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WEB EXTRAS

Read the following article only at HealthcareExecutive.org/
WebExtras:

5 Examples of How Leaders Can Bring the Organization’s
Mission and Values to Life

There are many ways that leaders can bring an organization’s mission
and values to life in their everyday work. One example includes every
time a leader is asked to address an individual or group inside or out-
side of the organization, he or she begins and ends their comments by
quoting the mission in some fashion, weaving in how the subject being
addressed helps the organization to deliver on it.

&

3 You can find the following interviews and more
at HealthcareExecutive.org/Podcast or search
for “Healthcare Executive” in iTunes or your
podcasting app of choice:

In “Using Tech to Solve Operational Challenges,” Mohan
Giridharadas of LeanTaaS discusses how Al can solve healthcare
operational challenges as well as the importance of change manage-
ment in transforming hospital processes.

In “Empowering Women in Healthcare: Leadership and Insights,”
Jessica Long, COO, and Rachel Thompson, MD, CMO, Core
Clinical Partners, discuss their career journeys, the future of health-
care leadership for women and the essential skills needed to be suc-

cessful in the field.

In “The Future of Work in Healthcare: 2025 and Beyond,” Peter
Miscovich, executive managing director/global future of work leader,
JLL, discusses the future of work in healthcare in 2025 and beyond.
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TAKE NOTE

Randy F. Liss

If you ask experts what the next big breakthrough in quality and
patient safety might be, most quickly point to artificial intelligence
and the promise it holds in transforming care delivery. For example, a
recent report by Wolters Kluwer Health includes the outlook of its
CEOQ, Stacey Caywood, who believes that this year we’ll see “Al solu-
tions that go deeper into live health data to identify disconnects in
care that are often overlooked and can impact patient safety.” It’s an
exciting prospect, to be sure.

Also instructive is studying what’s working today, and our cover story,
“Pathways to Improved Quality and Safety” (Page 20), dives into three
efforts that have made tangible care delivery improvements in their
respective communities. By leaning into education, technology and
processes, these health systems are taking significant steps forward to
ensure positive outcomes for all patients.

Also in this issue, get to know Michele K. Sutton, FACHE—ACHE’s
Chair as of March 22. Our annual profile of the incoming Chair
(Page 10) offers a view of her unique career journey, her leadership
style and her priorities for her 2025-2026 term.

Thank you so much for reading. As always, if you’d like to share any
feedback about this issue or the magazine in general, just send me a
note at rliss@ache.org.
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PERSPECTIVES

Journey.

Deborah J. Bowen,
FACHE, CAE

As leaders, people are at the center of
our work. How we influence, motivate
and guide people and teams can deter-
mine success—theirs and ours. In fact,
one could argue that investing in others
is the secret sauce that fuels engagement
and satisfaction, which often extends
positively to those receiving care.

As a professional society, mentoring
others has been the bedrock of ACHE,
and thousands of leaders have volun-
teered their time to help others and
shape healthcare management. It’s no
surprise then that our own core value
of leadership states, “We lead through
example and mentoring and recognize
caring must be a cornerstone of our
professional interactions.”

In a world that is increasingly complex,
mentors can be an important part of
growing leaders by sharing experiences
and insights. Mentors also benefit from
learning across generations, disciplines
and settings. These relationships don’t
replace job experiences; they add to
them and expand our points of view.

The traditional premise of mentoring is a
partnership between a seasoned profes-
sional (the mentor) and lesser experienced
individual (the mentee). While still true
and needed, the health industry is far
from linear, suggesting that we, too,
could expand our thinking, When exec-
utives build relationships with intention
with those across the care spectrum, we
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It’s an important part of any leadership

embellish our mutual understanding and
effectiveness as leaders. We both benefit.

Following suit, mentoring relationships
are also taking on new forms. For exam-
ple, peer mentorship offers a more infor-
mal approach in which professionals can
glean expertise from colleagues with a
similar level of experience. Mentoring cir-
cles go beyond the typical one-on-one
approach and lean into mentors to pro-
vide a more diverse and rich experience in
a small-group setting. Reverse mentoring
flips the traditional mentor-mentee rela-
tionship and can focus on closing inter-
generational gaps in communication.

Given today’s constant change, leaders
need a collaborative, open and growth-
oriented mindset. Building relation-
ships that cross traditional boundaries
allows us to learn and see new possibili-
ties in ourselves and in our work. Being
open to others in experiences and con-
versations can strengthen our insights
and contributions.

As Laurie Baedke, FACHE, writes in
her book, Mentor, Coach, Lead to
Peak Professional Performance,
“broadening our perspective and defi-
nition of mentorship gets to the very
heart of what these efforts aim to do
in the first place—to propel us for-
ward as professionals and leaders.”
Those interested in pursuing a men-
toring relationship have various
resources available.

ACHE’s Leadership Mentoring
Network matches professionals with an
ideal mentor based on career level, busi-
ness function, leadership competencies
and goals. It can be accessed at ache.
org/Mentoring. Also, our recently
refreshed Mentor-Mentee Guide offers
tips, exercises and insights on how to
ensure a productive mentoring experi-
ence and is available at ache.org/
Mentor-MenteeGguide. Additionally,
the ACHE Policy Statement
“Responsibility for Mentoring” is newly
revised and available at ache.org/
Responsibility-for-Mentoring.

At the local level, many chapters offer
their own mentoring programs that can
help you make connections closer to
home. To locate your chapter, you can
use ACHE's Chapter Directory at
ache.org/Chapters.

On a global scale, the International
Hospital Federation is conducting a
mentoring circles pilot project this
year. The project features four small
regional groups designed to foster
growth through dialogue and mutual
learning. ACHE and The Equity
Collaborative are providing support,
and we look forward to sharing our
experiences with you as they evolve.

Mentoring can be an important part
of any leadership journey, one that
helps both sides learn and grow. By
prioritizing mentoring as a tool to
develop and help others, we can
embrace the richness of our unique-
ness and cultivate a new generation of
leaders. We look forward to support-
ing your journeys as we shape a stron-
ger, more collaborative healthcare
leadership workforce.

Deborab ]. Bowen, FACHE, CAE, is
president/CEO of the American College of
Healthcare Executives (dbowen@ache.org).
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2024-2025 CHAIR

ACHE’s Outgoing Chair reflects on bis term.

William “Bill" P. Santulli,
FACHE

Serving as Chair of ACHE during the
past year has been one of the top high-
lights of my professional journey. It has
been a privilege to support our more
than 50,000 members, who are deeply
committed to advancing healthcare
leadership. As I reflect on my term, I
am grateful for so many things.

High on the list is the opportunity to
partner with some incredible profes-
sionals. My talented colleagues on
ACHZE’s Board of Governors, as well as
ACHE President/CEO Deborah
Bowen, FACHE, CAE, and her world-
class leadership team, have been
extraordinary. In addition, the nearly
1,900 volunteers who share their talents
with members of our 76 Chapters have
my sincere gratitude. Every time I vis-
ited with one of our Chapters, I was
inspired by their tireless efforts to offer
outstanding education, networking and
recognition events at the local level.

I also am grateful for the tremendous
amount I've learned during the past
12 months. For example, I had the
opportunity to attend the
International Hospital Federation’s
47th annual World Hospital Congress
in Rio de Janeiro, Brazil. The
Congress was an awesome venue to
meet and share ideas with healthcare
leaders from around the globe. We all
face many of the same challenges as
we endeavor to improve the health
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status of the patients and communities
we are privileged to serve. Interacting
with healthcare leaders from Europe,
Asia and South America helped widen
my aperture. We have so much to
learn from our global colleagues.

Additionally, leading the Board of
Governors” work to develop ACHE’s
2025-2027 Strategic Plan has been
greatly rewarding, and I'm very proud
of where we have landed as well as our
process for getting there. Working
with the Chartis Group LLC, we took
feedback from you—our members—
and other thought leaders across the
country and the continuum of care to
establish a clear path forward for
ACHE. The result is a new Strategic
Plan that positions us to best support
you and our field in our shared com-
mitment to advance health for all.

It has been an honor to be part of sev-
eral major accomplishments and ini-
tiatives that ACHE achieved during
the past year, including the following:

* Hosting a 2024 Congress on
Healthcare Leadership that was
ACHE’s largest and most success-
ful ever, and positioning our 2025
Congress for even greater success in
Houston.

* Strengthening partnerships with
our chapters, as evidenced by the

offering of a pilot program to sup-
port 10 Chapters this year with
administrative compliance services.

* Leveraging new technologies,
including a customer engagement
platform and refreshed website that
will be unveiled later this year, to
improve your experience with us.

* Significantly growing interest in
ACHE online, reaching more
than 200,000 followers on
LinkedIn.

In the coming years, our industry
will continue to transform and
change at an accelerated pace. Our
aging population, emerging techno-
logical solutions and new drug dis-
coveries are just a few drivers of that.
Against this backdrop, ACHE is
committed to fully supporting its
members every step of the way as we
move forward together.

Thank you for this incredible oppor-
tunity to help lead the very best
healthcare leadership development
organization in the world. It has been
an honor and a privilege.

William “Bill” P. Santulli, FACHE, is
ACHE’s 2025-26 Immediate Past
Chair and operating partner, Water
Street Healthcare Partners, Chicago.
(bill. santulli @waterstreet.com)
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A Profit

of ACHE's 20252026 Charr
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By Jennifer K. Ahearn

Armed with a strong work ethic, Michele K. Sutton, FACHE, began her career in
bank marketing, but it wasn’t until a family member became ill and was admitted to

the local community hospital that her career trajectory made a major shift.

Sutton had heard the hospital didn’t have the best reputation, but to her surprise, she
and her family had a grear experience. Sutton witnessed the compassion and inten-
tionality with which staff dealt with her family, and she began thinking to herself
that this facility had a story to tell. She wanted to be the person to tell it.

“After what I had just experienced, somebody needed to tell their story; the hospital
staff were amazing,” shares Sutton. She felt so strongly that she could use her marketing
skills to help the hospital that she reached out to the marketing director. When she
learned that the director was getting ready to retire, Sutton applied for the job.

Despite having many connections through her involvement with numerous commu-
nity, business and civic organizations, she didn’t even get an interview. Sutton says

she was “mortified.”

Undeterred and still wanting to make an impact, Sutton reached out a few weeks later
to the person they hired, who happened to be new to the area. Sutton offered to intro-
duce the director to the community, and soon the newcomer joined her at various

community meetings.

Six months later Sutton received a phone call that the new marketing director was leaving
the hospital. Eager not to miss the opportunity, Sutton put her application in again. She



-
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basis.”
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of ACHE's 20256—2026 Chalr

not only secured an interview, she got the job. “I was a one-

person administrative director of marketing,” says Sutton.

Over time, Seventh Ward General Hospital, Hammond,
La., that small community hospital, started growing. It was
doing well, and every time the CEO asked for volunteers
from the executive team to head up this or that new depart-
ment, Sutton raised her hand. As she says, “I was young,
energetic, and I'd say, Tll take it.” Because she lacked a
background in healthcare, Sutton wanted to go work in
those departments to truly understand how to lead them.

When confronted by a medical acronym she didn’t readily
understand, she took a course to become certified as an
emergency medical technician. “This course was the
quickest way for me to get an infusion of healthcare edu-
cation and gain credibility while doing my clinicals in our
emergency department and with the local ambulance ser-
vice. I knew I never wanted to be in a position to be
embarrassed again if I could prevent it through educa-
tion.” Sutton’s depth and breadth of knowledge now
extends to every department at what, in 1993, was
renamed North Oaks.

And that small facility grew into the North Oaks Health
System, of which Sutton—now president and CEO—over-
sees daily operations. The system includes: North Oaks
Medical Center, North Oaks Rehabilitation Hospital,
North Oaks Physician Group, three outpatient rehabilita-
tion and sports performance centers, an ambulatory surgery
center, two outpatient diagnostic centers, a hospice agency,

a dietetic internship program, graduate medical education
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“Michele is a committed,
caring and visionary leader
who lives out the values
and benefits of her ACHE
iInvolvement on a daily

residency programs and a school of radiologic
technology.

Sutton is proud of the more than 3,000 employ-
ees who work at North Oaks Health System and
the quality of care they provide to the commu-
nity. As she says, “We take our role as the leading

- . . »
healthcare provider in our region very seriously.

Key aspects that define Sutton’s leadership style
are what actually propelled her from marketing
director to leading North Oaks: a positive atti-
tude, highly ambitious, fearless when faced

with a challenge and a lifelong love of learning.

“Michele’s depth of understanding of all aspects of the
healthcare industry is evident in her proven experience
and comprehension of the value of every team member
supporting the highest quality healthcare outcomes,” says
William S. Wainwright, PhD, president, Southeastern
Louisiana University.

For instance, Sutton proudly reminds the North Oaks envi-

ronmental services staff that they are part of the healthcare

2017-Present
North Oaks Health System, Hammond, La.
President/CEO

2008-2016
North Oaks Health System, Hammond, La.
Executive Vice President/COO

2006-2008
North Oaks Health System, Hammond, La.
COO

1992-2006
North Oaks Health System, Hammond, La.
Community Resources Officer

1988-1992
Seventh Ward General Hospital, Hammond, La.
Administrative Marketing Director

1985-1988
First Guaranty Bank, Hammond, La.
Marketing Officer



team and just as important as the surgeons. “In the OR,
surgeons perform lifesaving techniques, but once
patients are moved to our surgical intensive care unit,
how well that area is cleaned contributes to whether or
not patients live. So, when you ask one of my environ-
mental services staff members what do they do here,
they’ll tell you they save lives—and in my view, they abso-

lutely do,” says Sutton.

Sutton’s expertise in team building extends beyond her
organization. Paul A. Salles, president and CEO, Louisiana
Hospital Association, has seen her in action as she worked
with experts across academia and healthcare to evaluate
options and make recommendations for reforming health-
care workforce training and development in Louisiana.
“Michele is a proven collaborator who is skilled at bringing

diverse groups to consensus,” says Salles.

Sutton sees this as a crucial skill. “When you combine a
diverse group of professionals who have built a relation-
ship forged in trust, this is when leaders soar and great-

ness is achieved,” she says.

Sutton views healthcare as a calling, and it’s clear in the

way she leads her organization. “It’s an opportunity for us

1991 and 1998-2004
Southeastern Louisiana University College of Business,
Hammond, La.
Adjunct Faculty

Chair, 2025-2026

Chair-Elect, 2024-2025

Governor, 2020-2023

Regent for Louisiana, 2015-2018

Southeastern Louisiana Chapter President, 2013 and 2014
Southeastern Louisiana Chapter Vice President, 2011 and 2012

MBA, Southeastern Louisiana University, Hammond, La.
BA, Southeastern Louisiana University, Hammond, La.

EMT, Northshore Technical Community College, Hammond, La.

to make a difference in somebody’s life, a meaningful last-
ing impression,” she says. “People come to us at their
worst, most vulnerable times of crisis. And how we act

will be with them for the rest of their life.”

An example of this was at the start of the COVID-19
pandemic, when a tragic accident occurred involving a
state trooper who was transported to North Oaks in criti-
cal condition. The governor’s stay-at-home order was in
place, but the trooper’s young wife, family members and
60 state troopers arrived at the hospital wanting to see the
injured man. Sutton made the decision to honor the
wishes of the family and the troopers and allow them to
visit—albeit masked and one at a time—because she
knew how important it was to those grieving. She would

have to deal with the governor later.

When Sutton learned that the trooper’s wife was seek-
ing a third opinion outside her organization, she
reached out to her ACHE network because she knew
transporting such a critically injured patient wasn’t an
option. Her connections led her to the medical director
at LSU’s neuroscience department. The neurosurgeon
reviewed the chart and came to the same heart-wrenching

conclusion as the physicians at North Oaks. But

Louisiana Hospital Association

Louisiana Emergency Response Network Commission

LHA Trust Funds Board

Northshore Healthcare Collaborative

Northshore Business Council

Women'’s Healthcare Executive Network (New Orleans Chapter)
Community Hospital Coalition

Hammond Rotary Club

Lion Athletics Association

Felions Chapter

Southeastern Louisiana University Alumni Association

Lifetime Member of the Alumni Association

Southeastern Louisiana University College of Business
Advisory Board

Tangipahoa Chamber of Commerce

Committee of 100 for the State of Louisiana
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“Michele’s depth of

evident in her proven
experience and

of every team member

A Profile
of ACHE's 20256—2026 Chalr

healthcare outcomes.”

—William S. Wainwright, PhD
Southeastern Louisiana University

instead of delivering the news over the phone, the
director flew by helicopter to North Oaks to speak
with the trooper’s wife in person. As difficult as it was,
this provided her the peace she needed to take her hus-
band off life support. Today, the trooper’s wife sits on
North Oaks’ Council of Family Advisors to provide
Sutton feedback to help other families in similar

situations.

As a leader, Sutton also believes in developing the talents
and skills of those around her. One of her favorite quotes
from Eleanor Roosevelt reflects this guiding principle:
“For your own success to be real, it must contribute to

the success of others.”

