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Future Trends in Healthcare and Key Process and  
Design Implications  

March 1, 2019 
 

Background 
We scheduled this meeting at HFR Design with Dr. Tim Jahn, to begin dialogue on TRENDS in 
EMERGENCY AND OTHER ADVANCEMENTS IN CLINICAL MEDICINE.  Trends that might be relevant to 
future service delivery, access to care, and PROCESS IMPROVEMENTS over time.  This discussion was 
centered around the desire to “create enhanced dialogue and understanding” of capital asset issues 
impacting department users and managers, architects, planners and healthcare engineers.  With that 
background, the following participants were involved: 

▪ Dr. Tim Jahn, Emergency Physician and Executive for Emergency Management 
▪ Tom Testerman, HFR Director of Planning and Architect (Excused) 
▪ Michael Neuser, HFR Executive, Development and Research 
▪ Ron Franks, HFR CEO, Architect 
▪ Martin Franks, HFR EVP, Architect and Project Manager 
▪ Sara Pegram, HFR Marketing and Development 
▪ Rania Sadrack, Principal, TLC Engineering 
▪ Ted Hood, Executive, TLC Engineering 
▪ Jim Easter, Principal, Ehc Consulting 

Overview 
Generally, the intent was to determine a FEW OF THE MOST IMPORTANT EXPECTATIONS that providers 
of healthcare and consumers might expect for the future.   As noted by Dr. Jahn, the question is;  “an 
assessment of value-added factors and patient/consumer expectations for the future”.  His expertise as a 
physician, administrative executive, and process expert in the “world of process change and 
improvement” was refreshing and educational for all involved.  It was rewarding to hear a few of the 
common concerns expressed by facility planners and architects… being mentioned by a physician from a 
clinically-oriented professional perspective (encouraging to see that momentum is building for the 
impact buildings have on programs): 

▪ Why are the larger campus hospitals so complex and unnavigable in terms of wayfinding? 
o Finding one’s way around 
o Kiosk and convenience registration and check-in 
o Signage, parking and flow patterns (elevators and public spaces) 

▪ How can we reduce the complexity of care in clinical settings, like Emergency Medicine in a 
more creative and simplistic manner? 

▪ What are the features of tomorrow’s outpatient care that may impact all these concerns: 
o Advanced Levels of Care In Outpatient Settings (Ortho, CV, Urgent Care, etc) 
o Advanced Patient and Family Support in the Pre and Post-Treatment Phases 
o Advanced Communication Systems to Reduce Stress and Fear (Offer Guidance) 
o Advanced Navigator Style Programs With Trained Professionals and Volunteers 
o A Move Toward Hospitality Care With The Ritz Carlton Level of Service While Still 

Providing the Highest Level of Clinical Care in A Family-Friendly Setting 
o A Concierge Philosophy Similar to the Cancer Treatment Centers of America 
o A Negotiable Package of Services Like Those Being Provided to Wal-Mart Employees 

in Patient-Friendly and in a Cost Effective Manner 
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o A Future Style of “Uber Care” Offered for Both Convenience and Timeliness Via 
Professionally Trained Care Givers and Supportive Team Members: 

▪ Convenience 
▪ Responsive and Timely 
▪ Cost Effective and Insurable 
▪ Credentialed 

▪ What are the features of care and caring that compliment the QUALITY OF CARE through 
clinical pathways geared toward NEED and CONSUMER CONDITION that may be provided as 
a part of the Emergency CARE SYSTEM of tomorrow, for example: 

o Care for Seniors (Tailored and Custom Planned With Senior Needs In Mind) 
o Care for the Mentally Ill, Emotionally Unstable and Psychiatric (Bigger and More 

Holistic Than Just the “Opiate Conditions” 
o Care for the Substance Abuse and Opiate Consumer (On Site and Home-Based) 
o Care for the Mothers and Babies and Children (Urgent Care Responsiveness for 

Young Families and Newborn Infants) 
o Care for the Under-insured and Indigent Populations (Links to FQHC, OP, Urgent) 
o Care for the Specialty and Trauma Pathways: 

▪ Blunt Trauma 
▪ Auto/Accident 
▪ Mass Casualty (CMS Compliance and Community Partnerships) 
▪ Cardiac and Vascular Needs 
▪ Orthopedic and Rehabilitation 
▪ Neuro/Stroke/Dementia and Alzheimer’s Disease 
▪ Senior Care Plus With Early Intervention Protocols 
▪ Occupational and Industrial Health (Fast Track and Corporate Partnerships) 

▪ How Do We Develop Clinical Pathways and Standardized Procedures that Meet Consumer 
Expectations, Add Care Givers and Extenders to the Clinical Team while Maximizing the 
Resources Available in An Advanced Emergency Care Environment.   How do these creative 
programs respond to the RISK FACTORS engrained in the EMTALA Laws while effectively 
managing the “best care available” for the most appropriate situation and environmental 
setting.   How will the PATIENT TRIAGE OF THE FUTURE handle bedside admissions, medical 
necessity and risk factors aligned with consumer needs, ability to pay and circumstances.   

