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Introduction

ealthcare organizations across the United States, driven by mounting eco-

nomic pressures, continue to consolidate into networks of hospitals and

facilities, such as health systems, integrated delivery networks, and physi-
cian groups. These networks allow the newly merged organizations to standardize
care processes and ensure improved patient safety and quality, capture the financial
advantages of managing procurement and supply chain at scale, reduce administra-
tive and management structures, and most importantly, better coordinate high-value
care into regionalized centers of excellence.

One central question in this shifting landscape is how to organize and govern
the independent professional staff within these newly affiliated or merged institu-
tions, while focusing on improved patient care. What are the benefits, barriers, and
processes required to effectively bring multiple independent and employed medical
staffs together into a unified structure?

This toolbook looks at how integrating medical staffs can improve patient care,
provides two possible models for creating a single medical staff structure, and offers
tips for successfully completing this process. It also highlights lessons learned from
Providence in Oregon’s experience during and after the move to a unified medical

staff structure.
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Why Medical Statt
Structures Are Changing

function as both local and regional health systems. This trend has included
non-profit, for-profit, faith-based, and secular organizations, as hospitals and
health systems across the United States begin to work more collaboratively.

Proponents say these consolidations will result in enhanced coordination and
referral of clinical care into quaternary care centers, allow for shared clinical expertise
across campuses, and increase quality expectations established as new “system”
standards. This has required new organizational
structures that support input from local medical
staff and medical executive committees, while
coordinating the decision making and execution
across these local campuses.

The Centers for Medicare and Medicaid Ser-
vices (CMS) establishes rules and requirements
for governance and oversight of participating
healthcare entities, and it's worth reviewing the
conditions that allow such a unified structure.
CMS develops Conditions of Participation (CoPs)
that healthcare organizations must meet in order
to begin and continue participating in the Medi-
care and Medicaid programs. These health and
safety standards are “the foundation for improving quality and protecting the health
and safety of beneficiaries.”! These include:

e COP482.12 Governing Body: The governing body of the healthcare system has
the option to act as the governing body of each separately certified hospital,
unless doing so would conflict with state law.

e COP 482.22 Medical Staff: A hospital system may have a unified and inte-
grated medical staff for multiple, separately certified hospitals. It is not
necessary for each separately certified hospital within the system to have its
own distinct medical staff organization and structure, including hospital-spe-
cific medical staff bylaws, rules and requirements, hospital-specific medical
staff leadership, hospital-specific credentialing and peer review, etc.

During the past two decades, hospitals and provider groups have merged to

1 CMS, “Conditions for Coverage (CfCs) & Conditions of Participations (CoPs)” (available at
www.cms.gov/Regulations-and-Guidance/Legislation/CFCsAndCoPs).
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Many organizations are moving to unified medical staffs because there is a cor-
relation between this structure and better patient care. Some of the advantages of a
unified medical executive committee (MEC) include:

Providing a foundation for safe, high-quality patient care

Providing consistency in accreditation and policy updates

Coordinating with the organization’s integrated structure (e.g., medical staff,
medical groups, programs and services) to create a continuum of care
Ensuring uniform, standardized credentialing and privileging processes
Reducing variation in evaluating drugs and protocols for safety and efficacy
Sharing sentinel event action plans and a common set of safety and quality
priorities

Establishing a mechanism to share and quickly adopt best practices and safety
initiatives

Improving collaborative quality oversight and peer review

Supporting leadership development and institutional memory

Opponents of a regional MEC model worry that it would reduce local autonomy, di-
minish a hospital’s local culture, place too much power/emphasis on larger entities
within the regional system, and bring additional layers of bureaucracy. These con-
cerns can be mitigated and examples of how to address them are included in this
toolbook.
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How Integrating Medical Statfs
Improves Quality, Safety, and Cost

one statewide entity—a “super structure”—that relies heavily on the exper-

tise, input, and recommendations of local medical executive committees within
Providence’s eight hospitals in Oregon. This new model promotes joint decision
making across all hospitals to move quality, efficiency, and regulatory changes for-
ward quickly on a regional level while supporting meaningful local input.

PHSOR went through a two-year process, completed in 2012, of converting the
medical staff structure within eight hospitals into a single governance structure. At
the same time, PHSOR as a delivery system also was moving to a single governance
structure, consolidating five governing boards into one. A key learning was that,
while there are significant advantages to a regional MEC, the local physician lead-
ership and local medical executive committees can and should continue to play an
important role. After more than seven years of experience adapting and improving,
PHSOR has created a successful regional MEC system.

