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STARTING LINE ‘ FROM THE DESK OF ED JONES

Amplify Your Influence

In researching topics for our upcoming HealthTrust
University Conference, the marketing team found
hundreds of resources on leadership and, more
specifically, influence. When thinking more in depth
about the topic, a few of the front runners on my
list include impact, importance, leadership, leverage,

reputation and significance.

ith influence comes great

responsibility. Consider

that: With each action,

promise made or sentence
spoken, each of us holds the ability to reflect
positive examples of impact and influence
in the relationships we’re privileged to be a
part of at work and at home. For those on the
frontlines of healthcare, the ability to convey
such influence can make all the difference in
delivering a positive patient experience or
helping to allay the fears of a patient facing
the unknown.

Asan industry, consider the influence that:

e ... legislation has had on the shift from
traditional fee-for-service models to value-
based care in this $3.3 trillion healthcare
industry that isn’t predicted to sustain itself
at 18 percent of the GDP.

» ...outcomes and evidence-based research
have had on supply chain. Cost, quality, out-
comes and clinically integrated supply chain
have become movements at the forefront of
our industry.

e ... clinical and other patient outcomes
data have had on influencing physician
behavior by engaging them in the supply
chain process. (See story on page 66.)

e ... predictive analytics have had in pav-
ing the way toward better patient outcomes,
lower costs and fewer complications. (See
story on page 72.)

o...unlikely partnerships and joint ventures
will end up having on the marketplace. News
reports earlier this year suggested partners,
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including Warren Buffett (via Berkshire
Hathaway)/Amazon/J.P. Morgan as well as
Aetna/CVS are attempting collaboration in
hopes of changing the system with a focus on
patient care and satisfaction and an attempt
to fully align the incentives of providers with
those of major health plans. Will the hype
materialize or spark a healthcare revolution?

e ... other unlikely partners, through
joint ventures, mergers and acquisitions, or
declared centers of excellence could emerge
as disruptive innovators, creating new value
networks or markets.

» ... technology has on healthcare, includ-
ing the new frontier of blockchain. (See story
on page 32.)

« ...ahighly functioning value analysis pro-
gram has on ensuring financial efficiency and
optimal patient outcomes through clinical
efficacy. (See story on page 12.)

«...interoperability will have on the future
of healthcare. (See story on page 55.)

«...baby boomers, becoming sicker as they
age, will have on the healthcare system that’s
in place to care for them. Despite advances in
medicine, clinical care and technology that
are helping people live longer and more com-
fortably, boomers face higher rates of chronic
disease than generations before them. (See
story on page 48.)

I challenge each of you to think about how
you can amplify your influence—both indi-
vidually and within your healthcare system
or facility. Whether by sharpening a skill,
obtaining new knowledge or enhancing the

compassion you bring to each patient or
colleague encounter—how will you recommit
to making more of a difference?

Organizationally, we are a collective of
providers composed of the nation’s lead-
ing healthcare systems. As a membership,
how can we continue to leverage our
collective reputation and influence to
amplify the mission of delivering high-
quality, cost-effective, evidenced-based
care for patients across the country? That
question will be considered throughout
the HealthTrust University Conference in
Nashville, Tennessee, at the end of July. T
look forward to hosting those of you who will
be attending our annual meeting, It’s always
inspiring to see the enthusiasm, network-
ing and learning embraced by our members,
business partners and colleagues.

My team will continue to deliberate on
how we can amplify our critical marketplace
differentiator—operator perspective and
expertise—to bring additional value to cur-
rent and future members seeking solutions
for total spend management as they continue
to build innovative, clinically integrated
supply chains.

Ed Jones
President/CEO, HealthTrust






CMO PERSPECTIVE ‘ FROM THE DESK OF JOHN YOUNG, M.D., MBA

Promoting

Understanding & Results

ligning medical device contracting
Ainitiatives with strategic educa-

tion and learning opportunities
is one of our objectives as select cat-
egories are launched moving forward.
Medical devices in the trauma space were
aprominent area of focus for HealthTrust’s
sourcing and clinical evidence research
teams in the third quarter of 2017 and early
2018. Complementing the launch and/or
renewal of related contracts, we hosted a
trauma cadaver symposium for supply chain
and C-suite healthcare executives in the
middle of June. This immersive learning
experience provided a rare opportunity for
supply chain professionals to wear a physi-
cian’s hat and “use” surgical tools that are
either on contract or that could be added
to our portfolio in the future.

At the recent symposium, physician advi-
sors James Bruffey, M.D., Clint Hill, M.D.,
and Stephen Press, M.D., provided lectures
and then hands-on guidance for participants
interested in trauma procedures and the
use of CMF plates, short intramedullary
nail, hip hemiarthroplasty, external fixa-
tion and distal femoral plate(s). Thank you
to these physician advisor members who
served as preceptors in the lab: Gregory
Brown, M.D,, Steven Evelhoch, M.D., and
Christopher Kauffman, M.D.

Attendees hung on the words of dinner
speaker, Jeffrey Murawsky, M.D., CMO
from Sunrise Hospital in Las Vegas, as he
described his and hundreds of other col-
leagues’ roles in responding to the influx
of gunshot wound patients the Sunrise ED
received late one evening last October. Jeff
relayed how a clinician concert-goer called
ahospital executive in real-time as the chaos
unfolded, indicating he needed to get to
Sunrise ASAP and alert anyone else he could
as it became all hands on deck that night.

While designated as a Level IT Trauma
Center, Sunrise was the hospital clos-
est to the site of the massacre inflicted on
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outdoor festival-goers. Hospital CEO Todd
Sklamberg shares how 300+ physicians and
nurses responded to help assess, triage and
care for this large volume of injured people in
the Fast on Their Feet feature, beginning on
page 40 of this edition of The Source.

From that crisis to the hurricanes of last
year to Boston’s 2013 marathon bombing, a
number of members offer firsthand accounts
of these historic emergency responses in
the same feature and as part of a two-hour
panel—Disaster & Emergency Prep: Expect
the Unexpected!—during the HealthTrust
University (HTU) Conference in July.

ADVANCING THE CLINICAL AGENDA
Having transitioned from my previ-
ous role as a hospital provider member, T
look forward to attending my first HTU
Conference as part of the organization’s
leadership team. I will be presenting
information on inSight Advisory clinical
integration services during the general
session and in Information Sessions. I'll
also detail how my team and I intend to
maximize the expertise of our physician
advisors, advance our clinical agenda and
best leverage HealthTrust’s tools, services
and experts to build a best-in-class, inte-
grated and aligned clinical data and analytics

TRADING PLACES

solution that empowers healthcare
providers to achieve their strategic goals.

We are interested in learning how we can
best serve your clinical service line initiatives
that promote positive results for patients,
improve outcomes and lower costs—from
utilization tracking, data dashboards, physi-
cian profiling and an outcomes registry, to
analytics and benchmarking capabilities that
leverage data and clinical expertise to deliver
scalable, evidence-based solutions.

If you are not attending HTU, I invite you
to share your feedback and insights on the
types of customized solutions that would
best position your organization to meet its
clinical integration and clinical data needs
of the future. Feel free to correspond with
me through thesource@healthtrustpg.com.

HealthTrust sponsored its first cadaver symposium in 2016, affording supply chain
executives the unigue opportunity to “perform” components of spine surgery under
the guidance of practicing neurosurgeons who are part of HealthTrust’s Physician
Advisors Program. The 2017 lectures and hands-on lab featured orthopedic surgeons
walking attendees through a conventional shoulder replacement, a reverse shoulder
replacement, a total knee replacement and an anterior cruciate ligament reconstruction.

The cadaver symposium was started to assist supply chain executives in making
more informed decisions on clinically sensitive products and to bridge communication
between supply chain executives and physicians. Attendees have said that the
symposiums provide executives with a deeper understanding of how implants are used
and the nuances between different systems that drive physician preference.






ADVERTISER INDEX

HealthTrust values your input. Members are
encouraged to email thesource@healthtrustpg.
com to join our quarterly reader panel and

offer feedback on favorite articles, topics and
ways we can continue to improve The Source.
Please contact us with your clinical initiative and
supply chain success stories to be considered for
inclusion in an upcoming issue.
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YOUR Q3 GUIDE TO TRENDS IN VALUE ANALYSIS, TELEPHARMACY, CARE BUNDLES,
TECHNOLOGY FOR OPIOID DIVERSION, ENERGY SAVING, BLOCKCHAIN TECHNOLOGY &
SERVER SECURI'TY]
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SOURCEBOOK

LEADING PRACTICES

A VALUE
ANALYSIS
TOOLKIT

Moving to Practice-based
Purchasing

To move toward mature value analysis, a
hospital or health system must understand
all costs associated with caring for indi-
viduals and communities, deliver quality
care aimed at achieving the best possible
health, and achieve financial results driven
by exceptional patient outcomes. A highly
functioning value analysis program ensures
financial efficiency and optimal patient out-
comes through clinical efficacy.

Resources, tools and techniques are nec-
essary to achieve maturity in value analysis.
A value analysis toolkit should support the
following five key processes:

Assessment
“The first step in any continuous
improvement process is knowing where
you currently stand,” says Vicki Alberto,
vice president, clinical resource manage-
ment at HealthTrust. “When you want to
shift your purchasing focus to the patient,
you need an objective view of which maturi-
ty level your hospital
or IDN is on.”

To accomplish
this, Alberto recom-
mends using a value
analysis maturity
tool to perform an
assessment of the
current program. This assessment can be
done by holding departmental or individual
meetings with C-suite leaders, supply chain
leaders, clinical leaders and key stakeholders
who are actually using the products. During
these sessions, team members should be
asked to comment on what’s working best
and which areas can be improved and be
made more efficient.

“Key stakeholders’ perceptions will differ,
but there are no wrong answers,” she says.

Vicki Alberto
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TABLE 1
HealthTrust Value Analysis Maturity Model Results

- Raw Scores

) ization/ Optimization/
- Foundational Conversion Utilization
5N

57

Clinical/Data
Integration

4

Value Analysis Levels of Maturity

Calculated Score

Standardization/ Optimization/  Clinical/Data

Foundational Conversion Utilization Integration

52 0 4 4

57 81 87 920

40 36 40 42
5 12 7 4

57 57 56 154 129 138 140

In this client example, inputs were totaled and a score calculated for each maturity attribute.

The value analysis maturity model shows
these varying perceptions objectively using
a scoring system. “It’s important to present
the responses as numbers, so they’re there
in black and white,” she explains. The team
inputs raw responses to the tool, tallies them
and calculates averages to assign a value
analysis level based on overall response.
(See Table 1.)

In addition to the surveys, Alberto’s team
asks each stakeholder a series of ques-
tions that will later be part of the verbatim
responses shared with leadership. The
questions point to certain levels of the value
analysis tool such as poor communication,
but they also offer potential solutions. If the
hospitals across a health system are using
different devices, there may be variability
in the level of care.

The value analysis maturity model offers
guidance on key attributes and how to reach
the next level.

Information
“At every phase of a value analysis
process, good data is key,” Alberto
says. “Through evaluating capabilities and
resources, you inform product or service
selection, ensure compliance and identify
waste.”
Data analysis tools should include:

e Opportunity Assessment — A deep dive
of clinical and financial data, as well as
external market data, can help you under-
stand your hospital’s dynamics, determine
product utilization and variation, pinpoint
places to eliminate redundancy and vali-
date potential savings up front.

 Clinical Review — Review of published
clinical evidence and industry observa-
tions is an exercise that should happen by
each service line. “While the categories
and levels of evidence may be difficult to
interpret,” Alberto explains, “as you add
physicians to the value analysis team you
bring clinical experience and scientific
method to data analysis.”

¢ Benchmarking — Benchmarking can help
you identify clinical variation from best
practices, deliver procedural and prod-
uct-specific insights, and inform pricing
decisions.

* Reporting - Hospital clinical and financial
data should be combined to create online
reports or interactive dashboards that illus-
trate clinical compliance and cost per case.
Insights are shared with physicians and
decision-makers at the hospital level.

Organization

“The value analysis team should
strive to achieve Level 4, a clinically
influenced, evidence-based culture across
the continuum of care,” Alberto says. “In
order to accomplish this, it’s important to
establish the processes that will give your
value analysis program a strong foundation.”
Key tools that support a dynamic value

analysis process include:

e Value Analysis Charter — A written docu-
ment that outlines how the process will
work, including committee structure, data
review and compliance monitoring.

¢ Multidisciplinary Committee — An enter-
prisewide committee structure that

Continued on page 15
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Continued from page 12

includes top-down support and engaged

physicians, nurses and other stakeholders

to sustain the initiative.

e Standard Agenda - A format for every
meeting that ensures team members are
prepared when they come to the table.

e Products/Services Evaluation - A
process to generate discussion, build
consensus and, when appropriate, moti-
vate change around clinical preference
items. Team members will be assigned
accountabilities, and leaders will monitor
key metrics.

According to Alberto, “If you're a stand-
alone hospital, you have one value analysis
team with representation from all the key
departments—supply chain, surgery, nurs-
ing, finance and cath lab. If you're a health
system with more than one hospital, it
may be beneficial to form teams by ser-
vice lines with a financial representative to
help guide and answer questions specific to
reimbursement.”

Communication
Because value analysis is a col-
laborative effort among leadership,
clinical teams and other key players in the
organization, it is important to communicate

the process across departments and build

confidence with early wins.

“People do receive messages
differently,” Alberto says. Corporate
leadership might think it has
sufficiently communicated a deci-
sion through its departments by
simply sending an email or sched-
uling a meeting, while staff might
claim to never have heard about the
initiative.

“If departments report that they’re
not getting feedback, it’s taking too long
or leadership is not responding to their
needs, you won’t get any participation in
the future,” she continues.

A communications plan can help lower
staff frustration and ensure a high level of
supply chain/clinician engagement. The
written plan should incorporate strategies
for:

e Leadership Engagement — Messages
aimed directly at the C-suite and other
high-level leadership to help them under-
stand the hospital’s unique operating
environment.

 Physician Engagement — Strategies to
build relationships between hospital
administration and physician leaders. “As
you integrate physicians into the evalua-
tion process,” Alberto says, “it’s critical to

]
Key Benefits of Value Analysis

Process Improvement
Standardized product
review, analytics and
governance to ensure that
the process is sustainable.

initiative.

Organizational Alignment
A multidisciplinary,
enterprisewide commit-
tee structure has been
established that includes
sustained top-down sup-
port, engaged physicians,
nurses and other stake-
holders, and physician

i leadership to maintain the

i Improved Patient

i Outcomes/Experience

i A clinically influenced,
evidence-based culture
across the continuum of

care improves clinical :
© outcomes and enhances the
patient experience. :

risk and optimizes care
delivery.

Speed to Alignment

A highly functioning value
analysis program makes
onboarding new products
and services faster and
easier.

Cost Reductions
Savings on the products and

i Reduced Clinical Variation | services that enable your
i Continuous, enterprise '
¢ review of evidence reduces

hospital to deliver patient-
focused care.

Cost

Value-based
Purchasing
Utilization

Quality

Sourcing
Contracting
Replenishment
Logistics

Supply
Chain

PATIENT

Finance Clinical

Outcomes

Quality Measures
Outcomes

Experience

A CQO-based system, focused on the
patient, is the ultimate goal.

get their commitment—some are more ‘in’
than others.”
Organizational Alignment - Effectively
communicating the rationale for product
standardization and services selection is
key. On scheduled conversions, the plan
should outline which hospital depart-
ments will evaluate the product and then
develop a plan that includes education, if
needed, and conversion assistance.
Operational Alignment - The supply
chain team needs to be in tune to the
pending changes. They are responsible
for all the logistics required to bring
about an effective conversion and have
the appropriate product available—the
right product, through the right route,
in the right place, at the right time. This
includes efficient utilization of current
stock as well as initial inventory of the
new products.
Vendor Alignment — Effective com-
munication to the supplier and/or
manufacturer communities is critical to
determine timelines for education and
in-service, as well as provide business
partners time to adjust inventories or
ramp up manufacturing. Plans should
include facility contact names and appro-
priate times they can be contacted by
field representatives.

Continued on page 16
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Continued from page 15

Optimization
A full value analysis maturity
program requires top-down sup-
port, a clinical evidence review process and
physician engagement. The value analysis
committee has the means and resolve to
examine spend data in the context of best
practices.

Internal utilization requires analysis

tools that help you:

e Understand the impact of various pay-
ment policies on reimbursement.

e Anticipate and swiftly respond to dis-
ruptions in the supply chain—such as
a drug shortage—so patient care is not
compromised.

e Understand the impact of all medi-
cal supplies, devices, pharmaceuticals

and services on patient outcomes and
reimbursement.

¢ Determine if implemented strategies are
effective and achieving expected out-
comes, clinically and/or financially.

External monitoring requires contract
audits and service line experts to help you:
e Track pricing and monitor supplier

behavior.

e Stay up-to-date on the latest technologi-
cal developments, perform ad hoc new
technology assessments and report back
to the value analysis team.

“When your value analysis program is
mature, your organization should be exam-
ining spend data in the context of best
practices, clinical outcomes and patient
experience,” Alberto says. “Having the right
tools to monitor your progress can make or
break your success.”