There are MANY ANSWERS and ANECTDOTAL RESPONSES to these given each unique situation.  No two 
Emergency Centers are managed the same and the variance/diversity is part of the WASTE ISSUE that 
occurs when programs are not streamlined and operated effectively by professionally trained people.  
The combination of knowledge, training and responsiveness is also impacted by the ENVIRONMENT 
where the care is provided.  Possibly the key factors include: 

1. Leadership Involved in the Delivery Process and Supportive of the Improvement Opportunities 
2. Stronger Clinical Teams Involving “Specialized Extenders” Working In Partnership With the 

Physician of Record (Continuous training and bedside improvements) 
3. The Use of Technology and Communication Methods offering Transparent and Proven Results 
4. Space Layouts, Functional Groupings, Flow Patterns and Vista’s That Offer the Optimum in 

Efficiency, Access and Convenience 
5. Standardized Rooms, Procedural Spaces and Technological Support Representing The Skills of 

the Care Givers and Advanced EMR/IT Supportive Systems 
6. Functional Groupings to Permit the Optimum In Rapid Assessment, Treatment and Discharge 
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7. Space Designed to Accommodate The Sick and Injured As Well As Those In Holding Status for: 
a. Observation and Extended Diagnosis (The 48 Hour Rule and Life/Safety Standards) 
b. Results Waiting and Transport (Eliminate Hallway Beds and Non-Compliant Holding) 
c. Downstream Admissions for Inpatient and Specialty Care (No Beds Available) 
d. Downstream Discharge and/or Referral (Expedite The Process With Cost As A Concern) 
e. Mentally, Emotionally, Substance Abuse, and Worried (Consumer Awareness, Staff 

Education and Situational Assessments) 
8. Space and A/V/Tech Support Geared Toward Consumer and Family Awareness: 

a. Automated Check in and Registration 
b. Educational and Awareness Efforts  
c. Student, Staff and Family Collaboration 
d. Interim Direction and Navigation Based on History, Chronic Condition and Predictability 
e. Teamwork and Clinical Refinement of Process and Procedure for Continuous Process 

Improvement and Change Management 

Possibly this Overview is the continuation of a new model of care that is both CONSUMER FRIENDLY 
and CLINICALL ADAPTABLE to each situation.   Seeking the flexibility of care may be the charge of 
tomorrow.  Three examples of CARE SETTINGS were discussed as case studies for future reference: 

1. Emergenuity Models (Zero Waiting and Rapid Access and Discharge) 
2. Continuum of Care Retirement Centers (CCRC) and Advanced Design for the growing Senior 

Populations (Possibly Care Integrated into the Senior Living Campus) 
3. Acute Care in the Secondary and Tertiary Environs Where the Teaching, Training and Education 

of Young Professionals is the Primary Motive and Highest Density Environ (Major Medical 
Centers and Academic Health Science Centers) 

In conclusion, it seems the BEST USE OF ALL RESOURCES would combine the STRATEGIC AND MASTER 
PLANNING of all resources based on the following: 

▪ What is the Unique Situation (Varies By Location and Condition) 
▪ What are the Available Resources, Assets, Age/Condition and Complexity 
▪ What are the Human Resources Characteristics of Each Situation 
▪ What are the Service Needs, Volumes and Metrics by Situation Driving the Key Planning Units 
▪ Where are the Bottlenecks in The Existing Environment 
▪ What are the Access, Flow and Expandability Factors 
▪ How Much Is Needed Based On Demand 
▪ How Do You Repair and Stay in Operation 
▪ What is the Cost/Schedule and Actions 
▪ What is the ROI/Measurable Result 
▪ What is the Leadership Commitment to Change…Process and People 
▪ What is the Added Value 
▪ Are There Off Campus Alternatives: 

o The Remote Outpatient Urgent and Clinical Care Center 
o The Remote Residential, Pre/Post and Rehab Alternative 
o The Remote Hotel, Family/Patient Stay, Housing 
o The Remote Diagnostic Factory 
o The Remote Non-Urgent Elective Center 
o The Drive-Through Urgent/Quick Care 
o The Galeria/Concierge/Hospitality Model of Creative Care and Response 
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National Trends and FutureScan 2019 – 2024 by the Society for Healthcare Strategy and Market 
Development (SHSMD)  of the American Hospital Association (AHA) in partnership with the Foundation 
of the American College of Healthcare Executives (ACHE).   This scholarly publication became available 
to Ehc as an Associate of AHA and as a Member of ACHE/MT.  The document focuses it’s 
recommendations and emphasis on the following eight priorities for the 2019 – 2024 time frame: 

1. Drug Crisis:  Change Required in The Course of the Opioid Epidemic. 
2. Digital Health:  A Technology Drive Healthcare Future. 
3. Biotechnology: New Treatment Paradigms and Scientific Intervention. 
4. Value-Based Care:  What are “High Value Providers” and How Are They Managed. 
5. Physician Aggregation:  Are Consumer Driven Physician Networks the Same As Physician 

Employment and/or Contracting. 
6. Governance and Executive Value:  Boards, Statewide Decisions and The Role of Board 

Members. 
7. Policy and Regulation:  What Roles Do States Play in the Careplans for The Future 
8. Workforce:  How Does Training and Workforce Gaps Get Filled in The Future 
9. Assets and Environments:  What Role Does the PLACE OF CARE and Design Play as The 

Revolution Unfolds for the future? 

The Futurescan Survey Results were very revealing and offered to our RESEARCH GROUP some very 
interesting opportunities for dialogue, comparative insights and discussion points relevant to emergency 
services, early intervention, and acute care .   Possibly, this writer could share some insights for each 
area (No. 9 was added as a CHALLENGE to the INDUSTRY to better understand the impact of the 
ARCHITECTURAL AND ENGINEERING ENVIRONMENT on the consumer and the care giver).  The concept 
of “do no harm” is both the desire of the physician and the architect and this is where the paths cross at 
a very meaningful and responsible level.   