Providence Health & Services in Oregon (PHSOR) moved to a revised model of

About Providence Health & Services in Oregon

Providence Health & Services in Oregon is part of the larger Providence St. Joseph
Health system, which includes seven states throughout the western U.S. and is the
third-largest not-for-profit healthcare system in the country. Providence St. Joseph
Health has 51 hospitals, 25,000 physicians, and 119,000 employees. In Oregon, Prov-
idence Health & Services is the largest private employer in the state, with eight
hospitals, 4,000 physicians, and 21,000 employees.
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Exhibit 1: Combined Oregon Region Structure (Prior to 2011)

HCC HCC HCC

HCC

Legend:

CMB: Community Ministry Board
NCSA: North Coast Service Area
SOSA: Southern Oregon Service Area
CGSA: Columbia Gorge Service Area
YSA: Yamhill Service Area

PSA: Portland Service Area

MEC: Medical Executive Committee
REC: Regional Executive Committee
HCC: Hospital Credentials Committee

RCC: Regional Credentials Committee

HQC: Hospital Quality Council

PSA Quality Committee of CMB: Portland
Service Area of Community Ministry Board

Exhibit 2: Current Oregon Region Structure (2020)

Oregon Medical
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Oregon Quality Council

8 Oregon Hospital

Oregon Credentials
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Home & Community Services
Quality Committees

Program Quality Reports

Providence Medical Group

Quality Council
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Although the average healthcare consumer may be aware of health system consoli-
dations and mergers, most are unaware of how medical staffs are structured. Pa-
tients and consumers rightly want three things from their healthcare: improvements
in quality, safety, and cost. A regional medical staff structure can help accomplish all
of these goals. To better understand how, let’s look at each of these areas:

e Quality: A larger, more cohesive medical staff structure means patients

receive the collective expertise of medical staff members across a wide range
of knowledge, perspectives, and experience. In this structure, there are more
experts to design clinical improvement plans, and there is a greater ability to
share best practices. For example, Providence St. Vincent Medical Center in
Portland, Oregon, delivers about one out of every seven babies born in Ore-
gon—more than any other hospital in the state. The OB-GYN team there
developed new systems for reducing maternal hemorrhage. This important
work then was brought to the regional MEC, where it was adopted as a clinical
standard and shared with other Providence hospitals in Oregon.

Safety: Just as the standardization of clinical protocols significantly improves
patient safety, so does standardization within and among the medical execu-
tive committees. A unified regional MEC ensures the coordination and
oversight of consistent and thoughtful decision making, with plenty of input
from the local MECs. The regional MEC can efficiently share best practices
among all local leadership teams, coordinate systems for tracking quality per-
formance measures, and share lessons learned from sentinel events. Examples
from Providence in Oregon include reductions in the number of surgical order
sets used throughout the region from more than 100 to fewer than 20, as well
as inthe number of general and specialty-specific privileges from 250 to fewer
than 75. Less unnecessary variation translates into better, safer, and more reli-
able patient care. Thisapproach of standardization also applies to credentialing
and privileges; evaluation of clinical protocols and formulary decisions;
accreditation and policy updates; and clinical peer review, physician coaching,
and discipline.

Cost: An integrated organization has more leverage to contract for lower prices
on medications, durable medical equipment, medical devices, and surgical
equipment, all of which enhances the organization’s ability to control costs.
When medical staffs collaborate, rather than function in silos at their own hos-
pitals, they can efficiently standardize and improve clinical work flows.

Key Questions to Ask When Considering Moving to a Unified
Medical Staff Structure

akhwn -~

How does restructuring affect engagement and perceptions in loss of autonomy?
Do changes create improved alignment in matters related to governance?

Does a unified structure provide for improved consistency and equity?

How does a new model promote recruitment of new professional staff members?
Is there more efficiency to be gained with ongoing restructuring?
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Creating a Single
Medical Staff Structure

What Is the Right Approach for Medical Staff Leadership?
Unifying smaller clinical systems into a larger combined entity requires a great deal
of leadership, thought, planning, discussion, and organization. The same is true for
creating a cohesive medical staff governance structure across multiple hospitals
and/or medical campuses.

In many organizations, there are several independent operating groups—elected
medical staff leaders, multiple MECs and hospitals, and governing boards—none of
which are likely to come together organically as a cohesive body to make strategic
and coordinated decisions. Collegial collaboration and professionalism as an orga-
nizing strategy are insufficient. Instead, the process requires a deliberate decision to
unify the separate medical staff governance structures into a new entity.