Though Sutton didn’t serve an internship or fellowship in
healthcare, she finds time to nurture the talents of those
entering the field. Trey Holmes counts himself lucky to
have been placed at North Oaks as part of a residency
program for his MHA. “I was inspired and driven in
Michele’s vision for me, her team and the entire region,”
says Holmes, now associate director, Transformation &
Strategy, Optum Health Intake Operations.

Kassandra Brooks, who participated in ACHE’s mentor-
ship program as a graduate student under Sutton’s
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understanding of all aspects
of the healthcare industry is

comprehension of the value

supporting the highest quality

tutelage, says, “The most gifted mentors are
those who help unveil the talent and ability
within you and introduce you to a world in
which anything is possible. Michele has a
remarkable ability to stimulate a drive toward
excellence with everyone around her.”

Sutton, who will assume her role as ACHE’s
Chair on March 22 during this year’s Congress
on Healthcare Leadership, is excited to have the
opportunity to pay it forward and share her
story of healthcare leadership and partnership.
She wants everyone to know how valuable her

ACHE membership has been to her.

“I didn’t come the traditional route, with a
Master of Healthcare Administration. I learned

by the seat of my pants with a trusted partner,
which was ACHE,” she says.

Sutton’s on-the-job training was bolstered by knowledge,
tools and resources from ACHE. “They’re all tested.
They’re vetted. And then I just get to apply them here,”
she says, “so that I come out looking like a shining star.”

It wasn’t until Sutton was transitioning to the role of
COO at North Oaks and sitting on a statewide commit-
tee of CEOs from across Louisiana, in a large hospital ser-
vice district, that she started noticing five letters after
everyone’s name. She quickly realized that she needed to
join ACHE and earn the coveted FACHE® credential. She
considers it her mini-MBA in healthcare.

At her first Congress she attended the COO Boot Camp
session. That eight-hour, daylong course was an infusion
into healthcare operations, finance and everything she’d
worked with during her career. It also filled in the few
gaps in her background.

Sutton recalls a previous hospital CEO who didn’t
believe in giving advice. Instead, he wanted to see people
take initiative. When Sutton was offered the opportu-
nity to take on her first construction project, she didn’t
hesitate. She admits she didn’t know what a white box
was, how many K watts was needed for a particular
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generator, or how much steam came out of
the boiler. But she jumped in with both feet
because she knew her ambition, paired with

ACHE resources, would show her the way.

“Michele is a committed, caring and visionary
leader who lives out the values and benefits of
her ACHE involvement on a daily basis,” says
David Pearson, FACHE, regional executive,
American Hospital Association. Pearson notes
that Sutton’s colleagues have come to look to her

for her deep knowledge and thoughtful insights.

A Profile
of ACHE's 20256—2026 Chalr

Sutton gives credit to ACHE, saying there’s
not one person who hasn’t gone above and
beyond to connect her with the right people. “Partnering
with ACHE, which had all the subject-matter experts so
I could just pick up the phone and call a friend, was the
best blessing,” says Sutton.

“Now my hospital is recognized as one of the top finan-
cially best-performing healthcare systems in the United
States,” she says. “I couldn’t have done that and turned
this place around culturally and financially had it not
been for all the ACHE education that I received.”

Sutton believes that going forward, ACHE can capitalize
on its educational offerings to increase value to its mem-
bers. She sees ACHE as a one-stop shop for all leadership
education, core competency education and digital learn-
ing modules. “With constricting budgets, many of us are

searching for comprehensive solutions,” says Sutton.

She would also like to provide more turnkey services
for local chapters and investigate offering sub special-
izations for members to differentiate themselves in the

marketplace.

Sutton acknowledges that the past several years have been
extraordinarily challenging for healthcare professionals, as
many have left the industry. Yet, she also sees opportunity.
Other sector leaders view healthcare as a stable career
choice and want to enter the field. She sees herself as a
perfect example of what ACHE can offer new members

coming from outside healthcare.
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“A lot of people are entering our industry because it’s sta-
ble. I can show how you can transcend and be successful,”

says Sutton.

Sutton wants to share how ACHE has impacted her
healthcare leadership efforts and the lives of so many oth-

ers. One way is through self-reflection and intentionality.

North Oaks had set a goal of hiring individuals who
reflected the communities they served, but those weren’t
the applicants they were seeing. Sutton did some self-
reflection and asked herself the tough question: “Are you
being intentional in changing the face of your organiza-
tion?” She and her staff came up with a plan.

Sutton met with the local community college about devel-
oping a demonstration project whereby 26 of North Oaks’
best medical assistants, from disadvantaged backgrounds,
would participate in a yearlong, accelerated licensed prac-
tical nurse program. Instead of working as medical assis-
tants, they instead would attend school full time,
receiving free tuition and maintaining their current salary
and benefits. At the end of 2023, upon graduation, the
medical assistants would give North Oaks a five-year
work commitment as LPNs in the North Oaks hospitals.

“In just 12 months, North Oaks gained 26 new nurses,”
says Sutton. “They had a 100% graduation rate and 100%
state board passage. We had a lot of single mom students
who could never have afforded to go to school because
they had to provide for their child. It was the proudest day
of my life when I went to their graduation, to know we

changed that many lives. They tripled their annual wage.”

The plan worked so well that the second cohort began earlier
this year. “I don’t know whether I would have been looking
for opportunities and truly, intentionally focused if it hadn’t
been for the ideas that I got by being a part of ACHE.”

“I can think of no better way to repay the tremendous bene-
fits I have received through my membership and engagement
with ACHE,” says Sutton, “than to take this next step as

Chair and leverage my talents to ensure others” successes.”

Jennifer K. Abearn is publications editor with Healthcare

Executive.
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Collaborative relationships lead to laboratory excellence.

Today'’s healthcare organizations are being tasked to do
more with less. This reality makes strategic partnerships
more appealing for organizations seeking to gain effi-
ciencies in key operational and financial areas.

When it comes to operating a streamlined laboratory,
collaborative relationships play a vital role in delivering
safe, quality and cost-efficient care. These partnerships
can allow labs to do more with more.

Strategic partnerships can offset some of the pressures
healthcare organizations face today, including financial
challenges and workforce shortages, says Michael Lukas,
senior vice president, Health Systems, Quest Diagnostics,
Secaucus, N.J. They can also expand organizations’ access
to new and evolving technologies and drive and acceler-
ate standardization, he adds.

As organizations look to form collaborative relation-
ships to enhance and evolve their labs, following are
several qualities to keep in mind.

Find a “Partner,” Not a “Vendor”
A great lab partner listens to the organization's needs
and understands its vision for the laboratory program.

"A partner works to solve your challenges and meets
you where you're at,” Lukas says. “The customer dic-

tates the areas that they want to work on and in what
order they want to work on them. This is where your
partner should really listen to you. Ultimately, it's your
lab, your hospital, and you know more about the local
environment than we do, so having your partner meet
you where you are is critical.”

A strategic lab partner should also be flexible to a changing
marketplace. One way to ensure this is through a shared
governance model. Such a model, in which dedicated
teams and committees work together to execute agreed-
upon concepts, actions and priorities, allows Quest to main-
tain close alignment and collaboration with its health
system partners and to quickly address emerging concerns.

Committees comprise stakeholders from both the health
system and Quest and cover areas such as supply chain,
finance, technology and physician relations. The health
system maintains control throughout the governance
process with guidance and execution support from
Quest. All committees meet regularly.

“Having a governance model in place that facilitates change
easily is incredibly important because we all know things are
going to change,” Lukas says. “During the pandemic, for
example, each of our strategic lab partnerships required
uniquely different responses. Our deployment of flexible
models to address each scenario was crucial to success.”



Seek a Partner That Aligns on Mission
All healthcare organizations have a mission, and a good
strategic lab partner should be aligned with it.

When Quest Diagnostics reviews an organization’s lab,
whether helping it define its strategy, perform net-
work optimization, grow its outreach business or
reduce its costs, Quest supports that organization’s
mission, says Lukas.

For instance, Quest recently partnered with New Jersey-
based St. Joseph'’s Health, and keeping the organization’s
mission of taking care of the underserved in the Paterson,
N.J., community front and center was essential.

“What they do in that community is really important,”
Lukas says. “There should be no compromise on the
service their patients can expect. Therefore, every ele-
ment that we incorporated to help St. Joseph's provide
word-class care while remaining profitable had to sup-
port that mission.”

Factors Lukas and his team considered while tailoring labo-
ratory solutions to meet St. Joseph’s needs included driving
down costs, improving lab service across the health system,
bringing in new technology capabilities and improving
overall care. Never asking the health system to compromise
on its mission has been a hallmark of the relationship.

“From the beginning, we felt confident that Quest shared
our dedication to outstanding service,” says Lisa Brady,
senior vice president/interim COQ, St. Joseph'’s Health.
“That commitment to excellence provides our patients
with the same efficient and accurate testing they rely on.”
“It's about making sure we're creating an environment
where we're facilitating their mission and delivering solu-
tions in a way that the health system is going to spend less
money without compromising on the service their
patients should expect,” Lukas says.

Make Sure the Partnership Brings Value

When St. Joseph's partnered with Quest Diagnostics, "It
had a great laboratory,” Lukas says. But the health system
needed a partner to get even more value out of its lab

services—and to help it reduce lab costs, increase effi-
ciencies and fill staffing gaps.

Lukas and his team approached these concerns on multi-
ple fronts. One key to creating more value was an empha-
sis on lab stewardship—making sure the care team was
offering “the right test to the right patient at the right
moment in time,” Lukas says.

Quest Diagnostics deployed its Lab Stewardship solu-
tions, which use real-time lab data to assess lab test utili-
zation. The insights gleaned are used to improve test use,
driving evidence-based care, which helps reduce costs.

A strategic lab partner looks for opportunities to increase
efficiencies, which includes focusing on care standardiza-
tion and reducing over- and under-utilization of lab tests
to better serve patients, according to Lukas.

“Organizations should consider questions such as, ‘Should
a test have been ordered based on these circumstances to
potentially diagnose the patient faster and begin to treat
them more quickly?"” he says. “Knowing this has positive
benefits such as patients having their issues addressed
sooner or experiencing shorter lengths of stay.”

Finally, in addition to bringing technology capabilities
and tools, a strategic lab partner ideally should come
with a lot of experience working with a variety of health
systems. Lukas’ team is continuously learning from and
leveraging that experience to improve others’ labs.

“We have completed numerous test stewardship engage-
ments and high value-added projects, and we're developing
quite a playbook around how to execute this knowledge in
the areas of underutilization, overutilization and care varia-
tion,” he says.

That breadth of experience pushes Quest Diagnostics to
continuously seek ways to enhance healthcare organi-
zations' lab programs.

“We're constantly finding ourselves stretching to find
new value-enhancing ideas and solutions for our part-
ners,” Lukas says.

For more information, please contact Michael Lukas, senior vice

president, Health Systems, Quest Diagnostics, at HealthSystems@

QuestDiagnostics.com.

Note From Quest Diagnostics: The term partner or partnership herein is not
intended to connote the formation of a business entity that requires a specific

tax ID, state filings and joint and several liability.

Quest

Diagnostics®

‘@)

TVI40143IAAY

>
n
=
m
-
=
o]
2,
()
=
o
(=)
=
°
(=]
=
]
=3
(]
o
]
=
=3
>
o
=




-oinwous @

'O Improveo
and Safefy

By Susan Birk

When it comes o healthcare's leading priorify, and given the
Increasing complexity of care delivery, organizations are
iInnovarfing and producing fangible oufcomes on an impressive
array of fronfs,




Between April 2023 and March 2024, safety improve-
ments enabled an estimated 200,000 patients to survive
episodes of care they wouldn’t have in 2019, according
to the American Hospital Association. The AHA also
highlights reductions in central line-associated blood-
stream infections and catheter-associated urinary tract
infections in the first quarter of 2024 compared with
the first quarter of 2019.

Underlying much of that progress is the growing under-
standing of the value of a quality and safety culture
driven by senior leadership and grounded in a compre-
hensive framework that sees the interconnectedness
among disparate elements of quality and safety across
disciplines and systems. Initiatives developed by the
Institute for Healthcare Improvement through the
National Action Plan to Advance Patient Safety and
ACHE through its Leading A Culture of Safety: A
Blueprint for Success have helped guide the way.

The following three quality and safety profiles show what
can happen when an organization puts vision, imagina-

tion and a far-reaching, un-siloed mindset into practice.
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Northwestern Medicine's Academy for
Qualily and Safety Improvement
Launched 10 years ago by the Department of Medicine to
address a need for quality improvement education,
Northwestern Medicine’s Academy for Quality and Safety
Improvement trains interdisciplinary teams of clinicians
to solve specific quality and safety problems in their units

and departments, with an eye on sustainable results.

Kevin J. O’Leary, who oversees the Academy for Quality
and Safety Improvement as vice president of quality for
Northwestern Memorial HealthCare, says AQSI helps
fill gaps in specific improvement techniques profession-
als may not have received during their education and

postgraduate work.

A 2021 study published in the joint Commission Journal
on Quality and Safety revealed measurable improvements
in care and a high level of subsequent involvement in QI

among clinicians following AQSI participation.

Based on the DMAIC, or Define Measure Analyze
Improve Control methodology, training across AQSI’s
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seven-month term also incorporates instruction in core
quality and safety topics such as patient-centered care and

change management.

After its start in the departments of Medicine, Emergency
Medicine and Surgery at Northwestern Medicine’s flag-
ship Chicago campus, AQSI expanded its offerings to the

system’s 11 hospitals and 200 locations five years ago.

Interested teams go through a competitive but inclusive
application process, with final selections made by a steer-
ing committee. In both classroom and experiential learn-
ing settings, mostly on-site but also remotely, the selected
teams receive ongoing support from a performance coach/
Six Sigma expert, a data analyst and access to IT exper-

tise, as well as education in change leadership taught by
Northwestern Medicine’s CMO.

"AQSI gives clinicians
opportunities fo fackle

and Sarefy

teams fine-tune their work in a more meaningful way,”

O’Leary says.

At the height of the opioid epidemic five years ago,
AQSI gave an interdisciplinary team of physicians,
nurses and allied professionals the opportunity to
reduce opioid overuse in the ED using DMAIC. The
team developed modifications in discharge medication
orders and protocols that led to significant and lasting
reductions in unnecessary opioid prescriptions, reduc-
ing the risk of opioid dependence among patients after
leaving the ED.

Another team of clinicians used their AQSI training to
improve timely access to bedside interpreters for patients
with limited English proficiency. The team developed a
system to help Northwestern’s Interpretation Services
Department readily identify the location and preferred
language of limited English proficiency patients and
coordinate their schedules with rounding clinicians
so they could be there when needed. “The system
offers a timely alternative to calling interpreters
on the phone or having to move ahead with
care without an interpreter at the patient’s

side,” O’Leary says.

aspects of care thar might
otherwise fly under the radar.”

AQSI complements Northwestern Medicine’s
standard quality assurance reporting because

—Kevin J. O'Leary

“those measures don’t represent anywhere near

Academy for Quality and Safefy Improvement
Northwesfern Memorial HealthCare

Midway through the term and again at completion,
teams present their work and share feedback with each
other, while an Improvement Council of seasoned qual-
ity officers and performance improvement leaders from
across the system lead some of the classes and provide
deeper critiques and guidance. “The two sources of feed-
back offer a blend of complementary input that helps

22 Healthcare Executive MAR/APR 2025
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the full scope of the care that we provide,”
O’Leary notes. “AQSI gives clinicians opportuni-
ties to tackle aspects of care that might otherwise fly
under the radar.”

Follow-up surveys show sustained improvement in two-
thirds of AQSI projects at 18 months. “If it were 100%, I'd
worry that the teams weren’t tackling the hardest prob-
lems, but if it were lower, I'd be disappointed that we
weren’t having more success. Two-thirds seems about

right,” O’Leary says.
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O’Leary believes other health systems can and should
embark on comparable QI training initiatives. “It takes
resources, but the benefits to patients and staff offer a
return on investment,” he says. “After 10 years, we still
have no shortage of people who want to participate
because they’ve heard about all the great work done by
people before them.”

Kaiser Permanente Northern
California’s Advance Alert Monitor
Kaiser Permanente Northern California’s homegrown
automated Advance Alert Monitor has significantly
reduced ICU admissions among hospitalized patients
during the eight years since its introduction, address-
ing an important quality and safety need across the
region’s 21 hospitals, according to Robin Betts, RN,
vice president of safety, quality and regulatory

services.

“We felf thar many of these ICU

[ransfers could be prevented, so

and Sarefy

While patients who transfer to the ICU are a small
proportion (about 3%-4%) of the system’s hospital
admissions, these patients represent an oversized bur-
den, accounting for 20%-25% of hospital deaths and
ICU admissions.

The data showed that 50% of those ICU transfers hap-
pened within the first 24 hours and 80% within the
first 48 hours of admission to the med/surg units. In
addition, many of the ICU transfers stemmed from
conditions that were present on admission but not
detected until the patient had already begun to

deteriorate.

“We felt that many of these ICU transfers could be pre-
vented, so we wanted to see if we could move upstream to

anticipate problems earlier,” says Betts.