HealthTrust Can Help

HealthTrust’s inSight Advisors—who are
highly experienced in supply chain, clinical,
workforce, IT, revenue cycle and vari-
ous other health system functions—have
developed analytical and tracking tools that
support the value analysis process. With
access to a proprietary database of more
than 1,000 demonstrated best practices,
HealthTrust can help hospitals establish a
robust value analysis process or add rigor
to an existing program. Methodologies
focus on engaging physicians and key
stakeholders to equip them with an effec-
tive, repeatable and sustainable means to
stay ahead of continuous cost and quality
pressures. ®

Learn more by contacting Vicki Alberto,
vice president of clinical resource manage-
ment, at victoria.alberto@healthtrustpg.com.
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Care Across
Distance

The Benefits & Drawbacks of
Telepharmacy Services

When telepharmacy programs began in the
early 2000s, the idea was simple: enable pharma-
cists to review prescription orders remotely. A
physician prescribed a medication based on a
patient’s needs and sent off orders to be reviewed
by a pharmacist before a nurse administered the
medication. In rural communities, this service
allowed hospitals without 24-hour pharmacies to
verify prescriptions at all hours. Even after the
hospital or pharmacy closed for the night, a pharmacist—perhaps
working several states away—could review orders.

Today the scope of telepharmacy has expanded to include a
range of remote services, from verification to dispensing to advis-
ing. Telepharmacy allows pharmacists to provide specialized care
in areas where patients might not otherwise have access to it. But
despite all the benefits that have come with the industry’s expan-
sion, there are always opportunities for improvement.

Prior to his role at HealthTrust as senior director of clinical
pharmacy services, Jason Braithwaite, PharmD, MS, BCPS, served
four years as division director of clinical pharmacy services for a
healthcare system with hospitals in Utah, Idaho and Alaska. The
system decided to offer telepharmacy services to its hospitals and
hired pharmacists to work in a centralized Colorado office. It was
here Braithwaite encountered his first obstacle: insufficient training.
Many of the pharmacists in the Colorado office came from retail
settings and lacked the training to approve orders—like intravenous
medications—from hospital physicians.

Today across telepharmacy services, however, “training
has absolutely improved,” Braithwaite says. With an informed
understanding of telepharmacy’s opportunities and challenges,
hospitals are poised to offer the best possible care to their patients—
no matter how remote the setting or how specialized the need.

“SMALL HOSPITALS WON'T OFTEN

HAVE AN INFECTIOUS DISEASE

PHARMACIST OR ONE SPECIALIZED

IN ANTICOAGULATION. WITH

TELEPHARMACY, HOSPITALS CAN
REALLY START TO TAKE ADVANTAGE OF THOSE
REMOTE SERVICES.”

Jason Braithwaite, PharmD, MS, BCPS, senior director of clinical
pharmacy services at HealthTrust
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BENEFITS

Specialized services. Telepharmacy democratizes healthcare
by offering small hospitals the same benefits as larger urban facili-
ties. With remote telepharmacists on call, a small hospital in rural
America can still prescribe and verify medication even after the
on-site pharmacy closes for the night. By utilizing remote phar-
macists during daytime hours, the hospital’s pharmacists are freed
to accompany physicians on their rounds and make bedside rec-
ommendations. And while a smaller hospital most likely lacks
a specialized pharmacist on-site, the practice of telepharmacy
provides access to one. “Small hospitals won’t often have an infec-
tious disease pharmacist or one specialized in anticoagulation,”
Braithwaite says. “With telepharmacy, hospitals can really start to
take advantage of those remote services.”

Personal care. One of hospital pharmacists’ main responsi-
bilities is to approve orders before medication is administered.
Yet that’s not always the most efficient use of their time. Instead
of remaining in the pharmacy, pharmacists could be
accompanying doctors on rounds and optimizing prescriptions while
patients are still in the hospital. By outsourcing the medication veri-
fication, pharmacists working within the hospital can spend more
time with patients in the ICU or ER. For this reason, many hospitals
use telepharmacy services during the day as well as night—not to
replace pharmacists on staff, but to maximize their on-site work.

Antimicrobial stewardship. According to Braithwaite, teleph-
armacy is starting to be used in the management of antibiotics.
Nationwide, antibiotics are over-prescribed in both inpatient and
outpatient settings, leading to antibiotic resistance and susceptibility
to infection due to a lack of healthy bacteria. “To produce a good
outcome, you need a trained pharmacist who knows antibiotics and
infections, and how to match the need for treatment with the need
for smart infection control,” he says. With the support of remote
pharmacists trained in both, rural hospitals can practice better
antimicrobial stewardship.

Continued on page 20
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Continued from page 18

Job flexibility. No longer do pharmacists have to uproot their
lives for a job or move to a rural area. Thanks to the growth of
the telepharmacy industry, many pharmacists have the flexibility
to provide quality patient care from any location. Though some
telepharmacists work in a centralized setting, many work from
the comfort of their own home office. The flexibility is often a perk
when recruiting pharmacists to lesser-served areas.

POTENTIAL DRAWBACKS

Staff size. Of course, the ability to outsource pharmacy services
means that some organizations might reduce staff. To prevent
hospitals from using telepharmacy as a means of cutting employ-
ment costs, many states address the issue of staff reduction in their
pharmacy laws. Though regulations vary, state pharmacy laws
increasingly include policies or—in California’s case—specific lan-
guage about job protection. Hospitals interested in telepharmacy
should see it as a means of enhancing their on-site pharmacists’

time in the hospital, rather than eliminating it.
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Level of service. Telepharmacy can free up
hospital pharmacists to spend more time with
physicians and patients, but it can also have the
opposite effect. “By over-utilizing the service,
you’re going to miss out on pharmacists being
part of the discussion with the physician or nurse
or whoever they’re working with,” Braithwaite
says. “Having someone primarily remote [means]
they would miss out on discussions that take place
bedside or within hospital walls.”

Appropriate training. As Braithwaite
discovered, training pharmacists in skills spe-
cific to their work setting is an essential piece of
telepharmacy’s success. Retail pharmacists are
knowledgeable about different areas than hospital
pharmacists; likewise, a pharmacist in a clinic has
different skills than one in a hospital. With thor-
ough training, however, pharmacists with a range
of experiences can succeed in a remote capacity.

LOOKING TO THE FUTURE

One unforeseen benefit of telepharmacy and
remote verification services is the improvement in
standardization. Because telepharmacists might
be working with dozens of hospitals at a time,
hospitals have had to standardize how they prac-
tice medicine—something that will continue as
the industry evolves.

“Anytime you can standardize the way you go
about taking care of patients, you reduce vari-
ability. It’s the variation that can lead to worse
outcomes,” Braithwaite says. “From a technology
standpoint, telepharmacy has allowed us to go
back and look at how we can mitigate errors that
might have occurred previously.”

Despite remaining challenges and pain points,
telepharmacy makes services possible that—even
20 years ago—hospitals would have gone with-
out. Thanks to these remote services, patients
in rural and underserved areas can now access
specialized, 24-hour care. The proliferation of
telepharmacy illustrates one more way that tech-
nology empowers human connection. ®
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Standardize Safety

Fighting Device-related Infections
With the Bundled Care Approach

early a decade has passed since the publication of Dr.

Atul Gawande’s The Checklist Manifesto: How to Get

Things Right, the nonfiction book arguing healthcare

providers should dutifully follow written steps. It wasn’t
a completely novel idea, but Gawande was a persuasive advocate.
The amount of data increased as greater numbers of practitioners
incorporated checklists, making a powerful case for the benefits
of rigorous consistency.

Of course, the checklist isn’t the sole tool for improving patient
safety. There are other ways to facilitate standardization and
continuity of care, such as a care bundle, a group of three to five
evidence-based practices or interventions that when grouped
together lead to a better outcome than if performed individually.
A bundle collects all of the components needed for specific pro-
cesses into a single package.

“While it resembles a list, a bundle is more than that. A bundle
has specific elements that make it unique,” says patient safety
expert Carol Haraden, Ph.D, vice president of the Institute for
Healthcare Improvement. “Because some elements of a check-
list are nice to do but not required, there may be no effect on the
patient when they are not completed. When a bundle element is
missed, the patient is at much greater risk for serious complica-
tions,” Haraden explains.

In particular, bundles are well-suited to one of the most significant
concerns in any healthcare facility: the reduction of infections. The
bundled care approach began in the early 2000s, when infection
prevention specialists determined providers needed to improve
patient safety measures, according to Cheryl Herbert, MSN, RN,
CIC, service line director for medical, skin and wound care sup-
ply chain management at Irving, Texas-based CHRISTUS Health.
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Education in infection prevention was
already widely offered, but some part of the
process was getting lost as staff went on to
care for actual patients. Predictability and
standardization were lacking, which meant
missed steps.

“Ensuring the same level of care for every
patient has definitely shown benefits,” Herbert
notes. “When you can hardwire processes of
care, you will see an improvement in the data.”

The bundled care approach has been
especially effective in reducing rates for
catheter-associated urinary tract infections
(CAUTYI) and central line-associated blood-
stream infections (CLABSI). A care bundle
for preventing CLABSI might involve the

following steps: using proper hygiene and sterile contact barri-
ers; properly cleaning the patient’s skin; finding the best location
possible for the central line; checking every day for infection; and
removing or changing the line only when needed. By putting every-
thing necessary for best practice patient care at the providers’
fingertips, hospitals and other facilities have an easy way to achieve
the desired consistency.

“They may know the steps, but the kits will reinforce the steps,”
Herbert explains. “It gives you a different opportunity to ensure
you can apply the components of that kit in the proper order and

“ENSURING THE SAME
LEVEL OF CARE FOR
EVERY PATIENT HAS
DEFINITELY SHOWN
BENEFITS. WHEN
YOU CAN HARDWIRE
PROCESSES OF CARE,
YOU WILL SEE AN IMPROVEMENT
IN THE DATA”

Cheryl Herbert, MSN, RN, CIC, service line director for medical, skin and
wound care supply chain management at CHRISTUS Health

as appropriate to the use. From when you wash your hands and
put gloves on to when you change gloves and clean the patient’s
skin—the kit will guide you in the right direction through each
important step.”

Professional organizations and regulatory agencies—such as the
Centers for Disease Control and Prevention (CDC)—offer guidelines
that help determine the specific products and steps included in the
bundle. According to Angie Mitchell, RN, assistant vice president
of physician services at HealthTrust, the CDC cites specific clinical

Continued on page 24
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literature in making their recommendations, so users don’t need to
worry about the objectivity of the study being impacted by manu-
facturers who may have footed the bill.

“That’s the type of science HealthTrust looks for when we con-
sider putting any supplier products on contract,” Mitchell says. “And
it’s what our members look at before they implement the use of a
protocol, bundle or toolkit, or the use of a product that supports a
particular toolkit or bundle.”

When a healthcare facility adopts one of these care bundles or
toolkits, there’s an education piece that’s needed, too. Training
on the use and importance of the bundle should be built into new
staff orientation, communicated thoroughly and then reinforced
through ongoing efforts. Proper, consistent use of the bundle
becomes a core clinical competency.

“These processes have to start from administration down,”
Herbert says. “When you’re supported at the executive level and
the importance of this kind of work is understood, then there’s a
greater chance that a particular facility will have improved patient
outcomes.”

Supply chain is another critical touchpoint of institutional
support. “We’re starting to see in the medical literature how value
analysis and improved patient outcomes are positively impacted
by smart supply chain management,” Herbert explains. “When
supply chain leaders understand clinical needs and partner with
physicians and clinicians to make decisions about products and
care bundle kits, it adds a fantastic dimension to the whole world
of healthcare.”

The use of bundles also shifts some of the burden of staying clini-
cally up to date from healthcare professionals to the manufacturers
providing the kits. Manufacturers have a vested interest in making
sure their bundles adhere to the latest recommendations established
by regulatory and professional associations.

As appealing as all of these efficiencies and other operational
benefits might be, there’s a bottom line argument that’s even more
compelling: Bundles provide consistency, and consistency is better
for patients.

“To make certain that you safeguard the patient, you want that
process standardized,” Mitchell says. “So if 'm a nurse on the fifth
floor, I want to be using the same protocol as colleagues of mine on
the seventh or ninth floor.” e
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Clearing Up
Blind Spots

Ways to Use
Technology to
Fight Opioid Diversion

he opioid epidemic has grabbed
national headlines in recent years.
But the problem has actually been
a pressing one for more than a
decade, spurring new regulations across
the healthcare industry, says Mark Walsh,
PharmD, director of clinical pharmacy strat-
egies for HealthTrust.

For instance, it’s been 18
years since York Hospital
in York, Pennsylvania,
organized a team to focus
on ways to treat pain that
minimizes the poten-
tial for opioid addiction.
“Our pain team has always
focused on recognizing that every patient
has the potential for addiction,” says Robert
Patti, PharmD, manager of clinical pharma-
cy services. “We try to consider a variety of
ways to treat pain beyond opioids, including
the use of non-addictive drugs like ibuprofen
and therapies such as music, massage or
visual distraction.”

While opioids have their
place in the treatment of
pain, until recently, few
facilities have been able to
keep a tight rein on their
usage. Increased attention
and regulation were aimed
at fighting opioid addic-
tion, but loopholes in the system allowed
patients access to more pills than they need-
ed. This created a surplus that was prime for
diversion, which can happen at any point in
the drug supply chain—from manufacturing
to retail to healthcare professional and down
to the patient level.

“People have been sent home from surger-
ies and hospitalizations with way too many
pills, and for a long time, this practice was a

Mark Walsh

Robert Patti
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blind spot for facilities and health systems in
the effort to curb opiate addictions,” Walsh
explains.

Because pain management had become
an important part of HCAHPS (Hospital
Consumer Assessment of Healthcare
Providers and Systems) scores, facilities
were incentivized to put a high focus on
controlling patients’ pain levels, Walsh
adds. But those efforts might have con-
tributed to opioid misuse. Today, new
technologies are available to help track and
trace opioid prescriptions and prescrib-
ers in an effort to curb diversion, with an
increasing number of facilities joining in
with innovative practices. Consider these
four examples:

RFID chips. After the FDA approved

prescription pills that contain RFID

microchips in 2012, this technology
was used to study the utilization habits
of patients who were prescribed opiates
in certain settings. According to Walsh,
“The RFID chips could show whether the
patients actually ingested the pills or not,
and the data showed that most patients just
needed two or three days’ worth of opi-
oids after surgery. This was an important
revelation as, historically, many patients
were sent home post-surgery with up to a
30-day supply.”

In response to that data, increasing
numbers of physicians are decreasing the
number of pills prescribed to patients—with
some facilities also requiring a decrease.
This move helps ensure that the prescribed
pills will be used and not diverted to others
without prescriptions.

Narcotic audits. Until recently, York
Hospital had relied on a tedious man-
ual process to compare its automated
medication dispensing system transactions
to the electronic medical record (EMR).

Now, the hospital is leveraging its new EMR

data to streamline monthly narcotic audits.

While it’s still a work in progress, the tech-

nology is allowing hospital personnel to

“eliminate the noise and focus on the trans-

actions that send up red flags,” says Mary

Crerand, R.Ph., quality assessment manager

for York’s inpatient pharmacy services.

To get a detailed narcotic audit, York is
using these reports:
 Inpatient unreconciled dispenses report,

which looks for undocumented medica-

tion administration or returns.

e Undocumented wastes report, which
examines partial doses pulled from the
automated dispensing system that are
not wasted during removal.

e Activity report of overrides, which looks
for every medication pulled on override,
including those not captured in the inpa-
tient unreconciled dispenses report.
After reviewing these reports, Crerand’s

team compiles a list of highlighted trans-

actions and forwards the results to
individual nurse managers for follow up
and documents the occurrences in the mas-
ter file. In addition, the group runs several
monthly anesthesia audits comparing the

automated dispensing system’s pull of 100

medications to what is recorded in the

anesthesia record.

Even when York Hospital was using a
manual process, “because we were look-
ing, we found suspicious activity,” Crerand
explains. “Working with a team from
human resources, employee health and
nursing, we could protect our patients and
get staff the help they needed.”

Continued on page 28
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E-prescribing systems. “It’s almost

impossible to track prescribing pat-

terns with paper prescriptions, but
as more healthcare facilities move to elec-
tronic prescribing systems, they’re able to
evaluate the patterns of their particular
providers,” Walsh says. “Facilities and hos-
pital systems can begin to use this data to
evaluate providers and look for trends and
responsible prescribing of opioids.”

Health systems that use e-prescribing can
look at the data and score providers against
each other to see if there are any outliers,
Walsh adds. “If there are, the facilities can
be proactive in providing training and infor-
mation to those physicians to help them
better control the opioids for which they
are responsible.”

Recently, York Hospital created a
multimodal order set in conjunction with

its electronic prescribing system. “When a
physician orders opioids, they are presented
with an option for a non-opioid treatment
to consider,” Patti says. “Our order set also
limits how long the order for an opioid will
be active in the system; the order is avail-
able for 72 hours and doctors get a reminder
notice 24 hours before it expires so they can
decide if the patient still needs it.”

Also, York is utilizing surveillance
software combined with protocol changes to
minimize opioid orders on patients’ charts
and converting intravenous orders to oral
therapy as soon as possible. As Patti explains,
if a patient has an active order for patient-
controlled analgesia, separate orders for
intermittent doses of injectable opioids will
be discontinued. Additionally, if a patient
is tolerating other scheduled oral medi-
cations, intravenous opioid orders will be
discontinued and replaced with oral options.

