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Chairman’s Letter

E
ven though it is only April, it’s a safe  — no, a certain — bet 
that the COVID-19 outbreak will be the biggest healthcare 
story of 2020. Going into this year, we had ideas about what 
would dominate the healthcare news and what we might 
cover in these pages: the continuing e�orts to address the 

opioid epidemic, high list prices for drugs, advances in oncology, 
surprise billing, all the di�erent value-based models, the politics 
of healthcare in a presidential year. But as March went on and 
the public health and economic consequences of the outbreak 
became more apparent, those headliners faded. On the podium of 
importance, COVID-19 was �rst, second, third — and just o� the 
podium, in fourth, �fth, and sixth place. 

�is is issue of Managed Healthcare Executive® re�ects the 
seeming splitting of these times of ours into the pre- and post-
COVID-19 eras. From pre-COVID-19, we have a story that 
examines the growing popularity of Medicare Advantage plans. 
�e tilting of Medicare toward MA plans is a profound change 
in how the roughly $750 billion in annual Medicare spending 
is managed. We take a look at the current version of diabetes 
disease management, a tech-enabled marriage of digital tools and 
personal contact, and the complexities of hospital observation 
status. Healthcare executives interested in advancing their careers 
should read our story about promotions. A promotion — that is 
always a good thing, right? Our story advises that you take a close, 
thoughtful look before you leap just to be sure.

But then COVID-19 hit. We spoke to healthcare executives 
from various sectors about how their organizations have re-
sponded. �e outbreak is a moving target; some of them may 
have already adjusted and adapted in other ways. We spoke to 
managers about how they are handling the new, work-from-home 
norm. We took a look at the impact of COVID-19 on insurers and 
its implication for telehealth.

But let’s step back from what is appearing in these pages. Fami-
lies have lost loved ones. Physicians, nurses, and other healthcare 
workers have put themselves in harm’s way. Companies and 
government o�cials have been working tirelessly to “�atten the 
curve,” which really amounts to saving lives. It is a time for better 
angels, a time of condolence, caring, admiration, and gratitude. 

Mike Hennessy, Sr.
Chairman and Founder

of MJH Life Sciences
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W
hen most people 
think about 
epidemics, they think 
of Ebola, SARS, and 
now, especially, the 
new coronavirus. 
But until COVID-19, 
when healthcare 

executives had thought about 
epidemics, they should also be 
thinking about diabetes, because it 
is growing, expensive — and deadly. 

� e impact of diabetes on the 
lives of patients can be absolutely 
devastating. It is the underlying 
cause of serious complications, 
such as heart disease and stroke. 
Many people with diabetes are 
a�  icted with chronic pain; it is 
also the leading cause of kidney 
failure, blindness, and amputations. 
Diabetes, and the complications 
resulting from it, ranks third behind 
heart disease and cancer as a cause 
of death in this country.  

Over 34 million Americans have 
been diagnosed with diabetes, 
mostly with the type 2 variety that 
is linked with being overweight or 
obese. Another 88 million Ameri-
cans have prediabetes: � ey have 
blood sugar levels and other risk fac-
tors that could put them on the road 
to having full-blown diabetes. Nearly 
$250 billion is spent on healthcare 
costs related to diabetes, with an 
average medical expenditure of 
$15,000 per person with the disease. 
As far as drug costs are concerned, 
diabetes is the most expensive 

traditional therapeutic class on a 
per-member, per-month basis. 

� e causal factors of the type 2 
diabetes epidemic are well charac-
terized: poor diet, obesity, lack of 
exercise, and aging. Diabetes also 
occurs more frequently in some 
groups because of social deter-
minants of health, such as unsafe 
neighborhoods with a lack of access 
to recreation.

� e good news is that managed 

healthcare can have a signi� cant im-
pact on all aspects of diabetes pre-
vention and management. � rough 
analytics and health risk appraisals, 
health plans can identify mem-
bers with diabetes and those who 
are prediabetic. Focused disease 
management programs, combined 
with value-based provider contracts, 
can encourage engagement of 
members and incentivize providers 
to improve outcomes. Health plans 
can help by, among other things,  
covering smartpens that can mon-
itor injections. � e same goes for 
stick-free glucose monitoring, which 
improves adherence to blood testing 
and insulin management. Health 
plans are also well positioned to 
work with community organizations 
to support e� orts to educate people 
about proper nutrition, exercise 
habits, and weight management. 

When and how is di�  cult to say, 
but COVID-19 will recede. Diabetes 
will not. It will continue to grow 
as our society struggles to control 
the impacts of poor lifestyle habits. 
However, managed healthcare plans 
continue to play an important part 
in ensuring that members receive 
the most impactful information 
and care possible to manage and 
ultimately stop this epidemic. 

Don Hall, MPH, and Sherry Rohl� ng
are principals of DeltaSigma, a 
consulting � rm that specializes in 
strategic problem solving for managed 
care organizations.  

Diabetes: � e Quiet Epidemic 
� at Is Not Going Away

Americans have been diagnosed 
with diabetes, mostly with the 
type 2 variety linked with being 
overweight or obese.

MORE THAN 
34 MILLION

Americans have prediabetes.

ANOTHER 
88 MILLION

SHERRY ROHLFINGDON HALL, MPH
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Visit NarcolepsyLink.com/Pediatric to learn more about pediatric narcolepsy.

Academic
About 3.5 times higher likelihood 
of repeating a grade vs pediatric 

patients without narcolepsy4*

Economic
5 times higher medical 

costs vs pediatric patients 
without narcolepsy5†

Personality and Behavior
Anxiety, depression, introversion, 

feelings of inferiority, and 
sorrowfulness1-3

$

*  Based on a health-related quality of life (HRQL) study assessed through a questionnaire completed by children and adolescents with narcolepsy (N=117) and control subjects (N=69). 
Academic performance was evaluated in the study.4

†  Based on a retrospective, cross-sectional, case-control, claims-based analysis of health care utilization and costs, that included narcolepsy patients ≤18 years of age (N=1427) and 
control subjects (N=4281).5

NDS-0419b Rev1218© 2018 Jazz Pharmaceuticals plc or its subsidiaries

A Missed Opportunity 
to Recognize 
Narcolepsy Symptoms 
Can Have a 
Signifi cant Impact on
Pediatric Patients
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I
n the past five years, HHS’ 
Office of Civil Rights (OCR) 
has increased enforcement of 
Health Insurance Portability 
and Accountability Act (HIPAA) 
violations, according to the 
HIPAA Journal. In 2015, there 
were only six HIPAA penalties, 

compared with 11 in 2018. Not only 
have enforcements increased, but 
fines and settlement amounts are 
also on the rise. In 2018, more than 
$28 million in penalties was paid 
to OCR. The mean penalty amount 
for 2018 was $2.6 million. Anthem 
settled for $16 million for failure 
to respond to breaches that had 
occurred since 2015 and for lacking 
technical controls to prevent unau-
thorized electronic personal health 
information (PHI) access.

Because OCR enforcement 
continues to grow, costing health-
care organizations in both dollars 
and damage to their brands, it is 
important that health systems 
stay proactive when deploying 
technology that keeps PHI and 
other healthcare data safe. As the 
healthcare industry becomes more 
connected, through providers and 
payers, PHI and other data are 
transferred between more vendors, 
says Tim Eades, CEO of VArmour, 
an applications security company 
in Los Altos, California. “As health 

insurance carriers begin or mature 
within their ‘digital’ journey — 
think digital health ID cards held in 
digital wallets or mobile healthcare 
policy apps — the potential for 
PHI and personally identi� able 
information exposure increases,” 
Eades says.

But with interoperability, there’s 
a greater risk involved, with data 
becoming increasingly accessible, 
says Rich Temple, vice president 
and CIO of Deborah Heart and Lung 
Center in Brown Mills, New Jersey. 
“Ironically, the push for interopera-
bility, and the goal to bring to a pro-
vider a patient’s entire medical his-
tory across many di� erent arenas of 
care, poses some serious challenges 
in the HIPAA realm,” Temple says. 
“As the � ow of PHI increases in the 
three V’s — volume, velocity and 
variety — more opportunities open 
up for that sacred information to be 
compromised, either by hackers or 
even by, ostensibly, well-meaning 
providers who may be using the 
patient’s data for use cases that go 
beyond what HIPAA allows.”

Ultimately, healthcare exec-
utives must stay on the hunt for 
technologies that can keep data 
protected, because threats from 
hackers continue to grow and be 
more sophisticated every day, says 
David Williams, general manager of 

the healthcare provider division of 
Conduent, a healthcare technology 
company in Florham Park, New Jer-
sey. “Whether you’re talking about a 
national level or international level, 
the ability to hack healthcare data 
is fairly alarming.”

The security of cloud-
based applications
With the explosive growth of 
cloud-based technology, especially 
with many healthcare organiza-
tions using third- and fourth-party 
vendors, the fact that EHR systems 
are being moved to or connected 
with cloud-based platforms is a 
concern. Cloud-based applications 
can help with data security because 
the major providers have capa-
bilities that can be used to enable 
strong security overall, says Eades. 
“However,” he adds, “if any system is 
brought from a non-cloud space to 
full cloud — lift and shift — or a ful-
ly on-premise platform is suddenly 
connected to the cloud, data securi-
ty — and overall security — can be 
threatened if the naturally exponen-
tial relationships cloud introduced 
aren’t managed correctly.” 

Although cloud-service vendors 
can stay abreast of security issues, 
often faster than their clients, work-
ing with a third-party also has its 
risks, says Temple. “� e challenge 

Technologies That Keep Your 
Health System HIPAA Compliant
When deploying technology that keeps personal health 
information and other healthcare data safe, health systems 
stay proactive.  by DONNA MARBURY

TECHNOLOGY
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is that the healthcare organization 
is now dependent on yet another 
party, or business associate, to 
maintain HIPAA standards, and any 
breach on the part of the business 
associate will come back to bite the 
provider, even if the provider them-
selves didn’t do anything wrong,” 
Temple says. 

Being able to visualize or map 
data �ow is critical to applying ap-
propriate protection technologies, 
says Eades. “Healthcare platforms 
must have the means to map 
network and systems topologies 
against data �ow. As in the EHR to 
cloud/cloud-connected example, 
it’s critical that hybrid cloud and 
multi-cloud environments are con-
sidered as well.”

Since 2009, more than 189 million 
healthcare records have been stolen 
or exposed in over 2,500 breaches, 
according to the HIPAA Journal. 
�e number of breaches in the past 
decade amounts to nearly 60% of 
the U.S. population possibly being 
a�ected.  

As more connected devices be-
come available for patients, Temple 
says, providers have to stay alert 
when they interact with a health 
system’s data network. Medical 
devices themselves, such as balloon 
pumps and patient monitors, and 
the growing array of healthcare 
devices classi�ed as the “internet 
of things,” are alluring targets for 
criminals, notes Temple. Having 
technologies that are monitoring 
data and how it’s being used can be 
one of the best ways to catch a pos-
sible HIPAA violation early and take 
steps to �x it, Williams says. “Health 
systems should have technology to 
identify a threat, monitoring on a 
daily basis, if not hourly,” Williams 
adds. 

Building in redundancy is also 
important if a primary system gets 
compromised through a malware 
attack. “We go well beyond the stan-
dard anti-virus, anti-malware that 
most organizations have deployed. 
We have robust backup regimens so 

in the event of an attack, we are as 
well positioned as we possibly can 
be to recover a legitimate dataset,” 
Temple says. “We are continuing 
to enhance our security toolset 
to monitor packets crossing our 
�rewall and our endpoint assets 
for irregular activity. We even have 
some redundancy in our monitor-
ing to make sure we have that extra 
layer of protection.”

Keeping staff on guard
Although increased technological 
advances can keep healthcare orga-
nization in compliance with HIPAA, 
ultimately educating sta� on data 
safety is a �rst barrier, says Temple. 
A 2019 analysis by Bloomberg Law 
found that the �fth most common 
cause of data breaches in health-
care is from sta� having inappro-
priate access to team members’ or 
patients’ information. �ough the 
intent of the sta� ’s inappropriate 
access wasn’t always clear, the 
analysis found that some employees 
had looked up patients’ or other 
sta� members’ data out of good-
will, such as to send a sympathy 
card. However, many sta� breaches 
are due to mistakes, carelessness, 
and ignorance of HIPAA laws, the 
Bloomberg analysis found. 

Because of the real risk in 
human error, Temple also suggests 
endpoint and perimeter protec-
tions that can monitor for unusual 
behavior on the network and alert 
key players to that behavior. “A big 
technology gap is the human beings 
who work at healthcare organi-
zations,” says Temple, noting that 
bad actors gain access to systems 
through phishing emails. We 
constantly have to keep our people 
vigilant to not click or open things 
[when] they are not absolutely cer-
tain of the legitimacy of the source.”

Technology that provides 
encryption, two-factor authentica-
tion, secure messaging portals and 
automatic log o�s can help when 
human error leaves PHI vulnerable, 
says Michelle Garvey Brenn�eck, 
associate and healthcare attorney 
at Buchanan Ingersoll and Rooney, 
a Pittsburgh law �rm and lobbying 
group.

 “Technology that is as close to 
fool-proof as possible may limit 
vulnerabilities and associated risk.” 
Brenn�eck adds. “�is is particu-
larly important in the HIPAA space 
where one negligent or bad actor 
can create high dollar exposure.” 