Researchers at the Kaiser Permanente Northern California
Division of Research developed a predictive algorithm
which, combined with a standardized workflow,
enables clinical teams to identify hospital patients at
risk for deterioration, giving a 12-hour lead time
that allows them to intervene and adjust care

plans sooner.

we wanfed fo see if we could move

upstream fo anficipate problems

earlier.”

—Robin Betfs, BN
Kaiser Permanente Northern California

A study of the region’s data revealed significantly higher
mortality rates among patients following transfers to
the ICU from the medical/surgical units than among
direct admissions to the ICU from the ED (58% and
22%, respectively). Delays in care led to most of the
disparity.
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“The beauty of this algorithm—and what
makes it unique among early warning sys-
tems—is that it’s very sensitive to small changes
in the patient’s physiology,” notes Betts.
The Advance Alert Monitor analyzes more than
100 clinical variables hourly as well as the interplay
between those variables, creating a dynamic picture of

the patient over time.

That sensitivity, fueled by the rich datasets available
through Kaiser Permanente Northern California’s inte-
grated delivery system, shifts the clinical escalation path-
ways for med/surg patients from reactive to proactive

intervention.



To reduce distractions for nurses on the floor, and after
pilot testing various models, the region found that embed-
ding a dedicated team of virtual nurses with quality
expertise to proactively monitor the system’s dashboard
offered the best workflow. The automated tool delivers
hourly scores 24/7, triggering an alert if a patient’s score

exceeds a potentially problematic predictive threshold.

In the event of an alert, a virtual nurse reviews the patient’s
history, labs and vital sign trends, and communicates with a
rapid response team nurse, who assesses the patient at the
bedside and shares the information with a hospital-based
physician. The physician evaluates the care plan, reviews
the possible pathways of clinical deterioration and writes
new orders as appropriate. The nurse continues to round,
advocate for the patient and coordinate with social work
and palliative care staff, while the clinical care team moni-

tors the patient’s response to the revised care plan.

A 2020 New England Journal of Medicine study reported
that the Advance Alert Monitor was responsible for pre-
venting 520 deaths per year over a three-and-a-half year
period. Patients in the intervention cohort had signifi-
cantly lower ICU admission rates than the control
(17.7% versus 20.9%), shorter lengths of stay (6.5 days
versus 7.2 days), and lower mortality rates within 30
days of an alert (15.8% versus 20.4%).

Effective change management during the system’s initial
rollout focused on making sure that clinicians understood
that the Advance Alert Monitor was there to strengthen
their capabilities, not to check up on them, says Betts.

Kaiser Permanente Northern California is now using some of
the same datasets to develop predictive models around readmis-
sions and labor and delivery, she reports. A perinatal early alert
system is being piloted in five locations. “We will continue to
build predictive models to strengthen our ability to anticipate
rather than react. Were invested in thinking about how our

data can be used to augment our capabilities,” she says.
g p Y

Betts encourages organizations to tap their EMRS’
existing capabilities to help improve outcomes. “Many
current EMRs have built-in early warning systems,” she
says. “Why not take advantage of these predictive tools

to help clinicians and enhance patient care?”

Veterans Health Administration Pauses
[0 Proftect Frail Palients

Frailty among surgical patients is a major risk factor

for serious postoperative complications, poorer out-
comes, readmissions, longer hospital stays and higher
mortality. Those risks, combined with the rapid aging of
the population, have pushed frailty to the fore as a focus

of quality and safety initiatives involving older patients.

“Optimizing care for frail patients before and after sur-
gery presents a key challenge for healthcare providers,”
says Jason M. Johanning, MD, medical director of the
Veterans Healthcare Quality Improvement Program with
the National Surgery Office.

That optimization can include both prehabilitation to
improve fitness to undergo surgery as well as tailoring

postoperative care to reduce complications.

Knowing the extent of a patient’s frailty provides a critical
heads-up to clinicians that can be used to plan care and
inform discussions with patients and family about the
risks of treatment.

Toward that end, the VA has employed a simple tool
known as the Surgical Pause to identify frail patients
before surgery. Widespread use of the tool in surgical
units across the VA system and in private settings has
significantly reduced mortality rates among this popula-
tion, Johanning reports.

A QI initiative that originated at the VA Medical Center
in Omaha, Neb., the practice is now in place across an
estimated 75%-80% of VA facilities, he says.
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The Surgical Pause uses the Risk Analysis Index frailty
tool. “If a patient is determined to be frail, the surgical
team pauses to review the patient’s care plan, ensuring
that their goals align with the expected surgical out-

» . .
comes,” Johanning explains.

Both prospective and retrospective studies in VA and pri-
vate settings have validated the frailty tool, and advanced
statistical methods have been used to fine-tune the scor-

ing thresholds, he says.

Numerous studies have shown the systematic frailty tool’s
benefits, including one published in JAMA Surgery that
found a 33% reduction in 180-day mortality among sur-
gical patients undergoing a palliative care consultation

ordered by the surgeon.

“The frailty assessment fosters more realistic expecta-
tions among patients and families by helping to commu-
nicate that even the best surgical techniques can’t always

overcome the inherent risks of frailty,” Johanning says.

For example, a potential colectomy patient assessed as
not frail would receive standard care. However, a patient
identified as frail would receive care tailored to their spe-

cific needs.

If, for example, the patient has colon cancer and resection
would be potentially curative, the focus of care would
shift to optimizing the surgical outcome while recogniz-

ing the heightened risk of postoperative complications.

Conversely, if the patient has a benign condition such as

semmman diverticulits, the surgical team might dis-
cuss with the patient and their family
whether to accept the surgical risks or
pursue more conservative treatment such

as antibiotics and watchful waiting.

and Sarefy

The VA encourages surgeons across the system to assess
frailty as part of their process. Some VA medical cen-
ters require the Surgical Pause, while others use the
tool as an outgrowth of local grassroots initiatives to
obtain physician buy-in, according to Johanning.

Data collected through the VA’s EMR and stored in a cor-
porate data warehouse supports continuous learning
across the VA system, he says. A Surgical Pause dashboard
facilitates data analysis and enables ongoing monitoring

and refinement.

Johanning notes that because the Surgical Pause takes
less than two minutes to complete without the need for a
search through the patient’s EMR, it’s easy to adopt and
implement. From its inception at the Omaha VA, the
tool has been available without cost for use at other

institutions.

In addition, the Risk Analysis Index frailty screening
tool “can be applied to any context where frailty assess-
ment is beneficial, such as predicting chemotherapy

toxicity in oncology patients,” Johanning says.

He encourages organizations interested in adopting the
Surgical Pause to identify a surgical champion to pilot
the tool in a defined clinic, collect preliminary data over
6-12 months on complication rates in frail patients and
then use the results to demonstrate the tool’s effective-

ness locally to build broader support among clinicians.

Though there is still plenty of room for improvement in
the quality and safety spheres, these examples show
promise that can serve as a source of inspiration, lessons,

ideas and direction for providers across the spectrum.

Susan Birk is a Chicago-based freelance writer specializing
in healthcare.
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In a large study, those who were not
up-to-date on screening were nearly
3X more likely to die from CRC.**

Your health system has the power to positively impact these
outcomes by implementing appropriate CRC screening resources.

Exact Sciences can help optimize EHRs to prioritize
CRC screening pathways that achieve essential
organizational goals. Connect with us to learn more.

*These data are from a 2019 retrospective analysis of Kaiser Permanente healthcare system patients who died of CRC between 2006 and 2012 (n=1750) 2

EHR=electronic health record.
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Enhancing Healthcare Provider

Healthcare organizations want to do everything they can to deliver safe,
high-quality care. One increasingly important component of their
multipronged efforts is ongoing professional development for providers.

Equipping clinicians with the latest knowledge in areas
that include patient safety, emerging treatments and
therapies, and clinical guidelines is a must in the mod-
ern healthcare field.

“This industry has rapid technology and medicine-based
changes, and the quality of our patient care is directly tied
to how well providers are staying up to date on that infor-
mation,” says Bonny Kneedler, vice president, Clinical
Laboratory Quality, Exact Sciences, Madison, Wis. “High-
quality and consistent application of healthcare happens
as a result of providers' knowledge and understanding.”

Overcoming Barriers to Provider Education

The benefits of continuous provider education are
unguestionable. But as with other initiatives that require
a piece of organizations’—and clinicians’—valuable time,
there can be barriers to implementation. Three big ones,
according to Kneedler, are time, capacity and money.

“Think about providers’ schedules: They're overflowing
with appointments and commitments and a laundry list
of things they need to get done in usually well over an
eight-hour day,” she says. “We're all human, and after
you've had a full day and week and month, the thought

of adding in an additional commitment can feel
overwhelming.”

Another potential barrier to continuous provider education
is the expenses associated with certain courses or confer-
ences, including travel and accommodations, says Kneedler.

For all the challenges, there are a multitude of solu-
tions. It's not a one-size-fits-all approach, however.
Instead, there are incremental steps organizations can
take to prioritize provider education.

To start, it'simportant to offer a variety of educational
types to fit multiple and changing preferences among cli-
nicians, as some learn best at a large conference or group
meeting, others prefer a virtual setting, and others still
may learn better one-on-one or in a smaller session.

“Having options for everyone is one of the most effec-
tive ways organizations can provide these development
opportunities,” Kneedler says.

In addition to hosting several conferences throughout the
year, including neurology and primary care conferences and
a telehealth symposium, in which providers share their



research internally and with other organizations, The
Medical University of South Carolina prioritizes smaller-scale
educational opportunities. That includes grand rounds
within each service line, which promote learning among the
organization's residents and fellows, says Anthony Poole,
DMSc, PA-C, CPHQ, system director, Quality Assessment and
Performance Improvement Program, The Medical University
of South Carolina, Charleston. In addition, newsletters, email
updates and regular meetings are key components of the
academic medical center’s provider education efforts.

Poole cites MUSC's initiatives around colon cancer as an
example of how education has helped improve care
coordination and quality.

"Our leaders and clinicians regularly share information
about the work we're doing, including what screening
opportunities are available, such as colonoscopy and
Cologuard®” he says. “We work across service lines to
say, 'Hey, Primary Care, we're tracking this initiative, but
we've got to work closely with our Digestive Health
department, who are doing all of our endoscopies.”

Beyond offering a variety of education types to appeal
to clinicians’ diverse preferences, Kneedler and Poole
have the following additional tips for enhancing pro-
vider education efforts:

Try advanced planning. Getting education on clini-
cians’ calendars six, nine or even 12 months in advance
could improve participation. “Try blocking time so that
space is dedicated,” Kneedler says.

Consider rotation. Not every clinician needs to attend
the same development opportunity at the same time.
“Maybe half go at one point, and the other half go at

another point,” Kneedler says.

Set aside funds in the budget or look for budget-

friendly options. For those organizations that can ask
for funds for professional development, they should—
and they should make sure to use them, Kneedler says.

“Spend those dollars so they don't get spent on some-
thing else,” she says. “And when there's no budget, |

think looking into cost-friendly development opportu-
nities, such as no-charge options or those with poten-
tially waived fees, can alleviate cost barriers.”

Make professional development a priority. It might sound
simple, but “leaders have to make it a priority,” Poole says.
“If an organization is going to say that they want to deliver
world-class healthcare, then it must be willing to invest in
the development of its medical staff across the board.”

Organizations should consider building professional devel-
opment into providers’ contracts, says Poole. “You can't
have everyone budgeted at 40 hours a week of clinical
time. There has to be some nonclinical administrative time
that can be focused on professional development.”

Lean on partnerships. Collaborating with experts in
the field can bring essential knowledge to organiza-
tions and providers. “It really expedites that knowledge
transfer and allows the expert to impart knowledge to
multiple providers at once rather than taking a provider
out of their environment,” Kneedler says.

For MUSC, collaborating with Exact Sciences has helped
bring education about colon cancer screening to its
many providers, who are located across the state.

“Particularly in our rural and suburban areas, it is difficult
for our quality leaders to always be on-site providing in-
person quality support and education,” Poole says. “When
we collaborate with partners who are able to get out and
have their teams do some in-person education on a regu-
lar basis just to keep our teams up to speed, it becomes
another tool in the toolbelt of provider education.”

When the partner has shared goals with providers, it
can be even more meaningful, Poole says.

"Our collaboration with Exact Sciences is a lot different
than a typical vendor relationship because we both
have shared goals: To screen as many patients as we can
for colorectal cancers, to improve the health of our
communities and to prevent disease burden from
colorectal cancer,” he says. “It's about working together
to achieve that common purpose.”

For more information, please contact Violet Gudino, Health Systems
Marketing, Exact Sciences, at vgudino@exactsciences.com.
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HEALTHCARE
MANAGEMENT ETHICS

Susan A. Reeves, EdD,
RN, CENP

Leaders’ ability to consistently
make decisions and act in accor-
dance with the organization’s stated
mission and values is one of the
strongest predictors of whether
those leaders will be judged by
those they serve to be acting in an
ethical manner. When leaders make
decisions that are not aligned with
their organization’s mission and
values, the consequences can be sig-
nificant and far-reaching.

Many mission statements are
likely inadequate at providing
suffficient guidance for
decision-making in todays
turbulent healthcare

environment.

Given that mission and values state-
ments are so critical to a high-
functioning healthcare organiza-
tion, a regular review can ensure
they are cogent, comprehensive and
contemporary. In addition, leaders
should make regular efforts to
meaningfully connect their stake-
holders—including patients, staff
and the community—to the mis-
sion and values. In other words,
leaders must make the mission and
values live and breathe in the
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Reviewing mission and values should be on a
leader’s to-do list.

organization’s everyday life. Doing
so drives loyalty, engagement and
trust in all who work for, and are
served by, the organization.

The Significance of Mission and
Vision Statements

A mission statement describes why
the organization exists and is typi-
cally underpinned by a statement of
organizational values, which articu-
late the organization’s standards,
morals, ideals and beliefs. Most
healthcare organizations have sev-
eral components to their mission
statements, emphasizing areas such
as the provision of high-quality
care, service to the community and
its role in promoting the communi-
ty’s health. Many mission state-
ments, especially for academic
health organizations, describe the
organization’s role in educating the
healthcare workforce of the future,
as well as its role in health-oriented
research and discovery. In contrast,
values statements are more variable
and generally reflect the organiza-
tion’s culture.

Reevaluating Mission and Values
Statements: Lessons From
Students

Last summer, while teaching a
course in organizational ethics to
graduate students in a master of
health administration program, I

created an introductory assignment
designed to explore the significance
of an organization’s mission and
values statements in guiding leader
behavior and in setting the organi-
zation’s ethical guideposts. Fifteen
students accessed a healthcare orga-
nization’s mission and values state-
ments and then analyzed whether
the statements provided sufficient
guidance to aid a leader’s decision-
making. In addition, the students
were to identify ways, if deemed
necessary, to strengthen the state-
ments. Their findings were
interesting.

The students found, and I agreed,
that many mission statements were
likely inadequate at providing suffi-
cient guidance for decision-making
in today’s turbulent healthcare
environment. Some found that
instead of mission statements, the
organizations they reviewed had
chosen to promulgate visionary
phrases to express their missions.
Although these statements certainly
expressed an organization’s aspira-
tions, they were more appropriate
for marketing purposes versus being
able to express the “why” of the
organization’s existence or to guide
leader decision-making.

As for the values statements analy-
sis, the students found that there
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HEALTHCARE
MANAGEMENT ETHICS

were many common values
expressed among the healthcare
organizations they chose to exam-
ine. Caring, compassion, patient
centricity, safety, innovation and
teamwork were among the more
frequently stated values.

What the students discovered to be
most useful in the values statements
were the instances when not only
was the value stated but when the
word (for example, “patient-cen-
teredness”) was accompanied by
descriptive sentences that illustrated
the expectation for how the values
might be used to help guide leader
and staff behavior as well as organi-
zational decision-making.

Leaders must make the
mission and values live
and breathe in the

organization’s everyday life.

Mission and Vision Statements
for the Future

During the class discussion, the stu-
dents also astutely noted the absence
of mission statement elements and
values that in today’s post-pandemic
health system were believed to be
important. Perceived to be among
the more glaring omissions was the
importance of stating within the
organization’s mission a focus on
providing a safe and fulfilling work
environment for the professionals
and staff employed by the
organization.

Another omission they documented
was educating the workforce of the
future, especially those that serve on
the organization’s front lines.
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Given the projected shortages of
healthcare professionals and staff
that are expected to exist well into
the future, it has been increasingly
evident that organizations are
coming to grips with the fact of
their importance as “growing fields”
for a future workforce, providing
opportunities for career and ongo-
ing professional development.
Work environments must also be
free of harassment and discrimina-
tion, and efforts to address the
explosion of workplace violence in
all forms must be a key focus of
organizations today and moving
forward.

The students also had recommenda-
tions for the addition of values they
believed were key for all health
organizations. The first addition
suggested was the value of health
equity. The adoption of health
equity as a value would require
healthcare organizations to focus
efforts on eliminating a variety of
injustices and other obstacles, such
as preventable health disparities, to
attain the healthiest population
possible.

Another value thought to be impor-
tant in our contemporary environ-
ment was a clear statement about
the organization’s commitment to
ethical and honest business prac-
tices. The impact of clearly stating a
value such as this provides explicit
expectations for all who work
within the organization.