State databases for monitoring

controlled substances. Many states

employ a prescription drug monitor-
ing program, a database that helps them
track and address their residents’ prescrip-
tion drug abuse, addiction and diversion.
These databases contain controlled sub-
stance prescription information, often
provided by retail pharmacies, which can
include patient, medication and provider
level details.

“States can use this information to try to
track patients who might be doctor shop-
ping or identify prescribers who may be
outliers in comparison to their peers,” Walsh
explains. “Some states encourage physicians
to check these controlled substance data-
bases to evaluate patients’ recent controlled
substance prescriptions and use this infor-
mation to augment their exam and patient
interview.” e
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Peak Partner

inSight Advisory-Energy Helps Members
Overcome Challenges of Electric Supply
Capacity Charges

With acute care hospitals open 24 hours a day, seven days a week,
every day of the year, the challenges they face when it comes to
energy use are unique. These facilities can’t decrease their use of
electricity just because the energy grid peaks. While their usage may
decrease slightly at night, it continues to operate outside of normal
business hours.

“The value of energy at 2 a.m. is different than
the value of energy at 2 p.m.,” explains Bill Miller,
director of strategic accounts for inSight Advisory-
Energy, HealthTrust’s energy procurement
solution. Through HealthTrust’s energy efficiency
initiative, Miller and his team help members save
money—often to the tune of more than $30 million
ayear in combined savings.

inSight Advisory—Energy equips hospitals and medical offices to
lower their capacity charges—the highest amount of energy a facility
is expected to use on a monthly basis. Utility companies base capac-
ity charges on a facility’s peak energy usage during a given time. The
charges are preemptive, meaning facilities pay to ensure the energy
they need during peak hours will be available.

As Miller points out, energy at midday typically costs much more
than energy in the middle of the night. When demand for energy
across the grid peaks—in the middle of a workday, for example, or
during a winter day—costs skyrocket. Up to half of a hospital’s energy
bill may be based on energy used during peak times. However, most
hospitals don’t realize that their opportunity for savings also rises
concurrently.

Instead of treating hospitals and medical office buildings like any
large commercial building, inSight Advisory-Energy offers cost-and
energy-saving options that address healthcare’s specific needs. “We
look at the areas where we can help reduce usage without jeopardiz-
ing reliability of the facility,” Miller notes.

To do this, Miller and his team first identify two things: a region’s
supply costs for energy and a facility’s usage profile. These two indica-
tors provide the building blocks for an energy-saving formula. If the
resulting data is confusing, inSight Advisory-Energy consultants are
available to help translate the information for members.

inSight Advisory-Energy offers three no-cost services to members
to increase their energy savings and efficiency:

Bill Miller

forecasting energy prices, helping facilities know when and how
to sign energy contracts. “In areas where energy is deregulated
and you can buy third-party supply, we track what the market looks
like,” Miller says. “It’s the old adage that you want to buy low.” By

‘I Forecasting. inSight Advisory-Energy eliminates guesswork by
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tracking and analyzing increases and dips in the market, we are able to
predict when members should lock in energy supplies. In some cases,
it’s more advantageous to stay with a utility than go on third-party
supply. We advise members when it’s a good time to either enter into
a new agreement or to extend their current agreement. At the end
of the day, we’re trying to make absolutely certain that the facility is
getting the lowest price possible,” Miller explains.

Usage. inSight Advisory-Energy also teaches facilities how to

be smarter about energy use. As a first step toward efficiency,

Miller recommends every facility undergo a detailed energy
audit. After the audit, the inSight Advisory-Energy team reviews
the results and the facility’s usage profile to highlight when costs
are highest and ways to reduce peak costs. “We ask questions like,
‘Is there low-hanging fruit in the form of small changes to knock some
of the usage off?) ” Miller says. For example, can a medical office
raise the set temperature of air conditioning units? If a floor is
unoccupied in a hospital, can employees shut off lights in that area?
By maximizing their energy efficiency, hospitals and medical office
buildings reduce their peak demand and thus their capacity charges.

Rebates. inSight Advisory-Energy connects facilities with
cost-saving incentives and rebates offered by utility companies
to increase their customers’ efficiency. “Everyone wants to go
green, and everyone wants to work toward energy efficiency,” Miller
explains. More efficient customers work to a utility’s advantage,
because they reduce the utility’s need to build renewable energy
infrastructure. In many cases, a utility would rather spend money
to help customers reduce usage than build solar panels or wind
turbines. inSight Advisory-Energy does the legwork of taking a
critical look at incentives and presenting the smartest options to the
member facility, offering yet another way to reduce costs and usage.
“The bottom line is: We want to cut member facilities’ costs and
maximize how they use energy as much as possible,” Miller adds.
“Our members are our customers, so their goals are our goals.” e

For more details on energy- and cost-saving initiatives from inSight
Advisory-Energy, contact Bill Miller at bill. miller@healthtrustpg.com;
615-344-3491.
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Blockchain

THE NEXT
FRONTIER IN
HEALTHCARE?

Of all the technologies expected to
transform healthcare over the next decade,
blockchain may be the one many industry
leaders find the most puzzling. Like with
interoperability, artificial intelligence (AI)
and machine learning, there’s no shortage of
hype about the distributed ledger technol-
ogy, including conferences and consortiums
devoted to exploring its potential for revolu-
tionizing how providers, payers and patients
manage and share healthcare data.

What exactly is blockchain? Many
hospital leaders automatically associate
it with the ransomware attacks they’ve
been struggling to fend off from hackers
who demand the digital currency bitcoin
in exchange for stolen patient information
held hostage. Though blockchain tech-
nology was initially developed a decade
ago to power the exchange of bitcoin, its
capabilities extend well beyond the cryp-
tocurrency itself.
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Blockchain is a technology that stores
and secures transactional data through a
distributed ledger composed of encrypted
blocks. Records are shared across a network
of synchronized, replicated databases rather
than a centralized one. These records are
visible to credentialed users who may add
to the transactions they are given access
to—but not alter or delete anything. Each
transaction is verified collectively among
users and recorded chronologically across
the network, forming an immutable chain.

The decentralized structure of the block-
chain is designed to not only make data
sharing more transparent and collaborative,
but also to make it safer through its built-in
trust protocol. Each block in the chain is
secured by a time-stamped digital wax seal
in the form of a cryptographic hash, which
references the hash of the previous block.
This makes the ledger virtually tamper-
proof, because no block in the chain can
be hacked without simultaneously hacking
every other block before it.

Retail, financial services and supply chain
industries are already deploying this tech-
nology for several reasons. It enables them
to replace clunky, tedious record-keeping
systems with the automated, real-time sys-
tems many customers crave. The technology

also helps eliminate the cost and friction
that come with relying on intermediaries to
process and reconcile data on the back end.

With all of the complexity, mandates and
privacy concerns in the healthcare industry,
many are skeptical about whether block-
chain would actually work for payers and
providers. But a growing contingent of
industry leaders see promise in the tech-
nology for alleviating some of the biggest
challenges of managing healthcare data,
including improving the accuracy and
security of patient records and the interop-
erability of systems.

The crux of blockchain’s potential for
healthcare is its capability for helping cli-
nicians share patient data
seamlessly and expedi-
tiously both internally and
with physicians and spe-
cialists outside hospital
systems, says Ed Hickey,
assistant vice president of
clinical data and analytics
for HealthTrust.

“That’s where this has immediate value,
because you can share information with
other organizations instantaneously and
securely without exposing any private
health records,” Hickey says.

Currently, critical information about indi-
vidual patients tends to be scattered across
an assortment of records maintained by dif-
ferent providers, with few of the records
actually validated against each other. This
often results in incomplete, inaccurate
data that can easily be duplicated, or in a
worst-case scenario, potentially jeopardize
a patient’s health. Records are also frag-
mented and disorganized due to the lack of
common architecture and different inter-
pretations of standards across electronic
health record (EHR) software and other
clinical systems. Disparities throughout sys-
tems make it hard to share and access vital
patient records when they are needed most.

Organizations abound with “siloed,
sequestered pieces of information that
make it difficult to tie all of the details in the

Continued on page 34
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medical record together as a patient moves
within or outside of a healthcare system,”
Hickey says. Exchanging data across health-
care systems is still very much a manual
process fraught with vulnerabilities.

With its distributed ledger, blockchain
could help bind disparate information
together more effectively and ensure that
all stakeholders see, validate and confirm
the details. The framework of the technol-
ogy also provides multiple checkpoints for
evaluating the consistency, integrity and
security of patient data with each block
added to the chain.

As a result of data breaches caused by
increasingly bolder and more sophisticated
cyber criminals, hospitals are more focused
on protecting patient information. Records
in a blockchain model would allow users
to authenticate certain details without dis-
closing all of the information in the chain.
Blockchains can also be public or private.
For example, hospitals could limit a block-
chain network to only HIPAA-covered
entities through software programs such as
smart contracts, which would require users
to complete certain verification steps before
exchanging and accessing information.

Healthcare executives find blockchain
most appealing for its ability to facilitate
transactions directly without requiring an
intermediary. Not only could sharing ledgers
help organizations cut costs, but it could also
make data more transparent for all stakehold-
ers. Blockchain would create a permanent
record of activity users could access—areal-
ity not currently possible because so many
transactions are processed by third-party
companies with little incentive to share data.
Instances of fraud cost the industry millions
of dollars each year, so the transparency and
security advantages of blockchain could help
reduce fraud as well as the risks that arise
from single points of failure.

Proponents of blockchain believe the
technology in its current form is best-suit-
ed to straightforward transactions that
demand a high degree of trust and security,
such as claims processing and billing. It has
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the potential to simplify and accelerate the
process for submitting claims for patients
and negotiating contracts with payers.
“Blockchain could eliminate a lot of
today’s manual activities and provide hos-
pitals with more immediate status updates,”
Hickey says. “The technology enhances the
security of assets moving through the supply
chain, while also providing better visibility

OF HEALTHCARE EXECUTIVES
PLANNED TO IMPLEMENT A COMMERCIAL
BLOCKCHAIN SOLUTION IN 2017

EXPECT TO IMPLEMENT ONE BY 2020

IBM, Healthcare Rallies for
Blockchain study

and tracking throughout the life cycle for
products such as implants, medical devices
and pharmaceuticals.”

Innovators are also exploring the poten-
tial of blockchain for advancing drug
development, medical research, master
patient indexes and population health
initiatives. Not only could the technology
create opportunities for improving patient
care and safety, but it may eventually give
patients more control over their own health
data by enabling them to set parameters
around who can access information in their
medical records.

Though blockchain poses exciting pos-
sibilities for helping hospitals achieve
interoperability, cut costs and administra-
tive time, and provide more patient-focused
care, it’s not a panacea for all of the chal-
lenges healthcare leaders face.

The technology is still emerging and
would require organizations to agree upon
standards for how data on the blockchain
would be used and shared. This is already
an obstacle for many current technologies

in place. The technology would also disrupt
existing IT systems and require organi-
zations to revamp much of their current
technological architecture, as well as their
process for sending, receiving and storing
data. The time and costs it would require
might be more than some leaders are willing
to take on at the moment.

Due to mandates and privacy rules,
organizations would also need to be able
to ensure that sensitive information on the
blockchain would be secure from hackers,
which would likely require some additional
investment in cybersecurity. Some also ques-
tion whether patients would be willing to
accept ownership over their health records
on the blockchain—and the role providers
would need to play in the oversight.

The technology would “introduce new
processes and protocols that would need
to be managed and accounted for, and that
could cause disruption,” Hickey says.

Because hospital leaders must balance
new care delivery and payment models
they are working to adopt, and deal with
all of the financial and regulatory pressures,
many are unsure how blockchain would fit
into their operations. Unless the technology
is tied to mandates or incentives, cultural
adoption will likely be difficult to achieve,
Hickey adds.

Successful implementation of block-
chain in any organization will also hinge
on how many other providers and payers
are equipped to utilize the technology.

Hospital leaders can prepare for the
upcoming blockchain revolution by edu-
cating themselves on what the technology
might mean for their health system and
other industry partners. Blockchain isn’t
going away anytime soon, so the sooner
hospitals can deepen their understanding
of it, the better positioned they’ll be to reap
its benefits.

According to Kent Petty, chief informa-
tion officer for HealthTrust, “We’ve got to
start building bench strength around the
skills blockchain will require and under-
standing this technology better. Despite
blockchain’s promise, there are still a lot of
questions to consider, including: How do we
invest in blockchain in a way that unlocks
its potential?” e
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What’s New in
Server Security

Are you aware of all the potential threats to your organization’s
servers? Are you confident that you’ve invested in the best possible
protection for all the data contained on them?

New risks and threats to server security continue to emerge, as
technologies like cloud infrastructure deliver more opportunities for
risks as well as benefits. Or as a recent whitepaper by Moor Insights
& Strategy put it, “the threat landscape is increasing, and attacks are
becoming more sophisticated.”

“The threats are endless if your information is compromised,
making security measures a critical component
of any server deployment,” says Kevin Noreen,
senior director of product management for
Dell EMC PowerEdge software.

In response to the growing need for
stronger security, Dell (Contract No.

7593) recently released the 14th gen-

eration of its PowerEdge servers, and
Hewlett Packard Enterprises (HPE)
(Contract No. 7591) recently unveiled its
10th generation server, the HPE ProLiant
GenlO.

Both organizations promise that their products will provide health-
care systems with more comprehensive protection and vital security,
ultimately saving money and time. Their latest server platforms incor-
porate a “silicon root of trust,” an enhanced security methodology
that makes them virtually impossible to compromise. They constantly
monitor for cyberattacks and then take action when necessary.

In the past, cybersecurity’s emphasis tended to be centered around
software. And for along time, that was the right tactic. But today, orga-
nizations need to be sure they don’t also forget hardware-level security
issues. The newest generation servers are tackling that problem.

“We believe security should be built into the hardware layer versus
added later,” Noreen explains.

He refers to it as the technology’s “immune system”—a built-
in and critical component for detecting and thwarting an attack.
An important component of these next-generation servers is how
they’re positioned to address the threat of ransomware attacks, which
continue to grow exponentially. Ransomware is a type of malicious

HPE ProLiant Gen10 family
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software that locks up a system and demands payment before it will
unlock the system and allow users to regain access. Some ransom-
ware even encrypts files and scrambles the information contained
within before demanding a ransom and releasing a decoding key for
the user to un-encrypt their files.

An organization that’s vulnerable to ransomware attacks could be
looking at a demand for huge amounts of money—and no guarantee
that they’ll actually get back all their data from the individual or group
holding it hostage. That’s why the latest generation of servers were
specifically designed to thwart that problem.

Bob Moore, director of software and product security at HPE,
noted that with the HPE Silicon Root of Trust, an industry-first
silicon-based security solution, the HPE ProLiant GenlO servers
improve security by ensuring they do not execute compromised
firmware code. “If any ransomware or malware is somehow inserted

in the server, it will be detected because it doesn’t
match the fingerprinting that we’ve put into
the silicon,” he explains.

Moore noted that rapid recov-
ery is another key feature of HPE’s

latest generation servers. If an attack
occurs, the server can quickly go into
recover-and-restore mode so the system
doesn’t remain down for long.
“We can facilitate a restoration of the
operating system, applications and data,”
Moore says, adding that each piece of firmware will be carefully
checked to make sure they’re completely free of malware during
the process.

Dell has a similar approach, which Noreen calls “health insurance
for your motherboard.” This intrinsic feature, called Easy Restore,
enables an organization to easily retrieve information stored off
the motherboard from another part of the system. That way, if the
motherboard has to be replaced, the internal service processor
simply asks the user if missing information should be restored
and then initiates the process to get the system functioning again.
“This allows you to easily engage with the new motherboard,”
Noreen explains.

Imagine the repercussions of a security event: What would hap-
pen in your hospital or healthcare organization if the servers were
compromised and went down? At best, it might be inconvenient.
At worst, it could be terribly expensive and harmful to countless
individuals whose information was compromised.

Ultimately, you want to be confident that your technology invest-
ments will protect your organization financially and also protect the
health and safety of your patients.

“We can preclude lengthy outages,” Moore says. “We can prevent
the need to pay ransom. And we can prevent the costly nature of
downtime, planned and unplanned, which is especially critical in
healthcare because you are literally dealing with life and death.”

Both Dell and HPE pledge to continue seeking ways to stay one
step ahead of anyone who might try to undermine the safety and
security of an organization’s data. e

Dell 14th generation
PowerEdge Server












ISTOCK

o

The Source | Third Quarter 2018




HEALTHTRUST
MEMBERS APPLY
LESSONS FROM
PAST DISASTERS &
EMERGENCIES

TO FUTURE CRISIS
PLANNING

When a shooter opened fire on an outdoor
concert in Las Vegas this past October, the number of critically wound-
ed patients threatened to overwhelm local emergency responders and
hospitals. In the hours that followed, Sunrise Hospital and Medical
Center in Las Vegas, Nevada, saw more than 240 pa-
tients, 124 of whom had gunshot wounds—the largest
mass casualty shooting event in modern U.S. history,
says Todd Sklamberg, CEO at Sunrise Hospital.

The Joint Commission guidelines require
healthcare organizations to have plans in place
for responding to natural and human-caused or
terrorist-related disasters and emergencies. Those
guidelines require regular training to prepare staff
and resources throughout a facility for optimal performance in the
case of such an event.