Donna Marbury is a writer in Columbus, Ohio.
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Most Common Data Breaches 2016-2017

Source: Bloomberg Law
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T
o help its members 
prevent or manage 
diabetes, Blue Cross and 
Blue Shield of Minnesota 
opted for a virtual 
solution. 

� e Minnesota health 
insurer has partnered 

with Omada Health, based in San 
Francisco, to o� er technology-en-
abled disease education and man-
agement programs to its members 
with diabetes or prediabetes. Omada 
Health has separate programs for 
each disease that are based on 
nationally recognized training and 
education programs.

� e Omada programs feature live 
coaches who help patients improve 
their biometric data, such as weight 
or A1C levels. Using data analytics 
to parse data collected through con-
nected devices, including scales and 
glucose monitors, Omada Health 
derives a personalized program for 
each participant. Using a digital app 
on their smartphones, members 
connect with their coaches through 
texting or virtual visits. 

� e intimacy of a personal coach 
and the convenience of virtual care 
appeal to Blue Cross members, 
explains Jen Benner, clinical product 
manager at the Minnesota Blues 
plan, whose parent company has 
invested in Omada. � e pairing of a 

coach and a virtual care is especial-
ly important for individuals with 
diabetes, she adds “because they 
have so many decisions to make 
every day.”

Omada Health is not alone in 
selling technology-enabled pro-
grams to help peopleprevent or 
manage diabetes. � ese programs 
are moving quickly from being 
novelty items for early adopters into 
mainstream use. � e move from 
the fringe is something to encour-
age, says Michael Sturmer, senior 
vice president of health services for 
Livongo, a publicly traded disease 
management company in Mountain 
View, California. 

“What we are really focused on 
with our health plan partners and 
our PBMs is really changing their 
mindset from digital health as this 
add-on or buy-up to digital health as 
part of the core bene� ts that a mem-
ber expects to get when they sign up 
for their health plan,” says Sturmer.

Virtual, tech-enabled programs 
for diabetes are catching on for 
any number of reasons. First, there 
is prevalence of diabetes and the 
associated expense. � e American 
Diabetes Association says about 30 
million Americans have diabetes 
and estimated that in 2017, an Amer-
ican diagnosed with the disease 
incurred, on average, $16,750 per 

year in medical expenses. Second, 
the programs seem to be producing 
promising results. Independent 
studies are few and far between, but 
the vendors have released their own 
study results showing weight loss 
and improved A1C levels. 

Virta Health, a San Francisco 

company that says its goal is not 
just to manage type 2 diabetes but 
reverse it, uses technology to help 
participants limit carbohydrate 
intake. � e company released results 
that it claims show that its technolo-
gy reversed type 2 diabetes in 60% of 
its patients. � is means the patients’ 
blood glucose readings are in a nor-
mal range, without diabetic-speci� c 
medications. For some of its earliest 
patients, those results have been 
sustained for four years, according to 
CEO and co-founder Sami Inkinen.

21st Century-Style Diabetes Disease 
Management: Coaches and Tech-Enabled
Several Blues plans have contracted with vendors that supply tech-enabled 
diabetes disease management and prevention programs. Sometimes the tech 
is combined with coaching — by a real, live human being.  by LINDA WILSON

“If we hit certain thresholds, 
we get paid, and if not, we 

don’t get paid.” 

— SAMI INKINEN, 
CEO AND CO-FOUNDER,
VIRTA HEALTH

Technology
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Meaningful weight loss
Blue Cross and Blue Shield of 
Minnesota began using Omada’s 
diabetes-prevention program in 
2015. � e program for individuals 
with full-blown type 2 diabetes was 
adopted in 2019.

� e prevention program includes 
intensive coaching for weight loss, 
goal setting, and an online peer-sup-
port group. It is designed to last 16 
weeks, but members can remain en-
gaged in the program for as long as 
they wish, say Benner, the Minnesota 
Blues clinical products manager. 
Participants also get a wireless digi-
tal scale that sends weight readings 
to Omada’s database. 

Benner says the cellular feature 
of the scale is important because not 
all consumers have internet access 
at home. Since 2015, 37,000 mem-
bers of Blue Cross and Blue Shield 
of Minnesota have enrolled in the 
virtual program and lost a combined 
200,000 pounds, an average of 5.4 
pounds per person. 

Intermountain Healthcare, which 
also has invested in Omada Health, 
has seen similar results. � e Salt 
Lake City health system began of-
fering Omada’s diabetes prevention 
program to its employees in 2019. 
From January 1 through November 
30, 2019, 1,533 Intermountain em-
ployees lost a total of 9,800 pounds, 
an average of 6.4 pounds per person. 

“A 5% weight loss is associated 
with a nearly 60% reduced risk in 
developing type 2 diabetes. A 10% 
weight loss from baseline — 20 
pounds for a 200-pound person — is 
associated with an 85% reduction 
in the likelihood of developing type 
2 diabetes,” says Elizabeth Joy, MD, 
senior medical director for wellness 
and nutrition at Intermountain. 
However, she was referencing 
research � ndings for in-person 
diabetes prevention programs, not 
tech-enabled plans like Omada’s.

“Type 2 diabetes is largely pre-
ventable for the vast majority of peo-
ple by making lifestyle changes that 
result in relatively minimal weight 
loss,” Joy continues. “� at is a really 
important point to make, because 
we get saturated with TV shows like 
‘� e Biggest Loser’ that basically say 
the only weight loss that is meaning-
ful is a 50- to 100-pound weight loss. 
Clinically meaningful weight loss is 
3% to 5% from baseline.”

� e potential market for tech-en-
abled diabetes management could 
be gigantic because of the number 
of people with diabetes and relative 
lack of alternative o� erings. In a 2014 
study, for example, the CDC found 
that only 6.8% of commercially 
insured, newly diagnosed patients 
received formal diabetes education. 

Blue Cross and Blue Shield of 
Kansas City o� ers its members 
access to a diabetes management 
program from Livongo. � e insurer, 
known as Blue KC, launched a pilot 
program in 2016 and made the 
Livongo program available to all 
of its members during the fourth 
quarter of 2019. As of January 2020, 
Blue KC had enrolled 1,237 members 
in Livongo’s diabetes management 
program, according to Tim O’Brien, 
vice president and executive director 
of care delivery at Blue KC.

Blue KC plans to integrate patient 
data generated by Livongo’s platform 
into the electronic health records at 
Spira Care, which is Blue KC’s com-
bined health insurance and primary 

care plan. Spira’s seven care centers 
provide members with access to 
primary care and behavioral health 
providers, health coaches, generic 
prescriptions, laboratory services, 
and digital X-rays. 

Livongo says its customers, which 
include self-insured employers as 
well as health plans, yield savings. For 
example, Livongo compared health 
claims data for 3,664 participants in 
its diabetes management program 
with data from 12,065 people with 
diabetes who were not enrolled in 
Livongo’s program. Livongo found 
that participants in its diabetes man-
agement program netted a mean 
reduction of A1C ranging from 7.8% 
to 6.9% and a 5.8% decrease in the 
cost of healthcare claims. 

Some of the tech-enabled 
programs o� er value-based pricing. 
Virta bases its charges on clinical 
outcomes. “If we hit certain thresh-
olds, we get paid, and if not, we don’t 
get paid,” says Inkinen. � e metrics 
Virta uses are improvements in 
blood sugar control, reductions in 
medications, and weight loss. � e 
company bills customers monthly 
for patient cases meeting speci� ed 
thresholds. 

“To me, that is how healthcare 
should be,” says Inkinen. “We 
shouldn’t be here to do more trans-
actions. We should be here to make 
the patients better.” 

Linda Wilson is an experienced writer and editor 
specializing in the healthcare industry.   

The prevention program includes 
intensive coaching for weight loss, 
goal setting, and an online peer-
support group.

—JEN BENNER, MINNESOTA BLUES CLINICAL PRODUCTS MANAGER
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Healthcare’s Early Response to the Outbreak
The SARS-CoV-2 virus has upended American 

healthcare — and the country as a whole. For now, it is a 
question of adapting, adjusting, staying safe, and being 

smart. It is a time when leadership, ingenuity, compassion, 
and some true bravery has been on display. This month may 

test us even further. 
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A
s the number of COVID-19 cases climbed and the 
death toll rose, healthcare organizations of all 
kinds and sizes took steps to combat the disease, 
keep their workers and the people they serve safe 
while also maintaining their operations, often 
in some scaled-down way. Managed Healthcare 

Executive® interviewed six healthcare executives about 
how they and their organizations have responded to 
the outbreak. 

Here’s what they had to say:  

Steve A. N. Goldstein, MD, PhD, vice chancellor 
of health a� airs and a professor at the University of 
California, Irvine (UCI)

Since the � rst day the virus was recognized, UCI Health 
researchers and medical experts began working closely 
with other hospitals and healthcare providers both re-
gionally and across the nation to share best practices 
while staying current with the latest information, treat-
ments, and tools.

UCI Health infectious disease experts are also assist-
ing with statewide and national e� orts to develop policy, 
track the outbreak, and contain the spread of COVID-19. 
We are in regular contact with the CDC, the California 
Department of Public Health,  and the  Orange County 
Health Care Agency. 

Teams of UCI researchers are partnering with other 
UC medical centers on studying the antiviral drug rem-
desivir as a COVID-19 therapeutic drug. Backed by the 
NIH, the clinical trial is considered the � rst that has pos-
sible e�  cacy and should be ready for patients soon. Oth-
er UCI groups are testing cutting-edge methods to test 
who is infected and who was infected previously to tailor 
treatments and to understand how the disease is spread 
and how it can be controlled.

Genevieve D. Caruncho-Simpson,MPA, president 
and chief operating o�  cer, Texas Health Aetna, Dallas

� e health plan’s front door is the Anytime-MD app, 

where members can receive free or low-cost care support 
from a local emergency room physician. As a text-� rst 

app, without any time limit, it supports 
swift and ongoing communication.

Our doctors are working closely with 
local hospitals, other providers, and a 
mobile urgent care provider, Dispatch 
Health, to make sure members’ ques-
tions are being answered via the app in a 
timely manner. � e app allows our doc-

tors to perform ongoing clinical support and virtual tri-
aging of suspected COVID-19 cases. Members can have 
prescriptions delivered straight to their door through a 
CVS free delivery program. Free emotional well-being 
support is also available, as heightened anxiety can oc-
cur during this time. 

We are also waiving cost sharing related to COVID-19 
testing, providing care package to people who have been 
hospitalized because of COVID-19, waiving limits on 
early re� lls, and through some of our care management 
programs reaching out proactively to patients who are 
most at risk for COVID-19. 

Romilla Batra, MD, MBA, chief medical o�  cer, SCAN 
Health Plan, Long Beach, California

Seniors are at the heart of SCAN, and we’re working 
diligently to keep them safe, healthy, and independent 

during this pandemic. In addition to 
implementing all state-of-emergency 
measures related to access to care, we’re 
identifying high-risk members—those 
on ventilators and oxygen—and reach-
ing out to ensure they have everything 
they need. 

We recently checked in on a member 
who lives alone and learned that she was running out 
of food. To ensure that she could continue to shelter in 
place, we arranged for meal deliveries starting the next 
day. 

SCAN’s free telehealth bene� t is key, and we’re 

By KAREN APPOLD

How Health Execs and Employees 
Are Responding to COVID-19
Managed Healthcare Executive® interviewed six healthcare executives 
about how they and their organizations have responded to the outbreak.

CARUNCHO-SIMPSON

BATRA
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A
lthough the burden of providing direct care 
and treatment of COVID-19 patients is falling 
on hospitals and other providers, payers will be 
bearing the costs of that care. 

COVID-19 costs this year will almost certainly 
result in premiums increases in 2021. How much 

of an increase will depend on the number of COVID-19 
cases and, more speci�cally, the number of Americans 
who will need expensive hospitalizations and the frac-
tion of those who will need to be treated in the ICU. Re-
searchers at the University of Washington published a 
model in late March showing the demand for ICU beds 
in April will exceed the supply by 17,000. In a policy brief 
published earlier in the month, Covered California said 
the 2021 premium increase for employers and Ameri-
cans buying in the individual market could range from 
a modest 4% up to an astounding 41%. Covered Califor-
nia is the government organization that runs the ACA 
exchange in California.

�e American Academy of Actuaries noted in a FAQ 
this year’s premiums are locked in, so the insurers with-
out large reserves could have solvency problems because 
of expenses related to COVID-19 care and the wide-

spread waiving of cost sharing, including for treatment. 
Large insurers like Cigna, Humana, and Aetna, which 
is now part of CVS, made splashy announcements in 
March that their members with COVID-19 don’t need to 
be worried about medical bills. 

But an increasing number of employers, including 
relatively small ones, have elected to self-insure, and 
they may not have the same amount of reserves on 
hand as the major insurers. Some self-insured plans 
have stop-loss coverage, but the academy said the ma-
jority of COVID-19 claims will fall below the large claim 
threshold, so the stop-loss may not help with the surge of 
COVID-19-related expenses as much as one might think.