One might wonder why the views of
a group of health administration
graduate students should spur
healthcare leader actions to review
their organizations’ mission and val-
ues statements.

Consider two reasons: One, it is
simply good leader and board prac-
tice to make sure that mission and
values statements are reviewed on a
routine basis (such as during routine
strategic planning efforts) to make
sure they continue to be current and
comprehensive, and that they reflect
the organization’s day-to-day life.

Two, if we believe that the organi-
zation’s mission and values provide
the cornerstones that are necessary
to guide leader decision-making, it
is important that they are cogently
stated in a way that helps all who

work in the organization to see the
mission and values as a foundation
and guidance for their work—not

only the top leaders but all leaders
and staff.

These students were a tiny sample
of those working in our field today
who aspire to lead in the future.

Listening to what they (and the
front-line, mid-level leaders and
staff of your organization) need to
help them make informed decisions
aligned with the organization’s mis-
sion and values seems prudent and
forward-thinking.

Susan A. Reeves, EdD, RN, CENP,
is system chief nurse executive for
Dartmouth Health, headquartered in
Lebanon, N.H. (susan.a.reeves@
hitchcock.org).

Editor’s note: For more insights on
how leaders are bringing their orga-
nizations’ mission and values to life,
see the Web Extra “5 Examples of
How Leaders Can Bring the
Organization’s Mission and Values
to Life” at healthcareexecutive.org/

WebExtras.
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SATISFYING YOUR

CUSTOMERS

Kari Houser

Stephanie Fess

With continued financial pressures, a
challenging workforce horizon and
consumer preferences shifting toward
self-service options, health systems
such as Mayo Clinic are exploring and
implementing advanced digital capa-
bilities for appointment check-in and
registration.

The dominance of mobile devices in
daily life underscores the importance
of aligning check-in options with
evolving expectations and habits.
Mayo Clinic’s goal is to seamlessly
integrate these technological advance-
ments to enhance patient experience
while optimizing operational
efficiency.

A Response to Consumer Demand
In recent years, there has been a
marked shift toward digital appoint-
ment solutions, driven by consumer
demand for convenience and efhi-
ciency. About 97% of Mayo Clinic’s
patients possess a mobile device,
which has been a significant factor
in the organization’s decision to
implement mobile check-in capabili-
ties. In response, Mayo Clinic has
enabled mobile check-in for outpa-
tient specialty departments that
involve low complexity check-ins.
This approach allows patients to
complete their registration tasks and
pre-visit information through the
Mayo Clinic app before settling into
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Amy Van Gundy

they are.

the waiting room, eliminating the
need to check in at the front desk.

To date, 80% of Mayo Clinic
departments have been fully
equipped for digital check-in for
more than a year. So far, the imple-
mentation has yielded promising
results. By shifting to consumer-
directed registration, health system
staff members are empowered to
concentrate on more complex tasks
and deliver an exceptional customer
experience. This transition is not
only enhancing operational efh-
ciency but also aligning with mod-
ern consumer preferences.

Patient feedback highlights
the ease of use,
convenience, efficiency,
time-saving nature and
seamless experience of the

mobile check-in process.

Digitally Tracking Patient
Behaviors

As of March 2024, Mayo Clinic
patient satisfaction surveys indicate
that nearly 88% of patients were sat-
isfied or extremely satisfied with the
mobile check-in process (29 out of
33 respondents). Furthermore,

Self-service options meet patients where

90.91% of patients expressed a high
likelihood of using mobile check-in
again (30 out of 33 respondents).
Patient feedback highlights the ease
of use, convenience, efﬁciency, time-
saving nature and seamless experi-
ence of the mobile check-in process.

More than 700,000 patients have
an online portal account with Mayo
Clinic. On average, 91% of them
access the portal within 14 days
before their appointment, and 64%
have downloaded the Mayo Clinic
app. Despite high portal usage and
app downloads, mobile check-in
utilization has remained steady at
about 3%-5% across the enterprise.
Specialties that have seen increased
usage of mobile check-in include
areas in which patients receive text
message reminders an hour before
their appointment.

High-demand care areas such as
women'’s health, psychology and psy-
chiatry, and reproductive endocrinol-
ogy and infertility have also

This column is made possible in part
by Intuitive.

INTUITIVE
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SATISFYING YOUR
CUSTOMERS

demonstrated higher engagement.
On-site patient education about
mobile check-in, which is provided at
the time of check-in, has led to a uti-
lization increase as high as 50%.
However, due to the dynamic nature
of patient populations at the health
system’s Destination Medical
Centers, this model of in-person edu-
cation is not sustainable long-term.

Lessons Learned

Mayo Clinic staff have learned valuable
lessons throughout the digital check-in
initiative in the following areas.

Patients (customers): One of the sig-
nificant challenges the health system
has encountered involves patient inter-
actions with technology and the per-
ceived impersonal nature of digital

solutions. A segment of Mayo Clinic’s
patient population expresses concerns
about technology’s effect on personal
interactions and job security for the
health system’s registration team. These
concerns can influence patients’ will-
ingness to engage with new technologi-
cal solutions. Mayo Clinic staff are
working to address these issues by pro-
actively using technology to encourage
mobile check-in, even among patients
hesitant to enable location services.

Patient feedback has been largely posi-
tive, with comments reflecting satisfac-
tion with the convenience of self-service
options. For instance, one patient
noted, “I loved the kiosk check-in. I
didn’t have to talk to anyone or wait in
line. It was fast!” Another shared, “The
kiosk check-in was surprisingly easy
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influential you are?

Make a difference by sharing

the value of ACHE.

Each time you refer a new Member, or a
current Member advances to Fellow, you
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with no wait. I went up to my appoint-
ment and was seen almost immediately.
It was very efficient that day!”

Digital tools: An ongoing lesson
involves finding ways to prompt
patients to use mobile check-in with-
out relying on location services, as
many patients are reluctant to enable
them on their mobile devices. The
Mayo Clinic team is hopeful that
advances in technology will allow the
health system to provide prompts in a
unified manner that does not require
patients to disable notifications.

Cellular connectivity varies significantly
across different sites due to location
and carrier-specific factors, impacting
the effectiveness of mobile check-in.
The health system is committed to
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collaborating with cellular, Wi-Fi and
telecommunication service providers to
enhance connectivity and support the
digital check-in process.

Environment: Mayo Clinic’s lobby
design encourages patient interaction
at the front desk, with large reception
areas, wayfinding signage and carpet
insets directing people to physical
desks. The team is working with facili-
ties management staff to redesign lob-
bies in new and remodeled locations
to promote technology use rather than
visual cues that encourage waiting in
line and engaging with a person.

Staff: Resistance from employees
regarding the adoption of digital
check-in technology has been another
challenge, often rooted in concerns
about job security. The Mayo Clinic
team has found success by reinforcing
the value of technology in supporting
job security and shifting staff focus to
more complex tasks.

Another message that has been useful in
combatting staff resistance is having
empathy for staff; as they have felt the
effects of hiring shortages in the past
few years. The leadership team has made
a point to let employees know they are
valued and needed on the most high-
touch tasks for patients. This has reso-
nated with many of our team members.

It is also crucial to raise awareness
about technological advances and pro-
vide comprehensive training for all
staff members—including providers,
nursing staff and front desk person-
nel—on the digital check-in function-
ality. We are committed to equipping
our team with the necessary tools and
knowledge to assist patients effectively
and enhance their engagement with
mobile check-in solutions. Their input

operations administrator, Clinic
Operations and Spine Center, Mayo
Clinic, Rochester, Minn., and an ACHE
Member (VanGundy. Amy@mayo.edu).

is invaluable as we continue to trans-
form patient experience.

Stephanie Fess is a manager at Mayo
Clinic, Jacksonville, Fla., (Fess.Stephanie@
mayo.edw). Kari Houser is an operations The authors would like to thank the fol-
lowing individuals for their contributions
to this article: Carol Carrillo, Samantha

Forrest, Chris Jaeckel and Mary Jordan.

administrator, Mayo Clinic, Rochester,
Minn., and an ACHE Member (Houser.
Kari@mayo.edu). Amy Van Gundy is
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OPERATIONAL
ADVANCEMENTS

James Guliano, RN,
FACHE, NEA-BC

Kelsey Brown, RN

Leadership’s role is crucial to ensur-
ing success throughout the multifac-
eted journey toward achieving
improvement in a shared clinical out-
come. This was the case as the Ohio
Hospital Association embarked on a
board-directed goal of reducing sepsis
mortality throughout the state.

As a state hospital association, the
Ohio Hospital Association serves its
diverse 250 member hospitals and 15
health systems through its strategic
priorities of advocacy, economic sus-
tainability and health outcomes for
patients and communities. Hospital
leadership endorsement, oversight,
encouragement, presence and
acknowledgement have formed a
strong foundation that’s led to nota-
ble progress and a successful sepsis
mortality reduction initiative.
Following is a look at how leadership
strategies across the continuum of
care helped reduce sepsis mortality.

Executive Commitment

A highly engaged board of trustees
comprising hospital CEOs and other
C-suite leaders charged a clinical
advisory committee with identifying
top priorities requiring outcome
improvement. Fully informed, the
board prioritized the need for reduc-
ing sepsis mortality to decrease loss of
lives, limbs and individual function-
ality within the communities they
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Leadership strategies help reduce sepsis

mortality throughout Ohio.

served. In addition, because sepsis is
among the costliest of hospital diag-
noses treated, cost to hospitals from
treating sepsis was also factored in
and identified as an opportunity to
secure endorsement of the initiative
from hospital leaders.

From that point forward, progress
toward the intended outcome was rou-
tinely revisited in meeting agendas.

OHA designed and launched the
statewide initiative in collaboration
with member hospitals and endorse-
ment from hospital CEOs. OHA
appealed to member hospital leaders
to participate. Each hospital commit-
ted to engage in at least one leader-
ship tactic and one operational tactic
to promote and support targeted sep-
sis mortality reduction efforts.
Examples of leadership tactics
included visible and vocal leadership
endorsement, identification of a hos-
pital metric using a scorecard or
dashboard, and fostering a culture of
learning, accountability and
sustainability.

Operational tactics included resource
allocation, incorporation of the initia-
tive into performance evaluations and
action plan development. Hospital
leaders were unified in their articula-
tion of intended sepsis mortality reduc-
tion efforts, and, in doing so,

demonstrated their own passion for the
initiative. Such executive commitment
continuously reinforced the importance
of the initiative and resulted in the larg-
est clinically focused collaborative
cohort the association has hosted.

Thoughtful leadership has

provided passion, guidance
and motivation to teams that
have realized notable sepsis

mortality reduction rates.

Collaborative Actions

Executive leadership facilitated and
supported several collaborative actions,
beginning with a gap analysis of par-
ticipating hospitals. Data analysis and
education became key components to
addressing needs identified in the gap
analysis. To prevent participation bur-
den, data submission, analysis and
monitoring were limited to pertinent
metrics that leadership identified. For
example, mortality was analyzed by

This column is made possible in part
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“present” on admission rates as well as
“non-present” on admission rates,
reflecting evidence-based literature.

Relationship building with leaders from
other states and national organizations
was undertaken to create a network of
partners, advisers, supporters and peers.
Leaders launched monthly evidence-
based continuing education programs
on trending topics, with regional, state
and national subject-matter experts
serving as faculty. While program con-
tent might have appeared to be evident
by program title alone, listing a sug-
gested audience for each program
helped drive attendance.

Establishing a safe learning culture
among multidisciplinary team members
required role modeling, collaboration
and ongoing leadership support. One
way leaders fostered a learning culture
was by collaboratively developing a sep-
sis case review tool, designed to capture
both effective practices and opportuni-
ties for improvement. Once the tool was
applied to sepsis cases, teams could
identify operational and educational
needs and address them without stigma.

It became apparent from the initiative’s
inception that success would require
engaging with multiple stakeholders,
often referred to as a “village.” Leaders
from throughout the continuum of
care were engaged to expand the “vil-
lage,” ranging from the pre-hospital,
acute care and post-acute care settings.
An alignment with stakeholders—
including providers, patients, families,
survivors, legislators and payers—Iled
to collaboration and support, and the
identification of common barriers and
areas of opportunity.

One key alignment has been with
Sepsis Alliance, a leading patient

advocacy organization, and its multi-
tude of valuable resources. An appreci-
ation for the challenges, lessons learned
and effective practices enhanced the
collaboration among these levels of
care and leveraged stakeholders’ sup-
port. For instance, sepsis physician
champions, sepsis coordinators, quality
improvement experts and front-line
staff considered handoff issues between
long-term care and acute care, while at
the same time developing a structured
process for decreasing interruptions in
time-sensitive care during transfer
between the two levels of care. The
leadership action of encouraging dia-
logue across the continuum of care cre-
ated a platform for transparency,
communication and progress.

Leadership Strategies Lead to
Significant Improvements

Both rapid cycle and long-term
improvements were noted throughout
the statewide initiative. Leaders placed
a strong emphasis on dissemination of
effective practices by conducting site
visits, active listening and toolkit
development. For instance, when con-
sidering the multiple challenges to
decreasing “non-present” on admission
sepsis mortality, site visits with hospi-
tals that sustained a decreased mortal-
ity rate were conducted using a
standard interview tool. This work
resulted in the development of a “non-
present” on admission sepsis mortality
reduction toolkit, located and publicly
available on the Ohio Hospital
Association’s website at ohiohospitals.
org/sepsis.

Incorporation of related leadership pri-
orities, such as health equity, guided
the collaborative actions to explore
areas of opportunity for further
improvement. Topics such as access to
care and health literacy became part of

the initiative agenda, accessing the
advice of national content experts.

Hospital, health system and state hos-
pital association leaders routinely
acknowledged progress by celebrating
achievements. Through visual dis-
plays, such as public dashboards,
leaders have transparently addressed
outcomes. In their leadership round-
ing, executive team members inquired
about barriers to sepsis bundle com-
pliance, listened to team members
and pursued viable solutions. In addi-
tion, executive rounding has been
used to recognize the notable efforts
of teams in their passionate pursuit of
sepsis mortality reduction. One
health system initiated an annual rec-
ognition luncheon event, where team
members from throughout its system
entities are honored for their contri-
butions to sepsis mortality reduction.

Leadership support has been a sig-
nificant part of the initiative’s suc-
cess. When leaders could readily
cite outcomes such as the estimated
number of lives saved, a shared
commitment to the sepsis mortality
reduction efforts resulted.

Thoughtful leadership has provided
passion, guidance and motivation to
teams that have realized notable sepsis
mortality reduction rates. Moreover,
leadership has been the catalyst to
focus on sustaining such notable
improvements.

Kelsey Brown, RN, is director, clinical
support services, at the Ohio Hospital
Association (kelsey.brown@
ohiohospitals.org) and James Guliano,
RN, FACHE, NEA-BC, is former senior
vice president, operations, and chief clini-
cal officer at the Ohio Hospital Association
(james.guliano@ohiohospitals.org).
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PUBLIC
POLICY UPDATE

Paul H. Keckley, PhD

Tax exemptions for nonprofit hos-
pitals are not a new topic inside
healthcare, but they are drawing
outside attention.

For at least the last half century,
nonprofit hospitals have enjoyed
tax-exempt status as a legacy of reli-
gious sponsorship. In recent years,
critics have challenged the designa-
tion for some, based on media
reports about their business prac-
tices—patient debt collection poli-
cies, executive CEO compensation,
investment activity and others.
Concurrently, consolidation of non-
profit hospitals into multi-hospital
systems has reduced competition
and increased hospital costs,
according to industry studies.

Given that hospitals account for
the largest share (30%) of all
healthcare spending, and 58% of
the 5,129 U.S. community hospi-
tals are classified as nonprofit (24%
are investor owned, 18% are state/
local government owned hospitals),
justification for tax exemption will
be a critical issue for hospitals.

The Regulatory Framework for
Hospital Tax Exemptions
Nonprofit hospitals are exempted
from certain federal and state taxes
by the IRS if they qualify under
Section 501(c)(3):

4) Healthcare Executive MAR/APR 2025
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Possible regulatory changes mean making
community benefit a priority.

* Earnings from operating margins
and/or investments cannot inure
to the benefit of private share-
holders/individuals.

* Nonprofit hospitals may not use
funds for partisan advocacy or
for a political campaign in sup-
port of a candidate for office.

Eligibility is premised on two sets of
activities that hospitals report to the
IRS annually in their Form 990 fil-
ings: charity care and community
benefit. Charity care is defined as
hospital services provided to patients
with no expectation of payment.
Community benefit, per the IRS,
includes a wide range of activities
deemed necessary to a community’s
health, including but not limited to:

* Operating an emergency room
open to all, regardless of ability

to pay.

* Maintaining a board of directors
drawn from the community.

* Maintaining an open medical
staff policy.

* Providing hospital care for all
patients able to pay, including
those who pay their bills through
public programs such as
Medicaid and Medicare.

* Using surplus funds to improve
facilities, equipment and patient
care.

* Using surplus funds to advance
medical training, education and
research.

Notably, there are no federally man-
dated minimum thresholds for char-
ity care or community benefits. And,
in many states, additional require-
ments are used to authorize exemp-
tions from state and/or property and
income taxes.