“HCA Healthcare has had decades of experience in
emergency operations management dating back to the
days after 9/11,” says Michael Wargo, RN, BSN, MBA,
PHRN, vice president of enterprise preparedness and
emergency operations for HCA Healthcare. “HCA
Healthcare has incident management teams at every
facility that undergo intensive training that includes
working through crisis scenarios. When a crisis happens, our approach
is to organize locally, coordinate at the division level and strategize
at the corporate level. This gives us economies of scale and takes the
burden away from individual facilities to do all the work themselves.”

When events like the Las Vegas shooting or natural disasters occur,
facilities—and their communities—see firsthand how those emer-
gency preparations play out, and what should be adjusted next time.

“Unfortunately, the question is not whether this will happen again,
but where and when,” Sklamberg says. “As healthcare leaders, we
have a responsibility to prepare our facilities to handle such events
to the best of our ability.”

Todd
Sklamberg

Michael Wargo

EXPECT THE UNEXPECTED

Though planning and drills can help facilities respond to crises, it’s
impossible to prepare for every eventuality. As the Las Vegas crisis
unfolded, Sunrise staff were required to respond to one unforeseen
event after another. “The events of Oct. 1 were so unique, there’s
no way we could have prepared specifically for them,” Sklamberg
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explains. “But our drills gave us the foundation we

needed to scale up.”

For example, 92 of the injured patients at Sunrise
had no identification at all, so staff had to work to-
ward identifying them in order to reunite them with
their family members. One team of social work-
ers and other staffers began interviewing family
members as they came in, asking for descriptions of

their loved ones. Another team went through the hos-
pital, writing descriptions of the patients who did not
have any identification. Yet another group sat in aroom

and matched the family members’ descriptions with
the staffers’ descriptions. “It took
about six hours to identify everyone,” Sklamberg
adds. “Body art and piercings helped a lot.”
Preparation is a necessity, “but a disaster or
emergency is never going to happen the way you
expected,” says Tom Lawhorne, CFO at Regional

Tom Lawhorne

Medical Center Bayonet Point in Hudson, Florida.

On Aug. 31,2016, as Hurricane Hermine was churn-

ing in the Gulf, the coastal hospital was prepared for an influx of

patients the following night, when the hurricane was expected to

Hurricane Hermine churned
in the Gulf before making
landfall in Florida.

make landfall 100 miles north. About 6:15 p.m., when most staffers
had left to prepare their homes for the incoming storm, power went
outin the hospital. Lights flickered as the emergency generators tried
to kick in, but within a matter of seconds, the facility was completely

dark, Lawhorne explains.

A lightning strike caused an electrical fire on the roof, taking out
all access to power. Bayonet Point’s emergency drills had always
been conducted in the daytime with the CEO, COO or assistant COO
(ACOO) taking the lead. When the fire happened, top leaders were

Continued on page 45

MANAGING STAFFING
CHALLENGES IN
TIMES OF DISASTER

hen disaster hits, most

healthcare facilities need
extra staffers to help handle
overflow traffic or maintain
increased patient loads over
several days. For instance, when
Hurricane Harvey hit, Gonzales
Healthcare Systems in Gonzales,
Texas, was adequately staffed,
but “it would have been easier
for everyone if we would have
had more staff on hand from
the beginning,” says Steven
Ackermann, director of materi-
als management. “When people
left work on that Friday, they
couldn’t make it back to help
until Sunday night due to the
winds and flooding.”

Unfortunately, the nature

of hurricanes, mass shoot-
ings and other disasters
means that facilities will
be caught off guard to
some degree, says Brendan

CEO of HealthTrust Workforce
Solutions. “However, the extent
to which your staffing opera-
tions are impacted often comes
down to how well you've
prepared in advance,” he says.
“The best approach is to have
a strategic plan to address how
your business will react to the
immediate and evolving needs
that will inevitably arise.”

According to Courtney,
achieving staffing continuity
requires a multidimensional
approach that gets the right
people to the right place at the
right time.

In moments of crisis, medi-
cal personnel are often willing
to answer the call to serve in
uncertain circumstances. For
instance, in 2017, HealthTrust
was in contact with more than
1,000 nurses who
volunteered to serve
communities af-
fected by Hurricanes
Harvey and Irma.

To support
healthcare organi-

Brendan

Courtney, president and Courtney zations in times of
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crisis, HealthTrust Workforce
Solutions created the Disaster
Response Team, a special group
made up of a wide variety
of clinical professionals with
broad geographical repre-
sentation. “Disaster response
team members must be highly
adaptable and resourceful,
willing to pick up and deploy
when and where they are
needed at a moment’s notice,”
Courtney explains. “We assess
clinician interest and availability
on a regular basis, usually in
advance of forecasted times of
need such as hurricane season.
It is imperative that these clini-
cians be fully credentialed at all
times. Even in the worst crisis
conditions, quality can never be
compromised.”

In addition to identifying
seasoned professionals who
are ready to answer the call to
serve, facilities also typically
encounter logistics challenges.
HealthTrust’s corporate op-
erations in Sunrise, Florida,
coordinates crisis relief staff-
ing efforts with regional and

localized command centers
established near the disaster
location to provide on-the-
ground support.

“Constant and consistent
communication among these
corporate and regional com-
mand centers, as well as the
disaster response team itself,
are critical to the overall suc-
cess of the workforce disaster
response,” Courtney says.

Sometimes it takes flexibil-
ity and resourcefulness to get
qualified professionals to places
dealing with hazardous condi-
tions. This past fall, HealthTrust
Workforce Solutions utilized
duck boats and helicopters
to ensure nurses were able to
access a flooded facility during
Hurricane Harvey.

“While the first step in
responding to a crisis situation
must always be to execute your
predetermined continuity plan,
you can never underestimate
the critical impact that quick,
out-of-the-box thinking can
have in times of desperate
need,” Courtney adds.

WIKIMEDIA
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Aerial view of the flood

during Hurricane Harvey
Continued from page 42

either out of town or on medical
leave, the roles of ACOO and emer-
gency preparedness coordinator
were vacant, and the plant opera-
tions director was brand new in
the role. Lawhorne was the only
C-level staffer available, and he
happened to be working late that
night.
“We had no power or genera-
tors, and none of the people who
had run the drills were here,” says
Lawhorne, who had only a flash-
light and a cellphone.
The computer and phone sys-
tems were also down, so Lawhorne
had no way of communicating with
staff throughout the facility. When
the fire chief needed to know how
many people were in the building
so they could properly evacuate
everyone, “We got the word out
by word of mouth, cellphones and social media,” Lawhorne says.
Even when a disaster is expected, there are likely to be surprises.
Gonzales Healthcare Systems in Gonzales, Texas, held meetings
twice a day for several days before Hurricane Harvey
made landfall in late August 2017. They were pre-
pared with essential supplies and enough staff to
support current patients and up to 250 extra patients
and visitors for a maximum of five days. But then
they were faced with the unexpected: “When the
storm was at its worst, we lost power and had to
control water going under some of the doors,” says
Steven Ackermann, director of materials manage-
ment. “I had people coming up to me asking, ‘Where can I help?” We
came together as a team and got the job done.”

Steven
Ackermann

PREPARATION PAYS OFF

Even though the Gonzales team may not have prepared for severe
flooding, their focused training mobilized the facility’s staff to be
ready for almost anything. Although any disaster or emergency will
be fraught with unknowns, careful preparations make a positive
impact on how facilities are able to cope.

Bayonet Point staffers had never trained for an electrical fire
that would eliminate all power, but they had been trained to think
on their feet in an emergency. A so-called “old school” house
supervisor who had never abandoned her hard-copy patient
census was able to refer to her list to ensure that every patient
was evacuated and each family was contacted, Lawhorne says.
Because the phones weren’t working and there was no way to
make large-scale announcements, leaders on each floor took over
their units, manually ventilating patients with bag valve devices
and carrying patients down the stairs in the absence of working
elevators, he explains.

Staffers felt empowered to make the right decisions for their own
areas in the event of a crisis, which allowed the hospital to evacuate
225 patients in eight hours with no negative patient outcomes or
injuries to emergency staff.

Emergency preparedness also facilitates a focus on collaborative
teamwork. As word got out about the fire at Bayonet Point, off-duty
staff members just started showing up to help evacuate patients, find
places for them to go, and do whatever other tasks were needed.
Physicians and staff members accompanied patients being evacuated
to nearby hospitals to avoid an interruption in care.

After the shooting in Las Vegas, “Our colleagues rose to the
occasion,” Sklamberg says. “The teamwork we saw that day was
remarkable. We had phlebotomists working in the ER, a pediatric
surgeon serving as a scrub nurse, and another pediatric surgeon
operating on adults. Multiple people just put aside their normal roles
and responsibilities to do what was needed.”

In the aftermath of the shooting, Sunrise staffers made an early
triage decision that helped organize and manage care throughout the
night. They stationed an ER physician at the door to assess injuries
and send patients where they needed to go: Walking wounded went
to a waiting room, while those in critical condition were moved to
trauma rooms where they were stabilized or resuscitated. At that
point, patients were sent to a second level of triage based on their
wounds: Those with gunshot wounds to the head were sent to an area
where neurosurgeons were waiting; those with chest wounds went
to the thoracic ICU where cardiac surgeons were on standby; and
those with orthopedic injuries were sent to a separate area for care.

“As specialists came in, they were dispatched to the area of their
expertise,” Sklamberg says. “It made for an efficient and effective
process and contributed to our success.”

Systematic preparations also help facilities build closer relation-
ships with local emergency response agencies, which is crucial in a
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time of crisis. For example, before Hurricane Harvey hit, Matagorda
Regional Medical Center in Bay City, Texas, had built a dome with
the Federal Emergency Management Agency, which allowed the
hospital to house first responders and essential personnel during
the hurricane and its aftermath.

“Luckily, many of our personnel were also a part of the Matagorda
County Emergency Operations Center (EOC),” says
Travis Ursery, materials management supervisor.
“The EOC provided real-time expertise and support
before, during and after the event, and the first re-
sponders ensured that we could reopen as quickly
and as safely as possible. Our advanced planning
also allowed us to stand up a makeshift urgent care
center long before the hospital and the medical
group were operational. We were able to provide basic medical ser-
vices to our community and surrounding areas, which took some of
the pressure off of first responders and medical personnel located
in areas that were harder hit.”

Travis Ursery

PLANNING FOR THE FUTURE

After experiencing a large-scale disaster, it’s wise to reexamine
emergency preparedness and make necessary adjustments based on
what you learned. For instance, after losing power and phone systems,
Bayonet Point’s Lawhorne says his facility now has a cellphone text
group so that leaders can immediately text staffers in the event of

a crisis. His facility has also shared its emergency phone tree with
nearby hospitals so that another hospital could activate it if necessary.
In addition, Bayonet Point has placed compact flashlights throughout
the hospital, as well as headlamps—a tip staff learned from the crisis.

“If you're trying to a carry a patient, you can’t hold a flashlight,”
Lawhorne says.

In Las Vegas, cell towers went down because of the overwhelming
number of phone calls following the shooting. As a result, Sunrise is
moving to an automated phone system for use in case of emergen-
cies. Sunrise is also working closely with emergency responders to
enhance the process of tagging patients and provide more advanced
equipment in emergency preparedness kits.

Even though no hospital can prepare for a specific emergency,
those who have been forced to use their emergency plans say the
practice drills are critical.

“Go over your disaster plans with all of the staff and make sure
they clearly know their roles,” Ackermann says. “Take all drills seri-
ously, and make sure the staff knows emergency preparedness is a
vital part of their jobs.”

Above all, be flexible and listen to feedback, Ackermann adds.
“Your staff may see something in your plan that needs to be tweaked
or changed all together” §

To learn more about the experiences of HCA Healthcare staff during
disasters, visit https;//hcatodayblog.com/emergency-preparedness.

46 The Source | Third Quarter 2018






BOOMERS

Meeting the
Needs &
Challenges of
an Aging
Patient
Population
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When Caroline Fife, M.D., sees patients over 65 at
the CHI St. Luke’s Wound Clinic in The Woodlands,
Texas, she no longer asks, “What did
you do for a living?” She now asks if
they are still working because many
of her patients have yet to retire.
Working into their golden years is just
Caroline Fife. M. one of the ways aging Americans are
defying the norms of previous generations and
changing expectations for how they want to live
the rest of their lives.



ISTOCK

Today’s seniors also aspire to stay active and independent for
as long as they can, even when their bodies struggle to keep up.
This resiliency is shared by many of the 75 million Americans born
between 1946 and 1964. Baby boomers may be rapidly reaching
retirement age, but few are ready to slow down
or can afford to stop working.

Dave Jevsevar, M.D., sees this firsthand
in his orthopedics practice at Dartmouth-
Hitchcock Medical Center in Lebanon, New
Hampshire. He consults with a steady stream
of patients in their 50s and 60s eager to trade
in their rusty joints for new hips and knees.

“They want to do more things, and they don’t
want to be encumbered by pain and the loss of function,” Jevsevar
explains.

Improvements in anesthesia, minimally invasive surgical tech-

Dave Jevsevar, M.D.

niques, recovery times and implants have made joint replacement
surgery more appealing than in years past, when patients often
delayed the surgery for decades or until the pain became debilitating.

“In addition to a pain reduction, patients also want improved
functionality so they’re able to get back to skiing, playing sports
and other activities they enjoy,” he says.

Though Jevsevar does recommend the surgery for patients who
want to be more active, some are so anxious for bionic joints, it’s

important that he also manages their expectations about how much
implants can actually help.

“We have to make sure the expectations patients have match the
outcome they will likely experience,” he says.

AMERICANS LIVING LONGER, NOT HEALTHIER

Despite advances in medicine, clinical care and technology that
help people live longer and more comfortably, research indicates
baby boomers are becoming sicker as they age and facing higher
rates of chronic disease than previous generations. Though boomers
may see themselves as invincible, the indulgent, rollicking ethos
that marked their generation also has made them more vulner-
able to chronic conditions such as hypertension, high cholesterol,
diabetes and obesity, according to a 2013 study in JAMA Internal
Medicine. Researchers from the West Virginia University School
of Medicine and the Medical University of South Carolina found
that boomers tended to be less active and have more mobility
issues than their elders.

Obesity has been linked to rising disability rates in boomers, a
consequence Jevsevar sees often among his patients. Weight gain
can exacerbate conditions like arthritis and make damaged joints
and pain less tolerable.

“The wear and tear of joints is largely due to the fact that people
weigh more than in previous generations,” he says.
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CARING FOR
BOOMERS

Four out of every five adults over age 65 suffer
from a chronic condition, and more than half of
those juggle two or more maladies, according
to the National Council on Aging. Depending
on how many ailments a patient has, these con-
ditions are costly to treat—ranging between
$15,000 to $50,000 per person. In addition,
nearly two-thirds of all deaths are caused by the
most common illnesses: heart disease, cancer, stroke and diabetes.
Boomers have also shown higher rates of cancer at younger ages
than their parents, though this may be partly due to technologies
that have improved detection.

The rising chronic care needs among older patients, coupled
with the double-digit increase in boomers eligible for Medicare
over the next decade, will threaten to strain an already overtaxed
healthcare system, leaving hospitals to bear the regulatory and

$28B

IS SPENT BY MEDICARE ON
WOUND CARE, ONE AREA OF
CLINICAL CARE MOST
IMPACTED BY THE CHRONIC
DISEASE EPIDEMIC.

wet from urinary and bowel incontinence, along
with failing eyesight and an increased risk for
falls, make seniors more prone to wounds from
traumatic injuries.

“They can bang their leg on an open dish-
washer door or bump into a door frame, and their
skin tears like a wet paper towel,” Fife explains.

The fragility of the skin, along with years of
sun damage, makes healing from these injuries more difficult for
seniors. Medications like blood thinners and some corticosteroids
and cancer drugs also hamper wound healing for those taking them.

Whatever the ailment, treating patients with multiple condi-
tions typically requires the input of several specialists, along with
aprimary care physician (PCP). This can be difficult to coordinate
with the structure of the current healthcare system, but providers
Continued on page 52

financial burdens. As boomers with mul-
tiple conditions age, medications enable
them to live longer. As a result, hospitals are
devising creative strategies for balancing
the influx of these patients with complex
health needs along with the quality of life
this growing population desires.

IMPACT ON CLINICAL CARE

One area of clinical care most impacted by
the chronic disease epidemic is wound care,
which affects nearly 15 percent of seniors and
conservatively accounts for more than $28
billion in Medicare spending per year. When
wound infections are included, the cost could
be more than three times that figure.

More than half of the patients who visit
the CHI St. Luke’s Wound Care Clinic are
over 65, and most of them struggle with
multiple health issues, including diabetes,
obesity, autoimmune disease, and heart and
kidney problems, says Fife, who serves as
medical director of the center and executive
director of the U.S. Wound Registry. The
average patient with a chronic wound may
juggle up to 10 of these conditions and take
a dozen different medications.

“Many of these patients never really get
discharged because as soon as we get one
wound healed, they’re back with another
one,” she says. “We can’t fix all the underlying
problems causing the wounds. The wounds
are actually a symptom of other diseases.”

Surgical site infections are the most
expensive causes of wounds among elderly
patients, but diabetic foot ulcers, pressure
ulcers from bedsores and venous stasis ulcers
caused by damaged veins are also common,
Fife explains. Having thinner skin that stays
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Baby Boomer 411 for Providers

Adults born in the baby-boom generation are the fastest aging population in the
United States, with about 3 million baby boomers hitting retirement age every year over
the next decade and a half. By 2030, adults over 65 will make up 20 percent of the
U.S. population. What do hospital leaders need to know about healthcare consumers in
this generation?

