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Presenter Notes
Presentation Notes
I submitted this solo and was accepted by ICAHN .
It seemed to me, as I thought through the topic, that a CEO and Friend could help with the “reality check” on my planning and design focus.
Ada is a trusted and proven CEO with VISION in healthcare.
She agreed…that’s why we’re here today.
	1. Leadership
	2. Community
	3. Quality

Changing Demographics, Rural Character, Physician, Care Givers, Technology, Systems Linkages and Reimbursement



Learning Objectives For Today

• Adding Service Lines to A Critical Access Hospital (CAH) Program

• Exploring New Programs and Services to Our Rural CAH Campus

• Ways to Test the Market and Benchmark Options

• Considering Oncology As A New Service (Pros, Cons and Key Attributes)

• Planning, Design and Construction for Oncology

Presenter Notes
Presentation Notes
These topics come up so often during the early phases of a planning endeavor:

Should we add more beds
Should we convert to CAH status
What’s Happening around the USA
Should we stay in the OB/MOM and BABY BUSINESS
Should we add Adult Psychiatry
Do We Need a Rural Clinic
Should we Add OP Rehabilitation
We Have a Nursing Center, How About More Senior Care
Should we Include Memory Care
How do I manage my wife’s cancer diagnosis
Who should I call

Yes, what about CANCER CARE, Infusion and/or Chemotherapy
Yes, research is an important factor, who knows the answers
Would a REGIONAL Partnership Be A Starter
What Are the Technology and Functional Concerns and Implications
Radiation Therapy
Proton Therapy
Surgery
Gamma Knife
Cyber Knife
Palliative and Holistic Care



Introductions and Background

•Ada Bair’s Background

•Jim Easter’s Background

Common Themes impacting our work in healthcare.
Our Approach to Today’s Presentation.

Presenter Notes
Presentation Notes
Ada and I met while she was with QHR in Georgetown, OH, the rest is history;


Insert Thoughts and Key Memories
Lessons Learned
Life Experiences


Jim’s background, like healthcare has changed:
Architecture Degree
Fellowship To Hospitals
Added Senior Care and CCRC Programs
Helped Build an HCA Hospital
Joined MDA in Charlotte
Moved to TX and Joined CRS
Worked with MD Anderson, Joined The MDA Staff
Recruited to HCA Management
Spun Off QHR 1 and QHR 2
Became a Consultant
Partnered with an A/E Firm
Headed Back to Consulting With Some Administration In Cancer Care



Q1:  Jim, we've known each other for many years, 
how did facility planning start off and evolve on 
projects working with Memorial (QHR, Georgetown, 
Carthage, other as appropriate, etc)? 
• Background With UT/MD Anderson In Houston (Also UTMB)
• Joining HCA and Transition to QHR
• Work With Small, Rural Hospitals in Ohio
• Introduction to Charlie Bair 
• Work With Ada Bair in Georgetown
• Extensive Experience With CAH Facilities
• Change In The Wind To Ambulatory Care

Presenter Notes
Presentation Notes
The UT System work (MDA and UTMB) was a great training ground:
Technology
Research
Human and Space Resources
Politics of Academia
Scientific and Innovative Advancements (MRI, Linear Accelerators, IORT)
Joining HCA took me back to my college era and helped me understand how Investor Owned healthcare works:
QHR Spin Off from HCA
QHR Management, Recruitment, Strategy and Value
Planning On The Run…Planes, Airports, Hotel Rooms
Standardization and Board Relations and Tough Choices
QHR Small and Rural Hospitals Nationwide (37 States)
CAH Start Up Changed The Rules
Shifting Trends in Management
Shifts in A/E/C and Technology
Shifting Winds of Healthcare Today:
Quality
Dashboards
CON to CHNA
Funding
Cost/Benefit
Outpatient (Do More With Less)
Help Us With Our Day to Day Needs (Answer Questions)





