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Leadership Diversity and Development in the Nation’s Cancer Centers
BY JEANNE KRAIMER, PRODUCT MARKETING MANAGER, MIDMARK RTLS

Looking to improve patient flow in your
oncology center? Implementing real-

time locating system (RTLS) technology
can help streamline patient visits in the
moment while also providing valuable
data for process improvement. When both
patients and staff wear locator badges that
communicate with sensors installed in the
environment, cancer centers can solve
problems unique to oncology workflows.
Here are a few of the benefits.

1) AUTOMATE PATIENT FLOW

RTLS allows you to view clinic operations
in real time, so staff and providers no
longer waste valuable time looking for
patients and each other or checking
for orders or meds. The software
communicates key information such
as patient location, room and chair
availability, patient visit status and
more. And it happens automatically. All
patients and staff need to do is wear
locator badges.

2) COMMUNICATE WITH PHARMACY
IN A TIMELY MANNER

Medications are wasted if mixed before
the patient is ready. Using RTLS software,
a nurse can notify the pharmacy of a
patient’s readiness to undergo treatment
with the push of a button. The pharmacy,
in turn, can notify the nurse when the
meds are prepared so no one needs to
check again. Pharmacists and nurses can
work together without interruptions and
risk of waste because RTLS allows them to
communicate more effectively.

3) FIND FAMILY WHEN YOU NEED THEM

It can be important for oncology care
teams to know the patient’s family and
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where they are. This is crucial for pediatric
oncologists. By assigning locator badges
to families, providers can find them when
needed so they can focus on the patient,
saving everyone’s time.

4) HELP CONTAIN THE
SPREAD OF CONTAGIONS

Identifying everyone who may have

been exposed to a contagion can be
time-consuming and labor-intensive

but is critical information for exposure
containment. RTLS allows you to track
interactions between badged patients,
staff and equipment. Within minutes,
contact tracing reports will reveal who
(and what equipment) was exposed.

5.) Collect Data for Process Improvement
At all times of the day, RTLS automatically
conducts time studies by monitoring
patient locations and interactions with
staff. Patient care milestones, like wait
times, “door-to-doctor” times, exam or
treatment durations, overall length of
stay, and more, are passively collected for
analysis. In addition, RTLS monitors the
utilization of rooms and chairs and can
help identify where additional patients or
providers can be scheduled.

A Midmark RTLS Success Coach will help
interpret data and improve processes.
Our coaches can identify the right metrics
to improve the patient experience,
enhance employee morale and influence
best practices.

6) REDUCE WAIT TIME AND INCREASE
PATIENT SATISFACTION

Understandably, cancer patients don’t
want to spend their time waiting. By
passively and proactively monitoring
patient wait times, RTLS cues staff to
address problems as they arise, reducing

time spent in the waiting room or waiting
for the next stage of care.

7) INCREASE STAFF SATISFACTION

Caregiver burnout is prevalent
everywhere, but even more so in oncology.
Staff not only deal with a large volume

of patients but also with a wide range of
patient and family emotions. There is no
doubt that caregivers have a lot on their
plate, but with the power of technology, it
is possible to ease their burden.

With the seven benefits listed, RTLS allows
staff to focus on practical activities rather
than searching for colleagues, making
phone calls and trying to track where
patients or their families are located or
where patients are in their treatment
workflow. By automating tasks and
improving communication, RTLS makes

it easier to focus on what matters —
patient care.

MORE TIME WITH PATIENTS,
LESS ON LOGISTICS

Midmark RTLS has helped improve patient
experience and caregiver workflow in
numerous cancer centers by providing
real-time data for enhanced in-the-
moment operations. Our Customer
Success team of clinicians and
experienced healthcare administrators
helps uncover the authentic patient
experience — and unlike months-old
patient satisfaction surveys, this data
is available to help improve your
workflow today.

Learn how Midmark RTLS can help your

oncology center improve communication
and patient flow by visiting booth 302 at

the ACE Annual Meeting and midmark.

com/oncology.

NASHVILLE GRAND HYATT NASHVILLE
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ABSTRACT

The capacity and diversity of the oncology
leadership workforce has not kept pace
with the emerging needs of our
increasingly complex cancer centers and
the spectrum of challenges our institutions
face in reducing the cancer burden in
diverse catchment areas. Recognizing

the importance of a diverse workforce to
reduce cancer inequities, the Association
of American Cancer Institutes conducted
a survey of its 103 cancer centers to
examine diversity in leadership roles from
research program leaders to cancer center
directors. A total of 82 (80%) centers
responded, including 64 National Cancer
Institute—designated and 18 emerging
centers. Among these 82 respondents,
non-Hispanic White individuals comprised
79% of center directors, 82% of deputy
directors, 72% of associate directors,

and 72% of program leaders. Women are
underrepresented in all leadership roles
(ranging from 16% for center directors

to 45% for associate directors). Although
the limited gender, ethnic, and racial
diversity of center directors and perhaps
deputy directors is less surprising,

the demographics of current research
program leaders and associate directors
exposes a substantial lack of diversity