A great deal of evidence shows older people and 
people with co-morbidities are far more vulnerable to 
becoming seriously ill from an infection with the SARS-
CoV-2 virus that causes COVID-19 than younger, health-
ier people. �at pattern could mean that cost burden of 
COVID-19 falls disproportionately on public payers, es-
pecially Medicare. As a result, Medicare Advantage (MA) 
plans and Medicaid managed care plans could be facing 
much higher medical costs this year than they had antic-
ipated. Seniors who have �ocked to MA plans in recent 

encouraging members to use it now more than ever for 
urgent or after-hours care. Because routine care visits 
are now being discouraged due to the coronavirus, all 
doctors are being encouraged to do telehealth-type calls 
with patients to ensure they’re staying on track with 
treatment plans. �is is especially important for patients 
with chronic conditions or others who need monitoring. 
It’s better for our members’ regular doctors to triage 
symptoms because they know their patients’ health his-
tories and status.

On a community level, we are prioritizing emergen-
cy funding for nonpro�ts to help them respond to the 
growing demand for their services, speci�cally those 
that address loneliness. We have also adapted many of 
our community services from in-person to telephonic, 
including clinical programs for seniors and caregivers 
and many of our volunteer e�orts. We understand that 
self-isolating can cause loneliness and, in some cases, 
depression. �at is why we’re making it a priority to keep 
seniors engaged and supported.

Vincent Nelson, MD, vice president, medical a�airs 

and interim chief medical o�cer, Blue Cross Blue Shield 
Association (BCBS), Chicago, Illinois

We have made a systemwide commitment to ensure that 
members can swiftly and smoothly access the right care 
in the right setting during the COVID-19 outbreak. �is 
includes covering, with no cost share to the member, the 
appropriate medically necessary diagnostic testing for 
COVID-19 when it is not covered as part of the public 
health service response. Any care for a COVID-19 diag-
nosis will be covered consistently with the standard pro-
visions of a member’s health bene�ts. Additionally, BCBS 
companies will waive prior authorization for medically 
necessary services and diagnostics related to COVID-19 
to ensure patients receive the right care when and where 
they need it.

Charles A. Peterson II, MD, president and chairman 
of the board of directors, Proliance Surgeons, Seattle, 
Washington

Because excellent medical and surgical care involves 

COVID-19 Costs Hit Insurers
They are waiving cost sharing for COVID-19 treatment. How large 
will premium increases be next year? By MARI EDLIN AND PETER WEHRWEIN
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years (see page 21) may � nd the plans are not quite as 
attractive as they used to be if they wind up shouldering 
large COVID-19 costs. And governors and state legisla-
tures may see some pressure on their Medicaid budgets 
if the Medicaid care plans take on huge new costs this 
year. 

� ere may be o� setting factors for insurers. COVID-19 
has meant widespread cancellation of elective surgeries 
— and those are procedures insurers would have other-
wise covered. In fact, use of many kinds of medical ser-
vices may tail o�  as American hospitals and clinicians 
grapple with the outbreak. New, expensive drugs may 
come on to the market at a slower pace this year both 
because the FDA is preoccupied with COVID-19 and the 
reluctance of pharma to launch product during such un-
certain times. It is a complex situation, however. � ere 
may very well be some upward pressure on medical 
spending if the management of conditions like diabetes 
and hypertension su� ers and people with those condi-
tions develop complications.

As we went to press, the course of the outbreak was 
nothing if not uncertain, which makes projections of 
the costs and therefore the e� ect on insurers equally 
subject to uncertainty. Covered California’s estimate of 
COVID-19 costs for commercial insurers ranged from 
$31 billion to more than seven times that amount — 
$237.6 billion — with a “medium” estimate of $94.6 bil-
lion. One key factor in Covered California’s calculation 
is an estimate that COVID-19 hospitalizations will cost 
$72,000. � at was far higher than the $20,000 � gure that 
the Kaiser Family Foundation put out in mid-March, al-

though the Kaiser � gure was an estimate based on past 
experience with inpatient pneumonia admissions. 

� e classic insurance function is to bu� er the shock 
of large, unexpected expenses, and Gary Shaw of Deloitte 
wrote in mid-March that “insurers are expected to con-
tinue to serve as shock absorbers for the economy and 
society.”

In the early days of the outbreak in early and mid-
March, insurers moved quickly to waive the cost of 
COVID-19 tests. Waiving out-of-pocket costs for treat-
ment came later. Here are some other steps that insurers 
have taken: 

 ❚ Telehealth services are being used at a pace never seen before 
and without a copayment attached. 

 ❚ Some plans have waived prior authorizations for COVID-19 
diagnostic tests and for services that are consistent with CDC 
guidance, along with referrals and step therapy.

 ❚ Plan members are being encouraged to turn their 30-day 
maintenance prescriptions into 90-day mail order delivery at 
the same cost. Some plans are waiving early refi ll limits on 
30-day maintenance medications.

 ❚ Some plans have made a point of announcing they will cover 
the cost of a COVID-19 vaccine when it is available. 

 ❚ Blue Cross Blue Shield of Arizona announced it will eliminate 
cost sharing for nonpreferred medications if a preferred drug 
is unavailable because of a shortage or other access issues. 

 Mari Edlin is a regular contributor based in Sonoma, California.
Peter Wehrwein is senior editor of Managed Healthcare Executive.®

close physician-patient interaction, on March 15 we 
chose to postpone all elective (i.e., non-urgent and 

non-emergent) surgeries in our ambu-
latory surgery centers and temporarily 
suspend similar patient care at all of our 
facilities during the coronavirus out-
break in the region. � e postponement 
will be e� ective from March 17 until at 
least March 27 when we will re-evaluate 
the crisis’s status. 

As a specialty-care surgical organization, we are o� er-
ing our surgical teams to provide urgent and emergent 
surgical care in our centers as a critical backup to Puget 
Sound area hospitals. We are o� ering assistance in deliv-
ering acute care for patients with fractures, trauma, or 
urgent surgical care in seven di� erent surgical special-
ties. Giving hospitals the option of providing surgical 
services at our centers ensures that our hospital col-
leagues can focus on COVID-19 patients. � is maintains 
social distancing standards, preserves personal protec-
tive equipment, and lowers the potential for COVID-19 
exposures.

Shea Harrelson, PA-C, and Scotty Branch, 
co-founders, Vikor Scienti� c, Charleston, South Carolina

 As a pioneer in antibiotic stewardship and advanced 
diagnostics, Vikor Scienti� c’s � rst plan of action was to 

dedicate 2,000 square feet of space in its 
new Charleston headquarters speci� cal-
ly for COVID-19 testing. � is will enable 
us to do high-volume testing and serve 
as many patients as possible. Vikor Sci-
enti� c is currently validating COVID-19 
testing. Once approved, Vikor Scienti� c 
will be able to test 1,500 patients daily 

with a 24-hour turnaround-time from sample arrival. 
Vikor purchased new equipment and supplies as well 
as hired additional sta�  to execute our plan. We have 
also dedicated our Pennsylvania location for COVID-19 
testing, which will enable us to perform twice as many 
tests. 

Karen Appold is a medical writer in the Lehigh Valley region of Pennsylvania.

HARRELSON

PETERSON

COVID-19 Update
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T
hey say in any crisis, one sound is opportunity 
knocking. COVID-19 certainly seems to have 
found telehealth’s door.

No one is cheerleading for the pandemic, but 
the telehealth industry and its observers have 

been surprised by how quickly the healthcare system 
has pivoted to telehealth and providing care remotely. 
�e course of the outbreak and its consequences are far 
from certain, but one of the lasting e�ects may be a fun-
damental shift in how American healthcare is delivered.

“I don’t think we can put the genie back in the bot-
tle,” says Michael Barnett, MD, an assistant professor 
at the Harvard T.H. Chan School of Public Health who 
has studied telehealth and a primary care physician at 
a clinic associated with Brigham and Women’s Hospital 
in Boston.

Cynthia Hundorfean, CEO and president of Alleghe-
ny Health Network in Pittsburgh and a member of the 
Managed Healthcare Executive editorial advisory board 
said in an email interview at the end of March that her 

COVID-19 has launched a massive natural experiment in work-from-home (WFH) 
policies and practices for employers and employees. Obviously, people involved 
in the direct provision of medical care can’t work for home, but, just as obviously, 
many people involved in office-based functions can.  

Here are six tips for healthcare executives who are managing WFH employees: 

1. Communicate often and 
comprehensively
Mary Anne Jones, senior vice president 
of finance and operations at Priority 
Health, a health insurer in Grand Rapids, 
Michigan, encourages healthcare leaders 
to communicate frequently and compre-
hensively. Every day during the COVID-19 
outbreak, Priority Health’s executive team 
has communicated with employees about 
topics that range from staffing news to 
best practices to protect against infection 
with the SARS-CoV-2 virus to updates 
on resources available to WFH staff. 
Employees also receive information about 

compassionate and emergency paid-time-
off opportunities.

Joe Tye, a former hospital administra-
tor and founder and CEO of Value Coach, 
a consulting business, observes that 
healthcare workers are dedicated to their 
patients. One way to help remote workers 
feel connected, he says, is to share 
stories in a HIPAA-compliant manner on 
the organization’s intranet that illustrates 
how employees’ work affects patients. 
He offers the hypothetical example of a 
supply-chain clerk working from home 
who exceeded expectations to secure a 
shipment of surgical masks for the hos-

pital. That effort might be acknowledged 
with a comment that “this shows how 
we are all caregivers and can all make a 
difference for the patient and for fellow 
caregivers,” says Tye.

2. Be flexible and provide support
Tina McKinney, regional vice president of 
human resources at Partners Healthcare 
in Boston, says WFH team members 
often need flexibility. Employees may 
need to start work early, before their 
children wake up, and then take a break 
to get their children involved in an 
at-home activity. McKinney says that 
Newton-Wellesley Hospital, one of the 
two hospitals where she heads up human 
resources for Partners, is extending the 
hospital’s employee assistance program 
to employees’ family members so they 
can get short-term counseling and other 

Use of Telehealth Services Increases  
Amid Pandemic
The telehealth industry and its observers have been surprised by how 
quickly the healthcare system has pivoted to telehealth and providing 
care remotely. by PETER WEHRWEIN

Six Tips for Supporting, Connecting WFH Employees 
How healthcare executives can manage employees who are working from home.
by AINE CRYTS
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organization’s outpatient service had gone almost com-
pletely to virtual visits because of COVID-19. 

“I believe that this will become our new normal,” pre-
dicted Hundorfean.

In Barnett’s view, a turning point occurred on March 
17 when CMS loosened its rather strict telehealth rules 
for Medicare bene�ciaries. Instead of being required to 
go an “originating site,” bene�ciaries could be seen in 
their homes. CMS assured providers that the rules that 
the patient had to have a prior relationship with the pro-
vider would not be enforced and, e�ectively, waived any 
kind of HIPAA enforcement of visits conducted through 
FaceTime, Skype, or other commonly used video confer-
encing apps and platforms. 

“HIPAA has been viewed as sacrosanct,” says Barnett. 
In Massachusetts, Gov. Charlie Baker went further 

and ordered insurers to allow and cover visits that were 
connected just by voice with no video. Private insurers 
have also abetted the adoption of telehealth by waiving 
cost sharing and, in some cases, loosening their billing 
rules. �e direct-to-consumer telehealth companies 
have ramped up hiring and their services, although 
Barnett sees them as a playing a relatively small role in 
terms of the overall delivery of healthcare. 

Future research will show more de�nitively what tele-
health accomplished during the COVID-19 outbreak, 
but Barnett believes it has helped with social distancing. 
Patients with issues that aren’t related to COVID-19 can 
be seen in a way that adheres to self-isolation rules and 
guidances. Perhaps some infected patients have been 
kept out of clinics and doctor o�ces. Barnett notes 
some healthcare providers may inadvertently serve as 
“super spreaders” of the SARS-CoV-2 virus that causes 
COVID-19, so telehealth may have prevented some pro-
vider-to-patient transmission. 

“It probably has helped in both directions,” he says.
�e �rst iPhone came out in 2007. Barnett says 

healthcare has lagged behind other parts of the econo-
my — and society — that have embraced smartphones. 
Healthcare has clung to the in-person visit between one 
patient and one clinician as the standard unit of care —
and paid for it that way too. COVID-19 may be the dis-
ruption that loosens the grip and ushers in other ways of 
delivering care, especially telehealth, he says. 

“None of these ideas are new,” Barnett says. “It is just 
that they never gotten traction.” 

Peter Wehrwein is senior editor of Managed Healthcare Executive.®

kinds of help. Employees have access 
to virtual spiritual care, where they can 
learn about yoga and meditation, for 
example. 

Being “too hunkered down” in the 
house can be bad for mental health, says 
Sherry Rohlfing, principal at DeltaSigma, 
a healthcare consulting firm in Littleton, 
Colorado. “Go outside. Social distancing 
doesn’t mean you’re stuck in the house,” 
says Rohlfing. 

3. Set up staff with the home-office 
tools they need
Jones says many of Priority Health’s 
employees aren’t used to working 
remotely. In response, the health insurer 
gives staff the equipment they need 
to furnish a home-office environment. 
Employees were allowed to take home 
their monitors, docking stations, and 
other computer equipment. Priority Health 
employees also receive tips on contacting 
IT services, setting up equipment, and 
accessing virtual tools, such as online 
meeting software. 

Craig Pirner, a managing director at 
The Advisory Board, advises hospitals 

to use virtual-meeting technology, such 
as Zoom or Cisco Webex. He encour-
ages managers to use video whenever 
possible to help reduce social isolation. 
Nonverbal communication is missing 
during phone-based team meetings, he 
explains. 