* They are loyal but tough customers. Older boomers (ages 65-72) are the least likely
to leave their physicians and the most likely to recommend them to others. They prefer
to stay with longtime providers and value medical credentials and hospital affiliation
when making care decisions. Younger boomers (ages 54-64) are more likely to leave
their provider if they’re dissatisfied with the quality of care or even break a referral to
find a specialist of their choice.

* They like convenience and staying close to home. Both older and younger boomers
would rather not travel for their care and consider travel time a key factor when choos-
ing primary care physicians and specialists. Younger boomers indicate they would pay
more for access to earlier appointments.

* They are sensitive to cost. Younger boomers care about affordability when choosing a
specialist or surgeon and are more likely to shop around for the best deal.

* They are open to technology. Boomers are receptive to mobile technologies and say
they would consider a virtual visit with a doctor if in-person care wasn’t available.
Younger boomers are especially adept at using tools to remotely monitor their health
and wellness.

Source: The Aadvisory Board. A 2017 survey conducted across age groups.

At the St. Luke’s Wound Care Clinic at The Woodlands Hospital in Houston, Texas,
Caroline Fife, M.D., has noticed something else about her boomer patients over 65: They
like to be in the know.

“They all want to understand what’s going on,” Fife explains. “I sketch out the circula-
tory system for them on my clipboard and make lists of the issues we need to address,
diagnoses we need to explore and labs we need to obtain. | write down every medical
term they need to know, and how often they’ll need to return and for how long. | make a
list I call their ‘homework’ that may include getting nutritional supplements, having blood
drawn or bringing me the results of a prior angiogram. Then | tell them | will be checking
their homework. The percentage of them who say that they will be reading about this at
home on their computer is very high.”






CARING FOR
BOOMERS

Continued from page 50

are tackling this by implementing team-based

models of care that draw upon the expertise of a

caregiver network that may include geriatricians,

nurse practitioners, social workers, pharmacists,

dietitians and audiologists. Some hospitals even

require nurses and technicians to undergo basic

geriatric training, while others are developing

acute care units for the elderly that specialize in

case management, urgent care, acute care screen-

ing, geriatrics, and psychiatric and social care.
New value-based care delivery and reimburse-

ment models being tested by Medicare also show

promise for improving the effectiveness and co-

ordination of care for aging patients. Initiatives

include:

¢ Bundled payments for acute care and post-
acute care hospital stays

» Community-based organizations to help patients transition out
of the hospital

e Accountable care organizations and patient-centered medical
homes that focus on creating closer relationships between patients

e PCPs

e Family caregivers

Clinical researchers are also exploring links between aging and

chronic disease to gain a deeper understanding of how to keep
people healthier longer.

HOUSE CALLS MAKING A COMEBACK

With more people struggling with chronic conditions and limited
mobility as they age, hospitals are revisiting the idea of home health,
a service that has been phased out in recent years as providers
sought to cut costs.

“We’re going to see some things start cycling
back around and becoming more pertinent,”
says Angie Mitchell, RN, assistant vice presi-
dent of physician services at HealthTrust.

Though advances in telehealth and remote
patient monitoring show potential for provid-
ing some of these services virtually, “traditional
care can’t go by the wayside,” Mitchell says.
“We're still going to need face-to-face interactions with patients
that don’t just happen over a computer.”

Increasingly, patients choose to age at home instead of moving into
nursing facilities, but for those living miles away from the closest
healthcare facility, this can mean less access to care. Homebound
elderly patients account for more than half of the costliest 5 percent
of patients, according to a study by the University of Virginia’s School
of Medicine. Without a physician to check in with them regularly,
these patients often end up being rushed to the nearest hospital
when their conditions deteriorate.

A small but growing contingent of doctors, nurses and nurse
practitioners are reviving the concept of house calls to improve
in-home care for elderly patients. The practice, common in the early
20th century, had mostly disappeared by the 80s, but it is making

Angie Mitchell
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THE PRACTICE OF HOUSE CALLS,
COMMON IN THE EARLY 20TH
CENTURY, HAD MOSTLY
DISAPPEARED BY THE 80S, BUT IT
IS MAKING A COMEBACK, THANKS
IN PART TO MEDICARE CHANGES
THAT HAVE MADE THESE VISITS
EASIER TO BILL.

a comeback, thanks in part to Medicare changes that have made
these visits easier to bill.

Advocates of house calls say they could help hospitals deliver
more cost-efficient, relevant care by helping caregivers keep a
closer eye on prevention instead of just treating patients in crisis
situations. Home visits can also reveal details about patient needs
not as obvious during office visits.

While studies do show that patients do better in their own envi-
ronment, “there are limits to being able to provide in-home care,”
Mitchell explains. “That’s why we’re seeing such an increase in
assisted living centers connected to long-term care facilities like
nursing homes, because they help ensure that continuity of care.”

PALLIATIVE CARE IN THE ER
The prevalence of chronic illness among the elderly is also
fueling a rise in the number of seniors making frequent trips to
the emergency room. At least one out of every six visits to the ER
is made by a patient 65 and older, according to the Centers for
Disease Control and Prevention. Half of those adults visit the ER
in the last month of their life, according to a study in the journal
Health Affairs, and most of those patients are transferred to critical
care or acute units, where more than half end up dying.
Continued on page 54
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Repeated exposure to overcrowded ERs full of gunshot and car
crash victims can be traumatic and disorienting for patients in the
throngs of serious illnesses such as dementia, cancer and heart
disease. Even if ER doctors can relieve symptoms such as fever,
pain and dehydration, they can’t meet the underlying needs of the
critically ill. Without an advance directive or family member to
consult with about next steps, ER or ICU doctors typically turn to
aggressive care tactics to keep patients alive.

This trend is prompting some hospitals to explore the idea of

bringing palliative care, which tends to the psychological and
spiritual needs of the terminally ill, into the ER. Proponents of
integrating this service into ERs believe it could possibly extend
the lives of patients with advanced illnesses by helping them avoid
the stressors of acute care units—where they are vulnerable to
hospital-acquired infections and delirium—and giving them access
to options like hospice care at home sooner.

Though some ER doctors have begun pursuing palliative care
certifications or working closely with palliative teams in hospitals,
many ER teams are reluctant to initiate end-of-life discussions with

patients they hardly know in such a fast-paced,

harried setting.
“Palliative care needs to be delivered in the right

environment by the right people—and not every-
one can do it,” Mitchell says.

Though the strategy has some merit, Mitchell
indicates that hospitals should consider the pros
and cons carefully and ensure that any palliative
care delivered occurs “away from the trauma that
comes through the ER. Hospitals need to make
sure they’re providing appropriate care for these
patients and not contributing to their decline by
exposing them to an environment that may com-
promise them further,” she adds.

THE ROAD AHEAD FOR HOSPITALS

With a projected shortage of millions of
physicians, nurses and caregivers in the years
ahead as boomers retire from the medical field
or reduce their hours, more care-efficient mod-
els and patient-centered technologies could help
hospitals fill the growing gap in clinical manpower
and expertise while also meeting rising patient
demands from aging boomers. But hospitals must
be judicious about the models and products they
implement going forward, especially with so many
expensive new technologies on the market with
few proven, clinical outcomes.

“Hospitals will need to take a deeper look in-
ternally at their processes and their protocols,
including how much of what they do is driven
by clinical data versus what’s driven by clinician
preference,” Mitchell says.

Wireless and portable technologies, along with
point-of-care testing, that allow providers to bring
care to patients holds some of the best potential
for helping hospitals meet the future needs of ag-
ing boomers.

Mitchell explains, “When people think about
supply chain, they tend to think about products on a
shelf. But, it’s going to be the procurement of wire-
less and portable technologies and point-of-care
capabilities that will help hospitals keep up with
the influx of baby boomer patients. That’s what
will characterize the supply chain of the future.” §
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THE CHALLENGES OF ACHIEVING INTEROPERABILITY

hroughout the healthcare

industry, facilities and or-

ganizations are coming to

terms with the nuances

and challenges inherent

in their journey to achieve

interoperability. Prompted

further by the industrywide shift to a value-

based model of care, it’s more crucial than

in years past for an enterprise to quickly
reach interoperability.

A 2017 survey on health information

technology purchasing intentions, con-

ducted by TechTarget and the College

of Healthcare Information Management
Executives, revealed that 36 percent of
healthcare IT (HIT) respondents said that
interoperability and data exchange were
the main factors driving technology buying
decisions at their respective organizations.
Fifty-three percent of respondents also cit-
ed “improving the quality of patient
care” as the top reason for making
those changes in 2017, a significant
jump from 44 percent in 2016.
Kent Petty, chief information
officer for HealthTrust, defines in-
teroperability as the ability to make

Kent Petty

the right data available to the right people
at the right time.

“Data s really the currency of healthcare
and the currency of HealthTrust; it’s the
way we bring cost, quality and outcomes
together,” Petty explains. “We need large
amounts of data in order to make decisions
about the right cost for the right
quality outcome, whether it’s in
supply chain asset tracking, or in
pharmaceutical or product track-
ing. We have to have an engine
driving the analytics to provide the
best care to the patient.”
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n value-based care, it’s

incredibly important to put
knowledge in the right place, and
interoperability enables that.”

Kent Petty, chief information officer at HealthTrust

Most HIT professionals would agree
on the benefits that interoperability can
afford both patients and providers. Aside
from an overall improvement in the com-
prehensive and efficient care of patients,
interoperability can also streamline
patient care transitions across different
organizations; reduce operational and
administrative waste across a facility’s en-
terprise; assist in providing essential data
for population health initiatives; reduce
wait times and delays between insurance
providers; and improve communication
and response times between patients and
clinicians.

Conversely, a lack of interoperability
within an enterprise can be damaging to
a facility and to patients. According to the
National Transitions of Care Coalition,
communication breakdowns are a lead-
ing cause of medication errors, with “an
estimated 60 percent of medication errors
occur[ing] during times of transition.”

In addition to putting patients at risk,
communication breakdowns and the ab-
sence of an interoperable system will also
directly affect the bottom line for hospitals
and healthcare organizations as delivery
and payments continue to shift to value-
based care.

“In value-based care, it’s incredibly
important to put knowledge in the right place,
and interoperability enables that,” Petty says.

According to Petty, the shift to interoper-
ability is similar to banking’s transition to
ATM technology, which is now so ubiquitous
it’s barely noticed. “Originally, if you walked
up to an ATM and wanted to get money out of
your account, you had to do it at your bank,”
Petty explains. “As ATMs started exchanging
information about how much money you
had in your account, that changed. Even if
you had all your money at Bank A, you could
go to Bank B and get your money out of that
ATM machine.”

Now, fast forward to the present. “You can
go to an ATM in France today and take out
money,” Petty continues. “The machine can
access your funds, do a security check and an
exchange rate simultaneously—that whole
system is interoperability. That’s the kind
of migration we're seeing in healthcare. We
were interfacing, then we were integrating,
and now we’re moving to interoperability.”

Continued on page 58
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THE JOURNEY TO COMPASSIONATE CARE

Despite this upswing in investment and the need to
transition away from the traditional fee-for-service model, achiev-
ing interoperability remains elusive. That’s in part because the
drive to become interoperable has exposed communication gaps
and data-sharing inefficiencies some organizations were either
unaware of or had previously chosen to ignore.

Plus, integration overhauls or HIT adoptions are disruptive
to those who work within them, not to mention costly and time-
intensive. Additionally, legacy patient data systems might not

possess the technical capability to interact with next-generation
technology that interoperable operations demand.

A larger challenge is that few, if any, roadmaps exist to guide the
industry along the path toward achieving interoperability. Bridging
the gap between data silos and connecting relevant data sources is
complex and cumbersome work, and inconsistent interoperable
standards between suppliers, regulators and providers do little to
drive the progress onward.

According to a February 2018 article in Health Management
Technology, provider and supplier inertia is a major roadblock.
“Providers have long been the gatekeepers of patient content,
and old habits die hard,” the article reads. “Many
have yet to find adequate motivation to liberate

health data so that it can be freely exchanged with

patients and other providers.”

Petty realizes there’s still work to be done. “We
still need to get interoperable standards to a place
where everyone can agree on a standard exchange
of information,” he notes. “We have very inconsis-
tent standards between suppliers, which might be
aparadox we can’t solve, but we need to continue
to focus on the benefits of sharing this informa-
tion. Rising to the challenge of interoperability
means focusing on what it can do to improve the
treatment of the patient.”

Though achieving a broad adoption of stan-
dards is critical, variations in state adoption
rules can also be a constraint. Stronger patient
matching technologies and more widespread
trust among healthcare stakeholders looking to
embrace the patient-first vision of care enabled
by interoperability are also needed.

Challenges aside, what exactly does achieving
interoperability look like? According to Petty,
beauty is in the eye of the beholder.

“You know you’ve achieved it when you have
the right information to do what you’re charged
to do,” Petty says. “If you're in emergency care,
interoperability needs to enable patient identifi-
cation. For supply chain, interoperability needs
to be able to tell me if we have a drug shortage
in this part of the U.S. If so, we need to be able to
look at sourcing elsewhere.”

“We need to strive for the benefits of compas-
sionate care,” he continues. “Having a lot of data
can help you make the right decisions.” §

The Office of the National Coordinator (ONC)
for Health Information Technology has created a
10-year plan for advancing healthcare interoper-
ability. Download the ONC’s Shared Nationwide
Interoperability Roadmap at www.healthit.gov/
topic/interoperability.
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MEMBER SUCCESS STORY

SEEING THE

BENEFITS

NVISION Gains Cost Savings & Streamlined Purchasing
Through Membership in AdvantageTrust

ith a strong commitment

to patient care and pos-

itive patient outcomes,

NVISION Eye Centers
has grown steadily in recent years, oper-
ating 24 vision clinics and five ambulatory
surgical centers (ASCs) throughout Arizona,
California, Nevada and Oregon, and in
Toronto, Canada.

But as NVISION has added clinics, each
one continued to make its own decisions
about supplier contracts. Every center was
ordering from suppliers chosen by its staff,
and there was no product standardization.

“We felt like we were missing the boat by
not leveraging our purchasing power,” says
Stacy Gober, RN, BSN, senior director of
ASC operations. “Each center managed its
purchasing differently, and NVISION wasn’t
benefiting from the potential discounts of
bulk ordering across the enterprise. We
decided it was time to overhaul our purchas-
ing efforts and combine the volume from all
of our locations.”

HINDSIGHT IS 20/20

HealthTrust had been the GPO of record
for a company where NVISION’s Chief
Financial Officer Greg Cunniff worked
previously. Based on his
positive experience with
account director Rachel
Strong Egan, Cunniff
recommended HealthTrust
membership for NVISTON
to both streamline its pur-
chasing and save money.
Cunniff and Gober then
met with HealthTrust representatives, and
according to Gober, “We immediately felt
like it was the right fit”

In August of 2017, NVISION joined
AdvantageTrust, a division of HealthTrust,

Rachel Strong
Egan
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offering non-acute care providers access to
industry-best pricing achieved by leverag-
ing HealthTrust’s $30 billion of purchasing
power. AdvantageTrust presents the infor-
mation in a way that is most relevant to
facilities outside of a hospital setting.

Similar to NVISION, other
non-acute care facilities
often have a variety of
staff conducting purchas-
ing activities who typically
aren’t supply chain or
purchasing professionals.
AdvantageTrust communicates information
about discounts and terms in a user-friendly
way that can be easily understood by any-
one involved in placing orders for a facility.

Josh Moll, AdvantageTrust account
manager, says, “With multiple, unique
locations—the corporate headquarters,
five surgery centers and 20-plus physician

Josh Moll
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clinics—it was important to Stacy and Greg to
have an experienced team to guide NVISION
through the process of working with a GPO.”

PURCHASING WITH A VISION

Because NVISION staff members were
accustomed to making site-specific decisions
about suppliers and products, moving to a
companywide purchasing program presented
some new opportunities. Existing staff had
tolearn how to select suppliers based on the
concept of enterprisewide purchasing rather
than handling orders in a vacuum.

“To streamline our purchasing and
accomplish the cost savings available to us
by ordering in bulk, we had to centralize
responsibility for the initiative,” Gober says.

NVISION hired a purchasing agent to work
at the corporate level to manage the process
and oversee supply orders. “Currently, this
corporate employee is assisting in collating
the data from all centers to realize the bene-
fits of volume-based purchasing,” Gober adds.
“Eventually, we anticipate moving purchas-
ing responsibilities back to individual centers,

and because of AdvantageTrust, the process
will be much easier. Facility personnel will
no longer have all of the legwork involved
in comparing prices and selecting suppliers.
Instead, they’ll simply order products from
the suppliers contracted with HealthTrust.”

SEEING THE BENEFITS

Despite the challenges of managing
change, becoming a member of Advantage-
Trust is already paying off for NVISION. The
company has found cost savings in a variety
of areas, including shipping charges, office
supplies and medical-surgical items, espe-
cially sutures, Gober says.