The Current Debate

Attention to hospital tax exemp-
tions heightened in 2024 as a result
of studies that quantified the
amount of tax exemptions and their
relationship to charity care and
community benefits provided.
Specific examples include the
following:

* In March 2024, Lown Institute
published its Fair Share Hospital
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by Quest Diagnostics.
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PUBLIC
POLICY UPDATE

Spending report covering 2021
and concluded that “of 2,425
nonprofit hospitals evaluated,
80% spent less on financial assis-
tance and community investment
than the estimated value of their
tax breaks.” The report estimated
that the combined fair share defi-
cit for all hospitals studied was
$25.7 billion that year.

* A September 2024 study by
Texas Christian University and
Johns Hopkins researchers,
published in 7he Journal of the
American Medical Association,
of 2,927 U.S. nonprofit hospi-
tals concluded these facilities
“received a $37.4 billion total
tax benefit in 2021 with 7% of
hospitals accounting for half of
the total amount. Policy efforts
to strengthen nonprofit hospi-
tals’ taxpayer accountability are
likely to be more effective when
pursued at the local level.”

¢ The same week, the American
Hospital Association released a
study conducted by Ernst &
Young finding “tax-exempt hos-
pitals delivered $10 in benefits to
their communities for every dol-
lar of federal tax exemption in
2020.”

* In November 2024, Johns
Hopkins researchers reported
that “on average, nonprofit hos-
pitals allocated 8.8% (about $33
million) of their expenses to var-
ious community benefits ...
24% of these hospitals received
more in tax benefits than they
spent on community benefits.”

Hospital tax exemptions also drew
coverage in ProPublica, 7he Wall
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Street Journal, The New York Times,
NBC News and other news outlets.
In their profiles of reputable non-
profit systems, revenues and
“profit” were focus areas along with
notable business practices like
patient debt collection practices,
executive compensation, investing
activity in for-profit ventures and
others.

In 2024, attention to tax exemp-
tions for nonprofit hospitals and
health systems peaked. Tax-exempt
status is complicated and especially
susceptible to misleading studies
and misinformation. In 2025,
given Republicans’ control of the
119th Congress and their priorities
of reduced federal spending and
deficit reduction, unwarranted tax
exemption likely will be a major
focus.

Key Takeaways for Leaders
Hospital system boards and leaders
in nonprofit settings must monitor
this issue closely. Regulatory

changes, including the possibility of

minimum thresholds for specified
community benefits that might
result in reduced tax exemptions,
are a significant possibility, and
continued attention in media seems
certain. To prepare, consideration
should be given to three sets of
activity:

1. Detailed, verifiable commu-
nity benefits accounting:
Leaders must inventory and pri-
oritize community benefit
activities that correlate most
directly with community health
and well-being. Activities and
programs of less demonstrated
value to community health

should be discarded. Though

questions about charity care are
fewer, ambiguity about com-
munity benefit is significant.
And as regulators consider
eliminating or reducing com-
munity benefit credit from
Medicare and Medicare reim-
bursement shortfalls, budget
adjustments must be antici-

pated.

2. Communication: Messaging
about nonprofit status, and its
quantifiable value to commu-
nity health, should be ongoing
and routinely updated. Two
particular targets for these
communication activities are
local employers, who pay 1.6—
2.5 times more than Medicare
rates and provide the operating
margins on which hospitals are
dependent, and hospital
employees, who are the primary
source of information about
hospitals in most communities.

3. Executive compensation: Board
committees should align hospi-
tal management compensation
with specific charity care and
community benefit targets.
Transparency about and justifi-
cation for executive compensa-
tion should be a priority for
boards, especially in messaging
to community leaders, hospital
employees and regulators.

In 2025 and beyond, tax exemptions
for hospitals will garner attention.
Its sustainability cannot be taken
for granted, nor can criticism be
ignored.

Paul H. Keckley, PhD, is managing edi-
tor of The Keckley Report (pkeckley@
paulkeckley.com).
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By partnering with us, these companies
demonstrate a real commitment to career
development and lifelong learning. Please
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THE

FUND

FOR
HEALTHCARE
LEADERSHIP

On behalf of the Foundation

of the American College

of Healthcare Executives,

we thank our generous

supporters for their annual
contribution or their pledge
to the Fund for Healthcare

Leadership in 2024.

This list reflects lifetime gifts received as of Dec. 31, 2024.

Legacy Circle

These individuals have demonstrated a
commitment to excellence in healthcare
leadership by including the Foundation of
ACHE in their estate plans:

Anthony A. Armada, FACHE
Laurie K. Baedke, FACHE

Deborah J. Bowen, FACHE, CAE, and
R. Norris Orms, FACHE(R), CAE

James J. Burks, FACHE, and Valarie S. Burks
Joanne Carrocino, FACHE
Karen F. Clements, RN, FACHE

Thomas C. Dolan, PhD, FACHE, FASAE, and
Georgia A. Dolan

John G. Faubion, FACHE

Dr.and Mrs. David J. Fine, FACHE
Mark Alan Hudson, LFACHE
Mary T. Lessard, FACHE

Diane Peterson Mathis, LFACHE

Heather J. Rohan, FACHE, and
Joseph P.Rohan

Nancy A. Thompson, PhD, LFACHE, and
James Thompson

David Veillette, PhD, LFACHE
Michael C. Waters, LFACHE
Peter J. Wright, FACHE

Lifetime Giving

This list highlights lifetime giving
amounts over $5,000 received
asof Dec. 31,2024.

Visionary: $100,000 and up
HCA Healthcare

Toshiba America Medical Systems
Inc.

Innovator: $50,000-
$99,999

Deborah J. Bowen, FACHE, CAE,
and R. Norris Orms, FACHE, CAE

Catholic Health Initiatives

Inmemory of Christine Evans
(Charles R.Evans, FACHE)

Kaiser Permanente Northern
Callifornia (Carrie Owen Plietz,
FACHE)

Kevin E. Lofton, LFACHE
JohnJ.Lynchlll, FACHE

Memorial Hermann Health System
Modern Healthcare

NorthShore University
HealthSystem

Scripps Health (Christopher D. Van
Gorder, FACHE)

Witt/Kieffer

Leader: $25,000-$49,999

Advocate Health—Midwest Region
(Delvecchio S. Finley, FACHE,
and William P. Santulli, FACHE)

American Hospital Association

Anthony A. Armada, FACHE, and
Araceli Armada

Ascension Health

Atrium Health

Reginald M. Ballantyne Ill, FACHE
Baylor Scott and White Health
John Botsko Jr., FACHE

Catholic Medical Center
Children’s Hospital Los Angeles
GenevaA.Clymer, LFACHE

Dr.Kenneth J. Cochran, DSc, RN,
FACHE

Columbus Regional Healthcare
System

Community Foundation of Acadiana

Thomas C. Dolan, PhD, LFACHE,
FASAE, and Georgia A. Dolan

El Camino Hospital

Delvecchio S. Finley, FACHE, and
Kelly Finley

John M. Haupert, FACHE
Hendrick Health System
Hilton Hotels and Resorts
Hyatt Hotels Corporation
Indiana University (IU) Health
Inova Health System

David H. Jeppson, LFACHE, and
June Jeppson

Johnson Controls, Inc.
Kirby Bates Associates LLC

Linda J. Knodel, LFACHE, and Ken
Knodel

Mayo Clinic (Ajani (A.J) Dunn, FACHE)
Michael A.Mayo, DHA, FACHE
Mercy

Mercy Health

Navicent Health

New York-Presbyterian

North Oaks Foundation (in honor of
Michele K. Sutton, FACHE)

Poudre Valley Health System
AndreaR. Price, LFACHE
Thomas M. Priselac

William P. Santulli, FACHE

Mr.and Mrs. William Schoenhard,
LFACHE

James H. Skogsbergh, FACHE, and
Diana Skogsbergh

St. Luke’'s Health System

Charles D. Stokes, FACHE, and
Judy L. Stokes

Michele K. Sutton, FACHE, and
Howard Sutton

Texas Health Resources
Trinity Health (Richard J. Gillfillan, MD)
Yale New Haven Health System

Sustainer: $10,000-
$24,999

American Health Information
Management Association

ASAE and the ASAE Foundation
(onbehalf of Thomas C. Dolan,
PhD, FACHE(R))

Association Forum of Chicagoland
Foundation

Donald R. Avery, FACHE, and Fara
H. Avery

Kurt A. Barwis, FACHE

Fred L. Brown, LFACHE, and Shirley
Brown

John J.Buckley Jr., FACHE, and
Sarah A.Buckley

Marie Cameron, FACHE
Kyle D. Campbell, FACHE

Christine Candio, RN, LFACHE, and
Vincent Candio

Gayle L. Capozzalo, FACHE, and
Jack K. Heil, PhD

Noel J. Cardenas, FACHE
Cardinal Health

Chicago Convention & Tourism
BureaulInc.

Inmemory of Janice Cordova
(Richard D. Cordova, FACHE)

Michael H. Covert, FACHE
Robert R. Fanning Jr., LFACHE
John G. Faubion, FACHE

Alyson Pitman Giles, FACHE, and
William C. Giles

Michael K. Givens, FACHE and
Ashleigh Givens

GNYHA VenturesInc.

Kenneth D. Graham, LFACHE, and
Anne Graham

JohnL.Harrington Jr., LFACHE
Patrick G. Hays, LFACHE
HIMSS

Mark J.Howard, LFACHE
SaraM. Johnson, FACHE



EdwardH. Lamb, LFACHE

Wayne M. Lerner, DrPH, LFACHE, and
Sandye Lerner

Jerrold A. Maki, LFACHE

Larry L. Mathis, LFACHE, and Diane
Peterson Mathis, LFACHE

Dodie McEImurray, FACHE

Alfred A.Montoya Jr., FACHE
Cynthia A.Moore-Hardy, LFACHE
Mark R.Neaman, LFACHE

Mr. Philip A. Newbold, FACHE, and Mrs.

Mary J. Newbold
Timothy A. Ols, FACHE, and Cathy Ols
David A. Olson, FACHE, and Joanne T.
Alig
Carrie Owen Plietz, FACHE
Valerie L. Powell-Stafford, FACHE

Heather J. Rohan, FACHE, and Joseph
P.Rohan

MG (Ret.) David Rubenstein, FACHE,
and Pat Rubenstein

Saint Francis Care

Larry S.Sanders, LFACHE
VandaL.Scott, EdD, FACHE(R)
Rulon F. Stacey, PhD, FACHE
Starwood Hotels and Resorts
Darlene Stromstad

Spencer Stuart

The Gratitude Group LLC

UHC

Benefactor: $5,000-$9,999
Allina Health
Dale F. Alward, FACHE

American College of Healthcare
Executives of Greater Charlotte

Aramark Healthcare

Association for Operations
Management

PaulaR. Autry, FACHE
David N. Bartholomew, FACHE
Jack O.Bovender Jr,, LFACHE

Brig Gen (Ret.) James J. Burks, FACHE,

and Mrs. Valarie S. Burks

Frank D.Byrne, MD, FACHE, and Cindy
L.Byrne

California Healthcare Foundation
CareFusion

Joanne Carrocino, FACHE

Julie Caturano

Cedars-Sinai Medical Center
James W. Connolly, LFACHE

Joseph W. Cruitt, CPA, FACHE, and
Jennifer Cruitt

ChristinaM. Freese Decker, FACHE

Detroit Metro Convention & Visitors
Bureau

Brian C. Doheny, FACHE

Michelle L. Edwards, DNP, FACHE
Teresal.Edwards, FACHE

Mr.and Mrs. Don Faulk Jr., LFACHE
Peter S.Fine, LFACHE

GE Healthcare

Lynne T. Gordon, LFACHE

Peggy F. Gordon
Claude W.Harbarger, LFACHE
Leslie A.Hawkins, LFACHE

Col (Ret.) William C.Head, LFACHE,
and Stacy A.Head

Health Care Executives of Southern
California

Healthcare Leaders of New York
Healthcare Plus Solutions Group, LLC
KentR.Helwig, LFACHE, and Kay Helwig
Paul B.Hofmann, DrPH, LFACHE
Wendy M. Horton, PharmD, FACHE
Gregory L. Hudson, FACHE

lasis Healthcare

INTEGRATED Healthcare Strategies
A.David Jimenez, LFACHE

Gary K. Kajiwara, LFACHE

Michael A.King, LFACHE, and
Catherine A.King

AlanN.King

JamesY.Lee, FACHE,and Mamiel.Lee
Marcel C.Loh, LFACHE

Wesley Marsh, FACHE
Massachusetts Hospital Association
Mayo Clinic Health System

Stephen M. Merz, FACHE

John A.Miller Jr., LFACHE

Gary W.Mitchell, LFACHE
KevinE.O’Connor

Samuel L. Odle, LFACHE

PHILIPS

Prism Healthcare Partners LTD

Lawrence D. Prybil, PhD, LFACHE, and
Marilyn R. Prybil

DeborahY.Rasper, LFACHE, and Alan
Rasper

Laura Robertson, FACHE

Austin Ross, LFACHE

Harry C. Sax, MD, FACHE
Schneider Regional Medical Center
John C.Sheehan, LFACHE

SunilK. Sinha, MD, FACHE, and Rupali
Sinha

DianaL.Smalley, RN, FACHE
St. Charles Health System
Mary C. Starmann-Harrison, LFACHE

Sullivan, Cotter and Associates Inc.
(Jim Rohan)

Michelle A. Taylor-Smith, RN, FACHE(R)
Tenet Healthcare Foundation

Jessie L. Tucker I, PhD, FACHE, and
Patricia E. Kennedy-Tucker, PhD

J.Larry Tyler, LFACHE
Christopher D. Van Gorder, FACHE
David G. Veillette, PhD, LFACHE
Washington State Chapter of ACHE
Michael C. Waters, LFACHE

LoriL. Wightman, RN, FACHE
Christine C. Winn, PhD, FACHE
David L. Woodrum, FACHE
Kimber L. Wraalstad, FACHE

Peter J. Wright, FACHE

RaulH. Zambrano, MD, FACHE

2024 Annual Giving

Donors who have contributed to
the Fundin multiple years are
marked with an asterisk.

Sustainer: $10,000-$24,999

Kevin E. Lofton, LFACHE, and Sabrina
Shannon*

Benefactor: $5,000-$9,999
Charles R.Evans, FACHE*
Michael A.Mayo, DHA, FACHE*

Patron: $2,500-$4,999

Ajani (A.J.) N.Dunn, FACHE*

Kyle D. Campbell, FACHE*

Leslie A.Hawkins, LFACHE*
Healthcare Leaders of New York*
Wendy M. Horton, PharmD, FACHE*

Larry L. Mathis, LFACHE, and Diane
Peterson Mathis, LFACHE*

David A. Olson, FACHE, and
Joanne T. Alig*

Harry C. Sax, MD, FACHE*
Ashley R. Vertuno, FACHE*

Friend: $1,000-$2,499

ACHE of South Florida*

Laurie K. Baedke, FACMPE, FACHE*
David N. Bartholomew, FACHE*

Frederick L. Brown, LFACHE, and
Shirley Brown*

John J.Buckley Jr., FACHE*

Marie Cameron, FACHE*

Kira M. Carter-Robertson, FACHE*
Dolores G. Clement, DrPH, FACHE*

Joseph W. Cruitt, CPA, FACHE, and
Jennifer Cruitt*

Thomas C. Dolan, PhD, FACHE,
FASAE, and Georgia A. Dolan*

James F.Hanko, LFACHE*

Patrick G. Hays, LFACHE*

Healthcare Plus Solutions Group LLC*
Mark J. Howard, LFACHE*

Gary K. Kajiwara, LFACHE*

John Kueven, FACHE

Michele R.Martz, CPA, FACHE*

Kevin E.O‘Connor*

Samuel L. Odle

Timothy A. Ols, FACHE, and
Cathy Ols*

Kenneth K. Ortiz, MD
Valerie L. Powell-Stafford, FACHE*

MG (Ret.) David Rubenstein, FACHE,
and Pat Rubenstein*

Mr.and Mrs. William Schoenhard,
LFACHE*

Timothy A. Slocum, FACHE*

Charles D. Stokes, FACHE, and
Judy L. Stokes*

Christine C. Winn, PhD, FACHE*
Stephen P. Zieniewicz, FACHE*

Supporter: $500-$999

Vi-Anne Antrum, DNP, RN, FACHE*
Mark C.Barabas, FACHE*

Gayle L. Capozzalo, FACHE*

Karen F.Clements, RN, FACHE*
Christina M. Freese Decker, FACHE*
John G. Faubion, FACHE*

Amy Hart, FACHE*

Lynn C.Jones, LFACHE, and Leslie
Jones*

Alexis T.Kainz, FACHE*
LisalLagger

ThomasB. LanniJr., FACHE*
Karin Larson-Pollock, MD, FACHE*
Jerold A.Maki, LFACHE*
Haroula P.Norden, FACHE*
Ysmael A. Peguero, DBA, FACHE
Antonio B. Ruiz, FACHE (R)*
Banjeet S. Sangha, FACHE*
JohnW.Sharpe, PT, FACHE*
Chand A. Tahilramani, FACHE*
COL BrettH. Venable, FACHE*
LoriL. Wightman, RN, FACHE*
Brian D. Wong, MD*

Kimber L. Wraalstad, FACHE*

Donor: $250-$499

James R. Allard, DNP, RN, NEA-BC,
FACHE*

Kathleen A.Bizarro-Thunberg, FACHE*

Colleen A.Chapp, PhD, RN, FACHE*

Lee B.Chaykin, LFACHE

Philip Chuang, PhD, FACHE*

James W. Connolly, LFACHE*

James D.Dennard Jr., FACHE*

Connie J. Evashwick, ScD, LFACHE*

A.Donald Faulk Jr., LFACHE*

FrancesR.Finley, DHA, LFACHE*

Robert L. Goodman, FACHE*

Robert L. Hacker, FACHE*

Katharine D. Hatfield, FACHE(R)*

Mr.and Mrs.Mark A.Hudson, LFACHE*

SaraM. Johnson, FACHE*

Chantal Leconte, LFACHE

JamesY.Lee, LFACHE*

Wayne M. Lerner, DrPH, LFACHE, and
Sandye Lerner®

Neil A.Mangus, FACHE*

Joseph M. Mankin, FACHE*

Ibukun Ogunbekun, MBBS, FACHE(R)*
Donald M. Peace Jr., PhD, FACHE*
Patch A. Perryman

Michael D. Peterson, FACHE

Eric D. Pohjala, LFACHE

Lawrence D. Prybil, PhD, LFACHE*
James|.Rodriguez, LFACHE*

Robin A. Roling, FACHE*

Patricia E. Sanders-Hall, FACHE*
Nicole L. Schell-Dreyer, FACHE*
Deborah A. Schuhardt, FACHE*

COL Donald W. Sexton, PhD, FACHE*
John C.Sheehan, LFACHE*

Please visit ache.org/Fund for a listing of donor special recognition.



