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UNIVERSITY OF WISCONSIN HOSPITALS AND CLINICS AUTHORITY
Minutes of Board of Directors Meeting
Open Session
November 17, 2016, 1:30 PM
H6/215
UWHCA BOARD MEMBERS
PRESENT:
Dean Robert Golden (Chair), David Ward (Vice Chair), Chancellor Rebecca Blank,
Dr. Thomas Grist, Regent Tim Higgins, John Litscher, Senator Luther Olsen, Regent
Drew Petersen, Lisa Reardon (via phone), Pablo Sanchez, Dr. Linda Scott, Gary
Wolter
UWHCA BOARD MEMBERS
EXCUSED: Michael Heifetz, Andrew Hitt, Rep. Dale Kooyenga, Regent Janice Mueller,
BOARD EXECUTIVE COMMITTEE
(Non-Voting): Patricia Brady, Dr. Alan Kaplan, Dr. Jon Matsumura (via phone), Dr. Richard Page
UW HEALTH STAFF:
PRESENT:
Patti Meyer, Bob Flannery, Dr. Pete Newcomer, Kelly Wilson (Secretary)
1.

Call to Order

Chair Robert Golden called the open session of the Board of Directors meeting to order at
1:30 p.m. Roll call was taken and a quorum was present.
2.

ACTION: Approval of UWHCA Consent Agenda

Regent Petersen moved approval of the items on the consent agenda, including: UWHCA
September 21, Open Session Minutes; Medical Staff Membership and Clinical Privileges;
Resolution approving the restructure of UW Health ACO, Inc. [Resolution 17-008]; Resolution
approving UWHCA 0.01% equity subscription in Madison Medical Center, LLP [Resolution
17-009]; Resolution approving the Community Health Needs Assessment [Resolution 17-010];
Resolution approving the transfer of UWMF Department of Surgery reserve funds to the UW
Foundation [Resolution 17-011]; UWMF Faculty Director Candidates; Pablo Sanchez seconded
the motion; it passed unanimously.
3.

UW Health Financial Report

Mr. Robert Flannery presented FY17 Consolidated Financial Report for period ending
September 31, 2016 including: YTD Operating Margin, Selected Hospital Volume Statistics,
UWMF wRVUs, UW Health Primary Care Volumes, Summary of Enterprise-Wide Operating
Results, Performance Ratios, Non-Operating Revenue Consolidated Balance Sheet and Income
Statement. Highlights included: YTD Operating Margins were 3.7% compared to 3.3% budgeted
and 4.3% last year; specialty Care w/RVUS increased 3.0% and Primary care wRVUs
decreased 0.1%, both are lagging to compared to budget; primary care clinic visits and nonface-to-face encounters have increased; active panel size has increased 4%.
4.

Closed Session

There being no other matters for the open session, Chair Golden proposed to take the meeting
into closed session through a motion to enter into closed session pursuant to
Section 19.85(1)(e), Wisconsin Statutes, for the discussion of confidential strategic matters,
which for competitive reasons require a closed session, including but not limited to
1
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SwedishAmerican Health System, AboutHealth and terms under negotiations for a potential
partnership with Unity Point Health/Unity Point Health-Meriter; pursuant to Section 146.38,
Wisconsin Statutes, for the review of services of health care providers; and, pursuant to
Section 19.85(1)(g), Wisconsin Statutes, to confer with legal counsel regarding these and other
matters.
Vice Chair Ward moved to go into closed session; Regent Petersen seconded the motion; and there
was a unanimous roll call vote approving entering into closed session. The following members voted
for the motion: Chair Golden, Vice Chair Ward, Chancellor Blank, Dr. Grist, Regent Higgins, John
Litscher, Sen. Olsen, Regent Drew Petersen, Lisa Reardon, Pablo Sanchez, Dean Linda Scott, and
Gary Wolter.
5.

ACTION: Approval of Medical Staff Appointment as discussed in closed session

After returning to Open Session, a motion was made by Senator Olsen approving the medical
staff appointment as discussed in closed session, which motion was seconded by Dr. Page, and
passed unanimously. [Resolution 17-012]
6.

Adjournment

A motion was made and seconded to adjourn the meeting. The meeting was adjourned in Open
Session at 4:30 p.m.
Respectfully Submitted,
Kelly Wilson, Secretary
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[xxx] Signature Authority Policy
Category:
UW Health Administrative Policy
Policy Number:
[xxx]
Effective Date:
[insert]
Version:
Revision
Section:

Print

CONTRACT APPROVAL AND SIGNATURE
This administrative policy applies to the operations and staff of the University of Wisconsin Hospitals and Clinics
Authority as integrated effective July 1, 2015, including the legacy operations and staff of UWHC and UWMF. This
policy does not apply to Unity Health Insurance, SwedishAmerican Health System, or any joint ventures.
I. PURPOSE
To ensure the proper exercise of authority to execute contracts with external entities that bind UW Health; to
minimize financial, legal, and related risks; to promote operational efficiency; and to ensure that appropriate fiscal
and management controls are in place over the creation of binding contractual relationships and the expenditure of
UW Health funds.
II. POLICY
The Board of Directors ("Board") of the University of Wisconsin Hospitals and Clinics Authority ("the Authority" or
“UW Health”) has reserved for itself the authority to approve certain expenditures and investments, as outlined in
Section III.C.1. Unless otherwise directed by the Board or required by law, the UW Health Chief Executive Officer
(“CEO”) shall sign any contract for which Board approval is required.
The UWMF Board has delegated to the Board the exclusive power and authority to govern, direct, and oversee the
property, funds, business, and affairs of UWMF, except as provided in the Restated UWMF Articles and except for
those powers that are specifically assigned to the UWMF Board.
The Board can and has delegated to the CEO signature authority not otherwise reserved for the Board or required
by law to be exercised by the Board, and the Board has authorized the CEO to delegate in writing his or her
signature authority within UW Health as he or she may determine appropriate.
Individuals who sign contracts or otherwise bind UW Health beyond the scope of their authority under this Policy
and related policies (a) are not able to contractually obligate UW Health, (b) may be at risk of legal action and can
be held personally responsible for any resulting costs or damages, and (c) may be subject to disciplinary action.
The Chief Legal Officer (CLO) is authorized, after consultation with the Internal Auditor and Chief Financial Officer
or designee, to issue written determinations on how terms in this policy shall be interpreted in general or applied in
specific cases. Such determinations shall be kept on file in the Office of General Counsel (OGC).
III. PROCEDURE
A. WHEN A WRITTEN CONTRACT IS REQUIRED
UW Health requires a written contract under the following circumstances:
a.
b.
c.
d.
e.
f.
g.
h.
B.

Contracts for the purchase, sale, lease, use, construction or remodeling of real estate
Contracts for purchased services, including executive search firm contracts
Contracts for professional consulting services
Contracts for outside (non-employee) patient care services (e.g., agency contracts)
Patient transfer agreements
Educational affiliation agreements
Contracts for UW Health to provide patient care, consulting or other services to others
As otherwise determined by OGC
REVIEW OF CONTRACTS BY OGC

The following types of contracts must be reviewed by OGC:
a. Contracts involving physician services or physician-owned entities
b. Contracts involving the purchase of health care items or services for less than fair market value

1
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c. Contracts involving the sale of services at less than fair market value to potential referral sources for health
care items and services
d. Settlements or other agreements resolving threatened claims, lawsuits, or other proceedings against or on
behalf of UW Health
e. Real estate agreements and transactions
f. Contracts where the Board has reserved signature authority
g. Employment-related contracts
h. External peer review contracts
i. Other types of contracts as determined by OGC
C.

SIGNATURE AUTHORITY AND DELEGATION

1. Signature Authority Reserved to the Board
The Board has reserved for itself the authority to approve the following expenditures and investments:
a. All real estate purchases having a contractual liability in excess of $5,000,000 must be approved by the
Board.
b. Real estate purchases outside of the approved budget must be approved by the Finance Committee of the
Board.
c. Investments by UW Health through the University of Wisconsin Foundation or otherwise will be in
accordance with any investment policy approved by the Finance Committee of the Board.
d. Other investments in any corporation or joint venture in excess of $500,000 that are not listed in the
annually approved capital budget or paid for from approved and budgeted contingency monies must be
approved by the Board.
e. Other capital projects involving capital expenditures in excess of $500,000, or $2,000,000 in the aggregate,
that are not listed in the annually approved capital budget or paid for from approved and budgeted
contingency monies must be approved by the Board. [edited to refer to approval of capital projects, rather
than expenditures]
f. The Board shall approve the creation of any subsidiary corporations.
g. The Board must approve or sign all other contracts that by operation of law require the approval or
signature of the Board.
2. Signature Authority of and Delegation by CEO
a. The CEO may exercise any signature authority granted to another individual under this policy and may
delegate to another any signature authority not otherwise reserved herein.
b. When the CEO is unavailable and has not otherwise delegated signature authority, the acting CEO shall have
the authority to sign documents the CEO holds authority to sign. When the CEO is unavailable, the Chief
Administrative Officer shall have the authority to sign documents the CEO has the authority to sign.
c. The CEO may delegate his or her signature authority through specific policies (Policy 11.12 Purchase of
Goods, Services, Equipment, and Approval of Invoices and Policy 2.31 Limits for Patient Account
Settlements, Discretionary and non-Discretionary Write-Offs/ Adjustments of Patient Refunds) or through a
delegation that conforms to the delegation requirements of Section 3, herein.
3. Delegation of Signature Authority
a. As of [effective date of this policy], all previous delegations of signature authority are superseded and
rendered void.
b. Delegations may be time-limited, e.g., while an individual is on vacation, or may be effective until revoked
or modified.
c. Individuals with signature authority under this Policy may delegate their authority, provided the delegation is
otherwise in accordance with the terms of this Policy.
d. Delegation of signature authority is not valid unless it meets all of the following conditions:
i.
Any delegation of signature authority beyond individuals directly reporting to the CEO shall be
approved by the appropriate individual directly reporting to the CEO.
ii. Delegation must be requested and documented on a UW Health Delegation Form ###.
iii. The UW Health Delegation of Signature Authority Form ### must be signed by: 1. The individual
to whom the signature authority is being delegated, and 2. The individual delegating such
authority.
e. Individuals may delegate signature authority but retain approval authority on a contract. An individual may
also delegate signature authority but condition such delegation on the review and/or approval of the contract
by other individuals. Such reservations of approval or other conditions placed on the delegation of signature
authority must be documented on the UW Health Delegation of Signature Authority Form ###.
f. The CEO reserves the right to deny or revoke any delegation of signature authority made by another
individual.
g. Each individual who delegates authority has the right to revoke such delegation at any time and shall
provide appropriate notice of the revocation.
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h. Delegations of signature authority shall remain with the position to which the delegation is made, rather
than the individual to whom delegation has been made.
i. Delegation of signature authority in accordance with this policy includes authority to sign on behalf of both
University of Wisconsin Hospitals and Clinics Authority and the University of Wisconsin Medical Foundation,
unless otherwise noted in the delegation.
IV. COORDINATION
Sr. Management Sponsor: Chief Financial Officer
Author: Chief Financial Officer
Approval Committee: Administrative Policy and Procedure
SIGNED BY
Elizabeth Bolt
Chief Administrative Officer
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RESOLUTION OF
THE BOARD OF DIRECTORS OF
UNIVERSITY OF WISCONSIN HOSPITALS AND CLINICS AUTHORITY
Approving Signature Authority Policy
December 22, 2016
WHEREAS, to carry out its statutory mission to ensure appropriate fiscal management
of the University of Wisconsin Hospitals and Clinics Authority (“UWHCA”), UWHCA
maintains a signature authority policy defining individuals’ authority to approve and execute
contracts that are binding on UWHCA.
WHEREAS, while approval of the Board of Directors of UWHCA is generally not
required for revisions to the signature authority policy, the policy has been revised to clarify the
Board’s reserved authority to approve certain capital expenditures
WHEREAS, by prior resolutions, the Board of Directors of UWHCA has reserved to
itself authority to approve certain contracts and expenditures, including approval of capital
expenditures in excess of $500,000 individually or $2,000,000 in the aggregate that are not listed
in the annually approved capital budget or paid for with approved and budgeted contingency
monies.
WHEREAS, the signature authority policy has been revised to make clear that the Board
of Directors approves such capital projects, rather than individual expenditures within such
projects, and to provide for a more clear signature authority process.
NOW, THEREFORE, BE IT RESOLVED, that the Board of Directors of UWHCA
hereby approves the revised signature authority policy as presented, including the clarification of
the Board’s authority to approve capital projects above a certain threshold.
FURTHER RESOLVED, that all prior, inconsistent resolutions of the Board of
Directors of UWHCA are hereby superseded.
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CY2016 Annual Summary Report
According to a 2006 resolution of the University of Wisconsin Hospital and Clinics Authority Board, the Executive
Director of University of Wisconsin Organ and Tissue Donation (UW OTD) is required to provide an annual report
regarding its services and performance.
The following report provides a summary of UW OTD organizational priorities, performance, and improvement
initiatives (see CY2017 Quality Assessment and Performance Improvement Plan) and a regulatory compliance
update.
UW OTD BACKGROUND
UW OTD is a hospital‐based, federally designated organ procurement organization (OPO) that provides the
coordination of life saving organs for transplantation. UW OTD provides service to 108 hospitals throughout the
states of Wisconsin, Michigan, and Illinois. UW OTD is one of 58 OPOs in the U.S. with the responsibility to:
 provide education and training, ongoing support, and collaboration for physicians, nurses, and other
health care professionals involved in the organ and tissue donation process,
 facilitate the consent process,
 determine donor suitability,
 provide medical management to improve organ function in the deceased donor patient,
 facilitate the surgical recovery of the organs,
 provide ongoing effective care to the donor family during and after the donation, and
 provide and coordinate education in the communities throughout the UW OTD service area.
Mission Statement: UW OTD advocates for donors, donor families, and recipients and educates the healthcare
professionals and the public to enrich and save lives through organ and tissue donation.
Vision Statement: Universally recognized as a preeminent organ procurement organization, we will identify and
maximize every opportunity to save lives through organ donation.
UW OTD ORGANIZATIONAL PRIORITIES

