TriHealth Good Samaritan

HackensackUMC of Hackensack

Meridian Health

Top 25 Environmental Excellence

Greening the OR Recognition

Circle of Excellence Awards for
Leadership, Sustainable Food, Safer
Chemicals and Environmentally
Preferable Purchasing

HCA

Facility-level awards include:
Emerald Award

Specialty Hospital Jacksonville

Partner for Change

Alaska Regional Hospital
Lee’s Summit Medical Center
Parkland Medical Center

St. Mark’s Hospital

Partner Recognition
Centerpoint Medical Center

Making Medicine Mercury Free
Specialty Hospital Jacksonville
Palms of Pasadena

Greening the OR Recognition
Parkland Medical Center

Hospital Sisters Health System
(HSHS)—System for Change
Facility-level awards include:

Partner for Change

HSHS Sacred Heart Hospital

HSHS St. Anthony’s Memorial Hospital
HSHS St. Elizabeth’s Hospital

HSHS St. Francis Hospital

HSHS St. John’s Hospital

Top 25

facility honors went to
two Healthtrust members:

Boston Medical Center

and
HackensackUMC
of Hackensack
Meridian Health

HSHS St. Joseph’s Hospital Breese

HSHS St. Joseph’s Hospital
Chippewa Falls

HSHS St. Joseph’s Hospital Highland

HSHS St. Mary’s Hospital

HSHS St. Mary’s Hospital Medical Center
of Green Bay

HSHS St. Nicholas Hospital

Emerald Award
HSHS St. Vincent’s Hospital

Greening the OR Recognition

HSHS St. Anthony’s Memorial Hospital

HSHS St. Elizabeth’s Hospital

HSHS St. John’s Hospital

HSHS St. Mary’s Hospital Medical Center
of Green Bay

HSHS St. Nicholas Hospital

HSHS St. Vincent’s Hospital

Trinity Health
Making Medicine Mercury Free
Mount St. Mary’s Hospital

GHX Names Ardent Most Improved Provider

In April, Global Healthcare Exchange (GHX) recognized
Nashville, Tennessee-based Ardent Health Services as the “Most
Improved Provider” at the 2017 GHX Healthcare Supply Chain
Summit in National Harbor, Maryland. The awards, which have
been presented to provider and supplier organizations for 17 years,
recognize leaders and visionaries that are leveraging supply chain
automation to remove waste, cut costs and improve patient care.
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The “Most Improved Provider” award honors the healthcare
provider that has made the most impressive year-over-year growth
in use of GHX solutions in driving efficiencies and savings within
its organization. Ardent Health Services, a member of HealthTrust,
was awarded because of its unique strategic approach to supply
chain improvements, adding 258 non-integrated GHX trading
partners through MetaTrade, as well as its outstanding metrics.
Tom Chickerella and Samantha Swanson accepted the award
on behalf of Ardent. ®



2017 INNOVATION SUMMIT
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Looking Forward
to Innovation

HealthTrust will host its third annual Innovation
Summit Oct. 5-6, 2017 at the Sawgrass Marriott
Resort in Ponte Vedra Beach, Florida. The
summit enhances HealthTrust’s clinical and
operational vetting process for new technology
and innovations from the supplier community.
Although the application acceptance period
has closed, the 2017 product selection process
had 266 submissions vying for 70 available
positions.

Attendees include HealthTrust clinical
advisory board members directly involved in
identifying and selecting technology for use
in member healthcare systems. “Suppliers
value the feedback of these clinical experts
as they assess which showcased innovations
truly deliver clinical or operational improve-
ments—a key litmus test for products added to
the HealthTrust contract portfolio,” says Mark
Dumond, assistant vice president of physician
services for HealthTrust.