4. Launch a virtual book club
Tye says that launching a virtual book 
club can be a good way to increase 
engagement among employees. “Choose 
a book, either fiction or nonfiction, that’s 
not directly work related and that inspires 
the heart and soul. A good start would 
be “The Last Lecture” by Randy Pausch, 
says Tye. One way to run the club is to 
schedule a weekly conference call with 
each person assigned to provide a recap 
and their observations about different 
chapters. After the book conversation, 
the call can be used to check in on team 
members.

5. Maintain focus on other  
problems to solve
COVID-19 has swept attention on other 
problems aside, but those problems 

are still there: keeping people with 
diabetes healthy, improving outcomes 
for hips and knees replacements, 
managing high drug costs. “It’s so easy 
for executives not to see what else is 
going on. The challenge is to under-
stand there are other crises they’re 
going to have to deal with,” says 
Don Hall, who is a principal at Delta 
Sigma with Rohlfing and a member of 
the Managed Healthcare Executive®

editorial advisory board.

6. Some fun is OK
COVID-19 is a serious public health 
crisis; you don’t want to make light of 
it. But that doesn’t mean that people 
can’t share some lighthearted moments. 
Managers should inject a little fun 
into their interactions with employees, 
says McKinney. Some employees at 
Newton-Wellesley Hospital have been 
sharing fun videos about what they’re 
doing with their kids or their dogs, says 
McKinney, and she is perfectly OK with 
that. 

Aine Cryts is a writer based in Boston.
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I
n an interconnected world, 
epidemics of viral diseases are 
inevitable but unpredictable. 
When 2020 began, no one 
would have put a new 
coronavirus among the top 
pharma challenges of the year. 
But obviously the pandemic 

has become the most important 
healthcare story of the year. As 
we went to press, there were an 
estimated over 200,00 cases in the 
United States and about 900,000 
worldwide. Gilead and other 
companies are scrambling to test 
antiviral medications in hopes of 
identifying e� ective treatments. 
Meanwhile, some of pharma’s 
biggest companies, including 
GlaxoSmithKline, Johnson & 
Johnson, Sano� , and several 
smaller ones, such as Moderna 
� erapeutics and CureVac, are in 
the race to develop a vaccine. 

COVID-19 looks like it will 
eclipse most everything else in 
healthcare this year, although the 
issues of drug prices and a� ordabil-
ity aren’t going away; they are just in 
the background for the time being. 

Specialty drugs, in particular, 
are a big portion of the price and 
a� ordability problem — and a 
much bigger bite than the average 
consumer can chew. � ey account-
ed for just 2.2% of prescription 

volume in 2018, but the number of 
specialty prescriptions grew twice 
as fast as the number of tradition-
al medications, according to the 
IQVIA Institute for Human Data 
Science’s latest annual drug expen-
diture report. 

More important than the 
number of prescriptions is their 
cost, and the IQVIA report says 
the specialty drug share of net 
spending across institutional and 
retail settings rose from roughly a 
quarter of net spending in 2009 to 
just shy of half (49.5%) in 2018. 

Two drugs illustrate just how 
expensive specialty medications 
have become. Spinraza (nusin-
ersen), a drug approved in 2016 
for spinal muscular atrophy, 
costs $750,000 in the � rst year of 
treatment and about $375,000 the 
following year. Zolgensma 
(onasemnogene abeparvovec-xioi), 
a drug approved by the FDA 
in May 2019 for the same dis-
ease, costs more than $2.1 million, 
making it the most expensive drug 
to ever hit the market. Coinsurance 
for these drugs, in theory, could 
run as high as $420,000 a year. 

“While these drugs are very 
expensive, they are e� ective and 
are the only ones on the market to 
treat the condition,” notes Sharon 
Frazee, PhD, senior vice president 

of research and data innovation 
for the Pharmacy Bene� t Manage-
ment Institute (PBMI). 

Frazee says she realizes the 
� nancial burden that medications 
like these two could have on a 
small insurance plan or a small, 
self-insured employer. But she 
emphasizes the importance of 
weighing an e� ective drug and its 
high cost against the possibility 
of an alternate scenario of high 
healthcare costs for people with 
a condition that doesn’t have 
appropriate treatment. Frazee 
recommends that employers con-
sider buying stop-loss insurance. 
Meanwhile, Cigna and Express 
Scripts have launched the Embarc 
Bene� t Protection plan, which is 
designed to create a large risk pool 
for Zolgensma and Luxturna (vore-
tigene neparvovec-rzyl), the new 
gene therapy for inherited retinal 
disease, and eliminate coinsurance 
for patients.

Steven Lucio, RPh, vice pres-
ident of pharmacy solutions for 
Vizient, a healthcare services 
company headquartered in Irving, 
Texas, agrees with Frazee that af-
fordability is a top concern. Lucio 
says he wonders how one can put a 
price on life-saving drugs for small 
populations. 

“It’s di�  cult for payers to 

What Are the Top Pharma 
Challenges Right Now? 
The opioid epidemic is far from over, but it may slip behind other 
challenges. COVID-19 obviously tops the list of new problems. 
And drug pricing and affordability will continue to soak up time and 
attention. by MARI EDLIN
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�gure out how to pay and deliver 
medications to their members and 
requires additional resources, such 
as people,” Lucio says. 

A�ordability is not among the 
virtues of the current drug pipeline; 
it is full of specialty drugs and gene 
therapies. Lucio says he would like 
to have more biosimilars pre-
scribed. As of December 2019, the 
FDA had approved 26 biosimilars. 
Far fewer are actually on the market 
because of patent challenges, rebate 
policies, and other impediments. 

A survey conducted in April 
2019 by the Academy of Managed 
Care Pharmacy highlighted what 
members believed were the largest 
barriers to biosimilar uptake, as 
well as some strategies for remedy-
ing the situation. Rated as “extreme-
ly di�cult” or “di�cult to over-
come” were the safety and e�cacy 
of biosimilars (61%), pricing and 
contracting (57%), and state laws 
and regulations for substitutions 
and interchangeability (53%). 

�e strategies that might be 
used to overcome this hurdle were 
prescriber education on switching 
studies (91%), clear FDA guidance 
on substitution (90%), and formu-
lary policies for treatment-naïve 
patients (87%). 

A�ordability has risen to the top 
of Remedy Analytics’ list of phar-
macy challenges for 2020. Although 
it is di�cult to imagine footing the 
bill for treatments with million- 
dollar (or more) price tags, the cost 
must follow the patients, says Steve 
Maike, RPh, chief pharmacy o�cer 
for the Milwaukee-based company 
that provides data analytics in the 
pharmacy space. 

Maike worries that paying for 
high-cost drugs might a�ect access 
to traditional drugs, leading to 
rationing. On the other hand, he 
suggests that squeezing out waste 

in the traditional drug market could 
free up resources that would help 
cover all costs. 

“It takes a lot of work to keep 
ahead of in�ation and to stamp out 
waste,” he says. “Payers must �nd 
creative ways to manage the total 
cost of drugs because they are not 
saying, ‘I won’t cover high-cost spe-
cialty drugs.’” In his presentation at 
the PBMI national conference last 
month in Orlando, David Calabrese, 
senior vice president and chief 
pharmacy o�cer at OptumRx and a 
member of the Managed Healthcare 
Executive® editorial advisory board, 
talked about how his company uses 
the Vigilant Drug List as a waste- 
reducing e�ort, because it keeps 
expensive or ine�ective drugs o� 
OptumRx’s formularies. 

Maike mentions a one-payer 
system as a potential solution or, for 
the Medicare population, moving 
some expensive drugs under Part 
B as a way to reduce costs. “Part of 
the conundrum is that list prices for 
drugs have increased, while man-
aged healthcare plans say their cost 
trend has stabilized,” says Maike. 

Lack of transparency
Maike also sees lack of a�ordability 

as an access problem and, ultimate-
ly, a�ecting adherence. He blames 
the access issue on his No. 1 pet 
peeve: vertically integrated hospital 
systems and horizontal integrations 
of insurers with PBMs. 

Maike is concerned that these 
types of mergers and partnerships 
are not only confusing but under-
mine the opportunity to reach 
unbiased medical opinions. “�ere 
are unbelievable levels of con�ict 
of interest,” says Maike’s boss, Scott 
Martin, co-founder and CEO of 
Remedy Analytics. “It is di�cult to 
make a reasonable decision when 
you are bombarded by players in 
the system pushing their products 
and by incentives that can lead to 
bias, such as rebate dollars.”

Maike sees consumerism as 
another problem, but he believes 
it is a knot that can be untied. “It’s 
a challenge to be a consumer and 
have to make value-based decisions 
with limited information,” Maike 
says. “How can we tell patients 
what their copay is and not let them 
know the cost for the medication? 
How can they take �nancial respon-
sibility if they don’t know the cost? 
Vendors must be able to provide 
price transparency so that consum-

Rising cost of specialty medications
Zolgensma (onasemnogene abeparvovec-xioi) 

A drug approved by the FDA in May 2019 for spinal 
muscular atrophy, costs more than $2.1 million making 
it the most expensive drug to ever hit the market.

2.1$ MILLION
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ers can make a decision.”
Susan A. Cantrell, RPh, the 

CEO of Academy of Managed Care 
Pharmacy, also lends her voice 
to the a�ordability Greek chorus. 
“A�ordability,” she says, “continues 
to be a challenge with the arrival 
of new treatments to address 
conditions that previously had no 
existing drug alternatives.”

In 2017, her organization es-
tablished a three-part strategy for 
coping with high costs: 

 ❚ Establishing value for outcomes 
through prior authorization and other 
technologies.

 ❚ Paying for value.
 ❚ Fostering competition by making  

lower-cost alternatives available, such 
as biosimilars, when appropriate.

Cantrell would like to see more 
�exibility and improved e�ciencies 
around prior authorization and 
step therapy, emphasizing their 
importance, disseminating best 
practices, and collecting real-world 
evidence. 

In December 2019, the acade-
my hosted a forum on improving 
specialty drug bene�t and reim-
bursement designs, with an eye 
on cutting drug prices, improving 
access, supporting incentives for 
innovation, and removing adverse 
reimbursement incentives.

Pharmacy vs.  
the medical benefit
Frazee looks at the cost challenge 
as the delicate balance between 
the pharmacy and medical bene�t, 
because often specialty drugs are 
covered under both. It is second on 
her 2020 list of pharmacy challenges. 
One of the most important consider-
ations, she says, is choosing the right 
location — an infusion or outpatient 
center or a physician’s o�ce instead 

of a hospital, for instance — for dis-
pensing services. “�ere needs to be 
parity across bene�ts so that patients 
face similar costs under each plan 
and no longer have to shop around 
for the best cost,” says Frazee. 

It is not unusual for the conse-
quences of a medication under a 
pharmacy bene�t to show up on the 
medical side. For instance, when 
patients pick up a prescription, they 
pay for it on the spot, but they might 
receive a medical bill later that is 
associated with a drug. “Insurers 
might be left holding the bag for 
these extra costs, or consumers 
might be forced to go bankrupt to 
pay for services,” she adds.

Cantrell says the key to balanc-
ing both pharmacy and medical 
bene�ts is integrating data from 
both areas. An AMCP Partnership 
Forum met recently to discuss 
how to bridge the divide between 
the pharmacy and medical bene�t 
and place more emphasis on the 
total cost of care. Among the topics 
were using health IT to streamline 
access to data, cost transparency, 
and aligning incentives. 

Frazee says attention to the total 
cost of care is picking up steam. 
Insurers are realizing that a drug 
might be jarringly expensive at the 
outset but that it saves money on 
the medical side in the long run. 
Value-based contracts, which tie 
payment to patient outcomes, are 
also becoming more common.

Pipeline management
�e management of new drugs that 

come out of the pipeline and onto 
the market is an issue that keeps 
healthcare executives up at night, 
Frazee says. It can be an enormous 
problem for self-insured employers 
and nonpro�t health plans who 
have no way of planning ahead for 
the sky-high cost of some specialty 
drugs. Frazee says smaller plans 
should turn to their risk manage-
ment departments to develop 
di�erent scenarios based on cost 
and prevalence. 

Lucio also agrees with Frazee 
that pipeline management is a 
formidable challenge, especially 
as it relates to the integrity of the 
supply chain that can cause drug 
shortages down the line.

Last October’s shortage of 
vincristine, a vital chemotherapy 
agent used to treat several pediat-
ric cancers, is a good example of 
the fragility of the supply chain for 
some medications. Teva stopped 
making it, leaving P�zer as the only 
supplier. �e shortage could lead to 
rationing and a failure to provide 
appropriate treatment to a vulnera-
ble population, Lucio says.

Lucio would like to see more 
transparency around the origin of 
drugs and more awareness of the 
supply chain. Vizient is studying 
ways to increase the awareness 
and communication necessary 
for a sustainable supply of drugs 
by planning in advance to ensure 
adequate supplies. 

Mari Edlin, contributor based in Sonoma, 
California

“Payers must find creative ways to manage the 
total cost of drugs because they are not saying,  
‘I won’t cover high-cost special specialty drugs.’ ”
— STEVE MAIKE, RPH, CHIEF PHARMACY OFFICER, REMEDY ANALYTICS
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Oncology

I
n 2010, Pat A. Basu, MD, MBA, 
was teaching medical and 
MBA students at Stanford 
University when he took a 
leave of absence to become a 
White House Fellow and senior 
adviser during the Obama 
administration and, for many 

healthcare reformers, those heady 
days when the ACA was signed 
into law. 