John D. Shevock, FACHE*
Stephen M. Shortell, PhD

Joann L. Spaleta, FACHE*

Mark D. Swofford, PhD, FACHE*
JonM. Thompson, PhD, FACHE*
Timothy R. Tlusty*

Andrea Z. Turner, FACHE*

J.Larry Tyler, LFACHE, and Beth
Hornbuckle Tyler*

Adam C. Walmus, LFACHE*

Michael C. Waters, LFACHE*
Nizar K. Wehbi, MD, FACHE*
Justine Zilliken, FACHE*

Contributor: Up to $249
Wale Adebayo, MD, FACHE*
Regina K. Alexander, FACHE
Mohammad L. Alharbi, MD*
Megan C. Amalakuhan, FACHE
Khanh P. Andersen, FACHE
Callie C. Andrews, FACHE*
Kevin M. Andrews

Joshual. Austin

Laurie Babin, FACHE(R)*
Victoria Baez

Katherine M. Bagemihl, FACHE*
COL Thomas M. Bailey, FACHE*
Hena Bajaja

Renee Rose Balay*

David J. Baltzer, RN, LFACHE*
Nathaniel V.Barbo, FACHE*
JahairaM. Barbot-Jimenez, FACHE*
Larry J. Barlow, FACHE(R)*
ColettaC.Barrett, RN, FACHE*
Blair Basham

Marla F. Beatty, FACHE(R)*
Daniel L. Beckles

Kimberly G.Bell, FACHE*
Dorothy E. Bellhouse, FACHE*
George F. Bergstrom, LFACHE*
Steven D. Berkshire, EAD, FACHE*
Scott A. Berlucchi*

Frantz M. Berthaud*

Alicia Beymer

Kavita Bhalekar, PhD, FACHE
COL Kimberlie A. Biever
Jonathan Billings, FACHE*
Gagandeep Bisla

Joseph B. Bisson, FACHE

Mark J. Bittle, DrPH, FACHE*
Helen A. Bixenman*

Richard Blanco-Topping, PhD
DeneenK. Blow*

LCDR Richard Bly, FACHE*
Christopher P.Boone, PhD, FACHE*
LouisH.Bremer Jr., LFACHE*
CAPT CeciliaM. Brown, DDS*
Aaron M. Bujnowski, FACHE
Jacqueline Burgess-Bishop, FACHE*
Steven H. Burkett

MAJ James M. Caldwell

Coraina C. Pollard Calliste, DHA, PMP,
FACHE*

Marquez F. Campbell*

Aaron E. Carlson, FACHE*

Brian J. Carlson, LFACHE

Georgia Casciato, FACHE*

Gabe Casey

Joseph Castellana, PhD*

Denise M. Chamberlain, CPA, LFACHE
Bruce Chan, FACHE*

Robert C. Chapman, LFACHE*
VictoriaS. Charles, RN

DoriaM.Chege

CAPT (USPHS) Andrew J.Chen,
FACHE*

Alice S.Cheng, FACHE*

Robert Church, RN, FACHE*
Ceu Cirne-Neves, FACHE*
Kenneth J. Clark, JD, LFACHE*
Charles P.Conole, LFACHE*
Nathaniel J. Cooney, PhD
Anthony J. Cooper, LFACHE*
Kathleen K. Cooperman, FACHE*
Michael D. Crittenden, MD*
Ernest A.Cruz, CLSSBB

James S. Dalkiewicz, FACHE
Emmanuel S. Damalie, MD, FACHE*
Paul A.D'’Amico, DO

Vonetta Y. Daniels

David B. Darden, FACHE*
Wendy D. Darwell*

Angela Davis

Stephan Davis, DNP, FACHE*
Jordan M. DeMoss, FACHE*
Jennifer L.De Winne
TaraV.Dhiman

Nancy M. DiLiegro, PhD, FACHE*
ChadDilley, FACHE*

Joseph A. DiPaclo*

Christopher Dooley, FACHE*
Maureen A. Doran-Mineo, FACHE*
LynnT.Downs, PhD, FACHE*
James M. Dunne

Robert P.Durkee, RN, LFACHE
Eric D.Eaddy

Linda L. Eaton, LFACHE

Vivian A. Echavarria, FACHE*

Ali Elhaj, PhD

Nabil M. Elkassabany, MD
Thomas S. EImore, LFACHE*
Rex Everett*

Maria Favale, PharmD, FACHE(R)*
Daniel Fells, PA-C

Lilibeth Fermin, MD

Gary L. Filerman, PhD*

Kelly Brian Flannery, FACHE*
Loretta Forlaw, PhD, FACHE (R)*
Catherine Fortney

Manuel Fraga Jr.*

George B.French, RN, FACHE*
Robert S.Fry, PhD, FACHE*
Mark J. Gallagher, FACHE
Angela J. Gamber, FACHE
Enrique Garcia, MD

Felipe Garcia, FACHE*

Mary E. Garman, RN, LFACHE
Sarah A.Garza

Shawn Gathers, DHA

Laurie A.Gehrt, FACHE

Joyce A. Geis, FACHE

Daniel Gentry, PhD

Bruno Giacomuzzi, FACHE

ErinM. Glantz

Jed A.Golden, LFACHE

Carmen E. Gonzalez, MD

SheilaA. Gorman, PhD*

Benoit Grandmougin, FACHE*
Regine E. Grandmougin*

Larry W.Gray*

Babatunde O. Green, DHA, FACHE(R)*
Uvette R. Gonzaque-Francis, BS
Denise M. Gordon, FACHE(R)*
Rakeshwar S. Guleria, PhD
Thomas M. Harlan*

Kareen A.Hall, FACHE*

Anita J. Halvorsen, FACHE*
Gregory L. Haralson, FACHE*
John P.Harding, EdD, FACHE*
Demetress L. Harrell*

Randolph Harrison, LFACHE
Kimberly Hatchel, DNP,RN

William C.Head, LFACHE*
Shannon E. Heflin*

Patricia E.Hendrickson, DNP,RN, FACHE*
Mark Herzog, FACHE(R)*
Omokhaye M. Higo, MD

Connie M. Hilbert, FACHE(R)
Jonny F.Hipp, ScD, LFACHE
Steve Hippler, MD

Paul B. Hofmann, DrPH, LFACHE*
Robert Holloway, FACHE

M. Lee Holmes, FACMPE, FACHE*
Reginaldo Horwitz, DNP,RN, APRN
Diane M. Howard, PhD, FACHE*
Nicole S. Huff, RN

Michelle Hunter

Shepard R. Hurwitz, MD, FACHE(R)*
Ryan J. Hutchinson
EfosaJ.Imafidon, DPT, FACHE*
Joanne M. Inman, FACHE

David B.Isaacks, FACHE

Pamela L. Jackson, DNP, RN, NEA-BC,
FACHE

Mr.and Mrs. Jedlowski*
Franchella Jennett*

Jasmine Jerelds, RN

Janaya Jones*

Alan M. Kantor, MD

Mary Ellen Kasey, LFACHE
TriciaS. Kassab, EdD, RN, FACHE
Valerie E. Keane, LFACHE
Daniel R.Kelly, DHA, FACHE*
Sheila M. Kelty, DHA, FACHE
JimR. Kendrick Jr., FACHE
LtColBrad A. Kennedy
Terrance G.Keys*

Reza A.Khodaverdian
JoonKim

Mary E.Kingston*
LeilaniKinsey, MD*

Pamela L. Kirchem, FACHE*

Shelley C. Koltnow, JD, FACHE(R)*
Rod L. Kornrumpf, LFACHE

David A. Kowalski*

Decorntae Kpou, DrOT, OTR/L
Angela Kuehn

April L. LaFontaine, DHA, FACHE*
Gregg Lapin

Katherine Lea

Robert Leahy

GeraldR. Ledlow, PhD, FACHE
Robert E. Leech, FACHE*

M. Kathryn Leonard, FACHE*
Cristian H. Lieneck, PhD, FACHE*
Andrew K. Little

LindaS. Lockyer

LT Karen M. Lommel, DO*

Molly J. Lowe, FACHE*
SheridanD. Loyd lll, FACHE(R)
Elizabeth Jean Picardal Lucas*
MSG David M. Macias

Marque D. Macon, FACHE*

Paul F. Maguire, LFACHE*
YogiMahendra, LFACHE*
Saransh Maheshwari

Jemichael D. Manora*
NoelManyindo, MD*

Lewis W.Marshall, MD, JD, FACHE*
Liduvina Martinez-Gonzalez, FACHE*
Ashish Masih, FACHE*

Rob McCurdy, MD*

Adrienne M. Mclntyre

William B. McNally, JD, FACHE
Mona E. Miliner, FACHE*
Mackenzie Miller*

Patrick T.Moen

Jenn G. Moisey

RosannaMorris, RN

LTCRichard T.Morton Jr., DNP
Audrey Mosley, FACHE

Stephen J. Mrozowski, FACHE*
David J. Murray

JohnJ.Murrell, FACHE

JanetN. Myers, RN, FACHE(R)*
Thomas Nasby, LFACHE*
RebeccaNazario

Billy L. Neal*

William L. Novakoski, DO, LFACHE*

Michael Nowicki, EdD, FACHE,
FHFMA*

Sunny Ogbonnaya, PharmD, FACHE*
OluseunD.Ojo

Meridith O’'Keefe

Thornal G. Oliver, LFACHE*

SGM Jeremy E. O'Mealy, MSODL
Summer A. O'Neill*

Emma O'Riley*

Abraham Ortega

COL Annette L. Tucker Osborne, RN*
Camie L. Overton, FACHE*

William F. Paarz

Dene M. Palazzi-Khan

Col Susan|.Pangelinan, FACHE
David R. Pearson, FACHE

Srikanth Peddireddy, FACHE*



Jose F.Pena, MD*

Paul S. Persaud*

Margaret R. Peterson, PhD*
Bradley D. Pfeifer, FACHE*

Col AmandaM. Phlegar, FACHE*
Lt Col Archie R.Phlegar, FACHE
Steve Phillips

Joseph Pinto*

LoriPopkes, RN*

Derk Pronger, FACHE, and Shannon
Pronger*

Jeanne U.Rabel, FACHE(R)*
Nicole Radford, FACHE*
Leticia Ramirez, FACHE*
Monica L. Rasmus, DrPH*
Gwenn A. Rausch, LFACHE*
KhandiReid, DHA*

Nancy J.Rivera

Peter Rodney, RN

Frances C.Roesch, FACHE*
RupaRoy

Jane J.Russell, PharmD, FACHE
Rania Sadrack

Teresa P.Sappington, FACHE*

Viswanathan Sahadevan Miguel
Saravia

Patrick D. Sargent, LFACHE
Christine M. Sawyer, CAE*

Brian T. Schockney, FACHE*
Samuel T. Schone, FACHE*
Michael Scott, MBBS

Melaina Sharpe, RN, FACHE
Jared C. Shelton, FACHE*

Maire O. Simington, PhD, FACHE*
Gigi Simko, FACHE, and Stephen Simko*
Amber M. Sims

Moishe B. Singer, FACHE*

Surjit Singh, MD, LFACHE

Sunil K. Sinha, MD, FACHE*

Don Sipes, LFACHE*

Taylor Sisk

CDR Eugene Smith Jr, DHA, FACHE*
Jason C. Smith*

Pamela G. Smith, FACHE(R)*
Sanijit K. Sodhi, FACHE*

Mark S. Somodi, PhD, FACHE*
Alan M. Sooho, MD, FACHE(R)*
Adrianna A. Sperkacz, CPHQ
Jason A. Spring, FACHE

Jillian R. Springer, FACHE

Lauren M. Stabinsky, RN, FACHE*
Thomas A. Steinbrunner, FACHE*
BrynnR. Stirling, MD

Stephen R. Stoddard, FACHE
Frank H. Stubbs I, PhD, LFACHE*

Blonde Suico

Raymond J. Swisher, FACHE(R)*
Meena Tamakloe, RN

Joseph E. Taylor, FACHE(R)

Laine E. Taylor, DO

Adonis Taylor-Watson

Nicholas R. Tejeda, FACHE*

Karen Kliment Thompson, FACHE*
Marion A. Thompson, LFACHE*

Sandra B. Thurmond, FACHE,
CMPE*

Monique Tinsley

Patricia A. Toole*

Frank R. Tortorella, FACHE*

Rose Troupin, RN, FACHE

Dawn M. Tschabrun, RN*
Stephenye C. Tyler, LFACHE*
Anne E. Tyrol, RN, FACHE

Richard J. Umbdenstock, FACHE(R)*
Lawrence E. Underwood Il
Alexandra Urrutia-Comas, FACHE
ChadE. VanDenBerg, FACHE*
Chad J.Vargas, FACHE
Alexander Varghese, MD, FACHE*
AprilM. Venable, FACHE*
Elizabeth Vitkus, FACHE

Joey W. Waddell

Leslie Wainwright, PhD

Carlyle L. Walton, FACHE*

David F. Walz, RN, FACHE*

Maj Tiara Walz, PhD, FACHE
Knitasha V. Washington, DHA, FACHE*
LisaD. Weatherington, LFACHE
Patricia G. Webb, FACHE(R)*
Mary Ellen Wells, FACHE*
Danielle J. Werner, FACHE*
Christina White

Kina L. White, DrPH, FACHE*
Kenneth J. Widelka, FACHE
James S. Williams Jr.*

Robert P. Wise, LFACHE

Robin Womeodu, MD, FACHE*
Marcial. Woods

COL Stephen C. Wooldridge, PhD,
FACHE*

WarrenA. Yeh!*

Phillip Young, LFACHE
RaulH.Zambrano, MD, FACHE*
JimZheng, FACHE

The Foundation of the American College of Healthcare Executives has made every attempt
to acknowledge all of our donors who have given in 2024. If you note a discrepancy, please
contact Timothy R. Tlusty, vice president, Development, at ttlusty@ache.org.

Contributions to the Foundation of the American College of Healthcare Executives—a
501(c)(3) charitable organization—are deductible for federal income tax purposes as
provided under the Internal Revenue Code. Donors should consult their own tax adviser

regarding the specific deductibility of their charitable contributions.

Major Gifts

A special thank you to those who have donated a major gift
within the past five years. These contributions have been
direct factors in the success of our scholarship programs.

Innovator: $50,000-$99,999
HCA Healthcare*

WittKieffer (2023)*

Leader $25,000-$49,999
Advocate Health
(Delvecchio S. Finley, FACHE, and
William P. Santulli, FACHE) (2023)

Kaiser Permanente Northern California
(Carrie Owen Plietz, FACHE) (2023)*

North Oaks Foundation
(inhonor of Michele K. Sutton, FACHE) (2024)

James H. Skogsbergh, FACHE, and Diana Skogsbergh*

Pledges

These outstanding individuals and organizations have chosen

to make an even greater impact on the future of healthcare
through a multiyear pledge.