AdvantageTrust analyzed NVISION’s
office supply category and, through the
Staples Advantage contract, helped the
company achieve approximately 20 per-
cent savings on many of the core items
they purchase, Moll explains. On some
office supplies, NVISTON achieved savings
of more than 50 percent. With the assis-
tance of AdvantageTrust, NVISION also
was able to access savings through many

ing

ual
cause
rust,

1 be

irector of

contracted suppliers such as Airgas, CDW,
Henry Schein and Shred-it.
AdvantageTrust representatives Egan and
Moll continue to work with NVISION leaders
to focus on individual areas of spend and look
for additional cost savings as well as ways to
further streamline the purchasing process.
According to Moll, NVISION
recently inquired about new
e-signature pads for all of its loca-
tions. And, the AdvantageTrust
contracted supplier was able to
provide a savings of approxi-
mately 10 percent.

In the coming months,
NVISION plans to tackle infor-
mation technology product
categories. “We feel like we have
just opened the door to the cost
savings available, and we have a
lot more work to do,” Gober says.

But cost savings haven’t been
the only benefits of working
with AdvantageTrust. NVISION staff mem-
bers have also noticed that they are receiving
better, more attentive service from suppli-
ers and distributors since joining the GPO.
“We feel like our suppliers are doing a bet-
ter job for us now,” Gober adds. “And if there
are any issues, we are able to lean on our
HealthTrust account managers, and they
make sure the suppliers are doing every-
thing expected of them. Being part of a large
purchasing organization has really made a
difference in both costs and service.”

The improved service isn’t just an extra
perk; it’s an expected benefit of member-
ship in HealthTrust or AdvantageTrust.
GPO representatives have deep relation-
ships and experience with the suppliers on
contract, and through those relationships,
they require contracted suppliers to pro-
vide a certain level of service and attention.

Moll adds, “As an AdvantageTrust mem-
ber, NVISION will benefit from continued
assistance, as our team works with each
supplier to ensure NVISION’s connection
to HealthTrust pricing and verify they are
receiving the best service. AdvantageTrust
will also collaborate with NVISION to help
the organization develop purchasing best
practices for all of its locations.” ®

Third Quarter 2018 | The Source 65



TEAMWORK TOOLS MANAGEMENT MATTERS

COMMON GROUND

Engaging Physicians in the Supply Chain Process Pays Dividends

hysicians, hospital administrators and supply chain

professionals all desire to provide patients with high-

value care based on quality outcomes and cost efficiency.

Each group, however, has a different perspective on how
to achieve that mission. This can sometimes lead to misunderstand-
ings and disagreements.

Overcoming miscommunication and engaging physicians and
surgeons in the supply chain decision-making process will take time,
says John Young, M.D., MBA, chief medical officer
for HealthTrust. “You have to build relationships,
establish trust and demonstrate a willingness to
be transparent with the information you have and
timelines you’re dealing with,” he says. “Decisions
are often made on incomplete information, and
the more transparent you can be with this process,
the more likely the physicians will stay engaged.”

Building stronger, more transparent relationships always comes
back to finding and articulating each side’s shared goals. “Everyone
in healthcare is facing the same external forces around cost and
quality,” Young adds. “That’s common ground for both physicians
and supply chain professionals.”

John Young, M.D.

THE ADVANTAGES OF PHYSICIAN INVOLVEMENT

Hospitals are turning their focus to cutting costs as the healthcare
industry continues its shift toward a value-based reimbursement
model, in which claims are tied to quality of service. The supply
chain process is one of the first areas hospital administrators exam-
ine. When the healthcare supply chain operates more efficiently,
hospitals can then create cost-saving opportunities throughout the
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entire organization. However, when the
supply chain decision-making process
doesn’t include the physicians who have
personal preferences about the products,
tools and technologies they use, cost-saving
efforts can be jeopardized.

“Every hospital sys-
tem is unique, and there’s
no single recipe to gain
physicians’ coopera-
tion,” explains Gregory
Mishkel, M.D., MBA,
FRCPC, FACC, executive
medical director of the car-
diovascular product line at Prairie Heart
Institute of Illinois. “Perhaps it starts with
the realization that physicians are more
business-minded than many hospital
administrators give them credit for.”

At Prairie Heart, supply chain commit-
tees are made up of inventory management
specialists and physicians from all areas of
the cardiac service line (cath lab, electro-
physiology, non-invasive and CV operating
room), as well as a physician executive leader. When physicians or
surgeons want to use a new product or device, they make a request
to the committee. The committee then examines whether it’s a
duplicate item, something novel or unique, or simply a more cost-
efficient product.

“Using our product line committee with shared governance
between physicians and hospital administrators, we have recovered
about $1 million in the cost of implantable devices and reduced the
cost of a percutaneous coronary intervention by more than $1,000
per procedure over the past two years,” says Mishkel, who serves
as a HealthTrust Physician Advisor.

By keeping up with industry connections, reading the latest sci-
entific literature and attending expositions at medical conferences,
physicians typically have access to new technologies, devices or
treatments while they’re in development, Mishkel explains. And,
due to the less-regulated climate in Europe, much of what is new
on the market is already in practice there, which provides a plat-
form for determining its utility in the U.S.

Leveraging physician awareness of promising treatments can
be in the best interest of a hospital—if the decision-making struc-
ture is sufficiently strong. “Physician leaders could help identify
truly promising technologies and collaboratively create roadmaps
about the clinical proof points they need and the data that matters
to hospital operators,” according to an article in Becker’s Hospital
Review, co-written by Atiq Rehman, M.D., director of Robotic and
Minimally Invasive Cardiac Surgery at Our Lady of Lourdes Medical
Center; Michael Schlosser, M.D., FAANS, MBA, HCA National
Group’s chief medical officer, and vice president of clinical excellence

Continued on page 68

Gregory
Mishkel, M.D.
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and surgical services; and Eugene Schneller, Ph.D., professor of
supply chain management at W.P. Carey School of Business. “Although
hospital employment of physicians has been associated with better
supply chain performance, the fact remains that administrators still
have to demonstrate the value of their initiatives and set up the right
committee structure to drive standardization of care and products
as well as manage the necessary utilization changes.”

Regularly scheduled committee meetings tar-
geted to different specialties can help provide
a clinical context and better understanding of
the profitability of certain procedures, explains
Genevieve Everett-Sigwalt, M.D., FHRS, direc-
tor of cardiac electrophysiology at Johnstown,
Pennsylvania-based Conemaugh Health System.

“When we have new technologies or products,
we bring those to our scheduled meetings for dis-
cussion. These meetings are a good opportunity to interact with
supply chain leaders. They are the ones negotiating with suppliers
and making decisions about product purchases,” says Everett-Sigwalt,
a HealthTrust Physician Advisor. “We have conversations about the
device and its safety, efficacy and importance in clinical settings before
we ever discuss the financial aspect.”

Genevieve Everett-
Sigwalt, M.D.

A technique used to treat atrial fibrillation is a prime example
of the importance of looking at the total cost of a procedure—
and including physicians in on the decision. As Everett-Sigwalt
explains, there are two types of ablation procedures—cryoablation,
which uses extreme cold to restore the normal heart rhythm, and
radiofrequency ablation, which uses radioactive energy. Because
the equipment and tools needed for a cryoablation are more expen-
sive, it would seem to make sense not to purchase that technology
at first glance.

“But, if something is truly a better technology or technique,
it’s going to be a win-win for both physicians and supply chain,”
she says. “With an atrial fibrillation cryoablation, the procedure
time is much shorter, safety is improved, and patients don’t have
as many repeat procedures or hospitalizations. In short, patients
achieve excellent outcomes and require fewer future interven-
tions. Better outcomes typically result in more savings.”

MIND THE GAP
Although many physicians are cognizant of the pressures and
challenges of rising healthcare costs, many often don’t believe their
input is needed to make purchasing decisions. However, physician
Continued on page 70
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input can help supply chain executives better understand how

products and tools are used in the clinical context, Mishkel says.
In what other ways can supply chain and hospital administration

bridge the gap? Young, Mishkel and Everett-Sigwalt recommend

the following:

Make it worth their time. Physicians are among the busiest
m people in the hospital, interacting and treating patients, per-
forming surgeries or procedures, documenting notes on electronic

health records, and conferring with staff members. If scheduling
a physician meeting, make sure it’s about a specific topic. Trying
to carve out time for a 30-minute or hour-long meeting can some-
times be a challenge, especially for physicians and surgeons who are
doing the procedures and using the tools that need to be discussed.
Keep in mind also that physicians are likely to stay engaged only
if they participate in something that leads to significant change.

2 Focus on the data. Physicians respect data-
m driven exchanges. When presenting new

products or technologies to physicians, present

them with evidence-based studies and clinical
data to gain their support.

Find common ground. Each institution

m needs to find creative ways of fostering

alignment, cooperation and understanding. Find

mechanisms that help align physician and supply

chain interests, whether that’s a shared savings
model or some other method.

Close the loop. While physicians are reg-
m ularly asked to give their opinion about
certain products or technologies, more often
than not, they never learn of the final decision. It’s
important for supply chain to close that communi-
cation loop. Explain to physicians why a decision
was made one way or the other and the reasons
behind that decision.

HOW HEALTHTRUST CAN HELP

HealthTrust created its Physician Advisors
Program in 2015 to help bring together supply chain
executives and physicians for mutually agreed
upon goals. The program seeks physicians’ insights
on clinical evidence reviews in categories that sig-
nificantly impact patient care. HealthTrust’s more
than 140 physician advisors help lead technology
reviews, study and analyze drug and device uti-
lization trends, and identify ways to better drive
value for partners and members.

“Being a HealthTrust Physician Advisor has given
me credibility within my own healthcare institu-
tion and introduced me to other physicians who
share their own experiences, which I can learn
from,” Mishkel says. “Through HealthTrust, I gain
an objective overview of new technologies not avail-
able through industry sources.”

“HealthTrust continues to educate its physician
advisors on the contracting process, the informa-
tion and decisions our supply chain colleagues are
faced with, and how collaboration improves not only
the cost of care, but quality as well,” Young adds. ®
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THE POWER
& POTENTIAL

OF DATA

Shay Bess, M.D., believes the key to
the future of medicine is data—and he
works tirelessly to spread the message
of its power to transform the quality

Q&A

with Shay Bess, M.D.

of healthcare. As director of surgical
quality and resource utilization for spine services at the Denver
International Spine Center at HealthONE’s Presbyterian/St. Luke’s
Medical Center, and founder and president of the International
Spine Study Group (ISSG), a nonprofit research foundation, he
has merged his love of hands-on clinical practice with a desire to
improve patient care through academic research. He spoke with
The Source about the future of predictive analytics and its promise
for improving patient outcomes and reducing costs and complica-
tions, particularly for at-risk populations.

What led you to your present role balancing clinical and aca-
demic duties?

After medical school and residency training, I worked in ortho-
pedic spine surgery at several places, including at the University of
Utah and San Diego Center for Spinal Disorders. For about eight
years, I was director of the pediatric scoliosis services at the Denver
International Spine Center at Presbyterian/St. Luke’s Medical Center,
and then I was recruited to be the director of the scoliosis and spine
research programs at New York University (NYU). I was there for
a year before I realized that one does not need to be in a university
setting to be productive in research and academics. The research
we were doing in Denver and with ISSG was more productive and
influential than some of the work I had done in a university setting.
Consequently, I returned to Presbyterian/St. Luke’s Medical Center in
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2016 to serve as director of surgical quality
and resource utilization for spine services
and to focus my efforts on the ISSG, HCA
Healthcare and HealthTrust.

My practice is devoted to pediatric and
adult patients with spine problems, the
majority of whom have scoliosis. Adults
with spine deformities are one of the most
expensive patient populations. They are
also one of the most at-risk for compli-
cations. So, much of our research seeks
to identify and mitigate those risks and
improve care for this patient population.

What is the main focus of the

International Spine Study Group?
The current incarnation of ISSG (issgf.
org) was founded in 2009. Dedicated to
advancing the treatment of adults with
spinal deformity and complex spine sur-
gery, the ISSG has presented the model for
multi-center research efficiency as well as
over 1,000 abstracts worldwide and is now
the most productive spine study group in the world. With the goal
of achieving the best possible outcomes, we have 20 participating
sites nationwide sharing ideas and producing research studies on
spine treatments and techniques. We collaborate with the European
Spine Study Group (ESSG) based out of Barcelona, Spain, and we
also conduct research in Japan and Korea.

Working with the ISSG sparked my interest in predictive analyt-
ics, or using data and algorithms to try to predict which patients
will benefit from certain treatments, who will likely have compli-
cations, what the costs will be, and the duration of hospital stay.
The ISSG initiated an online database in 2009 to allow for seamless
data entry and centralized data quality assurance.

Our research has demonstrated that, based upon a patient’s pro-
file, we can predict outcomes—not just how they’re going to do in
surgery, but also how they’re going to respond to post-surgery ques-
tions, such as, Do you feel healthier? Can you now do the things you
want to do? Do you like your posture and the way you look? Not
only does the data we’re collecting hold enormous potential for us
to assess who is a good candidate for spine surgery and who is at
risk for complications, but it also enables us to counsel patients and
identify their post-surgery goals. This kind of analysis has positive
ramifications for the patient and physician, as well as for the hos-
pital and payer systems.

How would you describe the evolution of analytic research?
There has been an evolution in research from descriptive ana-
lytics (what happened) to diagnostic analytics (why did it happen)
to predictive analytics (what will happen). There are numerous
Continued on page 74
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Continued from page 72
examples of predictive analysis in finance and business. Stock
analysts assemble your retirement portfolio based upon your wishes
and capacity to take risk. Investment firms use data to know when
to buy, sell and trade. Companies like IBM can use data to predict if
an employee is going to quit after six months, be promoted or stay
in the job for 30 years. Academic institutions use data to improve
student retention and optimize their resources.

So, why can’t those of us in medicine make the same kind of

predictions when it comes to outcomes, length of hospital stay,
types of complications, catastrophic costs, and good and bad spine
investments? We should be optimizing data and using predictive
analysis to tailor our care for patients just as other industries do.

How do you determine which predictive questions to ask your
spine patients?

Machine learning, a subfield of computer science, is only as smart
as the questions asked. The algorithms you develop can quickly take
you in a wrong direction if you're not asking the

right questions. As with most forms of artificial

intelligence, good data begets good data.

That’s why we plan our questions depending
on our goals: Are we trying to reduce hospital stay
or reduce duration in the ICU? Are we trying to
preoperatively identify cases that might trigger cat-
astrophic costs? We discovered that within roughly
a 95th percentile we can predict what the cost of
a patient’s care is going to be at the outset. Data
becomes an extremely powerful tool, allowing us to
pinpoint outliers and then change variables that are
driving up costs so that the care becomes affordable.

As we looked further into our data set, we
found that we could predict patient responses to
different questions on a validated, standardized
questionnaire within 70 to 80 percent accuracy.
The questions we asked targeting pain level, activ-
ity level and attractiveness proved to be the most
accurate. These questions included: How much
pain have you experienced during the past six
months? What is your current level of activity?
Do you feel attractive with your current back con-
dition? We use activity markers to see not only if
patients are more active physically and socially,
but if they’re also more satisfied with their lives.
We are looking at how effective certain treatments
are from a cost standpoint and in improving the
quality of life.

We start by finding out what the patient’s expec-
tations are at the outset and changing the way we
assess outcomes. Patients want answers to their
issues: Will T walk better? Will I be able to return
to work? Will my pain improve? Will my mood
improve? Will I feel better about the way I look?
Will I be satisfied with surgical treatment? Because
of predictive modeling’s ability to put incredibly
powerful data in your hands, we have the ability to
tell patients they will improve by roughly X amount
or their pain scores will improve by X amount. The
data can also indicate potential complications, so
that you can more accurately counsel a patient on
their best surgical options as well as make strategic
budget decisions.

74 The Source | Third Quarter 2018



LEADERSHIP LINK TEAMWORK TOOLS

How do you handle resistance to change when it comes to data
analysis? How do you convince people that even if there’s a little
pain to get through the start-up phase, it will ultimately result
in something better?

Everybody wants what’s best for patients, but it takes time for
some people to be open to the power of data analysis to change
patient lives on a daily basis. Once you show surgeons the capacity
of data to improve their outcomes, they tend to come around and
adopt meaningful change in how their care is delivered.

It’s hard to get people outside of their comfort zone, but change
is going to happen anyway, so why shouldn’t we be at the fore-
front of it? Look at the latest disruption to the healthcare system
from Amazon, Berkshire Hathaway and JP Morgan. By banding
together and sharing information, these companies are using
data to reduce healthcare waste and build new efficiencies for
their employees.

If you use data effectively, you can identify areas where waste
can be reduced safely and efficiently. These more streamlined
ways of practicing medicine are not only faster and easier, but
they make the whole system run so much more efficiently. Data
can be utilized to improve cost efficiencies, reduce wait times and
lessen the amount of unnecessary labor that goes into providing
care for patients.

How can data help reduce the redundancy and variance that
exists in the supply chain?

When you look at the amount of goods delivered to a hospital
at a single point in time, it can be staggering. Some of it is unnec-
essary. If we could predict what we’re going to use in a certain
case—whether it’s screws or biologics or a rod of a particular shape
or length for a scoliosis surgery—we can better manage our hos-
pital inventory and eliminate a huge amount of redundancy. Data
can also help us reduce shipping costs and improve efficiencies
in supply processing.