“I always wanted to make an 
impact on our country and society 
and help to build a better Ameri-
can healthcare system — one that 
is more accessible, higher quality, 
safer, and more economically sus-
tainable,” Basu said. 

At the White House, he had a 
bird’s-eye view of the country’s 
healthcare problems and opportu-
nities, and Basu used his time there 
to understand how the tangled and 
expensive American healthcare 
(non)system might be reformed.

Since April 2019, Basu has had 
a chance to use those insights as 
president and CEO of Cancer Treat-
ment Centers of America (CTCA), 
a for-profit network of cancer 
hospitals and clinics competing in 
an area of healthcare dominated 
by some of the most recognizable 
names in American medicine: MD 
Anderson, Dana-Farber, Memorial 
Sloan Kettering, and Fred Hutchin-

son. CTCA, which is headquar-
tered in Boca Raton, Florida, has 
hospitals in the Atlanta, Chicago, 
Philadelphia, Phoenix, and Tulsa 
metro areas, and two outpatient 
facilities in the Chicago area and 
three in Arizona. 

According to the results of the 
CTCA’s latest treatment report, 
Georgia residents made up the 
largest proportion of new patients 
from July 1, 2017, to June 30, 2018, 
on a state-by-state basis, account-
ing for 12% of the total (1,158 of 
9,192).

“[Becoming president of the] 
CTCA was an opportunity to have a 
great impact on making the coun-
try a better place, making society 
a better place, and also building 
a better healthcare system,” says 
40-year-old Basu. “Fundamentally, 
cancer has impacted me as a per-
son, as a physician, and as a family 
member, so the opportunity to lead 
an organization that is fighting 
something that I have spent a 
career trying to defeat, with a plat-
form that could leverage some of 
the things I have done in the past, 
was an incredible opportunity.”

Former Democratic Senate 
Majority Leader Tom Daschle was 
among those who showered Basu 
with praise when CTCA announced 
that he was taking the company’s 

top job. However, Basu took the 
helm of an organization that has 
weathered some criticism about 
the way it reports survival statis-
tics; the latest treatment results 
report makes a point of mentioning 
that two outside experts reviewed 
the statistics. In Georgia, CTCA 
won a prolonged political and regu-
latory battle last year to expand its 
hospital in the Atlanta area. 

Basu says treatment results 
released in early 2020 show that 
“our survival rates and patient 
symptoms have only gotten better, 
even though we manage very 
complex and very sick patients.” 
He adds, “I want to give a great 
deal of credence and credit to 
those who’ve come before me, but 
I think we’ve even further upped 
the bar there.”

Basu has also been working on 
increasing the number of payers 
who will cover patients treated at 
the organization’s centers. 

“We have really expanded 
our access with new insurance 
contracts with a variety of large 
payers across the country,” he says. 
“We’ve gone from a large amount of 
people who had trouble accessing 
us because we might not have had 
an insurance contract to now 98%, 
99% in-network with these com-
mercial agreements.”

Basu Takes the 
Reins at CTCA 
As president and CEO of Cancer Treatment Centers of 
America, Pat A. Basu, MD, MBA, looks to transform, improve, 
and infl uence cancer care on a large scale.  by KEITH LORIA
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Combining 1.0 and 2.0 
Basu says that when he speaks to 
medical students today about be-
coming physicians, he talks about 
how interacting with humanity is 
fulfilling and learning the scientific 
facts, interesting. “I just knew that 
I always loved helping people and 
making an impact, and, fundamen-
tally, the science and innovation 
are so dynamic and stimulating. 
But putting together my love of 
people with the intellectual pursuit, 
this career drew me in from a pret-
ty young age.” 

Basu, who is from Naperville, 
Illinois, a western suburb of Chi-
cago,  earned his bachelor’s degree 
in mechanical engineering from 
the University of Illinois and his 
medical degree from the University 
of Chicago, while simultaneously 
getting his MBA from the univer-
sity’s Booth School of Business. He 
went on to complete the Stanford 
Business School’s Faculty Leader-
ship Program and became found-
ing faculty director of health policy 
and finance. 

After leaving the White House, 
Basu became president and chief 
medical officer of vRad, a “telera-
diology” company that delivers ra-
diology services remotely. “What I 
learned there is that you have to be 
good at 1.0 healthcare, which is the 
traditional taking care of patients 
within the four walls, but start to 
bring in 2.0 type of solutions, such 
as technology and telehealth,” he 
says. “That leadership experience 
taught me that if you’re going to 
build the best healthcare system, 
you can’t just do 2.0; you need the 
scale and reality of 1.0.”

Before CTCA, his work includ-
ed senior executive positions at 
UnitedHealth Group and two Chi-
cago private equity firms, Chicago 
Pacific Founders and the Pritzker 

Group. He also helped start Doctor 
on Demand, a telehealth company. 

The new job
At CTCA, Basu says he is blending 
2.0 skills with 1.0 elements. He is 
ramping up telehealth efforts and 
pushing the envelope on precision 
medicine and clinical trials. Like 
so many others in healthcare, 
Basu sees a need for collaboration: 
“For too long, we’ve operated in 
silos, so every large portion of the 
[cancer] ecosystem — providers, 
payers, employer, pharma — we’ve 
all worked really well…in our own 
verticals, but we can do much more 
together, and frankly, we have to do 
more together.

In a typical week, Basu spends a 
significant amount of time reach-
ing out to partners to see what they 
can do together to solve problems. 
For instance, there might be a 
hospital in Seattle where CTCA has 
a patient in treatment for advanced 
or complex cancer care; Basu looks 
for ways to improve service for 
that patient by partnering with 
the hospital to keep them closer 
to home or better coordinating 
the care. There’s also the work of 
partnering with employers and 
insurance companies to find better 
solutions for value-based care and 
developing evidence-based path-
ways for the patient population at 
affordable rates. 

Basu says he is also working 

with pharmaceutical companies; 
he explains that CTCA is in the 
business of delivering their treat-
ments, so he is looking for ways 
that CTCA and pharma can work 
together to help more people on 
a larger scale. “We have hundreds 
of thousands of sets of data that 
comprehensively can unlock a new 
therapy, a new method of diagno-
sis, [or] a new piece of discovery 
that can help develop a better cure. 
So we want to work with them in 
those capacities,” he says.

One of Basu’s latest initiatives 
is the launch of a dedicated 
value-based care oncology effort, 
which looks to work with employ-
ers and payers on best practice 
principles. He says the first nine 
months have been “remarkably 
successful.” Looking ahead, Basu 
is optimistic about advances in 
therapy, precision medicine, and 
telemedicine.  “What I see ahead 
is a patient can get our expertise 
while potentially not having to 
leave their geographical area,” 
he says. “We can do telehealth 
in oncology and coordinate care 
with a local provider, and there 
will be some network model to 
best care for the patient. My vision 
for CTCA is to help make that care 
more seamless.” 

Keith Loria is an award-winning journalist 
who has been writing for major newspapers and 
magazines for close to 20 years.

“I always wanted to make an impact 
on our country and society 
and help to build a better 
American healthcare system.”

— PAT A. BASU, MD, MBA
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Industry Analysis

B
y almost any measure, 
these are good times 
for Medicare Advantage 
(MA). Enrollment is 
growing, the number of 
insurers in the market 
is increasing, and gross 
margins are higher than 

in other health insurance markets. 
Some critics say the deck has 
been stacked in favor of MA and 
that the federal government is 
overpaying the insurers who o� er 
MA plans relative to traditional 
Medicare. But for the legions of 
baby boomers who have become 
eligible for Medicare once they 
turn 65, the allure of MA plans — 
many with low or zero premiums, 
built-in Part D coverage, dental 
coverage, and other additional 
bene� ts — is strong. � e trade-o� s 
for bene� ciaries are a narrower 
network of providers and managed 
care hoops to jump through, such 
as prior authorization and step 
therapy. 

� e boom times are enticing 
new, smaller companies into 
the MA market, and some are 
bringing innovative o� erings into 
the market. Meanwhile, private 
insurers, such as UnitedHealthcare 
and Humana, are working to move 
members over from employer-
sponsored plans into MA plans 

when they hit their 65th birthday, 
and the federal government is mak-
ing some e� ort to expand MA into 
rural and low-income populations 
where MA availability lags.

Medicare Advantage used to 
be called Medicare Part C, and it 
used to be the overlooked “middle 
child” of the Medicare program, 
sandwiched between Part A ( for 
hospital coverage) and Part B 
( for physician services), and the 
upstart, Part D ( for prescriptions), 
which became available in 2006. 
But according to data compiled 
by the Kaiser Family Foundation, 
enrollment in Medicare Advantage 
has been climbing steadily since 

2004, when 5.3 million Medicare 
bene� ciaries (13% of the total) 
were enrolled in MA plans. By 2019, 
that number had quadrupled to 
22 million, and the proportion had 
grown to 34%. � e Congressional 
Budget O�  ce has projected that 
enrollment will continue to climb, 
so that by 2029, close to half (47%) 
of Medicare bene� ciaries will be in 
MA plans. Twenty years from now, 
when the youngest baby boomers 
will be turning 76 and the oldest, 
94, some projections show that 70% 
of Medicare bene� ciaries in
MA plans.

Provisions of the ACA that had 
the e� ect of lowering payments for 

by DEBORAH ABRAMS KAPLAN

These Are Boom 
Times for MA

STATE OF MEDICARE ADVANTAGE

Average gross margins per covered person per year, 2016-2018

SIMPLE 
LOSS RATIO

Source: Kaiser Family Foundation
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MA plans were expected to reduce 
MA enrollment because it would 
make the program less attractive 
to insurers and bene�ciaries. 
Quite the opposite has happened: 
Enrollment has doubled since 2010. 
Experts are still trying to �gure out 
why. A 2019 Urban Institute report 
on the MA payment and enrollment 
question concluded that the pay-
ment cuts to the plans under the 
ACA weren’t as deep as expected 
for a variety of reasons. Indeed, the 
Kaiser Family Foundation’s math 
shows that between 2015 and 2018, 
the total of annual quality bonuses 
paid to Medicare Advantage plans 
has more than doubled, from $3 
billion to $6.3 billion. �e bonus 
payments are tied to quality scores, 

but some critics say they are �awed 
as indicators of the MA plan perfor-
mance, instead rewarding plans for 
other factors, such as the relation-
ship they have with providers and 
demographics of the bene�ciaries. 

�e overall upswing in MA en-
rollment does obscure some of the 
underlying variability. For example, 
geographically, enrollment is quite 
uneven. In six states (Florida, Ha-
waii, Minnesota, Oregon, Pennsyl-
vania, and Wisconsin), more than 
40% of Medicare bene�ciaries are 
in MA plans, while in two states 
(Wyoming and Alaska), virtually 
none are. 

Land rush
�e Medicare Advantage market 

is brimming with plans today. For 
this plan year, over 3,000 plans were 
available, according to a Kaiser 
Family Foundation tally. CMS 
says that the average number of 
Medicare Advantage plan choices 
per county increased from 33 plans 
in 2019 to 39 plans this year. Kaiser’s 
numbers are lower (28 instead of 
39) but still show an uptick. 

Insurance start-ups, such as 
Oscar and Bright Health, who were 
originally targeting the individual 
ACA exchange market, are part of 
the MA land rush. Oscar, based in 
New York City, started selling MA 
plan coverage in New York City and 
Houston this year. Bright Health, 
a Minneapolis company, started 
selling MA plans in seven addi-
tional markets. Devoted Health, in 
Waltham, Massachusetts, which 
bills itself as a “next-generation” MA 
plan, got started out in Florida mar-
kets and expanded into Houston for 
this plan year. 

Meanwhile, the large insur-
ers continue to be the dominant 
players in the Medicare market, 
and they are adding hundreds of 
thousands of bene�ciaries to their 
MA plans. UnitedHealthcare is the 
leader by far, with 26% of MA en-
rollees, followed by Humana, with 
18%. �ose two companies, along 
with CVS/Aetna and Blue Cross 
Blue Shield, have about 70% of MA 
enrollees in their plans.

�e smaller companies bring 
innovations, while traditional 

Why MA? The money.
Insurers are getting into the MA market because the markets have 
favorable margins. According to L.E.K. Consulting, the per-member, 
per-month (PMPM) operating margin of MA plans is between $30 and 
$60, which is three times the $10 to $18 PMPM operating margins for 
Medicare supplemental (Medigap) plans. 

The Kaiser Family Foundation looked at MA plans through the lens 
of gross margins — the difference between premiums collected and 
medical expenses, without considering administrative costs. Annual gross 
margins in the MA market averaged $1,608 per covered person between 
2016 and 2018, according to an issue brief that the foundation put out 
last year. That’s more than double the average gross margin per covered 
person of $779 among plans sold in the individual market during that 
period and just under twice the gross margin ($855 ) per covered person 
in the group market. 

The Congressional Budget Office has projected that 
enrollment will continue to climb so that by 2029, 
close to half (47%) of Medicare beneficiaries will  
be in MA plans.
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healthcare companies cover 
the mainstream, observes Katie 
Guhr, president of Advantasure, a 
healthcare technology and infor-
mation MA company in Glen Allen, 
Virginia. “It keeps the product from 
getting stagnant.”