HealthTrust is looking for products that
represent significant technological advance-
ment and either:

> Meaningfully improve clinical outcomes
or patient care (e.g., documented reduction in
procedure time, lengths of stay, readmissions
and infection rates)

> Streamline work processes and/or the
economics of facility operations (e.g., decrease
supply expense or resource utilization)

The Innovation Summit features currently
contracted and non-contracted suppliers with
new technology directly related to patient care,
information technology, care delivery or coor-
dination, or supply chain management.

Approximately 75 HealthTrust
physician advisors—board-certi-
fied in interventional cardiology,
electrophysiology, orthopedics,
neurosurgery, cardiovascular
surgery and other specialties—
will also attend the summit, which
is being held in conjunction with

the HealthTrust Physician Advisors
National Meeting.

Planned highlights of the
summit include a keynote address on
healthcare innovations and “Shark
Tank”-style presentations by selected
suppliers to a panel of clinicians,
operators and venture capitalists. ®
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FDA APPROVAL UPDATE, 2018 CALL FOR PRESENTATIONS

FDA Approves Expanded
Indication for Sapien 3 THV

In early June, the FDA approved an
expanded indication for the Edwards Sapien
3 Transcatheter Heart Valve (THV) for
patients with symptomatic heart disease due
to failure of a previously placed bioprosthetic
aortic or mitral valve whose risk of death or
severe complications from repeat surgery is
high or greater.

It’s the first time a regulatory agency
has approved a THV as a valve-in-valve
treatment. Valve-in-valve procedures offer
an alternative to repeat surgery, since the
replacement valve is inserted inside the
failing surgical bioprosthetic valve through
a patient’s blood vessel or a small cut in a
patient’s chest.

“This new approval offers U.S. patients a
less-invasive treatment option,” says Bram
Zuckerman, M.D,, director of the division of
cardiovascular devices at the FDA’s Center
for Devices and Radiological Health.

A bioprosthetic aortic or mitral valve
may fail over time due to stenosis, when
the valve narrows and causes the heart to

HealthTrust’s physician services team regularly reviews all
U.S. Food and Drug Administration (FDA) 510(k) approvals
and premarket approvals related to physician preference
products and those used in a diagnostic setting.

Edwards Sapien 3 Transcatheter Heart Valve

work harder to pump blood; regurgitation,
when the valve does not close completely
and blood leaks backwards; or a combination
of both. Treatment would normally require
repeat open heart surgery, which causes a
high or greater risk of complications for cer-
tain patients.

The FDA originally approved the Sapien 3
THYV for transcatheter aortic valve replace-
ment (TAVR) as an alternative option to
surgical aortic valve replacement for patients
with native aortic stenosis whose risk for
death or severe complications from surgery
is high or greater. In 2016, the FDA expanded
the approved TAVR indication for Sapien 3
THYV to include patients who are at interme-
diate surgical risk for death or complications.

The FDA evaluated data from the
Transcatheter Valve Therapy Registry,
which collects clinical data on the safety and
effectiveness of transcatheter valve replace-
ment procedures performed in a real-world
setting. ®

Visit the Physician Services page on the
HealthTrust member portal for more FDA
approvals and clinical evidence reviews.

Announcing the 2018 HealthTrust University Conference

CALL FOR PRESENTATIONS

Would You Like to Speak at
Next Year’s Event?

Submissions to be considered for the 2018 HealthTrust University Conference
will be accepted Sept. 12 - Dec. 12, 2017, only at
www.conferenceabstracts.com/healthtrust2018.htm.

Those selected to present will be notified in early 2018.

Don’t delay ... start formulating your program idea today!

Interested presenters (members, suppliers,

industry subject matter experts) should visit
www.conferenceabstracts.com/healthtrust2018.htm
for more details and to submit your proposal for

consideration.
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SAVE
THE DATE:
JULY 23 - 25, 2018
GAYLORD

OPRYLAND,
NASHVILLE

source

Find an archive
of past issues
of HealthTrust’s
award-winning
member magazine
at

, Or bookmark
Trending Topics
(

) for
fast access to magazine stories
as well as thought leadership
related to industry topics,
clinical best practices and
healthcare supply chain.
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