Two Potential Medical Staff Models
The two most common models to achieve a consolidation of medical staffs are:
1. Dissolving all separate medical staffs and creating a single new medical staff
structure
2. Maintaining separate individual medical staff structures but uniting them into
a regional “super structure”

Here's a closer look at each of these two models, with the advantages and disadvan-
tages of each approach.

Model 1: Single Medical Staff Structure
While consolidation into a single medical staff and MEC may seem like an easier,
more functional solution, it has several disadvantages.

The single medical staff is more challenging to achieve, as it relies on voting from
various previously independent medical staff members—many of whom may take
a dim view of the change. They may feel that a single medical staff structure dilutes
the local culture, reduces local autonomy and authority, and confuses brand identity
that is key to successful marketing.

In addition, the single medical staff model tends to shift departmental leadership
and peer review functions to the larger campuses. While this can provide smaller
hospital medical staffs with a deeper “bench” for important committee functions,
it can result in a lack of local leadership to manage physician disciplinary processes
and champion quality and operational improvement initiatives. In short, smaller hos-
pitals and medical staff teams may feel under-represented as they get absorbed into
a larger entity.
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Model 2: Separate Local Entity + Regional “Super Structure”

As mentioned, this regional “super structure” is the approach Providence in Oregon
has taken, creating an overarching single decision-making body, under which each
independent medical staff functions. At PHSOR, blending the strengths of both a
regional and local medical staff structure into one super structure, with important
roles for both local and regional decision making, has proved an effective strategy.
Below is an overview of how the local and regional entities work together.

ncluding local MECs, in conjunction with the

regional committee, is critical for building the

confidence and trust required for a successful
super structure.

The local MECs are expected to:
e |ead quality initiatives and operational improvements unique to the individ-
ual facility and service area
e Recruit and mentor physicians with leadership potential
e Participate in physician peer review, performance improvement, and disciplin-
ary matters

A regional MEC is expected to:
e Support leadership formation
e Establish standards for practice and collegial interactions
e QOversee physician credentialing and privileging
e Elicitsupport, guidance, and advice in addressing physician issues of concern
e Change bylaws, policies, and procedures
e Create physician practice improvement plans
e Provide recommendations for appointments, reappointments, and privileges
prior to a governing board’s approval

Including local MECs, in conjunction with the regional committee, is critical for build-
ing the confidence and trust required for a successful super structure. This point
can’t be overstated. Without that foundation of mutual trust, attempts to create a re-
gional super structure will fail.

If multiple local committees are connected through a regional medical executive
committee, it helps ensure equity and prevents favoritism toward any particular local
entity. It also helps address conflict, biases, and indecision in the single medical staff
structure by leveraging the regional committee for a final collective recommenda-
tion to the governing board.

Each hospital maintains its own local MEC with appropriate membership of its
choosing. The single credentialing committee then forwards decisions to the regional
MEC for approval. This eliminates the need for individual hospital credential com-
mittees, reduces duplication of efforts, and streamlines the process. Additionally,
medical executives with experience in credentialing and peer review serve as con-
sultants and mentors as new leaders join the process.
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Case Study: Overcoming Opposition to a Regional Super Structure
Providence in Oregon underwent a lengthy process to develop a regional MEC, while
still maintaining local MECs at each of its eight Oregon hospitals. Here's a look at the
process, challenges, and results of the medical staff governance change through the
lens of both a large hospital and a small hospital, both expressing concerns about
how a regional super structure would work and how it likely would affect the local
culture.

Providence St. Vincent Medical Center (Large Hospital)
Providence St. Vincent Medical Center—with 523 beds, 1,786 medical staff members,
and 3,292 employees—is the largest Providence hospital in Oregon.

Initially, there was substantial resistance from the hospital’s medical staff lead-
ership. As the largest and most economically successful hospital in PHSOR, there
was vocal skepticism that any compromise in autonomy would be offset by other
advantages in administrative services, standardized processes, and collaborative
efficiencies. It required a good deal of persuasion and patience to win over influen-
tial members of the hospital’s medical community. The value of these medical staff
“thought leaders” cannot be overstated. It required time, patience, transparency
of purpose, a thorough explanation of details surrounding such a change, and an
honest dialogue around the pros and cons. There were several presentations to the
hospital’s MEC and department chairs, and an off-site leadership retreat was dedi-
cated to a candid discussion about what the new model would look like.