Some of the major insurers that 
have been less active in MA market 
are recognizing the opportunity to 
provide coverage from the commer-
cial market on through the MA, ob-
serves Guhr. She sees a resurgence 
of healthcare insurance companies 
recognizing that they have a place 
in the MA market: “� ere are more 
joint ventures than I’ve seen in a 
long time, leveraging subject matter 
expertise with unique � t in [the] 
marketplace.” 

Additionally, provider-insurer 
partnerships are popping up in the 
MA markets. Ascension Complete is 
an MA plan that is a partnership of 
Ascension, the large, not-for-pro� t 
Catholic health system, and Cen-
tene, which has expanded beyond 

its home turf, Medicaid managed 
care, into MA and other markets. 
Acquisitions are also reshaping the 
contours of the MA market, notes 
Guhr. Centene completed its acqui-
sition of Wellcare in January. An-
them purchased a fast-growing MA 
plan in Florida called HealthSun 
in 2017; it bought another Florida 
plan, America’s 1st Choice, about a 
year later. 

New populations
MA enrollment tends to lag in 
rural areas. Many of the roughly 
700 “low-penetration” counties, 
where 10% or less of Medicare 
bene� ciaries are enrolled in MA 
plans, are in rural areas. Ramping 
up telehealth is one of the main 
goals of the Trump administration’s 
Rural Health Strategy. And starting 
this year, MA plans are allowed to 
include telehealth as part of their 
basic package, not just in the sup-
plemental bene� ts.

In the past few years, CMS has 

also focused on “dual eligibles,” 
low-income seniors who qualify for 
Medicaid as well as Medicare cover-
age. Dual eligibles make up roughly 
20% of the Medicare population. 
According to a 2019 report on MA 
by L.E.K. Consulting, enrollment in 
Dual Eligible Special Needs Plans, 
which are a kind of MA plan for dual 
eligibles, has been growing faster 
than enrollment in MA overall. 

CMS has also opened up MA 
rules so plans can now cover 
services to address the social 
determinants of health, including 
transportation, meals, and even 
cleaning. “We’re seeing a lot of or-
ganizations really trying to get their 
arms around community health,” 
says Guhr. And they’re recognizing 
the large variability in communities; 
a cookie-cutter approach doesn’t 
work for the dual eligibles. 

65 years young 
Both CMS and the Medicare 
Advantage plans understand that 
the senior population they serve 
is chronologically the same but 
changing in other ways. More 
marketing campaigns are con-
ducted digitally and contain social 
media dimensions, says Guhr. � e 
MA plans see that they need to get 
smarter about how they approach 
the consumer. “� ere’s recognition 
that a 65-year-old today is still 
relatively young, healthy, and active. 
� e way 65-year-olds saw them-
selves in the 1990s or early 2000s 
is maybe in a state of relaxation 
— they earned their retirement,” 
Guhr says. MA plans have started to 
adjust by changing their marketing 
and communication strategies and 
adding bene� ts designed to prevent 
disease, not just treat it. 

Deborah Abrams Kaplan covers medical and 
practice management topics.

Source: Kaiser Family Foundation

Medicare Advantage Enrollment by Firm or Affi liate, 2019
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COVID-19 has disrupted American 
healthcare. But there are still import-
ant non-COVID-19 trends to keep an 
eye on.  

1) Wellness: Real Deal, 
Not a Passing Fad
As the cost of healthcare in this 
nation continues its relentless 
climb, health system and managed 
care executives are focusing on the 
development of strong population 
health programs and preventive care 
initiatives as a way to keep patients 
healthy and avoid chronic condi-
tions that drive up drug and medical 
services expenditures.  

Anthony Viceroy, CEO of 
Westmed Medical Group, a multispe-

cialty group in West-
chester County, New 
York, and Fair� eld 
County, Connecti-
cut, believes that 
“wellness” is not just 
a popular trend or a 
passing fad. “By pre-

venting or delaying chronic diseases, 
such as diabetes, hypertension, and 
heart disease, we can help improve 
the quality of care for patients, while 
reducing unnecessary costs in the 
system,” he says. “It is our belief that 
the only way to bend the cost curve 
of healthcare is to champion disease 
prevention and to promote healthy 
habits outside of the exam room.”

Viceroy says at Westmed they 
have noticed that millennials are 

better than boomers and other 
generations when it comes to being 
participants in their own healthcare. 
� ey are proving to be more mindful 
of activities that promote wellness 
and disease prevention. “� is demo-
graphic readily adopts innovation 
and technology to help them track 
their heart [health], weight, nutri-
tion, and � tness,” says Viceroy. 

He adds large medical groups like 
Westmed have an important role to 
play in partnering with patients to 
help them stay out of the hospital 
and be the healthiest versions of 
themselves. “I think as a result, you 
will see more outpatient practices 
and healthcare systems using data 
and community health programs to 
keep patients healthy outside of the 
doctor’s o�  ce.”

2) Data Mastery: Do or Die
As 2020 unfolds, Scott D. Hayworth, 
MD, believes there will be a growing 
— and increasingly urgent — need to 
collect and analyze data. 

“Over the past decade, value-based 
reimbursement and compensation 

have become more 
dominant. Provid-
ers who cannot 
tap into the power 
of data collection, 
analysis, and guided 
action will simply 
not survive,” says 

Hayworth, who is president and CEO 
of CareMount Medical in Chappaqua, 

New York. “Patients are demand-
ing, and payers are rewarding more 
cost-e� ective, versatile, and accessible 
systems of care.”

Depending on in-house resources 
likely won’t be the way to go. Data 
management service businesses will 
become essential partners to many 
provider groups and institutions, to 
manage both population health and 
the increasingly personalized care, 
says Hayworth. 

 3) Focus on Individual 
Impact
John Showalter, MD, MSIS, chief 
product o�  cer of Jvion, a healthcare 
analytics and AI � rm in suburban 
Atlanta, says that with a CMS evalu-
ation showing that the next gener-
ation of ACOs aren’t saving money, 
population health will be seen as less 
e� ective. “I think that will lead to a 
trend of increasing focus on individu-
al impact,” he says. “� ere will be a 
move from cohort management to 
individual risk management; spe-
ci� cally, there will be an increased 
discussion about how AI can help.” 

4) The Medical-Social 
Support “Mash-Up” 
Don McDaniel, CEO of Canton & 
Company, a Baltimore healthcare con-
sultant, believes there will be a con-
tinued focus on “mash-ups” that go 
beyond traditional healthcare services 
spending and include social services, 
housing, nutrition, and the like.

Healthcare executives and consultants told us which strategic 
trends to look out for — before COVID-19.  by KEITH LORIA

Top 8 Healthcare 
Business Trends

HAYWORTH

VICEROY
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“� is is the year that I think we’ll 
� nd out if SDoH [social determi-
nants of health] can be more than 

a science exper-
iment,” he says. 
“� ere’s been lots 
of money spent on 
initiatives, but the 
jury is out in terms 
of return. So, can 
the various actors 

positively impact detrimental com-
munity, social and environmental 
impacts to improve health status 
and to reduce the amount spent on 
vulnerable, underserved popula-
tions?” In McDaniel’s estimation, 
integrated delivery systems that are 
at risk for the cost of caring for pop-
ulations are in the strongest position 
to tackle SDoH projects.

5) Data as Barrier Breaker
Kurt Waltenbaugh, founder and 
CEO of Carrot Health, a Minneapolis 
SDoH and health data company, 

says greater access 
to consumer infor-
mation will increase 
the industry’s ability 
to pinpoint barriers 
to health at the indi-
vidual level. “Access 
to a broader array of 

consumer information will expose 
the role that upstream barriers, the 
so-called social determinants of 
health, play in continuously rising 
healthcare costs,” Waltenbaugh says. 
“More data will help us better under-
stand how to remove those barriers 
and pinpoint healthcare down to the 
individual consumer level.” 

Part of the reason for the lack—
until recently—of insight into SDoH 
until recently, he says, is the barriers 
are not evenly distributed. � ey tend 
to cluster in disadvantaged commu-
nities, which are disproportionately 
a� ected by declining health and 
rising costs. � is year, Waltenbaugh 
says, he expects to see interventions 

based on broader consumer infor-
mation emerge from the pilot stage 
and be deployed on a larger scale. 
“However,” he adds, “this scale de-
ployment will only happen in areas 
where ROI has been demonstrated 
over a 12-month period. Any longer 
will require policy and funding 
changes, which are not currently on 
the horizon.”

6) Pharmacists as 
Deliverers of Medication 
Optimization
Varun Goyal, co-founder and CEO 
of Indiana-based Illuminate Health, 
believes medication optimiza-
tion—making sure patients get 
the right dosage and support to 
stay adherent—is needed for every 
disease. Who better to deliver on the 
promise of medication optimization 
than pharmacists? “Providers and 
payers are now rethinking the role of 
pharmacists on their care teams,” he 
says. “Across the country, healthcare 
organizations are attempting to 
expand the scope of practice to allow 
pharmacists to extend patient over-
sight and assist with outpatient care.”

Healthcare organizations of all 
stripes are recognizing that phar-
macists can help them realize the 
potential of value-based care. “By 
realizing the value of pharmacists 
and incorporating them to provide 
this patient-centered care mod-
el, they can help to reduce costs, 
ensure safe and accurate medication 
therapy, and help prevent patient 
readmissions and chronic disease 
progression,” says Goyal.

7) Big Data’s Second Act: 
Security
For the past several years, the trans-
formative power of big data and AI 
has been a hot topic of conversation, 
and there’s some reality behind it 
too. “More recently, however, thanks 
to well-publicized incidents around 
data security and access, the conver-

sation has pivoted to the dangers of 
increased access to data, and how to 
manage this risk,” says Eric Peterson, 
healthcare expert at PA Consulting. 
“Solving this problem will require sig-
ni� cant cross-industry collaboration, 
which can obviously be challenging.”

8) Developing a Holistic 
Access Strategy
Bill Stinneford, senior vice president 
and healthcare lead at Buxton, a 
healthcare intelligence company in 
Fort Worth, Texas, notes that one 
of the hottest healthcare trends is 
a “holistic access strategy.” Stinne-
ford notes, “In the last � ve years, 
there has been a tremendous rise 
in outpatient location expansion 
within the healthcare industry. 
Retailers like CVS and Walgreens 
have opened thousands of clinics, 
and urgent care facilities have 
boomed. Even health systems have 
jumped on the trend by partnering 
with retailers or opening their own 
outpatient facilities.”

Among the reasons for this shift: 
It’s where the money is. � e money 
is there because of reimburse-
ment rates and incentives to keep 
nonemergency patients out of the 
emergency department. “Outpatient 
facilities are an important tool in the 
strategy to lower healthcare costs,” 
Peterson says. “But the factors that 
make a healthcare provider success-
ful in an outpatient setting are very 
di� erent from the factors that lead 
to success in a traditional inpatient 
environment.” 

In Peterson’s view, success in 
outpatient healthcare hinges on 
understanding and integrating 
three factors into a holistic strategy: 
consumer knowledge, retail real 
estate fundamentals, and traditional 
healthcare performance drivers. 

Keith Loria is an award-winning journalist who has 
been writing for major newspapers and magazines 
for close to 20 years.

McDANIEL

WALTENBAUGH
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Patients in 
Observation Status
How are healthcare systems addressing 
the shift from inpatient to observation? by KEITH LORIA

T
o patients, observation 
status in a hospital can 
seem exactly like being 
an inpatient. Patients 
in observation status 
can be in the hospital 
several days just like fully 
admitted inpatients. � ey 

can be in a hospital bed, receiving 
pretty much the same kind of 
attention. 

But the � nancial implications of 
outpatient status are worlds apart 
from being an inpatient for both 
patients — especially for those 
covered by Medicare—and for 
hospitals. For Medicare bene� cia-
ries, outpatient status stays are 
billed under Part B, which means 
20% cost sharing and out-of-pocket 
costs for medications not directly 
related to the primary diagnosis. 
Outpatient status may also expose 
people to nursing home bills once 
they leave the hospital that would 
have been covered by Medicare if 
they had been admitted as inpa-
tients for at least three days. For 
hospitals, outpatient status means 
reimbursement at far less than if 
the patient had been admitted. 

“Doctors get paid either way, but 
the hospitals get about half or even 
less for observation,” says Keith 
Lind, JD, MS, a senior policy adviser 
with AARP’s Public Policy Institute. 

Outrage over the “surprise bill-

ing” aspects of observation status 
and the fact that many patients 
didn’t realize they were classi� ed 
that way led to the Medicare Outpa-
tient Observation Notice (MOON) 
rule, which requires hospitals to no-
tify patients if they are in outpatient 
status. Still, some physician and 
patient advocacy groups remain 
critical of outpatient status. � ey 
see loopholes in the MOON rule 
and cases when patients are put in 
observation status when, medi-
cally, they needed inpatient care. 
Some groups have mounted legal 
challenges; in late March, a federal 
judge ruled that some patients in 
the observation status could bring 
an appeal to CMS challenging that 
status. 

Not everyone is a critic, though. 
Christopher McCann, CEO of Cur-
rent Health, a Boston company that 
provides patient monitoring and 
other services, notes healthcare 
systems are using the shift from in-
patient to observation as a strategy 
in their value-based contracting 
agreements. 