UW OTD PERFORMANCE
See Attachment
UW OTD Summary of Highlights and Trends (based upon AOPO data January 2014 – June 2016):
 Nationally recognized for high donation rates
o Ranked number two in the U.S. for conversion rate with a rate of 90.5%
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CY2016 Annual Summary Report






Nationally recognized donation after circulatory death (DCD) program
o Ranked number three in the U.S. for overall DCD organs transplanted per donor with a rate of
2.58 organs transplanted per donor (OTPD)
High performing state donor registry
o Projected 9% increase in the percentage of donors that are first person consents expected in
2016
Expanding tissue services throughout the service area
o Projected 13% increase in the number of tissue donors expected in 2016



Celebrated and honored over 250 donor family members at the Gift of Life Ceremony held at the State of
Wisconsin Executive Residence



Recognized and celebrated ten (10) hospitals in UW OTD donation service area (DSA) who received the
Award of Hope




Implemented the donation support services program to achieve an effective next of kin consent process
In collaboration with UW OTD and the UW Transplant program, launched a controlled trial of
normothermic liver machine perfusion. UW Transplant transplanted the first liver in the U.S. perfused on
this investigational OrganOx metra device. UW OTD continues to collaborate with UW Transplant to
participate in this investigational trial

UW OTD IMPROVEMENT INITIATIVES
Reference CY2017 Quality Assessment and Performance Improvement Plan
REGULATORY COMPLIANCE UPDATE


Center for Medicare and Medicaid Services (CMS)
o Last routine onsite survey was completed in July 2014 (four year cycle)
o Re‐certified with no deficiencies noted
o In compliance with all continuously monitored outcome and reporting measures



United Network for Organ Sharing (UNOS)
o Last routine onsite survey was completed in November 2016 (three year cycle)
o Actively completing survey follow up procedures
o Anticipate UW OTD will remain a member in good standing



Association of Organ Procurement Organizations (AOPO)
o Last routine onsite survey was completed in February 2015 (three year cycle)
o Received full accreditation
o Voluntary member association
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CY2016 Annual Summary Report
ATTACHMENT: 2016 DATA SLIDES
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CY2016 Annual Summary Report
Total Organs Transplanted
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CY2016 Annual Summary Report
First Person Authorization (Registry) Donors
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CY2016 Annual Summary Report
GLOSSARY OF TERMS
Award of Hope
An awared presented annually to hospitals throughout the UW OTD donation service area (DSA) who have
exhibited exemplary leadership and commitment to organ donors, donor families, and the nearly 125,000
individuals on the nations transplant waiting list. To be eligible for the Award of Hope, hospitals must have at least
four eligible donors in the previous 12 month period.
 Gold Award: OTPD of at least 3.25 and a conversion rate of at least 75%.
 Silver Award: A conversion rate of at least 75%.
 Bronze Award: OTPD of at least 3.25.
Regulatory Conversion Rate
The percentage of times a death meeting eligible death criteria becomes an actual donor.
Donation Support Services
Based on national best practices and an 18+ month pilot study, UW OTD now supports referring hospitals and
families onsite with a donation resource to help facilitate end‐of‐life conversations and answer questions about
the donation process.
First Person Authorization
Legislation allows donor designation to be indicated on a driver's license or an official signed donor document,
which gives legal authority to proceed with organ procurement without consent from the family.
Gift of Life Ceremony
An event that demonstrates the State of Wisconsin’s support for organ donation by recognizing and thanking
donor families for their decision to honor their loved one at the time of their death to be an organ donor. The
event is held annually at the State of Wisconsin Executive Residence.
Organs Transplanted Per Donor (OTPD)
The number of organs recovered and transplanted from each organ donor. The maximum number of organs that
could be recovered from each donor is eight. The 2015 national average is 3.03. Note‐ not all donors are
medically eligible to donate all eight organs.
Tissue Donor
An individual for whom at least one tissue was recovered for purposes of transplantation. Tissues include: corneas,
heart valves, ligaments, saphenous veins, and tendons.
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CY2017 Quality Assessment and Performance Improvement Plan
Approval Date: March 2008
Revision Date: December 2017
ORGANIZATIONAL SCOPE & PURPOSE
University of Wisconsin Organ and Tissue Donation (UW OTD) is a hospital-based non-profit
organ procurement organization established in 1984. As designated by the federal government, UW
OTD manages all organ donation activities for the majority of the state of Wisconsin and portions
of upper Michigan and northern Illinois. The donation service area covers 66 counties and 103
hospitals.
UW OTD professional staff is available 24/7 to support the end-of-life process, evaluate, manage,
recover, preserve, and provide organs for transplantation. Beginning in December 2011, UW OTD
expanded services to offer hospital development for tissue donation to hospitals in its donation
service area interested in streamlining services. Tissue services provided by UW OTD are limited to
professional education and performance improvement initiatives in order to best serve hospital
partners and donor families. UW OTD is dedicated to increasing the community’s awareness and
sending a call to action to help alleviate the organ shortage and to improve quality of life through
transplantation. To foster this commitment, UW OTD actively participated in the Health Resources
and Services Administration Organ Donation and Transplantation Breakthrough Collaborative
Initiatives and continues to innovate local best practices in partnership with donor hospital
stakeholders through local improvement initiatives such as the development of a UW OTD onsite
consent resource and active membership in Donate Life Wisconsin, including their DMV and
marketing workgroups. In conjunction with Donate Life Wisconsin, UW OTD co-hosted the 2010
U.S. National Kidney Foundation Transplant Games. These collaborations provide community and
professional education, sponsor donor awareness events, and promote a positive donation focus in
the media. Additionally, UW OTD is committed to honoring donors and their families through
recognition and support programs such as the annual Gift of Life ceremony traditionally held at the
Wisconsin Governor’s mansion each summer. UW OTD is an integrated part of the University of
Wisconsin Health (UW Health) Organ Donation and Transplant Service Line and partners with the
transplant center on a variety of initiatives to strengthen the value and effectiveness of our shared
services.
The UW OTD Quality Assessment and Performance Improvement (QAPI) Plan facilitates
organization-wide participation that is committed to raising the standards of performance and
ethical behavior while serving donor families, donor hospitals, recipients and those waiting for a
transplant. As a part of UW Health, UW OTD aligns with and supports the mission, vision, values
of the service line and collaborates with the UW Health Quality, Safety and Innovation (QSI)
Department. One of UW Health’s strategic goals is to be clearly distinguished as the quality and
patient safety leader in the nation. To reach this goal UW Health has established Guiding Principles
for Improvement (Attachment A). Further, UW OTD believes that quality is:
▪ A core accountability of all UW OTD employees
▪ Doing things right the first time
▪ Providing the best service or product to our customers to meet and exceed expectations
UW OTD QAPI Plan
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▪
▪

Continuously searching for ways to innovate and improve daily operations
Meeting and exceeding performance targets to raise the bar of excellence.

UW Health has defined the following mission, vision, and values for the organization:

Mission: Advancing health without compromise through service, scholarship, science and social
responsibility.
Vision: Working together, UW Health will be a national leader in healthcare, advancing the well-

being of the people of Wisconsin and beyond.

Values: excellence, diversity, innovation, compassion, integrity, respect and accountability.
UW OTD has defined the following mission and vision to further address the unique practice of our
organization. Further, the QAPI Plan will align with and support the key strategic priorities of UW
OTD:

Mission: UW OTD advocates for donors, donor families, and recipients and educates healthcare
professionals and the public to enrich and save lives through organ and tissue donation.
Vision: Universally recognized as a preeminent organ procurement organization, we will identify
and maximize every opportunity to save lives through organ donation.