Q2:  Ada, how has master planning (MP) helped your 
TEAM IN HEALTHCARE OPERATIONS as well as board 
decisions, staff awareness, budgeting, IT, fund raising 
and managing change?
• Moving to Carthage
• CAH Conversion
• Early Days of Programming, Planning and Design (Site Selection)
• Growth, Change, New People, Services, Concepts and Design
• Funding and Compliance Issues
• From Those Early Days Until Today

Presenter Notes
Presentation Notes
What was your first impressions of the Memorial Campus?
Were you staffed adequately to handle some of the infrastructure issues?
Did the Nursing Home Connection present Problems?
When  did the CAH Status occur, was that a concern?
How did you get the funding for Supportive Living?
How did the MP work out, 1st, 2nd and 3rd versions?
Was buying the land an issue?
How did the CITY PARTNERSHIP work out (central sewer plant, etc)?
How did you Fund the New Hospital?
How did you gain support from the consumers?
Was the USDA Funding An Issue or did that come later with:
	Memory Care, #1, #2, #3
	MOB and Clinic
	Outpatient Programs
	Regional Affiliations
Where are You Today With Your Dreams and Vision for the future?

Just What Comes to Mind
From the Past and Things
That are Memorable



Q3: Jim, how does what YOU DO AS A PLANNER differ 
from architecture or does it differ at all? Why would a 
rural or CAH facility find value in “researching new 
programs". Are CAH's changing? Might this impact 
our future financial status...if yes, how? 
• Brains Before Bricks and Mortar
• Form Follows Function, Follows Funding
• Managing Pre-Design
• Goals, Facts, Concepts and “Real” Needs
• Function, Form, Economy and Time (Faster, More Efficient, Convenient)
• The CAH Status As a Role Model for Today’s Environment

Presenter Notes
Presentation Notes
In my training with CRSS in Houston, I learned about pre-design Programming.
Programming led me to Master Planning
My FOCUS has always been hospitals:
	Riverside Board
	MH Assoc of Harris County
	Cancer Care
	THE Institute at UH
	Working for UT/MDA
Architects, are often not comfortable with HOSPITALS due to their complexity;
	Regulations
	Technical Factors
	Decision Making
	Like A City
	Every Department Has a Wish List
	Cost and Technology
	Got to Justify Everything
	CON and Justification of NEED
	Make the Budget work
	Achieve a ROI
	Prove Added Value
Today is a TECHNOLOGY ERA where “right and left brain” thinking is required.
Today without A/E/C Technology, the process breaks down (Onuma, BIM, AI, Forensics, video, simulation, etc)




Q4:  Ada, you've recently faced a couple operational 
and facility/asset challenges, could you describe how 
PLANNING, FUCTIONAL PROGRAMMING, and MASTER 
PLANNING (MP) helped out with leadership choices?  

• Getting The Old Hospital Replaced
• Adding Memory Care and Senior Care
• Expanding the Campus With the MOB/Clinic Outreach Programs
• Considering the Village Concept and How That Might Work
• Expanding the Current Facility, Updating the Master Plan (MP)
• Considering New Services Within the Community and On Site (OR/OB)

Presenter Notes
Presentation Notes
Suggest discussing some history of the MP Process:

Involving Staff
Defending Operational Decisions
Making Choices
Adding New Programs
Justifying Expansion
Continued Updates of MP
Using the MP to Borrow Money (USDA for Example)
Our Experience With Oncology Programs:
1     Oncologist out of Peoria
2     Infusion Center in our New ACC
 Oncologist has his Own Oncology Team (NPA Now and Great)

Our Experience With Regional Partnerships…Blessing, OHS, Hamilton, Gov,,
     USDA, Community, etc.