“Both private and public payers 
have been seeking to reduce the 
overall cost of healthcare delivery,” 
McCann says. “� e hospital is the 
most expensive part of that delivery 
system, so one area of focus has 
been on reducing hospitalizations.” 
Because of the increasing reliability 

of remote monitoring and applica-
tion of arti� cial intelligence, “we’ll 
see a reduction in both inpatient 
and observation stays,” he predicts, 
“and that observation status [care] 
will be delivered in the person’s own 
home.

Lindsey Osting, chief nursing 
o�  cer and vice president of patient 
care at OhioHealth Doctors Hos-
pital in Columbus, says hospitals 
have started to group observation 
patients together. 

“From a nursing perspective, 
while they get the same quality 
care you would get from being 
considered inpatient, if we put 
them together on the unit, it’s easier 
to develop protocols and ways of 
doing things in a way that is best for 
the patient,” Osting says.

Numbers went up
� e number of hospitals put into 
observation status started to 
increase signi� cantly about 15 years 
ago. In some cases, hospitals were 
responding to Medicare auditors 
that challenged decisions to admit 
patients, especially for short peri-
ods. And there was some evidence 
that some fraction of inpatient ad-
missions was at least questionable 
and perhaps motivated by a high 
reimbursement rate for inpatient 
care and the overall “heads in beds” 
incentives. In an e� ort to clarify 
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when inpatient admissions were 
acceptable, CMS established the 
“2-midnight” rule in 2013. �e rule 
states that if a doctor believes, with 
evidence to back it up, that a person 
needs to be hospitalized for a pe-
riod that will span two midnights, 
then that person can be admitted as 
an inpatient. CMS adjusted the rule 
in 2016 to add back some physician 
judgment. 

“If a doctor thinks the patient is 
going to stay at least two days, they 
can admit them, and that claim will 
not get close scrutiny,” says Lind 
at the AARP. “If the patient is only 
there for one day, that claim is likely 
to be denied.” 

Many see the 2-midnight rule as 
giving hospitals even more of a rea-
son to put patients into observation 
status, notwithstanding the lower 
reimbursement (better a smaller 
claim is paid than a larger claim 
denied). Hospitals may also use 
observation status because it may 
help with their readmission rates. 

Eric Burch, principal at Vizient, a 
member-owned healthcare services 
company in Irving, Texas, says with 
the rollout of the 2-midnight rule, 
hospitals began placing patients in 
observation status to avoid denial 
of payment. Commercial payers 
followed suit and, in some instanc-
es, downgraded patients from in-
patient to observation status when 
calculating reimbursement.  

“Hospitals now leverage uti-
lization review committees and 
have dedicated care teams and 
observation units to ensure they 
follow CMS and payer guidelines to 
provide the appropriate care for all 
patients,” he says. 

Hard to predict
Grouping patients into observation 
status or inpatient as well as the 
push for quicker discharges has led 

to an improvement in the transi-
tions of care, say some healthcare 
executives, according to many in the 
industry. �ere are now guidelines 
in place so that medication reconcil-
iations and hospital treatment sum-
maries are supposed to be provided 
to primary care physicians.

Maria Vila, DO, a family medi-
cine specialist in New Jersey, says 
healthcare systems have adapted 
by creating observation units 
with hospitals, emphasizing case 
management and hiring physician 
advisers to determine the appro-
priate status. “Physician advisers 
can review the assigned status by 
the treating physicians and provide 
guidance if needed or challenge the 
assigned status of either inpatient 
or observation,” she says.

Teryl K. Nuckols, MD, direc-
tor, division of general internal 
medicine at Cedars-Sinai Medical 
Center in Los Angeles, says it is still 
hard for clinicians because they are 
expected to make guesses about 
whether patients may stay longer 
than two midnights “often at a point 
when they are still sorting out the 
diagnosis.”  

“In some cases, it’s the luck of 

the draw whether the observation 
patients end up on the ‘observation 
units’ or on regular hospital nursing 
�oors,” Nuckols says. “�e literature 
also talks about hospitals creating 
protocols for certain categories of 
observed patients, such as those 
with chest pain, but now observa-
tion status applies to any patient 
with an anticipated short stay, so 
protocols seem to not play as large 
a role.”

Vila notes the main challenge 
includes unforeseen circumstances 
such as an inability to predict if a 
patient will truly improve and be 
able to be discharged within the 
appropriate time frame once deter-
mined as observation status.  

“Another challenge is that by 
discharging patients quickly, we 
need to ensure that they have 
proper follow-up with their prima-
ry care physicians and sometimes 
other services,” Vila says. “�ese 
issues must be handled by the 
case management team prior to 
discharge.” 

Keith Loria is an award-winning journalist 
who has been writing for major newspapers and 
magazines for close to 20 years.

What the studies show
A study published in the Journal of Arthroplasty last year showed 16.7% 
of a hospital’s readmission after total knee or hip replacements were less 
than 48 hours and that if they had been reclassified as observation status, 
the hospital’s readmission penalty would have been reduced by 39%, or 
$334,512.

A study published in the American Journal of Medicine in 2018 showed 
poorer Medicare beneficiaries were more likely to be treated in observation 
status than their wealthier counterparts. The researchers also found that 
low-income observation patients had higher out-of-pocket costs.

A study published in the Journal of Hospital Medicine in 2017 showed 
between 2009 and 2015 observation stays among private pay patients grew 
by 12% while inpatient admissions declined by 28.2%. Among Medicare 
patients, observation stays grew by 32.9%, while inpatient admissions 
declined by 17%. 
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G
enerational di� erences 
make it di�  cult to satisfy 
the needs and wants of 
patients across varying 
age groups. Not long 
ago, it was expected that 
patients would be, well, 
patient and deferential. 

� ey may not have been thrilled 
about thumbing through 
magazines in a waiting room, but 
they tolerated it. Today, younger 
patients have much di� erent 
expectations. 

Kaveh Safavi, MD, JD, senior 
managing director for Accenture’s 
global healthcare business, says 

younger patients 
want prompt 
service and see 
availability as 
paramount; if you 
cannot see them in 
a timely way, they 
will move on to the 

next doctor.  Or maybe skip seeing 
a doctor altogether and go to a re-
tail health clinic or use a telehealth 
service. Meanwhile, older patients 
may want more time and attention. 
You may be seeing them with an 
adult child with lots of questions. 
� eir schedules may be in� exible 
because they depend on family or 
friends to drive them to an o�  ce 
for an appointment. 

“We live in a world of instant 
grati� cation, and patient satis-

faction is paramount,” Safavi says. 
“� ink in terms of what you would 
want in a restaurant. A reservation 
that is not honored or a rude sta�  
member not only takes that place 
o�  your favorite list, but also sends 
you to the keyboard for a harsh 
review.” � at’s why he suggests not 
overbooking appointments and 
hiring front-o�  ce sta�  with good 
customer service skills.  

“If you are fully booked, do not 
just leave it at that. Give patients a 
solution that is appropriate,” Safavi 
advises. “Whether it be urgent care, 
minute clinic, or a direct referral to 
the proper specialist or emergency 
room, explain why the referral is 
appropriate for their need. � is 
is something that people of any 
generation will appreciate.” 

Appointments and 
conversations 
Geeta Nayyar, MD, chief medical 
o�  cer at Greenway Health, a 
health information technology and 
services provider, notes that the 
typical 25-year-old patient is going 
to have di� erent medical needs 
than the typical 65-year-old patient. 
Healthcare providers and organi-
zations cannot use a one-size-� ts-
all approach — and the need for 
generational sensitivity applies to 
everything from how people sched-
ule appointments to the one-on-
one conversations they have with 

clinicians.
“With younger patients, physi-

cians have to be more educational 
and consultative, speaking with 

them more about 
prevention of 
conditions and 
diseases,” she says. 
“With older gener-
ations, conversa-
tions are a bit more 
sensitive in nature 

and may include discussions about 
end-of-life planning and how to 
stay healthy and active during 
retirement.”

In addition, Nayyar notes, it’s 
important for older patients to 
be held more accountable for 
their care and health outcomes, 
ensuring they know where and how 
to � nd their health records so that 
information can be shared with all 
members of their care team. 

� omas Horowitz, DO, a 
family medicine specialist at CHA 
Hollywood Presbyterian Medical 
Center in Los Angeles, says the key 
to working with people of all age 
groups and from di� erent gener-
ations is to understand their pref-
erences so that organizations can 
respond and adjust accordingly. 

“� e challenge is that preferenc-
es are constantly evolving,” he says. 
“Further, behaviors around health-
care services are rede� ning how 
consumers engage with provid-

How to appeal to people of any age by  KEITH LORIA   

Satisfying Patient Needs 
Across the Generations 

NAYYAR

SAFAVI
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ers across each stage of care. Expec-
tations for convenience, a�ordabili-
ty, and quality are shifting. 

“Younger generations, in particu-
lar, are increasingly dissatis�ed 
with healthcare’s status quo and are 
looking to nontraditional provid-
ers for services.”

The need for tech
Digital capabilities are in�uencing 
how younger generations choose 
their medical providers. Accen-
ture research shows that 13% of 
baby boomers and the generation 
before them — some are calling it 
the Silent Generation — use remote 
or telemonitoring devices. �e pro-
portion is double among millenni-
als and the 1995-2015 birth cohort 
that has been dubbed Gen Z. 

�e Accenture research found 
that younger consumers (millennials 
and the Gen Zers) are dissatis�ed 
with many aspects of traditional 
healthcare services. �ey are increas-
ingly looking for e�ective, convenient 
means for receiving healthcare. �e 
waiting room is not for them.

“Healthcare providers should 
consider investing in nontraditional 
means to engage with younger gen-
erations,” says Horowitz. “�is could 
include setting up online patient 
portals where they can view lab 
results and making them aware that 
they can reach their HCP [health-
care provider] via email if they have 
any questions.”

Safavi notes that the younger 
the patients, the more likely they 
will expect a doctor’s o�ce to be 
digitally up to date. 

“�is is not only important for 
the electronic medical record in 
the exam room, but also on the 
website where portals and online 
scheduling are expected more and 
more among patients,” he says. “�e 
doctor’s o�ces that look best online 
are conveying a service mindset to 
their patients.”

Younger patients will appreciate 
— and may even expect —Wi-Fi 
availability in the doctor’s o�ce. 
�e phone has replaced the maga-
zine as a time killer. 

�e generational split may not 
be as wide as it is commonly por-
trayed, in Nayyar’s view.  

“Regardless of whether you’re 
a millennial or a baby boomer, all 
patients want quick access to their 
healthcare records and to �nd help-
ful information online,” she says. “As 
long as physicians today provide 
that accessibility and quality care, 
combined with good bedside man-
ner, people of all ages will remain 
engaged and satis�ed.”

But Nayyar acknowledges that 
healthcare providers and organiza-
tions need to be attuned to genera-
tional di�erences. 

“Younger generations, for 
example, want their healthcare 
experiences to be quicker and more 
transactional, so it’s no surprise 
that 60% of millennials support the 
use of telehealth options to elimi-
nate in-person visits,” she says. “�e 
challenge here is ensuring critical 
information is not lost during these 
swift transactions.”

Meanwhile, older patients prefer 
face-to-face interactions. Many 
want to establish a more personal 
relationship with their physician. 
Of course, it remains to see whether 
millennials and Gen Zers will feel 
the same way come the mid-21st 
century, when they will start to ex-
perience old age and health issues 
that are often more complex and 
frequently chronic.

Err on the side of formality
Laura Reyher, MSN, RN, is a mem-

ber of the nursing faculty at West 
Texas A&M University in Canyon, 
Texas, and has 42 years of experi-
ence in healthcare. She notes that 
while some older patients may be 
tech savvy, doctors shouldn’t make 
any assumptions. 

“Many don’t own a computer 
and don’t have internet access,” she 
says. “A critical issue that many old-
er patients fear is that they will be 
overlooked because they are elderly. 
Senior adults worry that they are 
viewed as helpless and hopeless, 
which is very discouraging to them.” 

Even something as simple as 
how you address patients may 
bene�t from some generational 
awareness, notes Reyher. Younger 
patients are used to being called by 
their �rst names right from the be-
ginning. Older adults should always 
be addressed as Mr, Mrs, or Ms, 
until they ask to be called by their 
�rst name, advises Reyher.

“It seems like a no-brainer, but 
you can never go wrong by being 
respectful — with all ages,” she 
continues. “Too often, patients 
feel that everyone is rushed; they 
are viewed as another item on the 
checklist and no one has time to 
hear their concerns. Most patients 
are fearful. All of us in healthcare 
need to guard against being obliv-
ious to these fearful situations and 
take the time to let the patient — 
of any age — know that they are 
in safe hands and that we’re here 
for them. All patients respond 
positively when they know that we 
care.” 

Keith Loria is an award-winning journalist 
who has been writing for major newspapers and 
magazines for close to 20 years.

“With younger patients, physicians have  
to more educational and consultative.”
—GEETA NAYYAR, MD, CHIEF MEDICAL OFFICER, GREENWAY HEALTH
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Y 
ou’ve just been o� ered a 
promotion. Congrats! � is 
should be great or you — and 
your career.

But hang on. Not every 
promotion is the right � t. � e 
wrong one can kink a career path 
instead paving the way forward.  

David Wildebrandt, a managing 
director at the Berkeley Research 
Group’s healthcare practice, notes 

that promotions 
and leadership are 
earned privileges 
and not given 
rights. If most 
of the following 
are applicable, 
then you should 

think “go” and not “no” about this 
promotion.