UW OTD Strategic Priorities:

GOALS AND OBJECTIVES
The purpose of this QAPI Plan is to deliver the highest quality services to our customers, both
external and internal. Any operational practice having significant influence on the quality and
outcome of services delivered will be monitored and evaluated for improvement.

UW OTD QAPI Plan
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The goals of the QAPI Plan are to:
▪ Carry out the mission, vision, and values of UW Health and UW OTD
▪ Promote an organization-wide environment that facilitates continuous process improvement
▪ Systematically address opportunities for improvement
▪ Collect and analyze data that drive sound business and operational decision making
▪ Ensure regulatory and accreditation standards are met and/or exceeded.
The objectives of the QAPI Plan are to:
▪ Develop a consistent and systematic methodology for quality assessment and performance
improvement
▪ Describe the roles and responsibilities for QAPI
▪ Define the structure and oversight
▪ Delineate the core components of the quality infrastructure
▪ Establish process and outcomes measures to monitor performance
▪ Establish mechanisms for collecting and analyzing data and reporting performance
improvement activities.
ROLES AND RESPONSIBILITIES
UW OTD
UW OTD Executive Director
Assumes organizational responsibility for implementation of the QAPI plan, ensures growth and
development of the plan, works with the Director of the Organ Donation and Transplant service
line to provide adequate resources and staffing, and serves as a role model in supporting continuous
performance improvement initiatives at all levels of the organization. Reviews and approves the
plan annually.
UW OTD Medical Director
Provides guidance and clinical oversight on the evaluation of potential organ donors and provides
leadership to improve the number of organs transplanted per donor. Supports donation service area
performance improvement initiatives aimed at maximizing true potential and successful
reaccreditation and preparation for regulatory surveys. Reviews the plan annually.
UW OTD Leadership Team
Represents all UW OTD departments and defines, prioritizes, oversees, and reviews UW OTD
improvement initiatives and performance indicators and ensures appropriate resources are deployed
to performance improvement teams. Ensures the development and maintenance of employee
orientation and competency programs as the foundation for quality at UW OTD. Serves as role
models and encourages staff to identify areas of innovation and performance improvement. Reports
performance improvement activities to the Organ Donation and Transplant Service Line Director,
UW Chief of Transplant Surgery, and UWHC Chief Operations Officer. Reviews the plan annually.
UW OTD Administrator On-Call (AOC)
Provides 24/7 consultation to assure the donation process proceeds in a safe, effective, and efficient
manner. Supports all UW OTD staff by providing real-time resources and works to removes barriers
that may arise.
UW OTD QAPI Plan
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UW OTD Program Director for Performance Excellence
Leads and oversees the implementation of the QAPI Plans for the UW Health Organ Donation and
Transplant Service Line. Provides ongoing communication, quality training, and education for UW
OTD staff and provides resources for performance improvement initiatives and projects. Leads the
review and update of the plan annually.
UW OTD Performance Improvement (PI) Teams
Ad hoc teams consisting of UW OTD staff and other internal and external partners that conduct
performance improvement projects. Teams and their respective project leaders may volunteer or be
assigned by the UW OTD Leadership Team.
UW OTD Staff
Brings forth ideas for improvement and volunteers and/or is assigned to participate in ongoing
improvement activities such as performance improvement teams. Reviews the plan annually.
UW OTD Advisory Board
May provide recommendations regarding performance improvement projects or initiatives. Provides
professional advice and/or recommendations for organ and tissue donation activities. Reviews the
plan annually.
UWHC
UWHC Authority Board
Serves as a governing body for UW OTD. Reviews the overall performance of UW OTD annually.
Reviews and approves the QAPI plan annually.
UW Health Quality, Safety and Innovation (QSI) Department
Supports the UW OTD QAPI Plan by providing resources and educational opportunities as
appropriate. Additionally, UW OTD collaborates with and gives updates as requested.
UW Health Transplant QAPI Steering Committee
UW OTD participates as a member of this committee that meets quarterly to discuss, analyze and
prioritize the performance improvement initiatives for transplant. This committee is part of the
UWHC Transplant Leadership Council that reports to the UWHC Quality Oversight Councils.
COMPONENTS OF THE UW OTD QAPI PLAN
CONFIDENTIALITY
All internal information that includes but is not limited to donor and recipient data, personnel
records, accounting records, and quality assurance and occurrence data is privileged and confidential
information. UW OTD employees who access this information in order to perform assigned duties
are expected to treat materials with care and consideration for privacy as outlined in UW Health
policy.

UW OTD QAPI Plan
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CONTINUOUS PERFORMANCE IMPROVEMENT ACTIVITIES
Systematic, continuous improvement initiatives will be conducted to improve identified processes.
The goal is to adapt new value-added systems and eliminate those which are found to be of little or
no value to increase operational safety, effectiveness, and efficiency and improve the professional
practice environment for UW OTD staff.
CORPORATE COMPLIANCE
UW OTD exercises due diligence to comply with all legal and regulatory requirements related to
donation. Additionally, UW OTD seeks to detect and prevent unlawful and/or unethical conduct by
its employees. UW OTD participates in the overall UW Health Corporate Compliance program.
CUSTOMER SATISFACTION MONITORING

Designated Requestor Program Evaluation

Trained and certified designated requestors are an essential component to the success of the UW
OTD service area in obtaining consent. On-going innovations and improvements are made to the
training program for designated requestors to adapt national best practices on effective requesting.
The Hospital and Community Development Manager oversees the administration and recertification
of the program for the >800 requestors in the service area. Certified designated requestors have
limited opportunity to practice their consent conversation skills since donation is such a low
frequency event. Thus, based on best practices in the field and feedback from our hospital partners,
UW OTD implemented Consent Workshops using simulated scenarios and actors so designated
requestors can increase their experience, comfort, and competence in holding these conversations.
The evaluations from participants have demonstrated the need for such an advanced training and
thus, this has become part of the UW OTD standard course offerings. Preliminary data shows that
designated requestors who have completed the Consent Workshop training have roughly a 75%
consent rate. The average consent rate from 2011-2015 was 57%.

Donor Family Questionnaire

Every donor family is offered the opportunity to complete a survey about their donation experience.
Analysis of this feedback data provides insight into on-going opportunities for performance
improvement in the UW OTD donor family care process.

Hospital Feedback Survey

Donor hospital staff members directly involved in donation opportunities are sent a survey to
provide feedback on their experience. Surveys may be submitted anonymously. Individual follow-up
with donor hospital staff members is done on a case-by-case basis or as requested. Aggregate data
may be analyzed to identify on-going opportunities for performance improvement in hospital
development activities.
DONOR LINK AND ITRANSPLANT
A multi-disciplinary team of UW OTD and UW Health staff led the development, implementation,
and on-going system enhancements and maintenance of DonorLink, the UW OTD electronic
documentation system from January 2011 to July 2017. Starting in July 2017, UW OTD will
transition systems to iTransplant, a commercially available product supplied by Transplant Connect.
A project team consisting of UW OTD and Transplant Connect staff in collaboration with UW
UW OTD QAPI Plan
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Health Information Services will lead the implementation of iTransplant. On-going maintenance
and updates of the system will be facilitated by Transplant Connect in collaboration with UW OTD
staff.
DONATION SUPPORT SPECIALIST PROGRAM
UW OTD formally incorporated onsite consent support as a service for our families and partner
hospitals. Due to stakeholder feedback and significantly improved metrics, what began as a pilot
project in the summer of 2015 has evolved into a new program aimed at providing a dedicated
donation resource onsite. We are currently in the process of recruiting five full-time employees to
staff this team 24/7/365. Our goal, once we are fully staffed and trained, is to be an onsite resource
for 100% of the consent conversations that take place.
After focusing on consent for the majority of the last six years and exploring numerous ways to
improve the process, UW OTD decided that the only way to make a direct impact without adding
any additional burden to our hospital partners would be to have a physical presence onsite.
Additionally, once the pilot project started, the feedback from families and staff showed that our
presence was appreciated and valued. Out of the fifty-eight OPOs nationally, 57 have historically
practiced by deploying an OPO staff member to a hospital to have the consent conversation with a
family. UW OTD created a hybrid of the UW OTD designated requestor (DR) model and an onsite
UW OTD staff resource to provide the best possible outcomes for our families, hospitals, and
potential recipients.
OCCURRENCE REPORTING SYSTEM
UW OTD uses a comprehensive occurrence reporting system to identify, report, document and
conduct necessary analysis and prevention of any occurrences. UW OTD utilizes the Patient Safety
Net software application provided by UW Health to report occurrences. The root cause analysis
framework and corrective and preventative action plans are utilized for higher severity occurrences.
Data from these activities may be used to inform performance improvement activities.
POLICY AND PROCEDURE COMMITTEE
UW OTD has established policies to guide our work in compliance with regulatory and accreditation
standards. The UW OTD Policy and Procedure Committee consist of a multi-disciplinary team of
UW OTD staff who are responsible for the ongoing review and revision of policies. Training for
policy changes will be recorded in staff training records.
QUALITY ASSURANCE ACTIVITIES

UW OTD Patient Record Quality Assurance

UW OTD patient records are created according to UW OTD procedures, workflows, and regulatory
requirements. A quality assurance review may be completed to ensure the final records are accurate
and meet regulatory requirements. This process ensures that quality systems are in place throughout
the donor screening and evaluation, consent, donor management, organ placement, recovery,
packaging, and transport processes.

UW OTD QAPI Plan

Page 6

Page 31 of 97

Deceased Donor Registration (DDR) Quality Assurance

The data reported in the DDR is required to be 100% accurate per regulatory requirements and is
used by regulatory agencies, organ procurement organizations, transplant centers, and other national
organizations for the calculation of various outcome metrics. To ensure accurate data is reported,
UW OTD created standard work for completing a DDR. In addition, a quality assurance review
will be completed to ensure the DDR worksheets are accurate, complete, and the standard work was
followed.

Medical (Death) Record Reviews

Timely review of all hospital referrals and reported deaths is coordinated by the UW OTD Hospital
Development Team to meet all regulatory and accreditation standards. When missed opportunities
for donation are identified, UW OTD implements actions to improve performance.
INTERNAL AUDIT
UW OTD participates in surveys conducted by the UW Health Internal Audit team to help identify
any compliance concerns. UW OTD may enlist the help of the UW Health internal audit to
conduct audits as necessary.
QUALITY CONTROL ACTIVITIES

After Action Reviews (AAR)

UW OTD adapted the AAR framework, based on the work of Nancy Dixon and her book Common
Knowledge: How Organizations Thrive by Sharing What They Know, to conduct a learning conversation with
the appropriate UW OTD and donor hospital staff involved on donor cases. The AAR framework is
used to identify how processes can be improved, foster questions about practices and outcomes,
create accountability for follow-up on action items, and identify best practices in donation. The
purpose is to translate learning into actions that generate improvements in the donation process.
When the donation is a shared organ and tissue case, tissue donation discussions and dispositions
are also incorporated for the donor hospitals receiving tissue services from UW OTD.