The messages reach a cross roads at the “do no harm” level.  Many of the comments by Dr. Jahn are 
both clinical and environmental;  wayfinding is about hallways, elevators, signage and clear pathways in 
Emergency Department.   Wayfinding is also about;  parking, holding, observation, segregation, 
integration, vistas, views, holding, natural lighting, security and emotional stabilization.  Hospitality 
healthcare is about;  ease of registration, check in, admitting, discharge, payments, room service, food, 
responsiveness, navigators, elevators and noise.   

The world of engineering includes;  air quality, heating and cooling, exhaust, infection control, asepsis, 
feeling, hearing, tasting, smelling and isolation with meaningful supportive technology that maintains 
the highest environmental standards available.  How we feel inside the hospital is relevant to both the 
patient and the family.  Ideally, the hospital environment “does no harm” and isn’t a part of the 
problem, but the key to the solution! 

What might be some of the THOUGHTS and/or IMAGES for each of these categories that come to mind, 
exclusive of the research and survey results, they include, for example: 

1. Drug Crisis:  Change Required in The Course of the Opioid Epidemic. 

Is there intervention for the EARLY SUBSTANCE ABUSER and how does this occur within the FAMILY 
UNIT and the COMMUNITY?  Does the school, church or neighborhood have a role to play?  Are 
there early warning signs and symptoms, genetic and/or hereditary factors that might be of value?  
Is it possible to provide the youth of our community with AWARENESS AND EDUCATIONAL 
information that may become a part of their consciousness and youthful awareness (school system 
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and hospital partnership).  Do the symptoms occur differently by age, cohort, sex or ethnicity?  
What role does the family, provider of care, pharmaceutical community and care delivery team 
members play as the OPIATE EPIDEMIC UNFOLDS.  Should there be a quarantine process as the 
term “opioid epidemic” infers.  What are the LEVELS of ADDICTION and the clinical pathways to be 
considered (has someone written an EVIDENCE BASED protocol for managing this systemic problem: 

✓ Pain Medications 
✓ Alcohol 
✓ Marijuana (Cannabis) 
✓ Cocaine 
✓ Hashish 
✓ Heroin 
✓ Tetrahydrocannabinol 
✓ Others Of Numerous Types 

 Possibly the QUESTION for us in the planning, design and construction business is most likely  
related to the SEGREGATION and/or INTEGRATION of these substance abuse (SA) populations into 
the acute care programs, and how does the design of the emergency department relate to this 
category in the context of psychiatric and mentally ill intervention.  Are the patient flow, triage, 
immediate intervention, and response measures the same?  What is the triage, flow, observation 
and seclusion process going to be like in the future, compared to the holding and security/safety of 
the patient from the past?  Do ER volumes warrant separate zones in the larger scale, high volume 
urban settings, what about tertiary, secondary and rural locations.  Does TelePsych, TeleOpiod, 
Telemedicine play a role here?  Outreach for the future will require these program interfaces.  

2. Digital Health:  A Technology Drive Healthcare Future. 

It seems the greatest need in this area are the BASIC INTERFACES we find today and how the “black 
boxes” of technology interface to expedite information flow, visual awareness and advanced 
knowledge transfer that is apparent from the cell phone to the internet and the world of “searches” 
that exist all around us.  Questions that include, for example: 

▪ Linkages of EMR/EPIC/CERNER/Meditech to the Myriad of Other Data Sets 

▪ Linkages of A/V and Search Functions for Both Patients and Clinicians 

▪ Ability to Display and Assess The ROI of Information for Knowledge Transfer, Comparative 
Benchmarking and Real Time Understanding 

▪ Connections to Pyxis Systems and Omnicell and Mobile Technology At Various Levels of 
Sophistication from Hand Held to Computers on Wheels and Advancements Beyond 

▪ The EMR of The Future With Internal Training and Education That is Affordable for All Users 
and Not Just the Larger, Wealthier Healthcare Systems (Support to Rural Communities and 
NFP Providers As Well) 

▪ National Data Base and EMR Access For All Providers and Care Receivers on a Secure, But 
Accessible Main Frame/Cloud System 

What could we define as the INDUSTRY STANDARD and what providers might help package this 
universal interface and related connections…would this be AHA, ACHE, the Advisory Board, the 
Vendor or others.  How are the PERFORMANCE EXPECTATIONS measured across the board for the 
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“best of care” and best of practice within the resource availability a solo provider may access 
compared to a larger not for profit or investor-owned healthcare system.   

Seems our national security data base, government records, license archives and other links would 
be relevant for comparative purposes!  A recent article in the Official Magazine of American Health 
Lawyers Association - AHLA Connections, Volume 23, Issue 2, February, 2019, page 10 – 13, 
suggests; 
 

“New technology-savvy players also are entering the market to meet growing consumer 
demands for control of their health information.  For example, Apple and 13 prominent 
healthcare centers, including Johns Hopkins and the University of Pennsylvania, recently 
disclosed an agreement that would allow Apple to download onto its various devices the 

Electronic health data of those systems with the patients’ permission.” 