Articulating the “give” and the “get” was a critical step. Also key was keeping
the focus primarily on the benefit to the patients, and secondarily, on the value and
advantages to the professional staff, rather than on the business or financial rationale.

Providence Hood River Memorial Hospital (Small Hospital)

Conversely, Providence Hood River Memorial Hospital—with 25 beds, 73 medical
staff members, and 540 employees—is the smallest Providence hospital in Oregon.
In a word, Providence Hood River was...reluctant. The small hospital was worried
about losing its character and independence, it didn't want to get swallowed up into
a larger system, and the independent medical staff didn't want a big system telling
it what to do.

Charlie Chambers, M.D., Providence Hood River’s then-President of the hospital’s
professional staff, admits he was “quite skeptical about the process at first.” He was
part of a similar process in a large Midwestern health system where the local MEC
felt “steamrolled.” In short, it was not a good experience. “However, Providence
followed up on our concerns at the local level, and it did embrace that medical envi-
ronments are unique in different communities,” he said. “The Hood River providers
are very vested in their community and are vocal in their opinions. | do believe that
we were listened to on our issues and concerns.”

Since joining a regional MEC, Providence Hood River continues to advocate suc-
cessfully for the needs of this small community whose nearest tertiary medical
care is an hour’s drive. The larger regional committee, in partnership with the local
MEC, helps ensure that the Hood River community has adequate access to regional
resources for healthcare, while ensuring the safety standards of patient care deliv-
ery are consistently met.

page 9
Moving to a Unified Medical Staff Structure Toolbook e Spring 2020 e Governancelnstitute.com


https://www.governanceinstitute.com/?

The Process:
How to Morph from Many to One

This process requires multiple conversations with time for everyone to digest
and understand all the intended and unintended consequences. Tips for suc-
cessfully completing this include:

e Start with the “why.” Taking a page from the change acceleration process,
describe the shared need to merge medical staffs across geography and insti-
tutions.

e Ensurethateveryone leading and participating in the process understands the
importance of three key factors: time, input, and listening.

e Don't rush the process; doing so will significantly reduce the success of your
governance reorganization. Take the necessary time to solicit—and use—input
from providers and other stakeholders. Listen to what stakeholders have to
say; it should be much more than just an obligation. It is the foundation of
building consensus and trust.

N othing about changing medical staff structures is as easy as it seems on paper.

Change is difficult. But if all stakeholders have a chance to speak up, the odds of suc-
cess increase dramatically.

Where to Start?

At first (and second and third) glance, combining different MECs and boards into one
single structure may seem too complex to take on. There is so much history, so many
layers, so many expectations, and so much to do to make a change this significant.
Expect this process to take one to three years, depending on the size and complex-
ity of your organization.

But like any large project, it's important to break things down into manageable
tasks. Based on learnings in Oregon, here (in chronological order) are several gen-
eral steps to begin the journey toward a regional MEC:

e Step 1: Stakeholders: Identify major stakeholders, including those who will be
the naysayers. It's critical to involve stakeholders, especially skeptics, at every
major step along this journey for their expertise, perspective, and affirmation.

e Step 2: Communication: Work with stakeholders; listen to their concerns,
questions, and ideas; update them often along the way; admit that some
answers may be unknown, yet input is critical from each stakeholder; and use
stakeholders’ input whenever possible. Develop an internal communication
plan to make sure you reach all important groups. An organization is more
likely to achieve its goals by using consistent messaging when communicat-
ing the need (and why) for change.
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e Step 3: High-level plan: This is not the acorn stage; this is the forest stage. It's
important to clearly articulate the purpose, framing it in a way that will reso-
nate with everyone involved, especially those who may feel they have
something to lose. Create a big-picture plan of goals, objectives, and high-
level strategies. Identify major tasks that should be addressed. Expect this
plan to change along the way, but it's an important roadmap to get the work
started. Goals, specific actions, and target dates for completion will develop
as the virtual plan becomes real activity.

e Step 4: Additional resources: In the current healthcare environment, human
resources and expertise are precious and valuable as project work ensues.
Clinically focused change management experts can help tremendously in
reaching deliverables.

e Step 5: Work groups: Identify a set of work groups based on major tasks and
recruit and/or assign stakeholders to each work group. It is critical to engage
skeptics. Establish regular small work group meetings, elicit written reports,
use a timeline tool, and have all work groups report out in large meetings.
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Key Learnings in Oregon

After several years of working with this regional medical staff governance structure,
here are a few final words about what Providence in Oregon has learned along the way.