Monthly Donor Hospital Dashboards

Targeted donor hospitals are provided a monthly dashboard of organ donation activity with
outcome metrics by a member of the UW OTD Hospital Development Team. In instances where
UW OTD also provides tissue services for that hospital, tissue data is also shared. In collaboration
with donor hospital staff, the dashboard analysis is used to guide improvement initiatives at the
donor hospital. Dashboards are also shared with hospitals with lower donor volume either biannually or annually, depending on overall donation potential.

Morning Report and Shift-Handoff

These activities provide a standardized approach to transfer patient care activities and communicate
important announcements and events among the UW OTD team. It also provides an opportunity to
debrief about any activity occurring from the previous day (or weekend). UW OTD staff members
conduct an organ procurement shift-handoff that is open to all staff to participate. An all-staff
morning report occurs Monday through Friday.

UW OTD QAPI Plan
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Daily Leadership Team Huddles

The leadership team also huddles daily Monday through Friday to review any operational needs
(staffing, volume, customer service concerns, patient safety issues, etc.) in order to prioritize and
resource them accordingly.

UW OTD Grand Rounds

UW OTD facilitates educational in-services on clinically and/or procedurally significant topics. The
format of the activity varies from a multi-disciplinary review and presentation of a specific donor
case that presented opportunities for shared learning to a presentation on a specific organ and tissue
donation topic from an invited guest speaker.

UW Health Transplant Morbidity and Mortality (M&M) Conference

On a weekly basis, the UW Health transplant surgical team facilitates a learning discussion of all
cases performed in the previous week, inclusive of primary transplant operations, re-operations, or
other surgical procedures performed in the pre and/or post-transplant phase. A representative of
the UW OTD team participates to represent any aspect of the organ recovery process as may be
relevant to the discussion.
REGULATORY COMPLIANCE
UW OTD complies with and is surveyed by the United Network for Organ Sharing (UNOS) and
Centers for Medicare and Medicaid Services (CMS). UW OTD also complies with and is surveyed
by the Association of Organ Procurement Organization (AOPO), a peer-accrediting agency for
organ procurement organizations. UW OTD is a hospital-based organ procurement organization
and thus, complies with the applicable hospital regulations under the direction of UW Health. UW
OTD also collaborates with tissue and eye bank partners for shared services and complies with the
applicable regulations under the direction of the tissue and eye banks. UW OTD staff is provided
regulatory training as needed.
SAFETY
UW OTD and UW Health have policies to guide employee practice and ensure workplace safety and
appropriate follow-up for injuries and illnesses. All UW OTD staff members complete the annual
safety and infection control training offered by UW Health. All UW OTD owned equipment,
facilities and supplies that affect the quality of recovered organs are inspected, stored, cleaned, and
maintained according to manufacturer’s recommendations and regulatory standards. Supplies are
stored properly with quantities and expiration dates monitored to determine usage and prevent outdated stock. The Manager of Recovery and Preservation Services is responsible for overseeing this
process in conjunction with the Prevention Maintenance Program of UWHC Plant Engineering and
external vendors. The Manager of Recovery and Preservation Services also oversees and manages all
aspects of safety related to organ recovery and preservation.
STAFF EDUCATION, DEVELOPMENT AND COMPETENCY
UW OTD provides new employee orientation in addition to the orientation program offered by UW
Health and offers ongoing education and development opportunities to all employees. Additionally,
core competency requirements for each job description will be reviewed with each new employee to
assure an appropriate level of mastery is achieved and maintained. Managers conduct annual needs
UW OTD QAPI Plan
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assessments with each employee to identify on-going areas for development. A variety of training
opportunities are offered by UW Health Learning and Development and external organizations. All
training activities are documented in employee training records per UW OTD policy.
THIRD PARTY SERVICE AGREEMENTS AND CONTRACTS
UW OTD Leadership in collaboration with UW Health resources is responsible for the oversight of
current agreements and contracts with third party agencies. Suppliers of these products or services
can affect the quality and/or safety of donation services and may be evaluated based on their ability
to perform in accordance with specified requirements. UW OTD will maintain a list of third party
agreements and contracts.
METHODOLOGY FOR IMPROVING QUALITY
The UW OTD Leadership Team determines the priorities for performance improvement projects.
The priorities may be identified by things such as trends in data, occurrence reports, customer
feedback, process mapping, failure modes effects analysis, or use of other performance
improvement tools. The UW Health Improvement Network (UWHIN) also provides a common
language and definition for improvement terms, a set of guiding principles, and an education
program tailored to the varied needs of all members of the UW Health community, and the
organizational framework to apply improvement concepts that lead to improved outcomes.
UWHIN is based on FOCUS-PDCA methodology and lean concepts. The UW Health Quality
Safety and Innovation and UW Health Learning and Development Departments provide access to
on-going training opportunities and many resources and tools through the UConnect intranet
website. All UW OTD improvement teams will document their performance improvement activity
using the FOCUS-PDCA, or A3, framework (See Attachment A for more information).
PERFORMANCE MEASUREMENT
The UW OTD Leadership Team will set the performance measures incorporating each operational
area of the organization to align with key strategic priorities and an annual basis (Attachment B). The
data will represent outcomes as measured against pre-established targets and/or benchmarks. The
measures provide guidance for identifying performance improvement activities. Data is routinely
and systematically collected, analyzed and evaluated. A monthly dashboard will be used to track
progress towards these goals. UW OTD also strives to meet and/or exceed regulatory compliance
requirements as set forth by the applicable regulatory agencies.
ANALYSIS, INTERPRETATION AND EVALUATION OF PERFORMANCE
MEASURES
The UW OTD Leadership Team will prioritize performance improvement initiatives and analyze the
performance dashboard and will make recommendations to:
▪ Performance improvement teams for continued guidance and direction and resource
allocation
▪ Guide changes in policy, practice, and/or strategy
▪ Modify performance measures.
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REPORTING OF QUALITY ACTIVITIES
Routine reporting and feedback is critical to achieving an effective QAPI Plan. The reporting
structure is:






UW OTD improvement teams will provide updates of progress to the UW OTD Program
Director for Performance Excellence and/or designee. Each implemented project will
culminate with a presentation at a UW OTD staff meeting or other venue as identified (i.e.
UW Health Quality Week).
UW OTD Quality Leadership Team will review progress and prioritize future activities.
The UW Health Transplant QAPI Steering Committee as part of the UW Health Transplant
Leadership Council.
The UW OTD Executive Director and UWHC Authority Board will review and approve the
UW OTD QAPI Plan annually.

_____________________________________________________________________________
REFERENCES
UW Transplant Quality Assessment and Performance Improvement Plan (version Fiscal Year 2017)
UW Health Improvement Network (UWHIN), downloaded 11/25/2016 from UConnect
ANNUAL APPROVAL

____________________________________
Michael E. Anderson, PA-C
Executive Director
UW Organ and Tissue Donation
05 Dec 2016
______
Date
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Attachment A – Guiding Principles for Improvement & The UW Health Improvement
Network (UWHIN)
One of UW Health’s strategic goals is to be clearly distinguished as the quality and patient safety
leader in the nation. To reach this goal UW Health has established Guiding Principles for
Improvement:






Patient- and Family-Centered Care concepts guide all improvement work
Everyone is responsible for the quality and safety of patients, visitors, faculty and staff
Data and evidence drive improvement: disciplined methods, that involve everyone doing the
work, achieve sustainable results
Value is optimized through continuous improvement of processes and systems
UW Health priorities are advanced through good stewardship of resources

The UW Health Improvement Network (UWHIN) provides the infrastructure to support the
organization’s guiding principles for improvement.
UWHIN provides the structure, processes, and support to embed continuous improvement into
everyday work by:









Teaching a standard approach to improvement so that staff and faculty across UW Health
use a common language when pursuing and sharing improvement work, which includes:
o FOCUS-PDCA using an A3
o Spread Strategy
o Daily Management
Providing education and training for the continuous development of faculty, residents, and
staff, including managers and frontline teams, to increase local improvement capacity
throughout UW Health
Awarding and recognizing individuals and groups for their improvement efforts
Supporting the UW Health MOC Portfolio Program
Promoting the involvement of patients in improvement work
Sharing our findings within UW Health and beyond through poster sessions, publication,
and regional and national presentations
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Attachment B – CY2017 UW OTD Performance Goals
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RESOLUTION OF
THE BOARD OF DIRECTORS OF
UNIVERSITY OF WISCONSIN HOSPITALS AND CLINICS AUTHORITY
Approving Laurel Rice, M.D. (OB/GYN) to Serve as “Chair Directors” on UWMF Board
of Directors
December 22, 2016
WHEREAS, the University of Wisconsin Hospitals and Clinics Authority (“UWHCA”)
is the sole corporate member of University of Wisconsin Medical Foundation, Inc. (“UWMF”),
with such powers over the governance of UWMF as are provided in the “Bylaws of the
University of Wisconsin Medical Foundation, Inc., Amended and Restated Effective July 1,
2015” (“UWMF Bylaws”); and
WHEREAS, the UWMF Bylaws provide that the UWMF Board of Directors shall
include four (4) “Chair Directors,” who are chairs of a Clinical Department of the University of
Wisconsin-Madison School of Medicine and Public Health, to be selected by the UWMF
Council of Chairs and approved by the UWHCA Board of Directors (“Authority Board”); and
WHEREAS, the UWMF Council of Chairs has selected Laurel Rice, M.D. (OB/GYN) to
serve an additional term as Chair Director for a three (3) year term beginning January 1, 2017;
WHEREAS, the Authority Board has determined that Dr. Laurel Rice is fully qualified
to serve as Chair Director on the UWMF Board of Directors, and has further determined that it is
in the best interests of the UWHCA and UWMF, to have Dr. Laurel Rice serve in that capacity;
NOW, THEREFORE, BE IT RESOLVED, that the Authority Board approves the
selection of Laurel Rice, M.D., to serve as Chair Director member of the UWMF Board of
Directors for an additional three (3) year term beginning January 1, 2017.
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Resolution
UWHCA Land Purchase
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RESOLUTION OF THE BOARD OF DIRECTORS OF
UNIVERSITY OF WISCONSIN HOSPITALS AND CLINICS AUTHORITY
Authorizing UWHCA to Purchase Land in Verona, WI
WHEREAS, UWHCA Board (“Board”) previously approved the UWMF FY17 Capital
Budget, which include a $3.7mm purchase of land in Verona, WI for relocating the UW Health
Verona Family Medicine Clinic; and
WHEREAS, UW Health now desires to acquire the land through UWHCA, and as such
seeks Board approval to shift the acquisition from UWMF to UWHCA.
NOW, THEREFORE, BE IT RESOLVED, that the UWHCA Board hereby authorizes
and approves shifting the land acquisition from UWMF to UWHCA; and empowers UWHCA to
take all necessary or appropriate actions to effectuate the acquisition of land in Verona, WI for
the purpose of relocating the UW Health Verona Family Medicine Clinic.
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Attachment
UWHCA Board of Directors
Evaluation
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UWHCA Board of Directors
Board Self-Assessment