We are going to have to change the way we look at our routine
practices. Healthcare professionals are somewhat reluctant to
adopt these efficiencies because they’re used to having the com-
fort of excess inventory waiting in the back room just in case.
We have found that the data to help us predict exactly what was
needed for a specific procedure is sitting there, but it’s not being
used. When data is used to predict specific patient behaviors and
outcomes, facilities can better plan surgeries ahead of time and
markedly reduce variance and redundancy.

What are some of your goals as a HealthTrust Physician
Advisor?

When I was asked to be part of the physician advisors pro-
gram at the beginning of 2018, I was excited about helping others
develop algorithms and use data platforms in a significant way to
improve care delivery. There’s so much data available to us through
HealthTrust, and I would like to help analyze it on a national and
global level to improve supply chain and reduce waste to a nomi-
nal level. Healthcare costs are astronomical and non-sustainable

because of the variance and redundancy within the system. The
good news is: The solutions are right here in front of us. We just
need to apply the data we have to optimize patient situations.

In what ways are you promoting the message of the power of
data analytics?

Since 2009, our ISSG team has presented more than 1,000
abstracts across the world. I'm fortunate that I’'ve not only been
part of the research team, but I also get the opportunity to share
those results with others. That’s critical: You need to be able to
effectively enunciate your concepts or they won’t help anybody.
You have to put your ideas together distinctively and open people’s
eyes to new methodologies for improving the way they practice—
further enhancing the good points and improving on the bad. I
want to be active in the decision-making process for how health-
care is delivered. If it isn’t going the direction that we want it to
go, I want to be a driver for change, not just a passive observer.

What do you enjoy most about the career you’ve forged so far?

We have to be passionate in our lives; otherwise, what’s the
point? We have to enjoy what we do. Luckily, I get to work as a
physician providing patient care in a clinical setting, but I also get
to work in academics, developing algorithms and trying to improve
the way we deliver care at a system level. That’s the fun of medi-
cine for me. I have been able to wear these different hats, have a
diverse practice, and continue to grow and learn. ®

Since August 2016, Shay Bess, M.D., has served
as director of surgical quality and resource
utilization for spine services at the Denver
International Spine Center at HealthONE’s
Presbyterian/St. Luke’s Medical Center.
Previously he served the hospital as director of
pediatric scoliosis services from 2008 to 2015.
In 2015, he served as chief of adult spine deformity service and
chief of spine research at the New York University School of
Medicine and Hospital for Joint Diseases. From 2007 to 2008,
he was a fellowship faculty member in pediatric and adult
spinal surgery at the San Diego Center for Spinal Disorders

in La Jolla, California. From 2005 to 2007, Bess was assistant
professor of orthopedic surgery at the University of Utah
School of Medicine.

Bess earned his undergraduate degree at Columbia
University and medical degree from Johns Hopkins. He
completed an internship and orthopedic surgery residency
at Case Western and completed a fellowship in pediatric and
adult spine surgery at Washington University in St. Louis.

Bess is the president of the International Spine Study Group
Foundation, which was founded in 2009. He’s active with the
Scoliosis Research Society and the North American Spine
Society, among other organizations.
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2018 HEALTHTRUST MEMBER AWARDS

The 2018 HealthTrust Member Recognition Award winners have demonstrated outstanding performance,
leadership and service in many significant ways. They have achieved savings through strong compliance
measures, implemented a clinician-driven supply chain council, captured physician interest in the value
analysis process, made a difference in fighting opioid dependency in their community, and created a
pharmacy-led pain management team. In the categories of Outstanding Member, Operational Excellence,
Clinical Excellence, Social Stewardship and Pharmacy Excellence, the members spotlighted on these
pages are this year’s honorees during the 2018 HealthTrust University Conference in Nashville, Tennessee.

OUTSTANDING MEMBER AWARD

Parrish Medical Center, Titusville, Florida

George Mikitarian, DHA, FACHE, president/CEO
Michael Sitowitz, CPA, MBA, controller
Robert Wildermuth, MBA, CPA, CMRP,

director, materials management - team leader

Tina Phillips, operations director

Frank Polidora, buyer

Valerie Cooper, buyer

Sue Lessard, OR/SPD, inventory coordinator

George Mikitarian

Compliance & Conversions Drive Savings

hen Parrish Medical Center put out an RFP for a new group
purchasing partner in 2014, it wasn’t the projected year-one
savings of $1 million dollars that pushed the Titusville, Florida,
hospital to HealthTrust. Instead, it was the onboarding support
from an on-site HealthTrust team that sold administrators.
“They promised to work right alongside of us to convert our
contracts and help us get as much savings as possible right out of
the gate,” says Robert Wildermuth, director of materials man-
agement. “They were really committed to being part of our team.”
Thanks to that team mentality, Parrish Medical Center “easily
eclipsed” the million-dollar savings in year one and has shown
no signs of slowing down. The freestanding hospital’s compliance
rate—which stands at over 90 percent—is among the highest in
HealthTrust’s membership. And, Wildermuth says, the supply chain
team will continue to look for ways to become even more compliant.
“As a stand-alone, public, nonprofit facility, we don’t have a
lot of leverage or volume to swing one way or another,” he says.
“Compliance is key for us, because compliance drives pricing at
HealthTrust as a whole. The more compliant we are, the better
opportunity HealthTrust has to negotiate prices on our behalf”
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Michael Sitowitz Robert Wildermuth Tina Phillips

Frank Polidora Valerie Cooper Sue Lessard

While compliance is a key factor in Parrish Medical Center’s
value-analysis process, it’s not the only one. Clinical leaders, buyers
and even hospital executives make up an active Clinical Quality
Value Analysis (CQVA) team, which convenes monthly to review
and approve contract conversions.

“The first question we ask is: ‘Clinically, is this the best sup-
plier?” ” Wildermuth explains. “If we have a choice between two
suppliers and the clinical quality is the same, then why wouldn’t
we use one that is contract compliant?”

Last year, the CQVA team saved $484,000 on a variety of prod-
ucts. This year’s $450,000 goal has been set across six different
clinical areas. “While we’ve beaten the bushes and already found
a lot of low-hanging fruit, we’re trying to be realistic but still
challenge ourselves,” Wildermuth says. “What’s so great—and
important—about supply chain savings is that every dollar we
save comes right off the bottom line.” e
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OPERATIONAL EXCELLENCE AWARD
Trinity Health Clinically Driven Supply Chain
Livonia, Michigan

Suzette Bouchard-Isackson, MSN, RN, director,
perioperative services, transformation team officer

Kelley Young, director, strategic sourcing

Mark Pinto, M.D., medical director, surgical services

and orthopedic service line
Walter Whitehouse Jr., M.D., medical director,
surgical services

The Power of a Clinically Driven
Supply Chain

Reducing variations in care delivery, including the products
used, is proven to improve patient outcomes, reduce waste
and lower the overall costs of care—all goals aligned with the
kind of people-centered care Trinity Health pursues on all levels.
Building a people-centered health system, in fact, was the driving

Suzette
Bouchard-Isackson

Mark
Pinto

Kelley
Young

Walter
Whitehouse Jr.

force behind Trinity Health’s efforts to more closely align its
clinical supply chain—which represents approximately $1.35 bil-
lion in annual spend—with its care delivery model. Trinity Health
has leveraged a clinically driven supply chain (CDSC) model to
identify, implement and optimize yearly savings opportunities
since 2015. The goal of this collaborative work is to improve
Trinity Health’s annual supply chain savings. Phase one launched
in 2015, streamlining med/surg contracts, while phase two kicked
off the following year, tackling medical devices and some specific
cardiovascular and orthopedic initiatives.

Continued on page 78

Third Quarter 2018 | The Source 77



SPOTLIGHT ON

HEALTHTRUST MEMBER RECOGNITION AWARDS

Continued from page 77

Since 2016, Trinity Health’s Clinical Excellence Council has
provided accountability, leadership and direction to the CDSC
model. The council is made up of carefully selected team members
and represents all Trinity Health hospitals. To date, the council
has created three subgroups—cardiovascular, orthopedics and
surgery. Each is co-led by a physician, clinical director and supply
chain representative.

“We launched with a test pilot addressing cardiovascular needs,
carefully assessed and course-corrected before moving on to
other areas,” says Suzette Bouchard-Isackson, MSN, RN, direc-
tor, perioperative services, transformation team officer. “We are
intentional in this work; our goal is to have all groups operating
from the same product-review processes and standards, even
though their perspectives may be unique.”

The subgroups meet monthly, mostly via conference call, but
in face-to-face meetings whenever possible. Even the meetings
are standardized. Before each meeting, team members submit
new initiatives using a SBAR (situation, background, assessment,
recommendation) format. The council reviews the initiatives
and determines if an expert panel should be formed to conduct

research or provide more information. Once the expert panel
weighs in to support or amend the initial recommendations, the
initiative is presented to hospital leaders for a defined comment
period.

Finally, the Clinical Excellence Council votes, and, if the work
is approved, the clinical leaders are accountable to implement
the initiative.

“We are very proud of our collaborative accomplishments,”
says Kelley Young, director, strategic sourcing for Trinity Health.
“The work our teams are doing echoes the processes and pro-
tocols implemented in the hospitals; both are evidence-based
and motivated by aspirations to deliver excellence in care and
service.”

To support consistent implementation, the CDSC team devel-
oped a playbook, with guiding principles, core practices, references
and links to key, evidence-based literature.

“We continue to refine the processes, but we make sure to
stay agile and ready to launch additional groups as needs arise,”
Bouchard-Isackson adds. “We take it one step at a time so we can
make sure that we do not have any variation, either—in how our
teams are created, or how our initiatives are implemented.” ®
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CLINICAL EXCELLENCE AWARD
Scripps Health Clinical Value Analysis Team
San Diego, California

Jonathan Worsey, M.D., medical director, value
analysis - team leader

Cecile Hozouri, assistant vice president, supply
chain management

Erin Arnold, clinical resource specialist

Stacy Griffin, director, logistics

Lisa Otte, director, cost accounting

A Focus on Physicians

A clinical value analysis program is only effective with
committed physician involvement. Yet, getting physicians
involved in the product selection process can be a real challenge.
But at Scripps Health, a five-hospital system based in San Diego,
physicians aren’t backseat participants in the value analysis pro-
cess—they’re the ones driving it.

Jonathan Worsey

Cecile Hozouri Erin Arnold Stacy Griffin

This focus on physicians enabled the clinical value analysis
team, led by Jonathan Worsey, M.D., to save $17 million in 2017
through a variety of physician-led, evidence-based initiatives that
are reducing variation in supply utilization and standardizing
some elements of clinical practice.

The core value analysis team, which includes physician
champions from each of Scripps’ five hospitals, identifies op-
portunities by looking for areas with high spend and significant
variation in practice. Physicians and clinical resource specialists
(most with a nursing background) review data and look at variation
in utilization, outcomes and comparisons between practitioners

Continued on page 80
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at Scripps hospitals with regard to accepted benchmarks. Out of
that review process comes recommendations for the standard-
ization of supplies, more efficient use of resources and potential
best practices. Before they can be implemented, they must be
presented to physicians, who vote “for” or “against” them at
formal, in-person events dubbed “summits.”

The first summit, for general surgery, was held in spring 2017.
Since then, summits for spine, orthopedics and robotic surgery

have taken place. Worsey says the summits have been effective
because the issues on the agenda are chosen carefully, so that key
physicians see value in giving up some of their free time to attend.
The value analysis team places particular emphasis on providing
clear, believable and easy-to-understand data (specifically, indi-
vidual practitioner and procedure data) to the physicians ahead
of time. This allows any questions or concerns about the data’s
validity to be addressed beforehand and not detract from the more
important discussion of what it means and how it can be used.
At the summit, presentations about specific initia-
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tives are followed by discussions led by practicing
physician champions.

“The tone is collegial and collaborative with
input solicited from all participants. Decisions
are made on the basis of consensus, though unan-
imous agreement is not required,” he explains.
“Participants generally agree with sensible, well-
prepared and thoughtful proposals, the key being
to present the data and guide the discussion in
such a way that the answers are clear and obvious.”

Once consensus is established, the value analysis
team leans on physicians, as well as the market-
ing department and medical staff leadership, to
ensure adoption. Each initiative is broken down
into milestones and tasks necessary for a success-
ful completion. Finally, a 120-day lookback period
helps the value analysis team measure the impact
of the initiatives.

Some of the highlights include:

* Reduced new product adoption by 60 percent,
which had a financial improvement on the overall
supply costs by 1.5 percent.

¢ Changed hundreds of surgeon preference cards
to remove supplies that were being wasted and
not used.

» Converted more than 38 product categories,
which changed 735 individual items and reduced
the overall item count by 35 percent.

¢ Reduced unused inventory (> 12 months) by
30 percent ($2.2 million).

« Standardized central line trays to sustain below
benchmark central line-associated bloodstream
infection (CLABSI) rates. e

THE HEALTHTRUST UNIVERSITY CONFERENCE
will be held on July 23-25 at the Gaylord Opryland
Resort & Convention Center in Nashville.

8

The 2018 HealthTrust MEMBER RECOGNITION
AWARD winners will be honored on Tues., July 24,
during the morning’s general session.
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SOCIAL STEWARDSHIP AWARD
Opioid Task Force - Saint Peter’s University Hospital
New Brunswick, New Jersey

Linda Carroll, RN-BC, MSN, vice president, patient care services
and chief nursing officer - team leader

Margaret Drozd, MSN, RN, APRN-BC, director, community health
services

Genevieve Kumapley, PharmD, BCOP, clinical pharmacist specialist Linda Carroll Margaret Drozd ~ Genevieve Kumapley

Fighting the Good Fight

M iddlesex County, New Jersey, home of Saint
Peter’s University Hospital, has been hit hard
by the opioid epidemic. In 2016, the drug overdose
death rate jumped 71 percent over the previous year,
and according to state data, opioids were to blame in
about 85 percent of the deaths.

It’s those types of grim statistics that led to
the formation of the Opioid Task Force at Saint
Peter’s University Hospital, a 478-bed acute
care teaching hospital in New Brunswick,
New Jersey. Led by Linda Carroll, RN-BC, MSN,
vice president, patient care services and chief nurs-
ing officer, the all-volunteer task force consists of
physicians, nurses, social workers, law enforcement
officials, pharmacists and community activists.

Since its launch in October of 2017, Carroll esti-
mates the task force has reached more than 4,000
lives by providing information, education and sup-
port services to local schools, law enforcement
agencies and patients who have been treated for
opioid overdoses.

For patients brought to local emergency de-
partments, the task force offers counseling about
rehabilitation and support services. Opioid over-
dose recovery coaches, as they’re known, are
recovering addicts with at least four years of
sobriety who have been trained upward of 40 hours.
They make initial contact in the ED and follow up by
phone in six to nine months. If the life-saving drug
naloxone was used on the patient, the hospital also
replaces the local law enforcement agency’s supply,
free of charge.

Task force volunteers host community pro-
gramming at the hospital and visit local schools
several times a month to discuss opioid addiction
with students, teachers, parents and athletic coaches.
Hospital social workers are also available to meet
with guidance and student assistance counselors to
educate them about community treatment resources.

Continued on page 83
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2018 GITA WASAN PATEL
PHARMACY EXCELLENCE AWARD
Pharmacy-Led Pain Management Team
WellSpan York Hospital, York, Pennsylvania

Larry Owens, PharmD, BCPS, clinical specialist - team leader
Benson Mathew, PharmD, clinical T pharmacist

Nicholas Haas, PharmD, clinical 1 specialist

Brittany Thomas, PharmbD, clinical 1 specialist

Christine Higgins, PharmD, clinical 1 pharmacist

Danielle Bowen, PharmD, clinical 1 pharmacist

Taking the Pain Out of Pain Management

F or the past 18 years, pharmacists at WellSpan York Hospital
in York, Pennsylvania, have played a key role in managing
patients’ pain at the 580-bed community teaching hospital. Like
many programs, the pharmacy-led pain management initia-
tive started small, with two pharmacy residents creating pain
management protocols, revising order sets and providing in-
dividualized interventions for patients with orthopedic pain.
Outcomes were measured as part of a resident research project,

Larry Owens Benson Mathew Nicholas Haas

Brittany Thomas  Christine Higgins  Danielle Bowen

which demonstrated that the program significantly improved pain
scores and reduced side effects.

The pilot program ended after one year, but Larry Owens,
PharmD, BCPS, continued to offer pain-management services
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to orthopedic patients while also expanding the program to include oncology and
palliative care. “There was such an outpouring of demand for our services,” he says. “It
got to be quite burdensome, so we looked at making it a full-time position.”

In 2006, the pain management team was created. Today, there are five clinical
pharmacists, plus Owens, who rotate with the team on a weekly basis. Each week,
Monday through Friday, a pharmacist is available to complete initial pain manage-
ment consultations and conduct follow-up visits with patients who require additional
monitoring. Annually, the team completes between 700 to 900 initial consults. With
follow-up monitoring included, the team is responsible for over 2,000 patient en-
counters each year.

“Days are rarely typical,” Owens says. “It’s either feast or famine.” The pain team
clinician’s day can vary from two to 10 new consultations. And, with physicians
requesting that the pain team manage care in 98 percent of cases, this can lead to a
very busy day.

The team also serves as an educational resource for hospital staff, equipping them
with tools and insight for managing pain in both routine and complex cases. In light
of the opioid epidemic, the pain team utilizes an assessment tool, which can assist
physicians in identifying risk factors for the development of opioid misuse disorder
and provide additional safeguards for patients who might be susceptible to abuse.