Important governance decisions must be made:

Physician leadership is necessary to drive the process, including lots of time
on the road and many conversations.

Decide on a “senate” or “house of representatives” model for membership on
the regional MEC.

Be prepared to address the issue of variation in dues and stipends between
facilities.

Expect some compromises to manage privilege criteria variation (e.g., obstet-
ric care, endoscopy, anesthesia, etc.).

What’s working well:

Physician discipline and corrective actions

Less need for external peer review, due to shared local and regional owner-
ship of peer review

A single pharmacy and therapeutics committee to address shortages, substi-
tutions, and drug protocols

Savingsin administrative resources by regionalizing the credentialing process
Less complex paths for adjusting bylaws and polices, and for meeting new
CMS and Joint Commission standards across eight facilities

Uniform infection prevention protocols

What still needs work:

Scope of service in small hospitals: CMS requires a definition of the scope of
services provided in each accredited hospital. Examples include consolidat-
ing clinical services for managing populations of patients (e.g., heart disease,
neurological, and orthopedic conditions). Integrating referral centers and
methods to transfer patients within Providence in Oregon is important to
patients for continuity of care and patient safety as clinical conditions change.
Credentialing redundancy: It's important for the regional committee to hear
and understand the details and rationale about credentialing and privileging
matters at a local hospital. Having robust, thorough, and transparent discus-
sions around credentialing enhances the decision-making process and leads
to better understanding and results.

Adequate small hospital representation: Smaller hospitals inevitably struggle
to meet the governance requirements with a small professional staff. The
demands of leadership and other representation fall disproportionately on rel-
atively few individuals. The work itself can make it difficult to balance clinical
demands. It's important that these local leaders have consistent, strong rep-
resentation and do not feel marginalized or irrelevant.
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Conclusion: Final Words of Advice

tions among similar organizations will continue as the industry works to better

serve consumers and patients through value-driven healthcare. It's a leadership
responsibility to create innovative, effective strategies to provide the best health-
care, to the most patients and in the most cost-effective manner possible. A regional
medical staff structure that creates efficient operational governance while ensuring
sufficient local autonomy is an important component of achieving those goals.

The single most important factor in this successful model is transparency. At Provi-
dence in Oregon, the CEO team and physician leadership convene annually for a retreat,
where issues, challenges, a vision for the future, and ways to further refine this unique
and integrated model are openly discussed. During the decade since this work began
at Providence in Oregon, the perspective and attitude of medical staff leadership at
eight distinct hospitals continues to evolve toward greater acceptance and support.

As local and regional leadership teams become more familiar with its members
and work collaboratively to solve difficult issues, there is growing trust and confidence
in each other and a deeper sense of collective purpose. The institutional memory of
the leadership group also is extremely valuable to preserve. Shared experiences pro-
duce a body of wisdom that would be difficult to achieve at individual smaller settings
where the frequency of a particular situation is too low for such expertise to develop.

It's the experience at Providence in Oregon that this change toward an integrated
model needn’t be feared or avoided; instead, it can be embraced and addressed
forthrightly, thoughtfully, and respectfully with all involved parties. The result will
be greater quality, safety, and value for the patients who entrust us with their care.

H ealthcare is a dynamic and ever-changing field. The trend toward consolida-

To Dos for Beginning the Move to a Unified Medical Staff Structure

® Consider how moving to a unified medical staff structure could improve aspects
of patient care (e.g., quality, safety, and cost) at your organization.

® Think through the best approach for creating a cohesive medical staff governance
structure across your hospitals and/or medical campuses.

® Decide which medical staff model is right for your organization: 1) dissolving all
separate medical staffs and creating a single new medical staff structure or 2)
maintaining separate individual medical staff structures but uniting them into a
regional “super structure.”

® |fyou choose to create a regional super structure, make sure the roles and respon-
sibilities of the local MECs and regional MEC are established up front and are clear
to everyone involved.

® Create a big-picture plan of goals, objectives, and high-level strategies.

® Develop an internal communication plan. Make sure you reach all important
groups and expect there to be resistance to change. Prepare to put in the time
and effort needed to thoroughly explain what the new model will look like and
how it will benefit patients and staff. Be thoughtful in how you receive and imple-
ment input from stakeholders.

® |dentify work groups that will help accomplish tasks related to this transition.

® Ensure leaders meet regularly to discuss any issues, challenges, or changes that
need to be made.
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