Outpatient/ACC

A Campus MP

Location

Adequate Land

Strategy

Risk/Reward/ROI

Rationale Need

Flexibility

Presenter Notes
Presentation Notes
Ada, this slide is set up to “animate” the topics on page 2.  They’ll come up one at a time but you can chat about why you felt this was a GOOD EXAMPLE of “winning architecture.  It’s also a very good topical listing of key things ALL HEALTHCARE ARCHITECTS should be aware of and responsive to:

Outpatient/Ambulatory Care – Implications for Memorial
Already Talked About the Master Plan – Recent Experiences With Updates
Locations – Our site was Picked at a FUTURE INTERSECTION…Worked Great
Adequate Land – My Idea and The Board Agreed
Strategy – Lot’s of History Here Beginning With CAH, PR, MD, etc
Risk/Reward/ROI
Rationalization and CON to CHNA
Flexibility – Very Important in Life and Work

JE Might Add A Comment or Two here….
AIA 
ACHA
ACHE
FGI
ASHE
ICAHN
IHA
AHA



5) Jim, you mentioned in the "invitation and proposal 
to speak" that you and I would talk about ONCOLOGY 
and CANCER CARE in rural communities, could you 
elaborate?

• Lessons Learned From MD Anderson and the UT System (UT/MDA)
• Lessons Learned From The Community Health Network (CHN)
• Working As Both An Administrator and A Planner
• Unique Features of Cancer Care (North and South Campus for CHN)
• Applying These Examples to The Rural and CAH Community
• Steps To Follow During The Feasibility Phase (Goals, Objectives, Needs)

Presenter Notes
Presentation Notes
A few of the ONCOLOGY STORIES Include:

What did I Learn From Dr. Charles LeMaister At MD Anderson
Discuss the Politics of University Systems and Healthcare
Friends, Successes and Win/Win
What did I Learn From Chris Wayne at Community Health Network (CHN)
First Time Hospital Leadership
Team Building
Hire Smart People
Oncology Begins With Dedication and Vision
Many Attributes and Unique Features of Cancer Care
Much Demand for Cancer
What Are the Rural Health Implications for Oncology Care and Caring:
Steps to Follow During Feasibility:
Why Would We Consider
Who’s Vision
Leadership Role
Market and Demand
CHNA Implications
Business Plan
ROI
Added Value
Cost/Benefit
MP and Good Advice (CHN, Valley View, MCMC, Other)




Q6:  Ada, do you have oncology programs at 
Memorial, how do/don't they work within your service 
area? What about ONCOLOGY nursing staffing and 
tertiary contracts or partnerships?

• Past Experiences
• Current Programs
• Oncology On Our Campus and Within Our Community
• Interface of Programs With Daycare, Mental Health (Pre, Post and Q/A)
• Status of the Hamilton Village Campus
• Moving Forward Into the Future

Presenter Notes
Presentation Notes
Ada, I don’t have the recall of all these efforts, but I believe you started with an INFUSION CLINIC in the old hospital, correct?

Ada, Just share what you feel comfortable here.

If the program worked, didn’t work, evolved into a partnership.

How do you advise your Memory Care and Seniors About Cancer?

What Would YOU DO, ADA, if this illness became an issue in your family?

Vision for the future?



Q7:  Jim, Are There Steps We Should Follow For Oncology 
and/or Other New Programs That We Are Adding?

Step 1:  Situation, GOALS and Objectives
Fitting A New Program Into The Service
Added Value Factors For Oncology
Testing The Market

Step 2:  FACT Gathering, Research and Systems Inventory
Step 3:  Test CONCEPTS, ideas and impressions
Step 4:  Test NEEDS with User Input (Consensus Building):

Space
Schedule
Feasibility

Step 5:  Present Findings and Select PRIORITIES
Step 6:  Address ISSUES.

Competition
Recruitment
Technology

Step 7:  Seek APPROVAL of Program, Plan and Priorities (Clarify Issues, If Any)
Step 8:  Start the Project by Selecting The MOST EXPERIENCED A/E/C and Enthusiastic Team

Presenter Notes
Presentation Notes
For me, this is the key to any program, Oncology or other addition:

The Goals and Objectives must balance with the mission and vision.  Not just the words but the culture, potential, partnership and community.  I’ll use the Mercy Community System in KY/OH as one example.
The Facts are Truly revealing, so much discussed about TRUTH AND FACTS these days, but this is the essence of “effective decision making”.
The CONCEPTS are not design, but darn close.  The concepts are the “right brain” attributes of a program that will be understood by some, but not by others.  Using the UT System or other large program as an example.  Takes all kinds of people to make a healthcare system work.
Needs are simple;  how much, when and why.  Worked well for me at CHN as the CEO and Chief Responsibility Person.
Delivering the MESSAGE and convincing others is a key factor…not easy, takes experience and sometimes, prayers with humor.
All Healthcare Projects have issues;  codes, recruitment, egos, power people, money, potential, more egos and empathy.
All the WORK and no approvals, happens but usually for the “right reasons”
In RURAL AMERICA, the most important issues include:
Engage Wise Advisors With Experience
Think Like A Giant in The Industry, There Are No Small Hospitals
See The Vision, Don’t Just Talk About It
Partnerships, Linkages and Affiliations Will Work and Add Value
Care Givers are Bottom line (Nurse, MD, DO, Bank, Church, School, Gov)



 

 
  

How to Move from a Reactive to a 
Proactive Healthcare System 

HCOs need to understand that simply investing in new technology 
will not solve their problems and processes for the long-term. 
Instead, they need a holistic view on where and how individual 
technologies and systems can integrate to create efficiencies and 
also detect the areas that may be too immature for such 
advancements. 

 
 

 

  
   
  
  

 

 
 

 

 

View the Complimentary eBook  

“Evolve From IT and Data,
To More Advanced 

Programs”
Pre-OP and Preparation

Post-OP and Responsiveness
Awareness

Attitude
Advise
Assist

And Secure

Presenter Notes
Presentation Notes
Again use of ANIMATION to bring up the Notes about:
Memorial’s Move Into IT and EMR and Technology
Being Proactive in A Complacent Era
What Does Pre and Post Mean Anyway:
Patient Concerns
Simple Questions From Cradle to Grave
Easy, Common Sense Family Care
Becoming A Family Healthcare Partner
Growing With The Community
Telling Stories
Before My Surgery…Like TOA
After My Surgery…Like TOA
What Might Be the A’s of Rural Healthcare:
Being Aware of Community Culture
Responding In A Pandemic or Fire or Natural Disaster
Giving Advice, Raising Money, Being a Foundation of Care
Listening
Empathetic
Assisting
Volunteer



Cloud & Data
Management (Who To 
Use and How Much)

Cyber Management
(Resilience and 
Recovery 
As Required)

Recent Info Session 
(Healthcare Impact 
Future)

Presenter Notes
Presentation Notes
This Slide and Images Relating to DATA
Will Be An Optional
Comment.

Totally Contingent Upon Time
Remaining and Character of the 
Audience in 
Attendance.

We Can Evaluate Later.

JE Has Relevant Information To Share 
As Appropriate.



People - First and Foremost In Healthcare

Leadership
Closure
Engagement
Cyber Attacks
Staffing
Workers Needs
Leadership

Presenter Notes
Presentation Notes
Possibly the MOST IMPORTANT aspect of healthcare is:

Patients and Family
Support Staffing
Nursing Care
Physicians
Executive Leadership
Supportive Consultants
Vendors
Board Members
Allied Partners
Volunteers
First Responders
Patients and Family

It would seem obvious that this is our mantra, but, far too often this is forgotten.
The memory that all of us, staff and supporting team, will in a lifetime, be a PATIENT.  The days of CQI and QUALITY are ahead, we are eager to begin this movement again.  We believe rural America will be setting the example.  Thanks to the CAH and RURAL HEALTH PROGRAMS for leading the way forward.



Thank You For Being Here 
Q/A/Comments

Emails welcomed
abair@mhtlc.org

jimeaster518@comcast.net

Presenter Notes
Presentation Notes

There Are No Small or Unimportant Questions.
Curiosity is Key To Effective Healthcare.
Survival is Built on Opportunity Management.
Rural America is The HEART of healthcare
And
Healthy Living!

mailto:abair@mhtlc.org
mailto:jimeaster518@comcast.net
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