3. Biotechnology: New Treatment Paradigms and Scientific Intervention. 

The new era of BIO-ELECTRONIC MEDICINE seems to be the trend.  Using the nervous system to 
treat disease without the use of pharmaceuticals seems like a very good idea.  The comments by 
Chad Bouton, VP of advanced engineering with the research arm of Northwell Health in NY are 
succinct and relevant: 

“While it is hard to predict what will happen with this technology in the next few years,  
health care leaders should make it a priority to stay abreast of new developments because 

bioelectronics could radically alter how physicians, hospitals, health systems and other 
 providers deliver care in the future.” 

 
The use of “textile-based electronics” are on the horizon.  The use of SMART CLOTHING will be 
standard for measuring bodily functions, heart rates, blood pressure and stress levels.  These same 
tools may be excellent monitors for post-acute and rehabilitation.  Large healthcare delivery systems 
may commit resources and staff to advance the innovation described herein.  The SmartScan Survey 
suggests around 18% to 19% of providers are beginning this RESEARCH PROCESS and will likely 
continue with this at an increasing rate for the future.   It appears that COLLABORATION, 
EDUCATIONAL interface and partnerships within regional markets and systems will be a key factor 
for the future.  As noted in recent work by this author, Branch Medical Schools and programs 
addressing these topics “real time” and in partnership with providers will be a trend for the future.  
An optimistic perspective in an environment where costs and reimbursement have often been the 
preferred topic of the day. 

4. Value-Based Care:  What are “High Value Providers” and How Are They Managed. 

The value-based world is best described as “price for service” at the highest level of outcome one 
could anticipate.  The private and public payors for care are seeking to achieve the lowest cost per 
case with those same levels of “highest quality” one might achieve within a given marketplace 
setting.  Many of these initiatives are driven by the Centers for Medicare and Medicaid (CMS).   The 
competitive dynamics of ever-increasing numbers of both investor-owned and private not-for-profit 
healthcare systems is added incentives to consumers to utilize the HIGHER-VALUE and most 
effective service providers.  This is complicated by the private third party insurers and their 
insurance coverage providers.  Navigating this ever-changing area will be the challenge.   
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The Futurescan survey describes three types of  HIGH-VALUE ATTRIBUTES as noted below: 

1. Thinking Beyond The Hospital Stay.  “High-Value hospitals hold themselves 
accountable for ensuring the successful transition of inpatients from hospital to 
home well beyond 30 days.”  They describe the approach much like the social service 
programs from the past, for example;  “They identify patients who have a higher 
likelihood of readmission and send members of the care team to conduct home visits 
or provide additional support to skilled nursing facilities (SNF).  They also invest in 
palliative care programs to help ensure that the care provided is consistent with 
patients’ values and goals.” 

These programs direct linkages to the SNF, facilitated patient transfer and supported 
both emergency and urgent care and some cases the hospital provided staff to 
support clinical care within the SNF. 

2. Cutting Waste, Not Safety.  “High-value hospitals reduce the cost of care in two 
distinct ways;  one is by decreasing the unnecessary spending that occurs when low-
acuity patients are cared for in inappropriate settings or when they stay in the 
hospital longer than necessary.  The other is through efficient management to 
minimize expenditures and attain high quality.” 

The example shared by this article was the development of a “real-time demand 
management” system which provides twice-daily bedside discharge protocols and 
actions and to identify any obstacles that may impact discharge or patient needs as 
they move from “critical care status”.  This process has improved efficiency and flow 
from the Emergency services into the critical care units as well as transfers from 
surgery.  PROCESS CHANGE and attention to these details will continue to be a focus 
for the future. 

3. Engaging the Frontline Team in Improving the Cost-Effectiveness of Needed Care.  
These were noted below, for example: 
 

▪ “Staff are utilized to their fullest potential, both in enhancing the care 
provided and in supporting other team members”. 

▪ “The opinions of staff are respected and seen as critical to improving quality 
and safety”. 

▪ “Physicians are engaged in multiple aspects of the hospital, often serving in 
leadership positions and holding their peers to higher quality standards”. 

▪ “Staff in various positions are maximally utilized to relieve clinicians of some 
burdens and responsibilities”. 

One comment from the Futurescan relating to current trends was: 

“With respect to attributes requiring a greater focus on population health 
management, we observe a different result.  Although only 18 percent of 
respondents indicated that they have increased the investment in population health 
strategies to address social determinants of health, more than 60 percent said they 
are at least somewhat likely to do so in the next five years.  Clearly, ACOs by CMS 
and other payers are having an impact on hospital strategic planning for near-term 
improvements in the value of all services provided to patients who predominantly 
receive care at a particular hospital. 
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5. Physician Aggregation:  Are Consumer Driven Physician Networks the Same As Physician 
Employment and/or Contracting. 