Members will receive the survey via the UW Health portal.
1. The UWHCA Board operates under a set of policies, procedures, and guidelines with which all
members are familiar. (Strongly Agree / Agree / Neutral / Disagree / Strongly Disagree / NA)
2. UWHCA’s mission, role and purpose are well-understood and supported by the board. (Strongly
Agree / Agree / Neutral / Disagree / Strongly Disagree / NA)
3. The board receive receives regular reports on finances/budgets, medical staff bylaws, medical
staff membership and clinical privileges; quality of health care, research, health programs and
other important matters to ensure fiduciary accountability of the organization. (Strongly Agree
/ Agree / Neutral / Disagree / Strongly Disagree / NA)
4. The board evaluates the organization’s performance on a regular basis by comparing the stated
mission to actual operational achievements. (Strongly Agree / Agree / Neutral / Disagree /
Strongly Disagree / NA)
5. The board actively engages in discussion on important organizational matters. (Strongly Agree /
Agree / Neutral / Disagree / Strongly Disagree / NA)
6. The board agenda packet contains useful information and is adequate to ensure effective board
governance and decision-making. (Strongly Agree / Agree / Neutral / Disagree / Strongly
Disagree / NA)
7. Board members receive meeting agendas and supporting materials in time for adequate
advance review. (Strongly Agree / Agree / Neutral / Disagree / Strongly Disagree / NA)
8. The board chair effectively and appropriately leads and facilitates the meetings and the policy
and governance work of the board. (Strongly Agree / Agree / Neutral / Disagree / Strongly
Disagree / NA)
9. All board members are given ample opportunity and are encouraged to contribute to the
conversations. (Strongly Agree / Agree / Neutral / Disagree / Strongly Disagree / NA)
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10. The agenda has the right balance between items related to strategy and organizational
oversight. (Strongly Agree / Agree / Neutral / Disagree / Strongly Disagree / NA)
________________________________________________________

What do you find most valuable about the UWHCA Board meetings?
_____________________________________________________________________________________
_____________________________________________________________________________________

What do you like least about the meetings?
_____________________________________________________________________________________
_____________________________________________________________________________________

What suggestions do you have for how the meetings, work and effectiveness of the board could be
improved?
_____________________________________________________________________________________
_____________________________________________________________________________________

What topics would you like presented for ongoing board education?
_____________________________________________________________________________________
_____________________________________________________________________________________

Please list the three to five points that you believe the board should focus its attention in the next
year.
1.
2.
3.
4.
5.
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Additional Comments:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Thank you.
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UW Health Financial Reports
FY17
Consolidated Financial Review
Year to Date Preliminary October 31, 2016
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UW Health YTD Operating Margin
October 31, 2016 Preliminary

UWHCA

UWMF

Combined HC/MF **

SAHS /RDI

Total *

6.5%
5.8%
5.3%
4.6% 4.5%

4.4%
4.2%

2.0%

1.9%

4.0% 3.9%

1.6%

1.5%
1.1%
-0.3%

Actual

Budget

Prior Year

* Combined total includes eliminations and the Academic support included as an operating expense. $90M Integration commitment is reflected in
other non-operating revenue.
** Combined HC/MF without eliminations, which ties to the Incentive Plan metric
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Selected Hospital Volume Statistics – YTD October 31, 2016
Adult and peds admissions

Clinic visits

Surgeries

6.0%

Madison
Hospitals

3.9%

4.0%
1.7%

2.0%
(UWHC, TAC, and
AFCH)

0.3%

0.0%
-2.0%
-4.0%

-1.1%
-3.6%

-3.7%

-6.0%
Versus budget

Adult and peds admissions

Versus prior year

Clinic visits

Surgeries

6.0%
4.1%

4.0%

Swedish
American

2.9%
1.3%

2.0%
0.0%
-2.0%
-2.5%

-4.0%

-4.5%

-6.0%
Versus budget

-4.9%

Versus prior year
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Hospital Volume – YTD October 31, 2016

YTD - October 31, 2016
UWHC (Includes UH, TAC, and AFCH)
Admissions
Clinic visits
Surgeries
SAHS
Admissions
Clinic visits
Surgeries

Actual

Budget

Variance
Variance
from
from Prior
Budget Prior Year Year

11,061
228,137
12,144

11,490
236,612
12,278

(429)
(8,475)
(134)

10,875
227,430
11,691

186
707
453

5,923
131,678
3,063

5,689
135,016
3,209

234
(3,338)
(146)

5,756
129,967
3,222

167
1,711
(159)

4
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UWMF wRVU’s through October 31, 2016

Thousands

Specialty care wRVUs increased 2.7%
and Primary care wRVUs decreased 3.0%

1,400
1,200
1,000
800
600
400
200
0

1,239

1,206

YTD Variance
2.0%

1.7%

1.5%
1.0%
0.5%
0.0%
-0.5%

244

236

-1.0%
-1.5%
-2.0%
-2.5%

wRVUs FY16
Primary Care

wRVUs FY17
Specialty Care

-3.0%

-2.7%

Versus budget

Versus prior year

Work Relative Value Units (wRVUs) are a measure developed by CMS as part of the Medicare reimbursement formula for physician
services. wRVUs reflect the time, skill, training and intensity to provide a given service. For example, a surgical code will typically have
a higher value (and corresponding payment) than a routine appointment code. wRVUs are also used by UW Health and other practice
plans to measure provider productivity (volume). When payors determine payments based on RVU’s, they typically include two
additional RVU components to reflect the practice expense costs (technical) and malpractice insurance costs.
*Two fewer business days in July FY17 compared to July FY16
5
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UW Health Primary Care Volumes

Clinic visits year over year are up by 2.8% while non face-to-face encounters are up by 2.1%. Clinical Physician
FTE are up by 0.7% and head count is up by 1.5% while number of active panels are up by 4.2%.

Note: Includes Fam Med (including Wingra ACHC), GIM & GPAM excluding Augusta, Eau Claire & Fox Valley. Clinic visits are arrived or
completed appointments that include nurse only visits. Non face-to-face encounters include MyChart, Telephone and Refill encounters
logged in HealthLink. Other includes all provider types not listed as MD, DO, NP or PA. Clinical Physician FTE, Head Count and Active
Panel are for MD/DO faculty only.
Data source: Ambulatory Encounters dashboard and Panel Activity Report.
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Summary of Enterprise-Wide October 31, 2016 YTD Preliminary Operating Results
Volume

Adult and Peds
Admissions

Margin
Clinic Visits

Surgeries

4.2%

8.0%

4.0%

6.0%
4.0%

2.1%

2.0%

3.9%

2.0%

0.7%

0.0%
-2.0%
-4.0%

-3.2%

-1.1%

Versus budget

Actual

-1.8%

Budget

Prior Year

Versus prior year
Actual YTD
Oct 2016

Budget YTD
Oct 2016

Actual YTD
Oct 2015

Variance Vs.
Budget

$ 987.4

$ 998.2

$ 922.7

-1.1%

Operating Expenses:
Salaries and fringe benefits
Medical materials and supplies
Other expenses

551.4
195.5
173.4

561.1
197.3
178.1

526.4
182.9
153.6

Total Operating Expenses

920.3

936.5

862.9

1.7%
0.9%
2.6%
1.7%

67.1

61.7

59.8

Academic Advancement Support (non-operating)

(26.1)

(22.3)

(24.0)

Operating Income, before other non-operating

41.0

39.4

35.8

Nonoperating Income *

16.7

12.8

(97.0)

30.1%

(61.2)

10.4%

Operating Revenue

Operating Income

Net Income

$

57.7

$

52.3

$

8.8%
-17.5%
3.9%

*Includes Income Tax (Expense) & FY16 $90M Integration Commitment

7

Page 51 of 97

Enterprise-Wide October 31, 2016 YTD Performance Ratios

Favorable
Direction

FY 17

Healthcare System
Industry Comparisons
S&P "A+"
Moodys "Aa3"
Rated (1)
Rated (2)

Operating Margin (excluding Academic Support)

6.8%

Operating Margin (including Academic Support)

4.2%

4.1%

3.7%

Total Margin

5.9%

5.6%

7.4%

Days Cash on Hand * (excluding Academic Support)

196.79

Days Cash on Hand * (including Academic Support)

191.14

200.3

267

47

46

48

Long Term Debt to Capitalization

22.1%

35.9%

29.6%

Operating Cash Flow

11.3%

10.3%

10.0%

229.2%

154.8%

199.1%

Days in Accounts Receivable **

Cash-to-Debt

* excludes provision for bad debt and retiree health insurance
** average for 4 months
(1) S&P's 2016 financial ratios based on 30 obligators rated "A+" by S&P. Based on 2015 audited financials.
(2) Moody's 2015 financial ratios based on 43 "Aa3" rated hospitals. Based on 2014 audited financials.
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UW Health Non-Operating Revenue
Year-to-Date Preliminary October 31, 2016
(Amount in $$ Thousands)

Earned Investment Income
Equity in earnings of joint ventures
Unrealized gain (loss) on investments
Other, net *
Total revenues (expenses)

Actual
6,203
2,290
7,055
1,124
16,700

* includes Income Tax (Expense)

9
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UW Health Consolidating Balance Sheet
YTD Preliminary October 31, 2016
UW Health
Madison
Eliminations

Total UWHCA
and UWMF

UWHCA

UWMF

Cash & Investments
Unrestricted
Restricted by Trustee & Donors

882,166,010
9,211,260

261,063,937
-

-

1,143,229,947
9,211,260

270,245,353
-

-

1,413,475,300
9,211,260

Accounts Receivable

241,088,339

66,775,391

-

307,863,730

70,552,128

-

378,415,858

Property, Plant & Equipment, Net

767,115,273

69,455,110

-

836,570,383

322,703,702

-

1,159,274,085

Other Assets & Deferred Outflows of Resources

433,822,703

88,851,758

496,773,121

54,495,831

-

551,268,952

-

$ 3,511,645,455

Total Assets & Deferred Outflows of Resources

295,126,337

131,344,027

Long-term Debt & Deferred Inflows of Resources

686,052,721

70,175,000

1,343,533,686
8,690,841

284,627,169
-

Total Liabilities, Deferred Inflows of Resources
& Net Position

Eliminations

$ 2,333,403,585 $ 486,146,196 $ (25,901,340) $ 2,793,648,441 $ 717,997,014 $

Current Liabilities

Net Position
Unrestricted
Restricted

(25,901,340)

RDI

UW Health
Consolidated

(29,988,340)
-

4,087,000
-

396,482,024

101,706,725

-

498,188,749

756,227,721

148,850,423

-

905,078,144

1,632,247,855
8,690,841

457,553,067
9,886,799

-

2,089,800,922
18,577,640

-

$ 3,511,645,455

$ 2,333,403,585 $ 486,146,196 $ (25,901,340) $ 2,793,648,441 $ 717,997,014 $

10

Page 54 of 97

UW Health Consolidating Income Statement
YTD Preliminary October 31, 2016
UWHCA

UWMF

UW Health
Madison
Eliminations

Net Patient Service Revenue (net of provision for
bad debts)
Other Revenues
Total Revenue