Regularly reviewing patient questionnaires lets the pain team know how they’re doing.
Survey results validate that the team’s efforts are leading to high patient satisfaction,
improvement in functionality and reduction in pain scores. ®

SOCIAL
STEWARDSHIP AWARD

Continued from page 81

Parents are especially surprised to learn that
because the adolescent brain is still in develop-
ment, there is a heightened risk of addiction
in tweens and teenagers, explains Margaret
Drozd, MSN, RN, APRN-BC. “Drug over-
dose is seen as early as middle school. As we
plan for 2019, we are revising the educational
programs for our school outreach to share
even more about the pathophysiology of the
adolescent brain as it relates to addiction.”

The task force also leads two-hour
education sessions with residents and
clinical staff. Led by Genevieve Kumapley,
PharmD, BCOP, who manages Saint Peter’s
University Hospital pain committee, the
sessions provide updates on the epidemic
and training on the hospital’s multimodal
approach to pain management. o
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THANK YOU TO OUR SPONSORS

Thank you for
an outstanding
conference.

HealthTrust is pleased to
acknowledge the generous
contribution from the following
suppliers to the 2018 HealthTrust
University Conference. Thank
you for your commitment to

our members.

Wireless Internet/Cyber Café
AMERICAN EXPRESS

Closing General Session Keynote
ALLERGAN

Baxter

Lanyards
BAXTER
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Tote Bags
QUIDEL

General Conference
MELINTA

Room Key Sleeves
TEVA PHARMACEUTICALS

Reception — Monday
OWENS & MINOR

Reception — Tuesday
KIMBERLY-CLARK



THANK YOU TO OUR SPONSORS

HEALTHTRUST UNIVERSITY CONFERENCE

Lunch
FRESENIUS KABI

Cyber Café — In Kind

cbw

Mobile App Sponsor
NORTHFIELD MEDICAL

EDW>

paperfreedm

Escalator Graphics

M

Mectra Labs Inc

Manufacturers of Medical Devices

Kick-off Party Wristbands
MECTRA

GETINGE 3¢

Room Drop Room Drop
TRINITY STERILE GETINGE
MEDLINE

Water Stations
MEDLINE

Room Drop
TIDI PRODUCTS

Breakfast — Tuesday
SYSMEX

Chair Drop
3M HEALTH CARE

Room Drop
CASCO

Hand Sanitizer
DEBMED

Power Breaks
TRONEX

Coffee Break
ADCOMM

Breakfast — Wednesday
O&M HALYARD

AMERICAN

REGENT 7/

Notebooks
AMERICAN REGENT

Steelcase

HEALTH

Room Drop Room Drop
STEELCASE AMAG
PHARMACEUTICALS
Pens Luggage Check
URESIL STORAGE SYSTEMS
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MEDICARE ANNUAL
SPEND ON TOTAL KNEE
ARTHROPLASTY (TKA):

TKA IS THE SINGLE
A _ q LARGEST MEDICARE
n estimate EXPENDITURE FOR ANY
INPATIENT PROCEDURE.

people have osteoarthritis While volumes
of the knee. are increasing,

Risk-Adjusted Incremental Cost of Complications

making an
individual with
Blood Transfusion $2,167 uncompl icated
Acute Renal Failure TKA a candidate

Venous for nonadmission
Thromboembolism statu S.

Infection $14,453

Any Complication $2,876

MedPAR The Incremental Cost of Complications
Total Knee
Replacement Comp"cyt?(',:: 0] ] ‘ 2 >3
Rates for Blood

Transfusion 4.5%

2.7% Incremental N/A 1$2,276 ‘ $7,991 ‘$22,972

Cost

2013 2014 2015 2016

For more information on how

OF MEDICARE PATIENTS outcomes, contact HeathTrusts

WHO HAVE TKA HAVE A Viée President of Clinical

COMPLICATION. THESE PATIENTS INCUR MORE Consuiting and Analytics

April Simon, RN, MSN, at

COSTS AND HAVE TO BE READMITTED MORE OFTEN. april.simon@healthtrustpg.com.
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Cloud Recognized as a
SU pply Chain'fOCUSGd PhVSiCian one of six general surgeons who were tasked with maintaining

and advancing surgical service line developments for the organi-
HealthTrust Physician Advisor William G. zation. Cloud was nominated by HealthTrust for his work with an
Cloud, M.D., MACM, FACS, general surgeon Enhanced Recovery After Surgery (ERAS) colorectal initiative that
at Providence Hospitals, was recently chosenas  evolved and expanded into a template for the creation of a broad
one of three PURE award winners by Healthcare — approach to improving surgical outcomes and lowering costs for
Purchasing News. In an effort to recognize phy-  all surgical service lines. @

sician contributions to supply
chain operations and process-
es, the publication annually
profiles Physicians Understanding, Respecting
and Engaging Supply Chain professionals who are
taking an active role as decision-makers in product

and supplier selection and contracting.
Cloud, also a physician for LifePoint subsidiary
Omnipoint Surgery and a member of LifePoint
Health’s National Physician Advisory Board, is

Starmann-Harrison
Elected Chair-elect of
IHA Board

HealthTrust member Mary
Starmann-Harrison, FACHE,
president and CEO of Hospital
Sisters Health System (HSHS)
in Springfield, Illinois, has
been elected chair-elect of the
Illinois Health and Hospital
Association’s (IHA) 2018 Board
of Trustees. Starmann-Harrison will become chair
of the board in 2019. The board of trustees is the
policymaking body for the association, represent-
ing more than 200 hospitals and nearly 50 health
systems across Illinois.

Starmann-Harrison began her career as a regis-
tered nurse in the emergency department and has
served in healthcare management since 1979. She
joined HSHS as CEQO in 2011 and served previously
as the first regional president and CEO of SSM
Health Care of Wisconsin; CEO for the western
region of Tenet Physician Services; and held vari-
ous other leadership roles previously, including
CEO at St. Luke’s Medical Center in Phoenix. ®
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UPDATE ON RADIOLOGY REGULATIONS, 2018 INNOVATION SUMMIT

Extension Granted for
Appropriate Use Criteria
For Advanced Imaging

The Centers for Medicare & Medicaid
Services (CMS) delayed the effective date
for the Appropriate Use Criteria (AUC)
consultation and reporting requirements to
Jan. 1, 2020, and made several other chang-
es to the policy. On and after Jan. 1, 2020,
radiology professionals who order certain
advanced imaging services must consult cer-
tain AUC using a qualified clinical decision
support mechanism (CDSM).

The rule was delayed after industry
stakeholders expressed concerns over imple-
mentation given the complexity of the AUC
program.

“Some facilities are
going to continue with
implementation, but this
extension gives them more
time to work out any issue
they are going to encoun-
ter,” says Luann Culbreth,
MBA, RT, FACHE, director, radiology and
cardiovascular services at HealthTrust.

The rule allows for an educational and
operations testing period of one year that
will begin on Jan. 1, 2020. This testing pe-
riod is helpful for providers since it allows

Luann Culbreth

participation while avoiding claims denials,
according to the Association for Medical
Imaging Management (AHRA). During this
period, the CMS will continue to pay claims
whether or not the correct AUC information
is included. However, by January 2021, the
CMS will begin denying or auditing incor-
rect AUC claims.

The CMS is also moving forward with
the voluntary reporting period, which ex-
tends from July 2018 through Dec. 31, 2019.
“However, the voluntary reporting period
is dependent on the ability of the Medicare
claims system to accept and process AUC
claims that include consultation informa-
tion,” AHRA says. @

THE ROAD TO

APPROPRIATE USE

CRITERIA

July 2020: ——
Educational testing period begins,
where ordering providers must consult
AUC, but no claims will be denied for
improper AUC information.

July 1, 2018:

Voluntary period begins
for early adopters to start
reporting AUC information.

January 2021:

CMS will begin to deny or
audit claims with incorrect
AUC information.

INNOVATION SUMMIT 2018

HealthTrust will host its fourth Innovation Summit, Oct. 16-19, 2018, at The Westin
La Paloma Resort in Tucson, Arizona. The annual event is an avenue for suppliers with
new technology to present innovative products to service line clinical experts and physi-
cian advisors from within the HealthTrust membership.

The 2018 application process ran through mid-May and had 150 submissions vying for
70 available positions. Invited members will review the technology in an exhibition setting
as well as in specialty board meetings where they will discuss their findings.
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“The feedback of our physicians and clini-
cal experts in assessing which showcased
innovations truly deliver an improvement
in care delivery or patient outcomes is an
important clinical and operational vet-
ting process in adding new products to
HealthTrust’s contract portfolio,” says
Mark Dumond, assistant vice president
of physician services for HealthTrust. e

Source: Association for Medical Imaging Management (AHRA)
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CHECKS & BALANCES

Contracting Considerations & the Safety of Medical Devices

HealthTrust’s Physician Services team
provides a monthly review of FDA Premarket
Approvals (PMAs) and 510(k)s for physician
preference items. In support of its contract-
ing efforts related to national agreements,
these compendiums—along with new tech-
nology summaries and clinical evidence
reviews (CERs) for implantable medical
devices and clinically sensitive products—
are made available to members through
the secure HealthTrust member portal.
Physicians in the relevant specialty who are
part of HealthTrust’s Physician Advisors
program provide input on the CERs, which
are a critical component of HealthTrust’s
contracting process.

Have you ever wondered how the process
works for getting a device to market? How
do healthcare providers know before they
buy if a device is worth all of the market-
ing hype? This type of checks and balances
system is the responsibility of the FDA’s

% of
Medical
Devices

Examples

Toothbrushes,
oxygen masks,
elastic
bandages

Class | Devices

Orthopedic and
spine implants,
IV pumps,
ultrasound
equipment

Class Il Devices

Cardiac
pacemakers,
implantable

defibrillators,
coronary stents

Class Il Devices

Center for Devices and Radiological Health
(CDRH), which provides premarket review
and approval of all medical devices, as well
as oversight of the manufacturing, perfor-
mance and safety of related devices.

The FDA regulates devices and safeguards
customers with one of two types of approval
processes—the PMA or 510(k).

e PMAs require manufacturers to submit
an application before they market any new
products that contain new materials or
differ in design from products already on
the market. The application requires valid
scientific evidence collected from human
clinical trials showing the device is safe
and effective for its intended use.

> Examples of PMAs include digital
mammography, minimally invasive and
non-invasive glucose testing devices,
implanted defibrillators and implant-
able middle ear devices.

Potential Risk Subject
Level to

“General” controls to
ensure device safety
and effectiveness
once manufactured

“General” controls +
“Special” controls
(labeling, testing
and performance

standards)

Potentially
pose more
risk

Premarket approval

since they typically

support or sustain

life or are implanted
in the body

Potential for
adverse
outcome

Exempt — If a device falls into a generic category of an exempted Class | device, a
premarket notification application and FDA clearance is not required before marketing
the device in the U.S. However, the manufacturer is required to register its establishment
and generic product with the FDA.

Examples: Manual toothbrushes and stethoscopes, mercury thermometers, bedpans

¢ 510(k), a section of the Food, Drug &
Cosmetic Act, established the risk-based
device classification system for medical
devices. Before a manufacturer can mar-
ket a medical device in the U.S,, it must
demonstrate to the FDA’s satisfaction that
the device is substantially equivalent to, or
as safe and effective as, a device already on
the market. If the FDA rules the device is
“substantially equivalent,” the manufac-
turer can market the device.
> Examples of 510(k)s include X-ray
machines, dialysis machines, fetal mon-
itors, lithotripsy machines and muscle

stimulators.
HealthTrust’s
Device Physician Services
Classifications team conducts
The classifications EIEE) e e

of medical devices
are based upon the
degree of control
necessary to ensure
the various types of

reviews of Class Il &
Il devices, seeking

input from Physician
Advisor special-

ists relevant to a
category of products
under contract

devices are safe and
effective before they
are marketed to the
public. As device class increases from I to
111, the regulatory controls also increase,
with Class ITI devices subject to the greatest
number of regulations.

consideration.

Ongoing Protections

The FDA monitors reports of adverse
events and recalls related to medical de-
vices. When it perceives the health and
safety of patients or product users poses a
potentially significant risk, it issues alerts
to health professionals and consumers
through the medical device safety section
of FDA.gov.

HealthTrust also issues important infor-
mation related to product recalls and/or
safety issues through special editions of its
contracting newsletter, The Response. ®

For more information on how HealthTrust
uses information on FDA Premarket Approvals
(PMAs) and 510(k)s in its contracting process
for medical devices, contact Mark Dumond at
mark.dumond2@healthtrustpg.com.

Sources: FDA.gov; Mark Dumond
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SUPPLIER CYBERSECURITY

THE COMPETITIVE
ADVANTAGE OF
CYBERSECURITY

Because cybersecurity incidents are
dynamic and ever-evolving, HealthTrust
deploys defensive, in-depth strategies to com-
bat the threats that members face thousands
of times every day. While these strategies
include physical and electronic perimeters,
they also include contracting with suppliers
that offer secure products and services.

Terry Moon, senior director of strategic
sourcing, says that HealthTrust is dedicated
to researching and contracting for the most
secure products and services on the market to
help members with their security strategies
and protect patients from malicious activity.

“HealthTrust suppliers’ products and
services are now being evaluated on their

cybersecurity capabilities during the
contracting phase,” Moon says. “How the
company includes cybersecurity mitigations
in their product development, as well as
how the products will attach to a hospital
network or to a patient, are put through
various risk assessment processes.”

Moon explains that supplier risks are eval-
uated and then used to determine the best
possible scenario for members as part of the
sourcing process. Suppliers that have better
cyber-risk assessments are more likely to be

recommended. HealthTrust anticipates that
suppliers will mature their cybersecurity
processes and products as a competitive
advantage.

This year for the first time, HealthTrust
established a Cybersecurity Supplier of
the Year award, honoring a supplier that
stands out for its efforts on protecting pa-
tients. The criteria for the award is based
on a multitude of factors including, but not
limited to, a supplier’s cybersecurity poli-
cies and processes, secure products on the
market, information sharing before/during/
after cyber events, and their acceptance of
cybersecurity requirements. The winner will
be announced at the HealthTrust University
Conference at the end of July.

“HealthTrust is focused on protecting pa-
tient from cybersecurity threats,” Moon says.
“Suppliers who react accordingly, reduce
exposure, and/or eliminate cyber threats
should be recognized for such efforts.” ®

90 The Source | Third Quarter 2018



SEE MAIN AD ON BACK COVER



HEALTHTRUST & INDUSTRY NEWS

ENVIRONMENTAL EXCELLENCE

HEALTHTRUST MEMBERS RECOGNIZED
FOR ENVIRONMENTAL EXCELLENCE

Practice Greenhealth’s Environmental Excellence Awards

annually honor outstanding achievements in the healthcare sector.
Congratulations to the HealthTrust member health systems and
facilities below that were recognized during the CleanMed conference
in May. For more information on the awards and a complete list of
winners, visit the awards section of the Practice Greenhealth website.

BOSTON MEDICAL CENTER
Top 25 Environmental Excellence
3 Circle of Excellence

Awards for: Energy,

Climate, Green Building

HACKENSACK
MERIDIAN HEALTH

Facility-level awards include:

Top 25 Environmental Excellence
* Hackensack University
Medical Center

Partner for Change
» Bayshore Medical Center
» Jersey Shore University
Medical Center
* Ocean Medical Center
* Riverview Medical Center
* Southern Ocean Medical Center

Circles of Excellence
* Hackensack University Medical

Center - for Energy, Leadership,

Food, Safer Chemicals, Waste
and Environmentally Preferable
Purchasing

* Ocean Medical Center - for
Environmentally Preferable
Purchasing

Greening the OR Recognition
* Ocean Medical Center
* Hackensack University Medical
Center
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HCA

Facility-level awards include:

Partner for Change
» Alaska Regional Hospital
* Lee’s Summit Hospital

Partner Recognition
» Centerpoint Medical Center
* Parkland Medical Center
» St. Mark’s Hospital

Making Medicine Mercury Free
» Centerpoint Medical Center
* MountainView Hospital

Greening the OR Recognition
* Lee’s Summit Medical Center

HOSPITAL SISTERS HEALTH
SYSTEM (HSHS)
System for Change Award

Facility-level awards include:

Partner Recognition
e HSHS St. Clare Memorial
Hospital
* HSHS St. Joseph’s Hospital
Highland

Partner for Change
* HSHS Sacred Heart Hospital -
Eau Claire
* HSHS St. Anthony’s Memorial
Hospital

* HSHS St. Elizabeth’s Hospital

* HSHS St. Francis Hospital
- Litchfield

e HSHS St. John’s Hospital

* HSHS St. Joseph’s Hospital -
Chippewa Falls

* HSHS St. Mary’s Hospital
Medical Center - Green Bay

* HSHS St. Mary’s Hospital - Decatur

* HSHS St. Nicholas Hospital

e HSHS St. Vincent Hospital -
Green Bay

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

* HSHS St. Nicholas Hospital

Greening the OR Recognition
* HSHS St. Nicholas Hospital
* HSHS St. Vincent’s Hospital -
Green Bay

Read past issues of
HealthTrust’s award-winning
magazine in the archive
section of healthtrustsource.
com, or bookmark Trending
Topics (healthtrustpg.com/
trending-topics) for fast
access to magazine stories
on clinical initiatives, supply
chain best practices and
other healthcare topics.