The rapid rate of physician employment, system alignment and aggressive movement toward 
outpatient and short stay care has made significant impact on the care continuum.  The hiring and 
physician aggregation have improved overall hospital performance and, in most cases improved 
outcomes significantly.  For example: 

▪ Consumer lives/populations served linked to the system served. 
▪ Improved access, quality levels of service provided, value-based 

responsiveness to consumers and improved responses for emplyers and 
payers within the new system 

▪ Shifting competitive dynamics from fragmented programs to more aligned 
networks willing to provide expanded service support 

The ability for systems to support the needs of physicians is both an operational and ASSET 
MAANGEMENT challenge.  These changes are occurring as a result of STRATEGIC and 
FACILITY/ASSET plans that combine all resources into an orchestrate MASTER PLAN (MP) which 
carefully addresses the basics of systemwide needs in tandem with campus needs, for example; 

1.0 Understand The Situation Within A Given System: 
1.1 Where are Portals Of Entry By Physician and Service 
1.2 What Are the Gaps Within The Delivery (Diagnostics, Technical Support, Emergency 

and Vehicular Transportation) 
1.3 What Are the Population Trends, Demographic Factors and Competitive Dynamics 
1.4 Where Do The Patients Traditional Go For Care and What Are Their Expectations 
1.5 What Is The History of Utilization By Market Segment and Consumer Group 

2.0 Outline The Physician Care Team Structure and Future Vision: 
2.1 Define Specialty Types By Region 
2.2 Outline Process and Procedural Standards 
2.3 Seek Efficiency and Service Delivery Metrics To Improve Throughput and Quality 
2.4 Establish Standards, Recruit Extender Team Members (NPA, PA, MA, Technical) 

3.0 Confirm the IT/Systemwide Interface Model and Roll Out Programs: 
3.1 Select Vendor (Epic, MediTech, Cerner, Other) 
3.2 Negotiate Systemwide Program and Outline Training Methods 
3.3 Build In Flexibility Factors and Programs for Program Growth and Regional 

Partnerships: 
3.3.1 Assisted Living 
3.3.2 Skilled Nursing Care 
3.3.3 Memory Care 
3.3.4 Protective Care 
3.3.5 Mental and Behavioral 
3.3.6 Urgent and Emergent Care 
3.3.7 Primary Care 
3.3.8 Acute Care 
3.3.9 Tertiary Care 

4.0 Define Existing Facilities and Assets Within the Network; 
4.1 Creating a Data Base of All Campus/Building Locations 
4.2 Prioritizing Routine Maintenance and Asset Management 
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4.3 Prioritizing Capital Investment Dollars By Phase 
4.4 Conducting Campus Master Plans (MP) By Region 
4.5 Linking Strategic Programs to Facility Developments 
4.6 Identify Key Process Improvement Opportunities By Campus: 

4.6.1 Space Needs and Compliance 
4.6.2 Access, Image and Environment 
4.6.3 Infrastructure 
4.6.4 Life Safety 
4.6.5 Regional and State Guidelines 

5.0 Budget Allocations and Project Developments By Region: 
5.1 Consolidation 
5.2 Re-Alignment of Services to Market 
5.3 Reduction of Waste 
5.4 Reduction of Variance 
5.5 Clinical Enhancement and Process Improvement 
5.6 Change Management 
5.7 System Re-Alignment 
5.8 Staffing and Labor 

6.0 Board and Leadership Training By Site and Regionally: 
6.1 Mission, Vision, Values 
6.2 Key Stakeholder Awareness 
6.3 Roll Out of Priorities by Service Line 
6.4 Market Opportunity 
6.5 Functional Fit 
6.6 Innovation Measures: 

6.6.1 Linkages to Other Providers 
6.6.2 Outpatient and Ambulatory Care 
6.6.3 Post Acute Care and Rehabilitation 
6.6.4 Skilled and Senior Care 
6.6.5 Home Care 
6.6.6 TeleMedicine 
6.6.7 TeleHealth 
6.6.8 Call Center and ACO/ACA Metrics 
6.6.9 New Same Day and Short Stay Models: 

6.6.9.1 Medical Retail 
6.6.9.2 Pharmaceutical Partnerships 
6.6.9.3 Insurance Partnerships 
6.6.9.4 Corporate Linkages 
6.6.9.5 Public and Community Linkages 
6.6.9.6 Home and Family Linkages 

7.0 Regional Program Branding and Roll Out: 
7.1 Investment Partnerships 
7.2 Corporate Partnerships 
7.3 Specialty Niche Partners 
7.4 Brand Awareness 
7.5 Academic and Allied Health Partnerships 
7.6 Broad Base Awareness and Corporate Consortia By Market 
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The Futurescan survey model, identified within Physician Aggregation included the following 
suggestions: 

▪ Strategy:  “How well aligned are the objectives and strategies of the two (or multiple) 
organizations?” 

▪ Market Impact:  “Does the partner allow the hospital or health system to improve it’s 
position in the market with consumers, employers, payers and other stakeholders?” 

▪ Competitors:  “Will the partner offer exclusivity and thus a marketplace advantage to the 
hospital or health system?” 

▪ Differentiation:  “Does the partner bring any differentiators to the table in terms of 
offerings, speed to market, market positioning, technology, attributable lives, consumer 
engagement, employer relationships, provider alignment or other factors?” 

▪ Economic Models:  “Are there aligned opportunities for financial success?” 
▪ Capital and Business Risk:  “Does the partner help preserve capital and deflect financial or 

business risk away from the healthcare organization?” 
▪ Operational:  “Does the partner relieve the provider of any administrative burdens?  How 

will operational coordination occur?” 
▪ Technology:  “Does the Partner bring innovative technology that is compelling to 

consumers, employers, providers and payers?” 
▪ Stickiness:  “How enduring or lasting will the relationship be, and how much does this 

matter?” 

The missing link in the ASSET AND FACILITY aspect of PHYSICIAN AND SYSTEMWIDE INTEGRATION seems 
to be the “elephant in the room”.  These are the questions most often not answered within current 
delivery systems: 

Q1:   Do we Have Capital Asset Budgets and Asset Master Plans To Integrate the Service 
Delivery Models That WORK BEST WITHIN the Given System? 