582,152,689
8,662,703
590,815,392

227,589,045
2,025,392
229,614,437

Operating Expenses:
Salaries & Benefits
Supplies, Drugs and Other Expenses
Interest
Depreciation
Total Operating Expenses

256,296,264
257,095,903
6,277,670
25,138,982
544,808,819

165,252,616
43,987,455
110,391
2,385,252
211,735,714

46,006,573

17,878,723

-

(11,704,681) (14,438,728)

-

Operating Income
Academic Advancement Support (non-operating)
Income Before Other Other Non-Operating Activity
Total Non-operating Revenue and Income Tax
Expense
Net Income

-

RDI

Eliminations

UW Health
Consolidated

145,413,831
22,261,588
167,675,419

(678,893)
(678,893)

954,476,672
32,949,683
987,426,355

47,049,696 82,779,589
(47,049,696) 71,171,747
1,165,894
9,309,303
164,426,533

(678,893)
(678,893)

551,378,165
324,526,516
7,553,955
36,833,537
920,292,173

3,248,886
-

-

67,134,182

-

(26,143,409)

34,301,892

3,439,995

-

3,248,886

-

40,990,773

8,278,352

6,861,529

-

1,559,968

-

16,699,849

42,580,244

10,301,524

-

4,808,854

-

57,690,622

11
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UW Health Financial Structure
University of Wisconsin
Hospitals and Clinics Authority

University of Wisconsin
Medical Foundation

University Hospital
American Family Childrens Hospital
The American Center
Ambulatory Clinics
InnTowner, LLC

Faculty Practice Plan
17 Clinical Departments
Ambulatory Clinics

Affiliation
Agreement

These entities were integrated on July 1, 2015.

Regional
Division, Inc.1

Swedish American
Health System
SA Hospital Rockford
SA Hospital Belvidere
SA Medical Group
Regional Cancer Center
SA Home Health
Other Entities

1 Includes minority investments in UW Cancer Center Johnson Creek and AboutHealth

Equity-Based
Joint Ventures

Majority-Owned
Non-Consolidated
Ventures

Non-Consolidated
Joint Ventures

University Health Care, Inc.2
Unity/GHP Insurance
Companies
Madison Surgery Center
Wisconsin Dialysis
Chartwell Enterprises
Generations
UW Health ACO

UWH Rehabilitation Hospital
Madison United Linen
Madison Environmental
Transformations Surgery Center
Wisconsin Sleep
Madison Medical Center

2 Includes Health Professionals of Wisconsin and eCare of Wisconsin
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4

Congratulations, Mr. President
Trump Wins in Stunning Upset
Congress and Executive Branch Now in Republican Control

51-52/100
Senate
Republicans

236/435
House
Republicans
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Source: Health Care Advisory Board interviews and analysis.
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Health Care Back at the Top of the Agenda
Health Care Industry Unexpectedly Facing Newfound Uncertainty
Seeking Immediate Change

GOP Victory Spark Investor Concern
with Plans, Providers

We’re not going to have a twoyear period where there’s
nothing. It will be repealed and
replaced…And it’ll be great
health care for much less
money

Change in Stock Price, Nov 9th, 2016
Centene
Molina
Tenet
Corp.
Healthcare Healthcare

CHS

HCA

(11%)

President-elect Donald Trump
(16%)
(19%)
(23%)

(21%)

Source: “Federal Spending: Where Does the Money Go,” National Priorities Project, January 2016, www.nationalpriorities.org/budgetbasics/federal-budget-101/spending/; “Health expenditure, total % of GDP,” The World Bank, January 2016,
http://data.worldbank.org/indicator/SH.XPD.TOTL.ZS?end=2014&locations=US&start=1995&view=chart; “Trump Can Kill Obamacare With
or Without Help From Congress,” NPR, Nov. 9, 2016; Liss, S., “Centene Shares Plummet After Trump Victory,” St. Louis Post-Dispatch,
Nov. 9, 2016; Kuriloff, A. and Driebusch, C., “Stocks Rally After Overnight Tumult; 10-year Yield Tops 2%,” The Wall Street Journal, Nov.
9, 2016; Britt, R., “Trump Win Sends Hospital Shares Into Cardiac Arrest; Drug Wholesalers Rise,” Investors Business Daily, Nov. 9, 2016;
Health Care Advisory Board interviews and analysis.
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Uncertainty Clouds Much of ACA
Key Questions Guiding Provider Strategy
1. Is the Affordable Care Act headed for repeal?
2. If funding for Medicaid expansion is repealed, what
happens to provider rates or uncompensated care?
3. How might Medicaid reform impact my organization’s
financial situation?
4. What is the future of the ACA health insurance
exchanges and private insurance mandates?
5. Can we expect a repeal of the ACA’s cuts to long-term
Medicare spending?
6. In general, is the pendulum swinging away from
payment reform?
7. Does this mean the end of the bundled payment
programs?
8. How about the ACO programs?
9. Is CMMI on the chopping block?
10. What does the election mean for MACRA?
11. Is Medicare Advantage going to become the dominant
form of Medicare coverage?
12. Will traditional Medicare move to premium-support
model under the GOP?

The 2016 Election:
12 Questions Every
Executive Should Be
Asking
• Memo summarizing
potential implications for
providers of results of
the 2016 election
• Available at
advisory.com
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Source: Health Care Advisory Board interviews and analysis.
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Meet the HHS Shortlist
Speculation Begins About Trump’s Health Care Policy Team
Potential Nominees for HHS Secretary

Former LA Gov.
Bobby Jindal

GA Congressman
Tom Price

FL Gov.
Rick Scott

Source: Tahir, D., “The First Day After,” Politico, Nov. 10, 2016; Bender, M. et al.,
“Donald Trump Transition Team Planning First Months in Office,” The Wall Street
Journal, Nov. 10, 2016; Cook, N. and Restuccia, A., “Meet Trump’s Cabinet-inWaiting,” Politico, Nov. 9, 2016; Health Care Advisory Board interviews and analysis.
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Trump’s Plan Departs from Orthodoxy
Public Statements Diverge from Traditional Conservative Policy Platform
Repeal and Replace Paramount
Pillars of the Trump
Health Care Platform
Insurance Coverage
• Repeal Affordable Care Act
• Allow insurance to be sold
across state lines
• Reform health insurance tax
deductions

The one thing we have to do is repeal and
replace Obamacare. It is a disaster. People's
premiums are going up 35 percent, 45 percent,
55 percent. Their deductibles are so high nobody's
ever going to get to use it. So Obamacare is turning
out to be a bigger disaster than anybody thought.”

Prescription Drugs
• Allow Medicare to negotiate drug
prices and allow import of drugs

Payment Initiatives
• Convert Medicaid into block
grant program
• Mandate price transparency
by providers

But Often Breaking with the Party Line
Everybody’s got to be covered. This is an
un-Republican thing for me to say…I would
make a deal with existing hospitals to take
care of people. The government is going to
pay for it, but we’re going to save so much
money on the other side.”

Source: "Donald Trump on Health Care,” www.ontheissues.org/2016/Donald_Trump_Health_Care.htm; CBS News,
"Trump Gets down to Business on 60 Minutes," www.cbsnews.com/news/donald-trump-60minutes-scott-pelley/;
“Healthcare Reform to Make America Great Again,” www.donaldjtrump.com/POSITIONS/HEALTHCARE-REFORM;
Health Care Advisory Board interviews and analysis.
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Ryan’s Plan Adheres to Traditional Conservative Aims
“A Better Way” Plan Likely to Form Basis of Republican Negotiations
Comparison of Ryan Plan to ACA Provisions
Change from ACA

Ryan Proposals

Insurance
Market
Regulation

• Preserve pre-existing coverage protections if individual
maintains continuous coverage
• Preserve ability for children to remain on parents’ plans
through age 26
• Fund state-run high risk pools

Largely maintains ACA-based
reforms

Medicaid
Reform

• Allow states to choose between two funding options:
1. Per capita allotment of funds similar to managed care plans
2. Block grant so state can implement customized program

Significant shift from status quo with
states granted flexibility to change
benefit design, reduce coverage

•
•
•
•

Repeal IPAB, CMMI, and ACA-mandated cuts to MA
Combine Medicare Parts A and B
Increase eligibility age to 67
Create a “Medicare Exchange” with traditional and private plans

Shift from delivery system reform
focus to consumer purchasing in
Medicare population

•
•
•
•

Expand availability of HSAs
Provide tax credits toward purchase of coverage
Cap tax exclusion of employer-provided health benefits
Allow purchase of insurance across state lines

Supports low-income beneficiaries
through tax credits instead of
subsidies and supports greater
consumer-driven health care

Medicare
Reform

Affordability

Innovation

• Reform FDA processes
• Boost NIH funding
• Encourage interoperability

©2016 Advisory Board • All Rights Reserved • advisory.com

Largely consistent with Obama-era
initiatives
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Source: “A Better Way,” abetterway.speaker.gov; Health Care Advisory Board interviews and analysis.
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Actually a Plethora of Republican Reform Plans

Selected Republican Health Care Reform Proposals
“The Freedom and
Empowerment Plan: The
Prescription for Conservative
Consumer-Focused Health
Reform” (Gov. Jindal)

“Empowering Patients First
Act” (Representative Price)

“Patient CARE Act” (Senator
Hatch, Senator Burr, and
Representative Upton)

“Improving Health and
Health Care: An Agenda for
Reform” (American Enterprise
Institute)

“Transcending Obamacare:
A Patient-Centered Plan for
Near-Universal Coverage and
Permanent Fiscal Solvency”
(Avik Roy)

“Patient Freedom Act of
2015” (Senator Cassidy)
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Source: Advisory Board interviews and analysis.
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The Next Era of Health Care Reform
Four Key Principles Likely to Guide GOP Reform Efforts
1

Reduce Federal
Entitlement Spending

2

More assertive focus on
reduction in federal health
care spending

3

Embrace Markets and
Consumer Choice
Usage of free-markets to promote
private sector competition in payer,
provider markets

Devolve Health Policy
Control to States
Reduce federal role in health
care, provider states more
autonomy to make decisions, cut
spending

4

Promote Transparency of Cost
and Quality
Mandate greater consumer choice
and shopping at the point-of-care and
point-of-coverage through improved
transparency
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Source: Health Care Advisory Board interviews and analysis.
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Coverage Expansion

The ACA at a Turning Point
Two Repeal Options on the Table

Wholesale Immediate Repeal

Piecemeal Change

A full repeal of the ACA through
a congressional vote in both the
House and the Senate

Changes to specific components of
the ACA; most likely through budget
reconciliation which only requires a
majority vote in Congress