Leader: $25,000-$49,999
Anthony A. Armada, FACHE, and Araceli Armada*

Reginald M. Ballantyne lll, FACHE*
John Botsko Jr., FACHE (BrightStar Care —Naples, FL)*

Deborah J. Bowen, FACHE, CAE, and
R.Norris Orms, FACHE(R), CAE*

Cochran Foundation (Kenneth J. Cochran, DSc, FACHE)*
Charles R.Evans, FACHE*

Delvecchio S. Finley, FACHE, and Kelly Finley*
JohnJ.Lynchlll, FACHE*

Mayo Clinic—Florida (Ajani (A.J.) Dunn, FACHE)*

Thomas M. Priselac*

William P. Santulli, FACHE*

Michele K. Sutton, FACHE, and Wayne Sutton**

Sustainer: $10,000-$24,999
Noel J. Cardenas, FACHE, and Cristi R. Cardenas*

Michael K. Givens, FACHE, and Ashleigh Givens*
Dodie McElmurray, FACHE*
Alfred A. Montoya, FACHE, and Tammie Spaulding, PhD*

Benefactor: $5,000-$9,999
Wesley Marsh, FACHE, and Michele Carter, MD*

Heather J. Rohan, FACHE, and Joe Rohan*
Peter J. Wright, FACHE*

Patron: $2,500-$4,999
Thomas N. Shorter, JD, FACHE*

Solomon A. Torres, FACHE*




LEADERSHIP
EXCELLENCE

Dino Scanio, DHA,
0, LO

change.

Healthcare organizations often
grapple with resistance to change,
particularly from people deeply
entrenched in established routines.
These institutional “creatures of
habit” may view new practices or
technologies as disruptive to their
comfort zone. The adage, “if it ain’t
broke, don’t fix it” often underlies
this resistance, emphasizing the
perceived value of consistency and
the avoidance of unnecessary
change. This resistance, however,
can significantly impact clinical
outcomes and operational
efficiency.

The reluctance to change often stems
from a fear of the unknown. When
people are accustomed to a particu-
lar way of doing things, they may
perceive deviations as risky or dis-
ruptive. This can manifest in various
ways, from outright rejection of new
initiatives to passive-aggressive
behaviors that undermine change
efforts. The challenge for healthcare
leaders is to navigate this opposition
while continuing to drive necessary
improvements.

The healthcare landscape is in a
constant state of flux, necessitating
regular reevaluation of existing pro-
cesses. New technologies, regula-
tory changes and shifting market
trends can quickly render

50 Healthcare Executive MAR/APR 2025

Reprinted with permission. All rights reserved.

Advice for navigating staff resistance to

established methods outdated or
ineflicient. A process may appear
functional on the surface, but
underlying issues or inefficiencies
can become apparent over time.
Even when things seem to be work-
ing well, there is often room for
improvement. Small changes can
yield significant long-term benefits.
Additionally, familiar processes can
sometimes hinder organizations’
ability to capitalize on new oppor-
tunities or advancements.

Overcomz'ng institutional
creatures of habit is a
critical task for healthcare

0rganizations.

Changing the Creatures of

Habit Mentality

A successful approach to changing
the mentality of institutional crea-
tures of habit requires a delicate
balance of empathy, firmness and
effective communication.
Strategies to overcome this resis-
tance include:

* Practicing empathy and
understanding. Acknowledge
the discomfort associated with
change. Recognize that people
may have valid concerns about

the potential impact on their
work. By empathizing with dif-
fering perspectives, leadership
can build trust and foster a more
receptive environment.

* Communicating clearly.
Articulate the reasons for change
and the expected benefits. Use
data and evidence to support the
rationale, demonstrating that
changes are not arbitrary but
driven by a desire to improve
patient care or organizational
performance.

Involving stakeholders. Invite
people to participate in the
change process. Seek their input
and address their concerns
directly. By involving stakehold-
ers early on, leadership can
increase buy-in and reduce
resistance.

Adopting a phased implemen-
tation. Introduce changes
gradually to minimize disrup-
tion and allow people to adjust
to the new practices. A phased
approach can help alleviate
fears and build staff’s confi-
dence in the changes.

Providing training and sup-
port. Offer comprehensive train-
ing and support to ensure
employees have the skills and
knowledge necessary to

This column is made possible in part
by Sanofi.

sanofi



implement the new practices
effectively. This will help miti-
gate any concerns about their
ability to adapt.

Celebrating successes:
Recognize and reward those
who embrace change and con-
tribute to its successful imple-
mentation. This positive
reinforcement can encourage
others to adopt a more open-
minded attitude.

Healthcare leaders should also
remember the importance of their
own presence. No matter how busy

they are, taking time to connect with
their team members is nonnegotiable.
A leader’s support serves as a beacon,

guiding teams through the stormy
seas of change. By demonstrating a

commitment to transformation, lead-
ers inspire their teams to do the same.
Personal engagement is not just a ges-

ture; it is a catalyst that ignites pas-
sion, fuels determination and
reinforces the belief that together,
they can weather any storm.

The Psychology Behind
Resistance to Change
Understanding the psychological

factors that fuel resistance to

change can help healthcare leaders
develop more effective strategies to

overcome it. Several psychological
concepts are relevant in this
context:

* Loss aversion: People tend to be

more sensitive to losses than to
gains. When change is intro-
duced, they may perceive the
potential loss of familiar rou-
tines, comfort zones or social

connections as more significant

than the potential gains.

* Fear of the unknown:
Uncertainty about the future can
trigger anxiety and resistance.
People may fear the unknown
consequences of change, such as
job insecurity, increased work-
load or skill obsolescence.

* Status quo bias: People often
prefer the status quo, even if it is
less than ideal. This bias stems
from a desire to minimize effort
and avoid risk.

With these psychological insights in
mind, healthcare leaders can
employ the following strategies to
mitigate resistance and foster a cul-
ture of innovation:

* Frame change positively.
Emphasize the benefits of
change, such as improved patient
outcomes, increased efficiency or
enhanced job satisfaction. Focus
on the positive impact for people
and the organization.

Involve staff in the change
process. By involving stake-
holders in decision-making and
implementation, leaders can
increase buy-in and reduce
resistance. This approach also
provides an opportunity to
address concerns and alleviate
fears.

Provide transparent commu-
nication and support. Open
and honest communication is
essential to dispel rumors and
misinformation. Regularly
update stakeholders on the prog-
ress of change initiatives and
provide clear guidance and sup-
port to help them navigate the
transition.

* Build trust and relationships.
Strong relationships between
leaders and their teams are cru-
cial for fostering a positive
change culture. Leaders can
develop strong relationships
with their teams by fostering
open and honest communica-
tion, actively listening to team
members’ ideas and concerns,
showing empathy and under-
standing, and celebrating team
successes.

Overcoming institutional creatures of
habit is a critical task for healthcare
organizations. By cultivating a cul-
ture that values innovation, empathy
and collaboration, leaders can create
an environment where change is
embraced as an opportunity for
growth and improvement rather than
a threat to the status quo.

1he reluctance to change

often stems from a fear of

the unknown.

This positive shift will not only lead
to better patient care and enhanced
organizational performance, it will
also foster a more fulfilling work
environment for healthcare profes-
sionals. By empowering their teams,
inspiring innovation and nurturing a
sense of shared purpose, healthcare
leaders can overcome resistance to
change and drive sustainable
improvements that benefit patients,
staff and the organization overall.

Dino Scanio, DHA, CO, LO, is direc-
tor of clinics, Driscoll Children’s
Hospital, Corpus Christi, Texas,

and an ACHE Member
(Dino.Scanio@dchstx.org).
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GOVERNANCE

INSIGHTS

Kimberly A. Russel,
LFACHE

One subject has appeared more
frequently on board of directors’
agendas in the past five years than
in any previous decade: Talent.
Necessarily, governing bodies have
spent significant time, energy and
organizational resources on talent
acquisition, development and reten-
tion. Many organizations, with

full board support, have adopted
variations of a “grow your own” tal-
ent development strategy. This
strategy extends to the C-suite,
including identification and prepa-
ration of internal executives for
possible promotion to the CEO
position.

Andrew Chastain, president and
CEO of WittKieffer says, “Our

A deep understanding of governance is
essential for a potential CEO successor.

internal data indicate that among
the largest health systems, 65%
promote an internal candidate to
the CEO position. Historically,
community hospitals have had an
even higher rate (83%) of internal
promotions. However, over the
past three years, we have seen a
drop to 62% of community hospi-
tals promoting internally to the

CEO role.”

Many boards, therefore, expect the
incumbent CEO to mentor
selected senior leader(s) to be a
potential CEO successor in the
future. Even for highly experi-
enced executive leaders, there is
much to learn about stepping into
the CEO role. Preparing a

[0 Preparing the organization's next CEO to be accountable to the board
requires an understanding of governance principles and processes, as
well as building relationships with current directors.

[0 Exposing high-potential senior leaders to governance is as important as
providing professional development in strategy, finance, quality and

operations.

[0 Developing governance and board knowledge should follow an inten-

tional plan, led by the current CEOQ.

[0 Sharing insights and depth of knowledge about governance. This
experience will be priceless to the next generation of CEOs.
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potential CEO successor for the
governance and board-related
aspects of the CEO’s responsibili-
ties requires a robust training
approach.

When an incumbent CEO
is preparing a potential
successor, general exposure

to the board is often the

first move.

Incumbent CEO as Mentor

From personal observation, most
CEOs take seriously their responsi-
bility to coach selected executive
leaders to be as prepared as possible
to assume a future CEO role.
Often, organizations provide an
array of leadership experiences for
people on a potential CEO career
trajectory, exposing them to qual-
ity, finance and strategy. Overseeing
operations (clinical and support),
fostering physician relationships
and exploring leadership of differ-
ent geographic sites are standard
professional development elements
for most future CEOs.

This article was published in
partnership with The Governance
Institute.
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GOVERNANCE
INSIGHTS

Sometimes overlooked is the
importance of developing a deep
understanding of the governance
function, including expanding
boardroom skills, building board
relationships and growing exper-
tise in effective governance prac-
tices. Placing governance on the
professional development list for
high-potential senior leaders will
benefit both the board and the
future CEQ, while also contribut-
ing to a smoother beginning for a
new CEO.

First Steps

When an incumbent CEO is pre-
paring a potential successor, general
exposure to the board is often the
first move. Attending board and
board committee meetings,

providing presentations to the
board and organizing occasional
social contact with board members
are typical steps that an incumbent
CEO may facilitate for his or

her successor. This is where the
governance preparation sometimes
ends, which is unfortunate because
additional opportunities can build
governance knowledge and associ-

ated skills.

Consider any combination of these
options for governance and board
exposure. The potential CEO suc-
cessor can:

* Join and fully participate in the
board’s governance committee.

* Attend and participate in all

HEALTHCARE
EXECUTIVE

PODCAST
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board committees on a rota-
tional basis.

Take the lead in working with
the board (or the governance
committee) to plan the board’s
education calendar for a year.

Lead the onboarding and orien-
tation for new directors.

Participate in the review,
analysis and communication
of the board’s annual self-
evaluation.

Plan the annual board retreat—
in conjunction with the current

CEO.

Talk with the organization’s gov-
ernance support professional
and/or chief legal officer about
governance practices.

Discuss the organization’s con-
flict-of-interest process with the

chief legal officer.

Initiate self-study about gover-
nance, using resources provided
by The Governance Institute,
ACHE and others.

Expand governance expertise by
joining an outside board (either
healthcare or non-healthcare)
that offers meaningful board-
room experience.

Gain a clear understanding of
the distinction between the gov-
ernance and CEO roles.

Incumbent CEO Perspectives

The incumbent CEO likely has sig-
nificant experience with many
boards—and a lot of wisdom to



impart to a potential successor.
Schedule regular conversations in
which the incumbent CEO dis-
cusses his or her own experiences
surrounding these responsibilities:

* Developing an effective partner-

ship with the board chair.

* Deciding what to communicate
to the board—including com-
munication frequency and
methods.

* Anticipating potential friction
points among board members,
including mitigation strategies.

* Working with board leadership
to appropriately manage a con-
flicted director.

* Understanding the CEO’s role in
seeking new board talent.

* Keeping the board focused on
governing and not managing.

For current CEOs who are thought-
fully preparing the next generation
of CEO leaders, governance and
board-related responsibilities should
not be overlooked. When a newly
appointed CEO has an unexpect-
edly short tenure, the underlying
problem is often the board—CEO
relationship. Providing robust expo-
sure to the governance function and
associated board relationships can
mitigate the risk of an underper-
forming CEO in the future.

Kimberly A. Russel, LFACHE, is CEO
of Russel Advisors, a healthcare gover-
nance and CEO consulting firm, and an
advisor with The Governance Institute

(russelmba@yahoo.com).
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IMPROVING
PATIENT CARE

Alexandra Drane

Jonathan B. Perlin, MD,
PhD, FACMI

The “care economy” is booming.
Today, nearly 1 in 2 people serve
as unpaid caregivers. They show
up for family members, friends
and neighbors in whatever ways
they can.

10 honor, support and create
upward mobility for this
vital population,
ARCHANGELS and The
Joint Commission recently
launched the Care Badge
initiative.

Efforts to support family caregivers
have historically focused primarily
on parents of young children or
elders. However, anyone who has
experienced caregiving knows that
care spans all ages and demograph-
ics. Caregivers support those with
chronic or acute conditions, cancer,

mental health impacts, disabilities,
and more.

Every segment of the population
feels the intensity of caregiving,
but the “sandwich generation” —
those caring for someone over and
under 18 simultaneously—feels it
the most. Nearly a quarter of
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They provide a critical role and deserve

recognition and resources.

adults across the country belong to
this group.

To honor, support and create
upward mobility for this vital pop-
ulation, ARCHANGELS and The
Joint Commission recently
launched the Care Badge initiative,
leveraging ARCHANGELS’ work
with states, employers, health sys-
tems and local organizations to help
unpaid caregivers and their com-
munities, alongside The Joint
Commission’s focus on patient
safety and quality of care across all
settings.

Recognizing and Supporting
Unpaid Caregivers

The Care Badge initiative is a free
way for people to get recognition
and timely access to resources and
networks of support. It includes
short training videos on topics cen-
tral to care; links to quick, action-
able tips; and free tools to ease the
intensity of caregiving. It also pro-
vides organizations and communi-
ties an opportunity to rally around
this population in ways that pro-
vide value for all.

As a healthcare leader, you can rec-
ognize and support the unpaid

caregivers within your own organi-
zation. Showing you care is the best

way to improve organizational cul-
ture and drive top- and bottom-line
results. It also enhances an organi-
zation’s reputation and increases
productivity.

A cross-sector cohort of leading
organizations participated in a
pilot program for the Care Badge
initiative. These organizations
included the Alliance of
Community Health Plans, the
American Heart Association, the
Association on Aging in NYY, Blue
Cross Blue Shield of
Massachusetts, Blue Cross & Blue
Shield of Rhode Island, Blue Star
Families, Care.com, CaringBridge,
Hilarity for Charity, the
Massachusetts Caregiver Coalition,
New York State Office for the
Aging, and Northwell Health.

The pilot organizations demon-
strated their care for employees.
The initiative offered them a high-
impact way to support those who
are keeping our economy alive with
their care. Through the pilot, the
organizations encouraged their
employees to obtain their Care
Badge and access its free resources
and support.

Within a month of its October
2024 launch, the Care Badge



reached over 600,000 people on
Facebook and Instagram, with
nearly 10,000 connecting with the
Care Badge page and posts on
LinkedIn. Momentum continues to
grow. The Care Badge connects
people to support, with 50% of
badge holders watching at least one
video, 80% exploring resources and
over a third sharing their badge on
social media. These numbers do
not reflect the countless ways the
Care Badge has been shared family-
to-family, neighbor-to-neighbor
and friend-to-friend, creating a
wave of support and recognition.

The Care Badge initiative
is a free way for people to
get recognition and timely
access to resources and

networks of support.

Within the pilot organizations, over
80% who got their badge also
obtained their free Caregiver
Intensity Score. Like any other job,
unpaid caregiving can be intense—
in both the best and hardest ways.
ARCHANGELS’ Caregiver
Intensity Index engages all caregiv-
ers, especially those who do not see
themselves in the role. It provides
each caregiver with a “score” and a
tailored list of what’s most driving
their intensity, as well as access to
supportive resources at no cost.

Creating Opportunities in
Healthcare

Front-line healthcare professionals
form the foundation of our health-
care system. We rely on their exper-
tise, dedication and compassion to
protect and ensure the health and

well-being of our communities.
Unfortunately, the healthcare work-
force faces unprecedented
challenges.

Healthcare urgently needs the skills
that unpaid caregivers possess, such
as hands-on care, medication man-
agement, and navigating finances
and a complex healthcare system.
Given unpaid caregivers’ unique
skill sets, there is a profound oppor-
tunity for them to apply their skills
to the workforce.

We envision the Care Badge
evolving to translate specific health-
care-related competencies into

paid employment for caregivers.

As your organization looks for
qualified applicants, consider the
many skills that unpaid caregivers
possess.

Together, we are creating a move-
ment. The Care Badge initiative
not only provides a visual mark of
the caregiving experience but also
reframes caregiving as a strength-
based asset invaluable in the work-
force. Let’s join forces to support
this population that serves as the
invisible backbone of our nation to
achieve our vision that all people
always experience the safest, high-
est quality and most compassion-
ate care.

To learn more, visit
www.thecarebadge.com.