Q2:  How Do We Provide the Analytics and Facts required to demonstrate How PROCESS 
CHANGE and IMPROVEMENT will Positively Impact Services and Programs Over Time, for 
example: 

- Streamlined Process and Procedural Methods Systemwide 
- Consolidation of Services and Programs By Service Line 
- Integration of Technology and Systems Systemwide 
- High Level Master Plans For Entire Service Area 
- Campus by Campus Master Plans Integrated Into Regional Plans 
- Building Strategies to Reduce Variance and Waste 
- Incremental Labor/Asset Evaluations of Waste Reduction 
- Incremental Service Enhancements 
- Asset Improvements Incrementally: 

o Infrastructure 
o Utilities 
o Energy 
o Maintenance 
o Lease Vs. Ownership 
o Partnerships 
o Risk Management 



P a g e  11 | 17 

 

Q3:  Continuous Process Improvement By Site, Building and User 

Q4:  Continuous Energy Management By Site, Building and User 

Q5:  Technology Interface Within The Entire Integrated System: 

- Call Center 
- Consumer Awareness 
- Home-Based Linkages 
- Care Partner Linkages 
- Partnership Plan For Region  
- Academic, Health Science and Medical School Linkages 
- On The Job Training and Cross Training 
- Move Management and Transition Planning For System 

A6:  Continuous Systemwide Asset Master Planning and Facility Management Protocols. 

A7:  Systemwide Asset Policy and Procedures plus Continuous Training. 

A8:  Clear and Distinct Partnership Selection and Management Programs: 

- HR and Training 
- Departmental  
- Service Line 
- Facility Planning 
- Strategic Planning 
- Architecture 
- Engineering 
- Transition Planning 
- IT/Systems 
- Process Improvement 
- HIPAA and ICRA 
- Safety and Security         

  

6. Governance and Executive Value:  Boards, Statewide Decisions and The Role of Board 
Members. 

Although the suggestions outlined in FutureScan are relevant and timely, the “trends 
and implications” seem relevant to the following key factors: 

The New Environment Challenges Includes: 

▪ Selection of New and Innovative Board Leadership For The Market/Provider: 
o Expertise By Category Of Service: 

▪ Executive Training and Management 
▪ Process Excellence and Improvement 
▪ Strategic Direction, Image and Branding 
▪ Population Health, Needs and Market Share 
▪ Technology and Innovation 
▪ Public Third Party  
▪ Private Third Party 
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▪ Risk Management 
▪ Facilities/Assets and Infrastructure 
▪ Regulatory Responsiveness, Policy and Procedure 
▪ Physician and Clinical Relations 
▪ Patient/Customer Responsiveness 
▪ Vendor Relationships and Contracting 
▪ Innovation and Program Integration 

Assuming we have expertise that represents these KEY CATEGORIES of REGIONAL CARE 
and service delivery, the larger question is;  “how do we incentivize these experts to 
work harmoniously and enthusiastically toward a COMMON GOAL and SET OF 
OBJECTIVES within the vision, mission and values?  A few ways that seem appropriate 
include: 

1.0 Contracting for Services On A Case-By-Case Basis 
2.0 Paying Board Members By Task, Time Committed and Service Delivered 
3.0 Engaging Senior Executives Voluntarily Based on Past Experience and Interest 
4.0 Engaging Volunteer Groups Representing Key Strategic Groups: 

4.1 Community Representatives For Clinical and Nursing Services 
4.2 Gifts, Giving and Foundation Support 
4.3 Philanthropic Strategy and Vision 
4.4 Partnerships, Vendors and Technology Experts 

The era of give, get or get off has shifted to these categories which are more 
representative of INTEGRATED SERVICE DELIVERY within regions than site/campus by 
campus. 

 Expertise With Relevant Skills 
 Policy and Procedure Within Centers of Excellence 
 Foundation and Volunteer 
 Innovation and Technology 
 

 A couple of comments from Futurescan include: 

“As the traditional model of governance nears the end of its useful life, we must begin to 
conceptualize and then go experiment with new models that are relevant to a radically different 

future.  One such model could be paid, professional boards composed of outside, independent 
trustees who are certified experts in health care governance and who contractually agree to fulfill 
defined time and responsibility commitments.  Another could be the adoption of a common, for-

profit model of corporate governance with much smaller boards composed of more insiders and a 
few outside experts drawn from national searches, all of whom                                                                  

would receive significant compensation. 
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7. Policy and Regulation:  What Roles Do States Play in the Care plans for The Future 

Possibly the challenge faced here is the statewide efforts to address their priorities and focus on 
individual state concerns.  We often see the BIG THREE of FOUR issues in regional programs;  
healthcare, education, economic development, safety/security, transportation and the list grows.  
Generally the focus remains on the top three.  Without good health, working becomes an issue, 
without work, economic development tends to slide and education is the “thread that pulls through 
the quilt” of communities.  Most of the success of a city/town or state resides in the HEALTH AND 
HUMAN SERVICE priorities.   