Key Considerations of Each Approach

Potentially requires filibuster
proof majority in Senate

Complicated by
entangled ACA policies

Must contend with Republican
governors in states supporting
Medicaid expansion

Budget reconciliation options
limit repeal to tax-related
measures

May have to contend with
widespread industry
pushback

Requires line-item specific
transition planning
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Source: Health Care Advisory Board interviews and analysis.
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Must Address Potential Disruptions for Newly Insured

We have an Obamacare
emergency right now. I think we
could move forward in January
on some aspects of repeal but
we need to make sure that we
are helping people and that we
do no harm.”
Senator Lamar Alexander (R-TN)
Senate HELP Committee Chairman

Going forward we will work
closely with the federal
government to convey the
successes of Healthy
Michigan and the 600,000plus Michiganders it is
serving.”
Post-election statement
from spokesman for
Gov. Rick Snyder (R-MI)

Source: J Haberkorn, “Republicans aim to start Obamacare repeal in
January,” available at www.politico.com; R Pradhan, “Michigan
governor says he’ll defend Medicaid expansion next year,” available at
www.politico.com; Advisory Board interviews and analysis.
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Common Themes Emerge in Replacement Plans

Insurance Market Protections
Many Republicans have
expressed support for retaining
certain protections such as
protections for pre-existing
conditions

Capping Tax Exclusion for
Employers
Many Republican plans would cap
the tax exclusion for employerprovided health insurance

Support for Individual
Market Purchasers
Some Republican proposals
include tax credits for those
purchasing individual market
coverage

Expansion of HSAs
Most Republican proposals
include expanding HSA
availability as a key pillar
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Source: Health Care Advisory Board interviews and analysis.
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Payment Reform

Payment Reform a Potential Path to Cost Control
Alternative to Payment Reform May be Payment Cuts

Continue Payment Reforms

Shift to Payment Cuts

Providers accept alternative
payment models and move
rapidly away from fee-forservice status quo

Providers remain in fee-forservice but face ever-more
stringent reimbursement cuts

Strategic Imperatives

Strategic Imperatives

•

Business model transformation

•

Radical cost-efficiency

•

Integration and system-wide
care coordination

•

Asset and service
rationalization

•

Risk-based contracting
strategy

•

Unprofitable facility closures
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Source: Health Care Advisory Board interviews and analysis.
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Unclear Future for CMMI

Reviewing CMMI’s Role

Congress Seeking Control
“The broad powers vested in CMMI,
and the agency’s interpretation of that
authority, have the potential to further
degrade Congress’s lawmaking
authority by shifting decision-making
away from elected officials into the
hands of unelected bureaucrats.”

Test new payment and service
delivery models
Evaluate results and advance best
practices
Upon validation and proven cost savings,
expand to broader Medicare program

Representative Tom Price (R-GA)
Chairman of the House Budget Committee
Key CMMI Programs
•
•
•
•

Pioneer ACO Model
Next Generation ACO Model
Comprehensive ESRD Care Model
Nursing Home Value-Based Purchasing
Demonstration

•
•
•
•
•

Bundled Payments for Care Improvement Initiative
Vermont All-Payer ACO Model
CJR and EPM bundled payment models
Comprehensive Primary Care Plus
Oncology Care Model
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Source: Price T, “Obamacare Agency Escapes Congressional Oversight”, available at:
www.budget.house.gov; Health Care Advisory Board interviews and analysis.
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MACRA Continues to Enjoy Bipartisan Support
Important to Remember MACRA is Separate from ACA

Legislation in Brief: MACRA
• Legislation passed in April 2015 repealing the
Sustainable Growth Rate (SGR)
• CMS released final rule in October 2016 stipulating
program to be implemented on Jan 1, 2017

Legislation Enjoyed
Bipartisan Support
vote
92-8 Senate
on MACRA

• Created two payment tracks:
– Merit-Based Incentive Payment System (MIPS)
– Advanced Alternative Payment Model (APM)

vote
392-37House
on MACRA

This historic law has been a collaborative effort from the start. We are
encouraged by this final rule and CMS’s commitment to ongoing
collaboration with Congress and the health care community.”
Bipartisan Leaders from House Energy and Commerce
Committee and Ways and Means Committee
1) Medicare Access and CHIP Reauthorization Act.
©2016 Advisory Board • All Rights Reserved • advisory.com
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Source: CMS, “CY 2016 Physician Fee Schedule Final Rule,” Oct 30, 2016,
www.federalregister.gov; Health Care Advisory Board interviews and analysis.
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Medicare Reform

Ryan Proposes Increase in Medicare Eligibility Age
Advancing Entitlement Reform
As Americans’ health improves,
extending their lives, many enjoy
the benefits of employment later in
life. As recognized by the Social
Security program… our plan
would gradually increase the
Medicare retirement age [to 67 in
2020]…to correspond with that of
Social Security.”

CBO Projections, If Eligibility Age
Gradually Increased Beginning 2016

$19B
Reduction in federal deficit,
2016-2023

3%
Reduction in total Medicare
spending, 2038

A Better Way

Entering Unchartered Territory
•

Will increasing the eligibility age lead to growth in traditional employer-sponsored insurance?

•

To what extent will these new beneficiaries buy HDHP plans?

•

Will beneficiaries simply delay care till they reach 67 and are eligible for traditional Medicare?
Source: Congressional Budget Office, “Raising the Age of Eligibility for Medicare to 67: An Updated Estimate of the
Budgetary Effects,” October 2013, available at www.cbo.gov/publication44661; Republican Caucus of the US House
of Representatives, “A Better Way: Our Vision for a Confident America,” June 2016, available at www.better.gop;
Health Care Advisory Board interviews and analysis.
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GOP Eyeing “Premium Support” Model for Medicare
Shift to Vouchers Would Create a New Exchange Market for the Elderly

?
Medicare “Premium Support”
• Beginning in 2024, beneficiaries shop for a
private or traditional FFS Medicare plan on a
Medicare Exchange
• Participating plans agree to offer coverage
to all Medicare beneficiaries, in order to
prevent “cherry-picking”
• Each beneficiary receives a defined
contribution from the federal government to
cover or offset the cost of their plan premium

• Government contributions are paid directly
from Medicare to the plan sponsor
• Level of government contribution variable by
beneficiary income level, health status

Potential Implications
Medicare selection subject to
same free-market rules as public
exchange enrollment

Private plans unwilling to offer
coverage to all Medicare
beneficiaries may abandon
the exchange marketplace

Potential enrollees become more
cost-conscious, incentivized to
choose a plan whose premium
will be fully covered by the
defined contribution
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Source: Republican Caucus of the US House of Representatives, “A Better Way:
Our Vision for a Confident America,” June 2016, available at www.better.gop.
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Medicaid Reform

Financing Questions at the Forefront
Republicans Aim to Limit Spending, Offer Greater Flexibility to States
Speaker Ryan’s Proposals to Reform Medicaid Financing

Per Capita Allotment

Block Grants

•

Default financing option

•

Optional financing alternative

•

Fixed federal contribution set
per enrollee

•

Single, lump sum provided
regardless of enrollment

•

States responsible for all
costs over payment cap

•

Removes match rate,
provides flexibility to states in
appropriating funds

The [Trump] Administration will act to…maximize flexibility for States in
administering Medicaid, to enable States to experiment with innovative
methods to deliver healthcare to our low-income citizens
Presidential Transition Health Policy Outline
Page 80 of 97
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Source: Health Care Advisory Board interviews and analysis
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Medicaid Rollback Challenging for Hospitals
Any Pullback in Spending Likely Negative for Hospitals

Potential State Options

Options

Potential Impact

ACA Medicaid Expansion
Positively Impacted Hospital
Finances

Pull back on
eligibility

Spike in uninsured rate

Medicaid admissions increased
21% for investor-owned hospitals
in expansion states

Move to
Medicaid
managed care

Lower rates through
health plan contracting

Self-pay admissions decreased
by 47% for investor-owned
hospitals in expansion states

Keep existing
fee-for-service
payment model

Lower payment rates

Uncompensated care costs
reduced by $5 billion in expansion
states in 2014
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Source: Health Care Advisory Board interviews and analysis.
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Deficit Reduction

Potentially No Relief in Sight on Payment Cuts
Medicare Payment Cuts Generate Savings, Encourage Migration to Risk
“Productivity” Adjustments and Other Cuts
2013

2014

2015

2016

2017

2018

2019

2020

2021

2022

($4B)
($14B)
($24B)

($29B)
($38B)

ACA IPPS1 Update
Adjustments

($54B)
ACA DSH2 Payment Cuts

($67B)
MACRA3 IPPS Update
Adjustments

($76B)
($86B)
($94B)

$14.6B

$30.8B

Cuts to teaching hospitals
and GME payments

Reduction in Medicare
bad debt payments

1) Inpatient Prospective Payment System
2) Disproportionate Share Hospital
3) Medicare Access and CHIP Reauthorization Act
©2016 Advisory Board • All Rights Reserved • advisory.com

Source: CBO, “Letter to the Honorable John Boehner Providing an Estimate for H.R. 6079, The Repeal of Obamacare Act,” July 24, 2012; CBO, “Cost
Estimate and Supplemental Analyses for H.R. 2, the Medicare Access and CHIP Reauthorization Act of 2015; The Daily Briefing, “How to Understand Last
Week’s Big Budget Deal,” November 2, 2015; Budget of the United States Government (Proposed) FY 2016; Pham H, et al., “Medicare’s Vision for DeliverySystem Reform – The Role of ACOs,” New England Journal of Medicine, September 10, 2015; Health Care Advisory Board interviews and analysis.
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Path Forward Not Dependent on Politics
No-Regrets Priorities for Next Era of Health Care Reform

Accessibility
• Multi-channel navigation
platform, including search,
price estimation, and
triage/scheduling helps
streamline transactions
• Development of diverse
network of access points
(e.g. urgent care, retail,
enhanced access to
specialty care, primary
care) to meet varied
consumer access demands

Reliability

Affordability

• Organization-wide
commitment and investment
in service delivery and quality
improvement drives broad
engagement in delivering
superior outcomes

• Willingness to partner
with lower-cost
providers offers patients
affordable options, helps
prevent markets from
becoming overbuilt

• High-reliability approach to
both service delivery and
clinical quality ensures
baseline of performance

• When markets are
already overbuilt,
commitment to scale
back excess capacity
ensures affordability in
the long-term
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Source: Health Care Advisory Board interviews and analysis.
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Adapting Provider Strategy to New Market Realities
Four Key Steps to Succeed In the Next Era of Health Care Reform
1

2

Establish a Sustainable
Medicare Risk Strategy

Radically Reduce
Cost Structure
Reduce cost structure to enable
pricing flexibility

Carefully pace transition to
Medicare risk to capture returns
from care management
4

3

Build a Consumer
Loyalty Platform

Elevate Physician
Network Performance

Prioritize consumer loyalty
strategy to build durable patient
relationships

Restructure physician network to
meet twin mandates of population
health and consumerism

2016-2017 Health Care Advisory Board National Meeting
To learn more, attend the 2016-2017 Health Care Advisory Board National
Meeting; members can register here or at https://www.advisory.com/research

Page 85 of 97
©2016 Advisory Board • All Rights Reserved • advisory.com

Source: Health Care Advisory Board interviews and analysis.
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Webconference Survey

Please take a minute to provide your
thoughts on today’s presentation.
Thank You!