Jonathan B. Perlin, MD, PhD,
FACMLI, is president and CEO, The
Joint Commission and Joint
Commission International, Oakbrook
Terrace, Ill. Alexandra Drane is co-
Sfounder and CEO, ARCHANGELS,

Boston.
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ACHE Policy Statements and
Code of Ethics Updated

The ACHE Board of Governors
approved at its December meeting
changes to seven ACHE Policy
Statements and the Code of Ethics
suggested by subject-matter
experts to the Board Policy
Committee.

ACHE has nearly 30 Policy
Statements that provide guidance
and best practices to healthcare lead-
ers on matters important to the pro-
fession. Policy Statements are
reviewed and revised annually on a
rolling basis to ensure theyre rele-
vant to leaders.

Along with the Code of Ethics, the

following statements were revised:

* ACHE Statement on Diversity

* Adopting a Systematic
Approach to Bringing
Healthcare Executives Into a
New Position or Organization

¢ Decisions Near the End of Life

* Organ/Tissue/Blood/Blood Stem
Cells Donation Process

* Responsibility for Mentoring

In Memoriam

* Strengthening Healthcare
Employment Opportunities for
Persons With Disabilities

* The Role of the Healthcare
Executive of a Nonprofit Entity
in a Change in Organizational
Ownership or Control

Call for Candidates for ACHE’s
2026 Leadership Slate

ACHE’s 2025-2026 Nominating
Committee is looking for experi-
enced leaders to serve in ACHE'’s top
leadership ranks for terms beginning
in 2026. ACHE Fellows are eligible
for the Chair-Elect and Governor
vacancies, as well as the Nominating
Committee vacancies within their
districts. Those interested in pursu-
ing applications should review the
candidate guidelines for the compe-
tencies and qualifications required
for these roles. Open positions on
the slate include:

* Nominating Committee mem-
ber, District 1 (two-year term
ending in 2028).

* Nominating Committee mem-
ber, District 4 (two-year term
ending in 2028).

ACHE regretfully reports the deaths of the following ACHE members as reported
by the Department of Executive Engagement:

Casey Carlson
Santa Maria, Calif.

Margaret J. Ford, FACHE(R)
Ponte Vedra Beach, Fla.

Kevin L. Otto
Boiling Springs, Pa.
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Joseph E. Roche, LFACHE
Charleston, S.C.

Candace S. Smith, PhD, RN
Punta Gorda, Fla.

* Nominating Committee mem-
ber, District 5 (two-year term
ending in 2028).

* Four Governors (three-year terms
ending in 2029).

* Chair-Elect.

Refer to the following district desig-
nations for the open positions:

¢ District 1: Canada, Connecticut,
Delaware, Maine, Massachusetts,
New Hampshire, New Jersey,
New York, Pennsylvania, Rhode
Island, Vermont

e District 4: Alabama, Arkansas,
Kansas, Louisiana, Mississippi,
Missouri, New Mexico,
Oklahoma, Tennessee, Texas

¢ District 5: Alaska, Arizona,
California, Colorado, Hawaii,
Idaho, Montana, Nevada,
Oregon, Utah, Washington,
Wyoming

Candidates for Chair-Elect and
Governor should submit an applica-
tion to serve, a copy of their resume
and up to 10 letters of support.

For more details on the candidate
guidelines, visit ache.org/

CandidateGuidelines. For more
on call for candidates, visit ache.

org/CallforCandidates.

This column is made possible in part
by LeanTaas.
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Remembering Don Avery,
Former ACHE Governor, Regent

Donald Robert “Don” Avery, FACHE,
president and CEO of Fairview Park
Hospital, Dublin, Ga., passed away
Jan. 23, 2025, at the age of 68. He was
preceded in death by his daughter
Meredith Fara Avery and is survived by
his wife of 40 years, Fara Haney Avery;
daughter and son-in-law, Amelia and
Travis Cobb; and two grandchildren.

An Eagle Scout, Don showcased lead-
ership early on. He graduated from the
Air Force Academy in 1978 and served
six years as a pilot, instructor pilot and
operations officer, as well as two years
in the Florida National Guard.

Don was a member of ACHE for 40
years. He served on ACHE’s Board of
Governors from 2008-2011, as a Regent
for Georgia from 2003-2006, and on
several committees. He received ACHEs
Senior-Level Regent Award, the Service
Award, the Distinguished Service Award
and the Exemplary Service Award.

As a survivor of Hodgkins lymphoma in
his early 20s, Don had a unique perspec-
tive on patient care and a fierce commit-
ment to healthcare excellence. He earned
two master’s degrees from the University
of Florida in business and health science

and then worked in several hospital exec-
utive leadership positions before becom-
ing president and CEO of Hughston
Orthopedic Hospital, Columbus, Ga., in
2003. In 2008 Don was named to lead
Fairview Park Hospital, where he imme-
diately focused on creating a culture of
excellence and a Fairview family.

The hospital earned numerous acco-
lades under his leadership, including
being named a Top 100 Rural Hospital,
a CMS 5-star rated facility and the No.
1 medium-sized hospital by Georgia
Trend. Don recently announced his
intent to retire in July 2025. “For 17
years, Don led our hospital with passion
and a personality that was bigger than
life,” Fairview Park said in a statement.

ACHE Author, Ethics Expert
Frankie Perry Passes Away

Frankie Perry, RN, FACHE, passed
away this past January. She was 90.
Frankie was a champion of ethics in
healthcare management, mentoring
emerging leaders and supporting lifelong
learning for all healthcare professionals.

She began her career as a registered
nurse, taking on various nursing supervi-
sory positions, including head nurse of
the operating room at Hurley Medical
Center, where she also worked to

establish a dialysis center. She became
the assistant medical center director in
1982. At Hutley, she created a biomedi-
cal ethics committee, an institutional
review board and a patient advocacy pro-
gram. In addition to her nursing diploma
from Nazareth College, she received a
master’s degree with a concentration in
sociology of medicine and a bachelor’s
degree from the University of Michigan.

In 1986, Frankie accepted the position
of director, Communications and
Marketing, at the American College of
Healthcare Executives. She was pro-
moted to vice president, Membership,
and then to executive vice president. She
helped develop ACHE’s Ethical Policy
Statements and wrote the first regular
ethics column in Healthcare Executive.

Even after retirement, she continued
to encourage advancement in ACHE
and achievement of the FACHE cre-
dential. She supported New Mexico’s
Regents, served on their Advisory
Councils, wrote the Regent’s newslet-
ter and helped secure funding for the
annual ACHE breakfast. She authored
many healthcare-focused articles and
books, including 7he Tracks We Leave:
Ethics in Healthcare Management and
Management Mistakes in Healthcare:
Identification, Correction and
Prevention, in addition to teaching at
the University of New Mexico and
conducting ACHE online seminars.

In 2011, Frankie was the first female
recipient to receive the ACHE Lifetime
Service and Achievement Award. She also
received an ACHE Regent’s Award for
Significant Contributions to Healthcare
Management Excellence and the Edgar
C. Hayhow Award for Article of the Year.
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Transitioning From Military
to Civilian Employment

In December 2023, ACHE conducted
a survey of members who had transi-
tioned from military to civilian
healthcare employment. The survey
collected information about their
experiences and helpful resources in
their job searches. It was sent to 304
individuals who had changed from
military to civilian employment in the
last three years. Ninety-three
responded, for an overall response rate
of 31%. Eleven respondents were still
actively serving in the military and
were eliminated from the analysis,
leaving a final sample size of 82.

Length of Job Search

Table 1 shows the length of time that sur-
vey respondents spent searching for their
first post-military healthcare positions,
both before and after leaving the military.

Most respondents began their search up
to one year before leaving military service.

First Position After Leaving the Military
Table 2 shows the variety of levels of the
first civilian positions respondents took
after leaving the military. A little more
than half (about 55%) took positions as
department head/director or above.

Useful Techniques for Finding
Civilian Positions

Survey respondents were asked to rate
the helpfulness of different job search
techniques for finding their first post-
military healthcare positions on a scale
of 1 to 5, where 1 was “not at all help-
ful” and 5 was “extremely helpful.” The
four highest-rated techniques were: “net-
working with civilians you already
knew” with an average helpfulness score

Table 1. Percent of respondents who searched for jobs before
and after leaving the military by length of job search.

Percent of Respondents Who
Conducted a Job Search for

of 3.64, “networking with former mili-
tary personnel you already knew” (3.45),
“job postings on individual employers’
websites” (3.30) and “answering ads or
responding to job listings on general job
sites such as LinkedIn, Indeed.com,
Monster.com, etc.” (3.27).

Challenges Faced in the Job Search
Survey respondents identified several
challenges in securing their first post-
military healthcare positions. A major
hurdle is effectively translating their
military experience to appeal to civilian
employers, ensuring that employers can
accurately recognize the skills and
experience they offer. Additionally,
respondents emphasized the impor-
tance of patience and maintaining a
positive attitude throughout the job
search process, as transitions can take
time. By actively seeking to hire mili-
tary veterans, CEOs can tap into a
dedicated and resilient talent pool that
is well-equipped to meet the demands
of the healthcare sector. Embracing this
unique expertise not only enriches your
workforce but also demonstrates a
commitment to supporting those who
have served.

ACHE wishes to thank collaborators,
Gigi Simko, FACHE, and Stephanie ].
Underwood.

Table 2. Percent of respondents whose first post-military
healthcare position was at each position level.

This Length of Time Percent of Respondents

Before After Position Level Whose First Post-Military

Length of Job Search Lea\{ipg the Lea\{i_ng the Position Was at This Level
Military Military C-Suite or Senior VP 18%

1to 2 months 17% 25% VP 8%

3to 6 months 39% 22% Department Head/Director 29%

7 to 12 months 23% 7% Manager 14%

13+ months 7% 8% Consultant 11%

Did not search during this time 15% 38% Other 20%

Total 100% 100% Total 100%

(N) (75) (76) (N) 76
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The American College of Healthcare Executives
congratulates members who recently received
awards recognizing their contribution to

healthcare leadership.

Hena Bajaj received the Early
Careerist Award from the Regent for
New Jersey—Northern.

Hailey Bruining received the Early
Careerist Award from the Regent for
Texas—Southeast.

Erik L. Carlton, DrPH, FACHE,
received the Outstanding Chapter
Leadership Award from the Regent
for West Virginia & Western
Virginia.

Richi A. Chaudhry, FACHE,
received the Mid-Careerist Award
from the Regent for Texas—
Southeast.

Lynda M. Christel received the
Volunteerism Award from the
Regent for Florida—Northern and
Western.

Elizabeth A. Cloyd, DNP, FACHE,
received the Women in Healthcare
Award from the Regent for
Texas—Southeast.

Jason E. Cobb, FACHE, received
the Senior-Level Healthcare
Executive Award from the Regent for
Louisiana.

Bianca N. Daswani received the
Early Careerist Award from the
Regent for Texas—Southeast.
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Mary Egan, PhD, received the Mid-
Careerist Award from the Regent for
New Jersey—Northern.

Aparna Gupta, DNP, FACHE, received
the Senior-Level Healthcare Executive
Award from the Regent for District of
Columbia & Northern Virginia.

John Dillon Harris received the
Early Careerist Award from the
Regent for Mississippi.

Claire Hick, FACHE, reccived the
Mid-Careerist Award from the
Regent for Louisiana.

Patricia A. Hildebrand, FACHE,
received the Senior-Level
Healthcare Executive Award from
the Regent for Texas—Southeast.

Derrick J. Hutton received the
Senior Careerist Award from the
Regent for New Jersey—Northern.

Gayatri Jaishankar received the
Early Careerist Award from the
Regent for Tennessee.

Asjad Javed received the Emerging
Leader Award from the Regent for
Florida—Northern and Western.

Paul Killion received the Collaborator
Award from the Regent for New
Jersey—Northern.

Benson Kumenda received the
Student Award from the Regent for
Texas—Southeast.

Donald Lighter, MD, FACHE(R),
received the Outstanding Faculty
Member Award from the Regent for
Tennessee.

Daniel C. McGuire, FACHE,
received the Senior-Level Healthcare
Executive Award from the Regent for

Rhode Island.

Ashleigh Nabers received the Early
Careerist Award from the Regent for
District of Columbia & Northern
Virginia.

Lana L. Palmquist, RN, received
the Volunteerism & Healthcare
Leadership Choice Award from the
Regent for Florida—Northern and
Western.

Phyllis A. Peoples received the
Rick Henault Spirit of Mentorship
Award from the Regent for

Louisiana.

Jonathan Puncochar, FACHE,
received the Exceptional Service
Award from the Regent for Tennessee.

Frances L. Revere, PhD, FACHE,
received the Senior Faculty
Leadership Award from the Regent
for Florida—Northern and Western.

This column is made possible in part
by RLDatix.

(3) RLDatix



Matthew C. Rivera received the
Student Associate Award from the
Regent for New Jersey—Northern.

Kyle E. Sinclair received the Senior-
Level Healthcare Executive Award from
the Regent for Texas—Central &
South.

Kenneth Sturtz, FACHE, received
the Senior Executive Award from
the Regent for Florida—Northern
and Western.

LCDR Raben B. Talvo, FACHE,
received the Early Careerist Award
from the Regent for District of
Columbia & Northern Virginia.

Debra L. Touchette, FACHE,
received the Senior-Level
Healthcare Executive Award from
the Regent for Texas—Central &
South.

Leticia W. Towns, FACHE,
received the Senior-Level Healthcare
Executive Award from the Regent
for Tennessee.

MA]J Tiara Walz, PhD, FACHE,
received the Early Career Healthcare
Executive Award from the Regent
for Texas—Central & South.

Melissa Warde received the Regent
Award from the Regent for
Oklahoma.

Victor D. Weeden, DHA, FACHE,
received the Academic Leader Award
from the Regent for Florida—
Northern and Western.

Derick B. Ziegler, FACHE, received
the Senior-Level Healthcare
Executive Award from the Regent for
Tennessee.

Expand your sphere

of influence through

the CEQ Circle

¢
-

AmericanCollege of
HealthcareExecutives

for leaders who care®

Join the CEO Circle
to connect with your peers.
Receive publications and
resources tailored to your needs.

ache.org/CEOCircle
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Chandler

Carpenter

Thomas Aloia, MD, FACHE, FACS,
to executive vice president/chief clinical
officer, Ascension, Houston, from
senior vice president/CMO.

Judy Bruno, RN, FACHE, to pres-
ident and CEO, WV U Medicine
Barnesville (Ohio) Hospital and
WVU Medicine Harrison
Community Hospital, Cadiz, Ohio,
from president, Vidant Roanoke
Chowan Hospital, Ahoskie, N.C.

Lynn Carpenter, FACHE, to presi-
dent/COQ, Lima (Ohio) Memorial
Health System, from vice president/
COO.

Matthew Chandler, PharmD, to
COO, Casa Colina Hospital and
Centers for Healthcare, Pomona,
Calif., from executive director, opera-

tions, Providence Little Company of
Mary, San Pedro, Calif.

Cory Edmondson, FACHE, to
CEOQ, United Regional, Wichita
Falls, Kan., from president/CEO,
Peterson Health, Kerrville, Texas.

Flynn Gaffney, FACHE, to CEO,
Banner—University Medical Center

Tucson and Banner—University
Medical Center South, from president,
healthcare division, JLL, Chicago.

Kim Hale, DNP, NEA-BC,
FACHE, to CNO, Providence St.
Joseph Hospital, Orange, Calif., from
executive director, surgical and car-
diovascular services.

Jeffrey Harrison to CEO, Florida
Rehabilitation Hospital at Tampa
(Fla.), from market CEO for three spe-
cialty hospitals in the Tampa Bay area.

Vincent A. Kucich, MD, FACHE,
FACS, to vice president/CMO,
Heart of Mary and Sacred Heart
Medical Centers OSF Healthcare
Urbana and Danville (Ill.), from
director of physician practices.

Maria Megdal to executive vice pres-
ident and chief administrative officer,
St. Jude Children’s Research
Hospital, Memphis, Tenn., from
senior vice president/chief adminis-
trative officer, Dana-Farber Cancer
Institute, Boston.

Kim-Quyen Nguyen to administra-
tive fellow, Seattle Children’s, from

Want to submit?

Send your “On the Move" submission to he-editor@ache.org. Due to production lead times,
entries must be received by April 1 to be considered for the July/August issue.

04 Healthcare Executive MAR/APR 2025

Reprinted with permission. All rights reserved.

Thakkar

MHA student, Texas A&M
University, College Station, Texas.

Sue Roberts, DO, FACHE, FACP,
to CMO, VA Southeast Network-
VISN 7, from deputy executive direc-
tor, Veterans Health Administration.

Michael Stern, FACHE, to presi-
dent/CEQ, Tower Health, West
Reading, Pa., from president/COO.

Jigar Thakkar, PharmD,
FACHE, to CEO, LongitudeRX,
from chief administrative officer
and chief pharmacy officer, OU
Health, Oklahoma City, Okla.

John R. Tucker, FACHE, to president,
Heart of the Rockies Regional Medical
Center, Salida, Colo., from CEO, Mt.
San Rafael Hospital, Trinidad, Colo.

Jason Willliams, FACHE, to
chief strategy officer, Cigna
Healthcare, Birmingham, Ala.,

from vice president, Individual
Family Plan Market.

This column is made possible in part
by Exact Sciences.

EXACT
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