The introduction to this section by Erin C. Fuse Brown, JD, suggests the following: 

1. Rising Costs From Consolidation and Regional Consolidation (Less Competition Factors) 

“Data show that horizontal hospital mergers and vertical acquisitions of physician practices can 
be associated with significantly higher prices and per-patient spending as a result of market 
concentration, the ability to charge facility fees for acquired physicians’ outpatient services and 
incentives to refer patients to higher-priced providers in a consolidated system.”  The 
implications outlined in the Futurescan survey include: 
 Methods to Encourage Competition 
  Expanding Scope of Practice Laws 
  Facilitating Telemedicine 
  Reforming Certificate Of Need (CON) Laws (Adjustments to Style and Type of  

Facility Will Most Likely Result with Emphasis on Downsizing of Assets and  
Programs).  Relaxing the CON Mandates will encourage competition in some  
cases but create added expense in others. 

 Antitrust Enforcement 
  FTC and US DOJ Will Monitor and Likely Lesson Competition Opportunity 
  Blocking of Mergers and Hospitals and Insurance Are Part of This Condition 
  Vertical Mergers of Physician Groups and Mega Mergers Are Targets: 
   CVS and Walgreens 
   Express Scripts 
   Cigna 
   Wal-Mart 
 Rate Regulation 
  Potential All-Payer Rate Setting 
  Global Budgeting 
  Rate Caps and Statewide Rate Regulation 
  Certificates of Public Advantage (COPA) 

2. Drug Price Increases 

“States have been actively seeking to control the increases with some of the same policy tools 
used to address health care prices.  The ultimate breadth and reach of states’ efforts to contain 
costs thus depends on the outcomes of pending court decisions across the country.”  It does 
appear that these efforts are making progress and with the PRESSURE being applied from both 
healthcare providers and consumers, we should see reductions occurring throughout 2019 and 
into 2020.  Regulation and pressure help when consumer demand isn’t powerful enough. 
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3. Consumer Affordability 

One of the trends noted in Futurescan is summarized below (from Section 7 – Policy and 
Regulation): 

“Historic coverage gains following implementation of the ACA resulted in a reduced burden of 
uncompensated care and improved finances for hospitals, particularly in states that expanded 
Medicare.  But the continued proliferation of high-deductible health plans and destabilization of the 
individual insurance markets mean that many hospitals have again begun to experience rising levels 
of uncompensated care.”   

The impact of these service shifts have been felt MOST SIGNIFICANTLY in the Urgent and Emergent 
Care areas of acute care hospitals.   This is both a short term and longer term problem which taxes 
the hospital’s ability to respond and their CLINICAL APPROACH to response.  The response combines 
both Triage concerns, access/HIPAA compliance and overcrowding of a service that here to fore had 
been working relatively effectively with infrequent demands for PSYCHIATRIC SECLUSION ROOMS 
designed for the “less frequent” mentally disturbed and/or traditional alcoholic or hard drug users.  
The RAPID ASSESSMENT of the “opiate and/or substance abuse pain addict” has created a new 
clinical pathway requiring the following design features: 

▪ Reception, Triage and Diagnosis 
▪ Short Term Observation and Screening 
▪ Increased Laboratory Testing, Holding and Responsiveness 
▪ Discrete Waiting and Reception to Avoid Conflicts With Routine                        

Emergent and Urgent Care Consumers 
▪ Bed Management and Inpatient Admission Complications 
▪ HIPAA and ICRA Compliance Due to Privacy, Space Design, 

Safety and Security 
▪ Consumer Awareness and Negative Exposure to Complex Cases 
▪ Distinctly Planned and Designed Behavioral Health Units 
▪ Distinctly Constructed and Safe Areas for Both BH and Opiates 
▪ Staffing Duplication and Space Expansion 

The volumes presenting themselves to Emergency Departments are increasing and will likely 
continue to grow into the future.  The ability to respond to these reimbursement, holding, 
treatment and intervention demands required public and private third party agency reviews.  As 
consumers experience these circumstances (within their own families), mandatory change will arise 
out of the PUBLIC DEMANDS TO PATIENT AND FAMILY-FOCUSED parties.  This is particularly 
problematic for providers who serve children and adolescents and opiate/drug offenders through 
the same “portals of entry” within the facility. 

8. Workforce:  How Does Training and Workforce Gaps Get Filled in The Future 

Susan Salka, author of Section 8:  Workforce, summed up the challenge with these comments:  
“Evidence strongly suggests that the shortages will persist, or even worsen, in the foreseeable 
future.  The US Bureau of Labor Statistics data show that demand for all practitioners and technical 
occupations in healthcare will remain strong for the next decade as openings continue to grow, 
resulting in a cumulative glut of unfilled positions facing healthcare organizations.   
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Previous Branch Medical School planning suggests that momentum is growing for HEALTHCARE 
SYSTEMS to develop their own training programs and often connect them to Schools of Nursing and 
in some cases, Allied Health.  The need for technical professionals and Nurse/Clinical Extenders is 
growing and the Licensure and Credentialing process seems to be moving in that direction as well.  
Physicians are less protective as in the past and EXPANSION SUPPORT teams seem to be 
complementary to the metrics of RVU’s and ROI’s associated with clinical productivity.  Ways to 
maximize time use without compromising quality will remain win/win efforts.   

 

A few of the BEST PRACTICES outlined by Susan Salka include: 

▪ Establishing a national strategy and operation for digital workforce sourcing.   
▪ Utilizing hundreds of social media channels, search engines and websites. 
▪ Engaging with candidates and employees through digital and mobile platforms. 
▪ Tapping into the largest available database of healthcare professionals. 
▪ Acquiring advanced data analytics expertise for workforce sourcing. 
▪ Using predictive analytics to forecast patient volume months in advance. 
▪ Implementing automation for many aspects of clinical employment. 
▪ Using comprehensive workforce management of all supplemental staff. 