Please note that the survey does not apply to webconferences viewed on demand.
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The Bad, Good, and Uncertain

POSITIVE

Beyond changes to the ACA, a number of other Republican
policy priorities could impact healthcare organizations.

4
Increased
NIH
Funding

8

FINANCIAL IMPACT

7
Curtailing
of Mandatory
CMMI
Models

5
Increased
Consumerism

2

IPAB
Repeal

9
Transition to
OutcomesBased
Payment

Changes to
Medicare/
Medicaid DSH

6

NEGATIVE

3
1
Medicare
Premium
Support

LOW
DSH = Disproportionate Share Hospital
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Medicaid
Block Grant

ACA
“Repeal and
Replace”
10
Medicare
Payment Cuts
Remain

PROBABILITY
NIH = National Institutes of Health

1

HIGH

CMMI = Center for Medicare & Medicaid Innovation

hfma.org
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Discussion of Policy Items
Anticipated reductions in coverage coupled with existing
Medicare payment cuts are overall negative for providers.
However, there are some positive outcomes as well.

ITE M

D I SC U SS I ON

10 Medicare Payment

Any “repeal and replace” legislation passed with reconciliation* will need to be
budget neutral at a minimum. This necessitates that the Medicare payment cuts
remain in effect. Future anticipated tax reforms or infrastructure spending will
likely exacerbate federal budget challenges, spurring further Medicare payment
reductions.

9 Continue Transition

Both parties generally support the shift to outcomes-based payment. MACRA
is one recent example of this. It was passed on a bipartisan basis. MACRA
implements comprehensive physician value-based payment and encourages the
transition to risk-bearing alternative payment models (APMs).

Cuts Remain

to Outcomes-Based
Payment

However, beyond MACRA, there may be some differences in how the new
administration approaches implementation. While the current administration
favored a “federal approach” led by the Center for Medicare & Medicaid
Innovation, the incoming administration may allow states considerable
flexibility, via Section 1115 and 1332 waivers, to implement state-specific
financing and payment reforms.
Private sector and state Medicaid efforts will continue unabated.
The IPAB is disliked by both parties and both chambers of Congress.
8 Repeal Independent
Payment Advisory
Board

If spending growth thresholds are triggered, it implements mandatory payment
cuts. Eliminating it would only require $7B in offsetting spending cuts, making
action likely.

* Reconciliation is a special legislative process that allows for expedited consideration of certain tax, spending, and debt limit legislation.
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Discussion of Policy Items (continued)
ITE M

D I SC U SS I ON

7 Curtail Mandatory

House Republicans believe CMMI overstepped its authority by mandating
Center for Medicare participation in programs like the proposed Part B Payment Model, proposed
cardiac/fracture episodes, and Comprehensive Care for Joint Replacement
& Medicaid
model. While repeal has been proposed, it is likely the CMMI will continue
Innovation Models
with express prohibitions (legislative or administrative) on mandating programs.
The cost of repealing CMMI is prohibitive ($34B) and its work is integral to
APM development. Existing programs would likely continue as is. New programs
will likely at a minimum include opportunities for physician practices to be the
“APM Entity,” if not be focused on them, due to MACRA.

6 Repeal and Replace

Republican ACA repeal proposals eliminate Medicaid funding for the expansion
the Affordable Care population. Subsidies for purchasing coverage are converted into tax credits
and available up to 300% of Federal Poverty Level (FPL). Guaranteed issue and
Act (ACA)
renewal remain in effect – assuming continuous coverage – however, mandates
to purchase health insurance are repealed. A number of changes are implemented
in an effort to improve affordability (e.g., ratings bands relaxed, elimination
of “essential benefits”).
Decreases in coverage will vary by market. States will have the option to continue
funding Medicaid expansion on their own. Some may continue to fund Medicaid
expansion, albeit with stricter eligibility requirements. Generally, it is anticipated
that those markets that experienced the greatest gains in coverage – e.g., urban
markets in expansion states – will experience the greatest losses.

5 Increased

Republicans will likely expand the availability of health savings accounts coupled
with high-deductible plans. In response, tools to help patients shop for scheduled
services will become more available and sophisticated, putting pressure on
high-priced sites of service. Providers may be required to provide patients with
out-of-pocket estimates.

4 Increased National

The 21st Century Cures Act, which enjoys bipartisan support, would increase
funding for the NIH. Further, during HHS appropriations deliberations,
Republicans supported increasing funding. This will particularly benefit
hospitals with significant research programs.

Consumerism

Institutes of Health
(NIH) Funding
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Discussion of Policy Items (continued)
ITE M

D I SC U SS I ON

3 Block Grant

Convert Medicaid to a block grant based on a per capita amount adjusted for
demographic factors. The amount would be provided for individuals at or below
100% FPL and would be indexed to Consumer Price Index + 1 percentage point.
Historically, healthcare costs have risen much faster than inflation. Unless states
could reverse this trend, the purchasing power of federal dollars would be eroded
over time, requiring an increase in state general fund contributions to maintain
benefit/coverage levels.

2 Changes to

Repeal FY 2018 and 2019 Medicare DSH cuts and the 2018-20 Medicaid DSH
cuts. In 2021 and thereafter, one combined national pool of uncompensated care
funds would be created. CMS would distribute the funds to DSH hospitals based
on data from cost report worksheet S-10. In applying S-10 data, the HHS
Secretary would be required to use data defined as charity care only.

Medicaid

Medicare/Medicaid
Disproportionate
Share Hospitals
(DSH)

1

Medicare Premium
Support
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Beginning in 2024, Medicare beneficiaries would be given a choice of private
plans competing alongside the traditional FFS Medicare program in a “Medicare
Exchange.” Medicare would provide a premium support payment either to pay for,
or offset the premium, of the plan chosen by the beneficiary, depending on the
plan’s cost. The payment would be adjusted so sicker individuals receive higher
payments; lower-income seniors would receive additional assistance to help
cover out-of-pocket costs; and wealthier seniors would assume responsibility for
a greater share of their premiums. Prior versions of premium support have
indexed the payment to GDP +1 percentage point. Under this type of indexing
mechanism, over time the purchasing power of the support payment would be
diminished unless cost growth is reduced below historical trends.
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Caveats
◾◾ The transitional period and early months of a new administration are periods of significant
uncertainty.
◾◾ This document attempts to project what Republicans will do based on previously published
whitepapers and released legislative concept documents.
◾◾ The actual trajectory of legislative and regulatory changes will be impacted by a number of factors that
at this juncture are impossible to predict. They include but are not limited to:
◽◽ Dynamics within the House Republican caucus and between the legislative branches
◽◽ Other competing policy priorities (e.g., tax reform)
◽◽ What is ruled germane to using “budget reconciliation” to pass legislation in the Senate without a
super majority
◾◾ It is equally difficult to predict the timing of any legislative efforts to significantly change the ACA.
While a repeal bill could be passed in the first quarter, action on legislation is not anticipated until the
second quarter of 2017 at the earliest.
◾◾ If and when a package is passed, it will take several years to implement. Any legislative ACA “repeal
and replace” package will likely include a transition period to shelter those who gained coverage from
significant and abrupt termination of coverage.
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Resources
◾◾ A Better Way
◾◾ Burr, Coburn, Hatch Unveil Obamacare Replacement Plan
◾◾ Bowles-Simpson Plan
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A Better Way
Republican Policy Proposals: Medicare
In June, House Speaker Paul Ryan Proposed a Broad Array of
Medicare Changes
Medicare Recommendations from “A Better Way” Policy Paper
Immediate Relief
from Obamacare

Structural Reforms

Preserving Medicare for
Future Generations

◾◾ Strengthen Medicare
Advantage (MA)
◾◾ Repeal Independent
Payment Advisory Board
◾◾ Repeal Center for Medicare
& Medicaid Innovation
◾◾ Repeal Ban on PhysicianOwned Hospitals
◾◾ Repeal of the Bay State
Boondoggle

◾◾ MA Value-Based
Insurance Design
◾◾ Medigap Reform
◾◾ Combining Medicare
Parts A & B
◾◾ Protecting the PatientPhysician Relationship
◾◾ Uncompensated Care Reform
◾◾ MA & FFS Medicare
Performance Parity

◾◾ Premium Support

Source: June 22, 2016. “A Better Way: Our Vision for a Confident America.” better.gop
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Burr, Coburn, Hatch Unveil
Obamacare Replacement Plan
ACA, Medicaid, Commercial, and Malpractice
Proposed Bicameral Legislation and House Policy
Whitepapers Share Common Themes
The Patient Choice, Affordability, Responsibility, and Empowerment Act: A Legislative Proposal

◾◾ Title I:

Repeal the ACA

◾◾ Title II:

Replace the ACA with Sustainable Patient-Centered Reforms

◾◾ Title III:

Modernize Medicaid

◾◾ Title IV:

Reduce Defensive Medicine

◾◾ Title V:

Increase Price Transparency to Empower Consumers

◾◾ Title VI:

Reduce Distortion in the Tax Code that Increases Health Costs

Source: United States Senate Committee on Finance. Jan, 27, 2014. “Burr, Coburn, Hatch Unveil Obamacare Replacement Plan.”
http://www.finance.senate.gov/ranking-members-news/burr-coburn-hatch-unveil-obamacare-replacement-plan
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Bowles-Simpson Plan
On the Menu
The Most Recent Bowles-Simpson Plan Suggests
$585 Billion in Healthcare Savings
Potential Federal Healthcare Savings: Bowles Simpson
1

$70B

3

$190B

$60B
$130B

4

2

•
•
•
•

1

2

3

4

Post Acute

Hospitals

Beneficiaries

Delivery System

Reduce Market Basket Update
Site Neutral Payment Policy
Value-Based Purchasing
Post Acute Bundling

•
•
•
•

Medicaid Provider Tax . . . .$65B
Phase Out Bad Debts . . . . .$35B
Reduce IME/GME . . . . . . . .$20B
Reduce CAH . . . . . . . . . . . . . . $10B

• Reform Cost Sharing . . . . . .$90B
• Increase Eligibility Age . . . .$65B
• Income Relate
Part B & D Deductible . . . . .$65B

Beneficiary

Delivery System

Fraud Abuse

Malpractice

Pharma

Post Acute Care

IME = Indirect Medical Education

GME = Graduate Medical Education

HACs = Healthcare-acquired conditions

IPAB = Independent Payment Advisory Board
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•
•
•
•

Penalties for HACs/Readmits
Payment Bundling
Increase Transparency
Strengthen IPAB

Hospital

CAH = Critical Access Hospitals
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