· The promotion is aligned with your 
capabilities and not occurring just be-
cause someone left the organization so 
now there’s a void to fi ll. For people who 
should be already working at this level, 
the promotion is an acknowledgment of 
their abilities.

· It is matched with your skill set and 
allows you to showcase your hard and 
soft skills.

· It’s not a high-risk venture in gener-
al, meaning you can feel safe taking this 
next step. This should be a calculated 
risk to push yourself, but you also need 
to be realistic.

· You can actually see and understand 
what success looks like in this next role. 
Clarity is everything.

· You don’t have to do a lot of 
soul-searching or think about reinventing 
yourself because the promotion means a 
role that seems to require totally new or 
unpredictable skill sets.

· You have a clear understanding 

of what your team looks like and a 
feeling of how they will work with you. 
You shouldn’t have to use a lot of “I” 
statements because your job will be less 
about you,and more about successfully 
developing the people under you.

· Your future hiring philosophy will be 
to replace yourself, and you’ll have the 
bandwidth and scope to do just that. You 
have the support of the organization to 
assemble the team and resources you 
need instead of having to be a superstar 
every day to get it done yourself.

· If you are switching employers, is 
the new employer keeping up? Does your 
new employer make sure the customer 
is at the center of everything and offers 
customers the technology and access 
they are used to in other facets of their 
lives? 

“Anyone in the post-ACA era of 
operational e�  ciency and reim-
bursement degradation must un-
derstand how to deliver high-quali-
ty care and services while receiving 
less,” says Kevin Groves, PhD, an 
associate professor of management 
at the Pepperdine Graziadio Busi-
ness School in Malibu, California, 
and president of Groves Consulting 
Group, a succession-planning and 
leadership talent development � rm. 
Here are some of the attributes of a 
job or an employer that he advises 
clients to be on the lookout for: 

· The organization is cognizant of 
the mass consolidation taking place in 
healthcare and is reacting appropriately 
with a well-aligned, integrated delivery 
model.  

· The top management team has 
stability and longevity in defi ning the 
strategic direction of the organization. Re-
search shows that when a CEO departs, 
half of the top team will also leave. 

· Succession planning and the talent 
development process are robust. Man-
agement is methodical and thoughtful 
about both.

· You sense that your own career 
interests and needs are being weighed 
and valued as you’re being considered 
for the promotion.

· If it’s a smaller organization, you will 
have opportunities to exert a broader 
infl uence and engagement in different 
functions and business units as you seek 
to broaden your own capabilities and 
skill sets. Some might be more exter-
nal-facing, perhaps with involvement in, 
for example, fundraising.  

· There is a perceived or real sense 
of alignment of working styles that com-
plement those of the CEO. Executives 
are willing to collaborate with you on 
specifi c areas such as operations and 
fi nance. There’s a strong, symbiotic 
relationship between a well-developed 
board and the CEO.

· Your career won’t stall once you 
accept the role, and career development 
is supported.

· The organization utilizes a compre-
hensive onboarding and acculturation 
process — a formal transition expe-
rience throughout the fi rst year that 
effectively facilitates one’s transition into 
a new organization and local community. 
Management knows that where you live 
and what you can do there when you’re 
not working is as important as the work 
you do.

If much of the above applies to 
your next healthcare job oppor-
tunity, chances are you’re on your 
way to a rewarding new chapter. 
your professional life. Congrats! If it 
doesn’t, pause and consider. 

Stephanie Stephens, MA, is a journalist, 
producer, and host in Orange County, California.

by STEPHANIE STEPHENS

How to Know if This Promotion Is Right for You

Population Health Management

WILDEBRANDT
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T
hey say healthcare is a 
team sport, but teams can 
sag, get discouraged, lose 
focus, and stop functioning 
as, well, a team.  Anyone 

in a leadership position must 
stay attuned to how the team 
members are feeling and keep 
people motivated. Keeping your 
team motivated and maintaining 
enthusiasm requires attention, 
creativity, and planning.

Here are � ve examples of how 
healthcare organizations have 
worked to keep motivation high: 

Turn in, turn on 
the bright ideas
UMass Memorial Health Care, in 
Worcester, Massachusetts, uses the 
“idea system” to motivate teams to 
transform care delivery and save 
lives. For example, the neonatal 
intensive care unit’s (NICU) phar-
macy team wanted to reduce the 
time it took to provide antibiotics 
to its most vulnerable patients. � e 
changes included streamlining the 
process for a clinician to order an 
antibiotic and having it veri� ed 
and prepared by a pharmacist. As a 
result of the NICU pharmacy team’s 
work, the time to get critical med-
ications to sick infants dropped 
from 75 minutes to 53. Since the 
idea system started six years ago, 
team members at UMass Memorial 
have submitted more than 78,000 
ideas, says Eric W. Dickson, MD, 
president and CEO. 

Rest and recharge 
with team members
Kelly M. Johnson, PhD, RN, NEA-C, 
vice president of patient care 
services and chief nursing o�  cer 
at Stanford Children’s Health 
in Palo Alto, California, brings 
together members of the patient 
care services team at the end of 
the � scal year at a retreat to re� ect, 
recharge, and connect. “We share 
and celebrate accomplishments in 
the division and solidify priorities 
for the coming year. More impor-
tantly, the time is critical for team 
building, self-care, and re� ection 
on the important work we do,” says 
Johnson, who’s also chief nursing 
o�  cer at the hospital, which pro-
vides pediatric and obstetric care 
in the San Francisco Bay area.

Recognize team 
members’ triumphs
Cigna � nalized its acquisition of 
Express Scripts in December 2018. 
During the integration, the com-
pany featured a “� ursday � ank 
You” segment on its intranet to 
celebrate team members’ success-
es, says Kristen Gorodetzer, senior 
vice president of total rewards, 
talent acquisition, and employee 
services at Cigna. � e intranet 
posts focused on a di� erent team 
each week and garnered signi� cant 
engagement by because “people 
want an opportunity to say thank 
yous to pat each other on the back,” 
says Gorodetzer.

Use team huddles 
to solve problems
Patients calling to schedule appoint-
ments with UMass Memorial’s call 
center were waiting an average of 11 
minutes, up from between 
40 to 50 seconds. � at spike in wait 
time was driven by the healthcare 
system’s electronic health record  
implementation, says Dickson. He 
credits a dedicated leader on the call 
center team with using daily team 
huddles to sustain team members’ 
enthusiasm for streamlining the call 
greeting, activating an auto-answer 
feature to remove the 18-second 
ring cycle, and shortening the prere-
corded appointment information. 

� e end result is that the aver-
age call wait is now 5.6 seconds; it 
has been maintained by continuing 
to meet daily, review metrics � ve 
times a day and providing training 
when necessary.

Add the fun factor 
Sujata Sanghvi, deputy chief � nan-
cial o�  cer at AllWays Health Part-
ners, a Somerville, Massachusetts, 
not-for-pro� t payer, says recogni-
tion of employee success is crucial. 

“It’s not only important for 
leaders to recognize their teams 
but also to encourage their teams 
to recognize each other,” he says. 
Sanghvi has a few ideas to make it 
fun: tie it to a reward, a ra�  e, even 
a silly rotating “trophy” to highlight 
the recognition. 

“By integrating opportunities 
like these into your regular practic-
es, you can help create a sense of 
camaraderie to build a high-
performing team that takes pride 
in their work and can depend on 
one another,” she says. 

Aine Cryts is a writer based in Boston.

Clinicians at UMass Memorial Health 
Care recommend strategies to better 
motivate team members, transform care 
delivery and save lives. by AINE CRYTS

Five Ways to Motivate Your Team

Population Health Management
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1 Write thank-you 
notes 

Jennifer Vachon, executive vice 
president at Blue Cross Blue 
Shield Associa-
tion in Chicago, 
ends her work-
day with emails 
thanking staff-
ers. “We tend to 
quickly move to 
the next thing, 
but this forces me to refl ect,” says 
Vachon, who may commend a 
small gesture or a major effort. 
“It doesn’t take long but means 
so much to my team, making it a 
great time investment.” 

2 Learn staff 
members’ names 

and special traits 
A casual conversation led to a 
daily resolution for Mooyeon Oh-
Park, MD, MS, senior vice 
president and chief medical offi cer 
at Burke Rehabilitation Hospital. 
Oh-Park had just joined the physi-

cal rehab center 
in White Plains, 
New York, when 
an employee 
revealed knowl-
edge about 
what her job 
required.

“Our strength as an institution 
is the diversity of our people,” 
she says. “I develop closer 
connections and know who can 
troubleshoot creatively.”

3 Hold morning 
huddles to 

problem solve  
At Stanford Health Care in Palo 
Alto, California, 
leaders hold 
daily 15-minute 
meetings with 
their teams 
to brainstorm 
solutions for the 
day’s challeng-
es. “It helps formalize touching 
base with your team each day,” 
says Alpa Vyas, vice president of 

patient experience. “Leaders un-
derstand what needs to be done, 
and employees are less reluctant 
to report problems because they 
know there’s a mechanism to 
solve them.”

4 Use your commute 
to bone up on 

business skills with 
audiobooks
Alexander Ronzino, founder and 
CEO at Coali-
tion Recovery, 
a substance 
abuse treatment 
center in Tampa, 
Florida, listens to 
nonfi ction man-
agement and 
fi nance books en route. “I fi nd the 
perspectives of CEOs and entre-
preneurs most candid and useful 
versus those of management 
consultants.” Military strategy and 
priority-setting audiobooks are 
most appealing to Oh-Park. Her 
recent favorites are “Essentialism: 
The Disciplined Pursuit of Less” 
by Greg McKeown and “The Art 
of War” by Sun Tzu.

5 Smile and 
breathe deeply 

“During moments of high anxiety, 
I noticed my mood could be felt 
by those around me — and was 

by MICHELE MEYER

Ten Habits That 
Lead To Success
Your success depends on more than your vision and long-range 
planning. What you do in the short term — indeed, each day — 
can make you a more e� ective leader and colleague, help the 
bottom line, and tilt probabilities toward your success. 

Top healthcare executives shared 10 surprising ways to up 
your game daily with Managed Healthcare Executive®.

RONZINO

OH-PARK

VACHON

VYAS
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infectious,” says Oh-Park. “That 
didn’t help anyone.” Smiling eased 
her distress and the distress of 
others. “A positive mindset helps 
us fi nd the best solutions.”

6 Get in early, 
before the members 

of your team
It pays to arrive a half-hour to 
an hour before anyone else, say 
several healthcare executives. “I 
never was a morning person — 
until I opted to become one,” quips 
Ronzino. The extra time and clear 
head give him a chance to prepare 
mentally and adjust his schedule 
to face potential challenges. “It’s 
made a tremendous difference in 
my overall productivity,” says Ronzi-
no. Likewise, Ernie Schwefl er, chief 
contracting offi cer for the Univer-
sity of Southern California’s Keck 
School of Medicine, arrives early 
to focus “before 
fi res have to be 
put out. Know-
ing my priorities 
enables me 
to be nimble.” 
Rhonda Mims, 
executive vice 
president and 
chief public affairs offi cer at Well-

Care Health Plans in Tampa starts 
her workday at home with her 
eyes shut and mind open. “That 
helps balance me,” she says, add-
ing that as a mother it’s her sole 
chance at solitude. “I run through 
any talking points mentally.”

7 Prepare for the next 
day before leaving 

the offi ce 
Karen Murray, MD, physician 
in chief of Cleveland Clinic 
Children’s and president of 
the Cleveland Clinic Children’s 
Hospital for 
Rehabilitation, 
ends her day by 
getting ready for 
the next one. 
She might study 
an applicant’s 
CV, review the 
topics to be discussed at a 
meeting, or reserve time to 
talk with infl uencers. “I walk 
into the offi ce with clear goals 
and the security of knowing 
people’s likely decisions,” says 
Murray.

8 Truly listen
Talking can be so easy, 
especially if others believe 

they must listen to you because 
you’re the boss. But Murray strives 
to listen — and listen intently. “Ulti-
mately, everything is my responsi-
bility,” she says. “So, if someone 
comes to me with an opportunity 
or concern, I try to really hear what 
they’re saying and what they’re not 
saying.”

9 Touch base with 
subordinates 

informally
Don’t wait for organized meetings 
to check in with your team, sug-
gests Schwefl er. He keeps his door 
open and regularly strolls through 
the workspace to speak with his 
team. “You have 
a view [of what’s 
happening in 
your organiza-
tion], but those 
in the trenches 
may have a 
different one,” 
Schwefl er says. 
For Ronzino, “casual chats foster a 
culture of collaboration and result 
in projects getting completed 
faster.”

10 Schedule tasks 
for when you will 

do them best  
With so many roles at Cleveland 
Clinic, Murray is careful to block 
out time for each function, wheth-
er it is an administrative task, a 
clinical visit, or writing papers. 
“I block time for when I’m most 
productive at that task,” she says. 
She also checks in with staff 
beforehand. “Medicine is a team 
sport, and the workfl ow needs to 
be best for everyone involved.” 

Michele Meyer is a freelance writer from 
Houston. 

SCHWEFLER
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We are not finished.
People in treatment for HIV are living longer. That 
means your members with HIV will face di�erent 
challenges. At ViiV Healthcare, we’re working to 
help meet their changing needs.
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www.us.viivhealthcare.com
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