A few additional factors and forces to consider are the following: 

▪ Expanding programs to include CONSOLIDATION AND HUB Centers within networks and 
systems proper. 

▪ Home-based training and long distance learning associated with “off site” endeavors. 
▪ Family care and consumer care training along with guardian support and long term chronic 

support for those individuals with family in need of support. 
▪ Expanded Systemwide training to include various technical and clinical support branded 

within the system (The Geisinger model, Tower Team, The Kaiser Model, Mercy Model, etc) 
▪ Strategic models of employee training established within highschool, college and post 

graduate programs to include, for example: 
o AHA and ACHE Membership and Training 
o Higher Education Networks (HEN) 
o Broad Based Recruitment, Subsidy and Scholarship Efforts 
o Fellowship Programs in Demand Areas 
o Physician Collaboration with Vendors to Broaden Expertise and Innovation 
o Subsidized Recruitment In Partnership With Universities 
o Grow Your Own Programs Aimed at Targeted Markets of Growth: 

▪ Senior Daycare Programs 
▪ Palliative Care 
▪ Senior Living and Skilled Care 
▪ Dementia and Alzheimer’s Care 
▪ Adult Daycare 
▪ Women’s and Infants 
▪ Infants Urgent Care 
▪ Call Centers and Family Care Direction 
▪ Community Awareness, Prevention and Early Detection 
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9. Assets and Environments:  What Role Does the PLACE OF CARE and Design Play as The 
Revolution Unfolds for the future? 

There are many features of the FUTURESCAN that have direct ASSET AND PHYSICAL ENVIRONMENT 
IMPLICATIONS.  It is important to recognize and relate to those factors as the VISION for our future in 
healthcare evolve and change.  Some of these unique features and CONCEPTS, yet to be fully worked 
out and understood by HOSPITAL EXECUTIVES and FACILITY MANAGERS and BOARD MEMBERS, include: 
 

✓ Master Planning (MP) that parallels Strategic Planning (SP) and visioning: 
a. Run analysis in parallel 
b. Link Systems/IT and Finance in tandem 
c. Process Improvement and HR link directly and define variances and waste 

✓ Land Use, Acquisition, Real Estate Management and Project Development Require a MP and a 
Functional Program: 

a. What, Where, How Many, How Much, Why and For Whom 
b. Business Plan, Operational Impact, ROI and RVU and LTV 
c. Investment and Capital Asset Gain 
d. Reallocation of Resources and Off Loading of Soft Services 

✓ Networks and Systems Must Consolidate, Reallocate and Master Plan Systemwide For All Assets 
(every single building) Within the Program: 

a. Access, Flow, Zoning and Functionality 
b. Growth, Change and Re-Alignment 
c. Future Contraction and Expansion 
d. Capital Gains/Losses, Future ROI and Accountability 
e. Efficiency, Access, Branding and Image 

✓ Technology and Systems Tie Together the Infrastructure and Help Monitor Consumption: 
a. Past Energy Consumption 
b. Future Energy Consumption 
c. Deferred and Proactive Maintenance 
d. Soft Costs and Asset Costs 
e. Infrastructure Master Plan 
f. Linkages to Data and Analytics Tied to ROI, Costs and Investments 
g. Tracking 
h. Work Orders 
i. Purchasing 
j. Project Management  
k. Customer Satisfaction (Staff, Physicians and Vendors) 
l. Customer Satisfaction (Patients and Families) 

✓ Design, EVS and Impression Management: 
a. Clean and Well Managed 
b. Safe and Secure 
c. Convenient and Friendly 
d. Nice Colors and Materials 
e. Publicly Nice and Long Term Healthy 
f. User Adaptable and Technologically Informed (Kiosk, Wayfinding, Charging Stations, 

Knowledge Management, Customer Friendly and Innovative) 
g. Efficient 
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h. Adaptable and Interchangeable 
i. Artistic and Cultural (Varies by Town, Region and Culture) 
j. Up To Date 
k. Better Than Most 
l. Visionary 
m. Perceptionally Minded 
n. Perception Sensitive 
o. Impressionable In/Out/Nearby 
p. Branded 
q. Regionally Linked: 

1 Give Back 
2 Partner 
3 Economic Development 
4 Community Centered 
5 Partner 
6 Economic Engine 
7 Education and Research 
8 Community Savy 
9 Spiritual 
10 Caring 
11 Humble 
12 Servant 
13 Safe 
14 Loving 
15 Nice 

The Fundamental attributes of Master Planning, Functional Programming, Environmental Systems, Asset 
Management, Architectural Design/Engineering and Project Development work in partnership within a 
SEAMLESS PROTOCOL that is endorsed by the Board of Directors and managed by Leadership.  This 
protocol can only be successful one “small task at a time” but completed on time, within budget and 
without stress and strain.  When an emergency project does occur, intervention is appropriate, rapid 
assessment and triage occur, results reviewed and corrective measures taken.  This is about EVIDENCE 
BASED ASSET MANAGEMENT delivered just like evidence based care.  Can be done effectively, with the 
right “road map” and the HUMAN RESOURCES available to do their VERY BEST, nothing more, nothing 
less. 
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