in the traditional cancer center senior
leadership pipeline. Sole reliance on

the cohort of current center leaders and
leadership pipeline is unlikely to produce
the diversity in cancer center leadership
needed to facilitate the ability of those
centers to address the needs of the
diverse populations they serve. Informed
by these data, this commentary describes
some best practices to build a pipeline of
emerging leaders who are representative
of the diverse populations served by these
institutions and who are well positioned

to succeed.
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The capacity and diversity of the
oncology leadership workforce has not
kept pace with the emerging needs of

our increasingly complex cancer centers
and the spectrum of challenges these
institutions face in terms of addressing
the burden of disease across diverse
catchment areas, conducting community-
based participatory research with the
diverse communities we serve, and
assuring that we deliver culturally
appropriate and competent cancer care
to all of our patients. In recognition of

the importance of a diverse workforce

to reduce cancer inequities, National
Cancer Institute (NCl)-designated cancer
centers are now required to develop,
implement, and evaluate plans to ensure
workforce diversity, equity, and inclusion
(DEI). This report provides a description
of emerging challenges and opportunities
to enhance the diversity of senior leaders
at NCl-designated cancer centers with
recommendations to build a pipeline of
emerging leaders who are reflective of the
diverse groups served by these institutions
and are well positioned to succeed.

THE RAPID EVOLUTION IN
ONCOLOGY RESEARCH AND CARE
BRINGS NEW CHALLENGES

With the rapid evolution and increasing
complexity of oncology research and
practice, the need for capable and
diverse leaders of NCl-designated cancer
centers has never been greater. The

past decade has witnessed paradigm
shifting advances, from novel healthcare
technologies and artificial intelligence—
enabled precision oncology care to the
delivery of increasingly complex cellular
and gene therapies (1-4). The breadth and
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depth of population-based research

has also grown as studies seek to
understand how cancer risk behaviors
and survivorship are influenced by
biological factors, social mechanisms, the
complexities of healthcare delivery, and
other multilevel determinants (5). At the
same time, there is dramatic expansion of
regional and national networks within
NCI-designated centers, requiring a
higher level of coordination and expanded
oversight to ensure the quality and equity
of oncology care delivery and access

to clinical trials. As the scope of cancer
center leadership responsibilities expands
to include cancer service lines so too
does the need for center directors

to manage budgets the size of small
corporations and to assure that culturally
competent operations and systems are in
place to support the diverse patients we
serve on their cancer journey.

This expanding scale and complexity

of oncology research and practice

brings great optimism for reducing the
nation’s cancer burden and also presents
challenges for mission alignment, quality
improvement, and system-level culture
(6). As one example, the deployment of
electronic health records in academic
medical centers puts into sharp focus

the importance of managing provider
burnout (7-9). The need to confront
provider burnout and decreased morale
has intensified greatly with the emergence
of the COVID-19 pandemic (10,11). In the
context of the so-called great resignation
among individuals seeking to work
remotely and those opting for retirement,
today’s cancer center leaders now face
an even greater challenge to retain key
faculty and staff in laboratories, clinics,
clinical trials offices, and community
settings (12,13). These challenges are
emerging during an era of decreasing NCI
paylines and shrinking hospital margins
(14-18).

As we consider developing the next
generation of leaders to address
these challenges and advance the
nation’s cancer program, so too must
we place a high value on ensuring DEI.
As the nation’s demographics become

increasingly diverse, there is a growing
disparity in the representation of women,
gender minorities, and underrepresented
racial and ethnic minorities in the cancer
center workforce (19) as in the healthcare
workforce (20). Indeed, a recent survey

of 63 NCI-designated cancer centers
revealed a striking underrepresentation of
women as well as African American, Asian
American, and Hispanic leaders within
cancer center leadership teams; however,
this study did not characterize diversity
according to specific leadership roles
within NCl-designated centers (eg, deputy
directors, associate directors, program
leaders) and included only NCI-designated
centers (21).

To update and extend available data,

the Association of American Cancer
Institutes (AACI) conducted a survey

of its 103 cancer centers. A total of 82
(80%) centers responded, including

64 NClI-designated and 18 emerging
(nondesignated) centers. Across all
centers, there were 82 center directors,
62 deputy directors, 639 associate
directors, and 795 research program
leaders. Aligning with previous surveys, a
majority of center directors self-reported
their race and ethnicity as non-Hispanic
White (79.3%). None self-reported as
American Indian or Alaskan Native,

9.8% identified as Asian or Pacific
Islander, 2.4% identified as Black, 7.3%
as Hispanic, and 1.2% as other or mixed
race and ethnicity. This distribution did
not differ based on NCI designation or
center type (basic, comprehensive, other).
Further, 82.3% of deputy directors, 72.3%
of associate directors, and 72.1% of
program leaders in the centers responding
also identify as non-Hispanic White
(Figure 1). Women are also dramatically
underrepresented in all leadership roles
(ranging from 15.9% for directors to

44 .6% for associate directors), and no
respondents reported gender minorities
(nonbinary or other genders) among their
leadership (Figure 2). The limited gender,
ethnic, and racial diversity of center
directors and perhaps deputy directors is
not surprising, however, the demographics
of current research program leaders and
associate directors expose a substantial
lack of diversity in the traditional cancer
senior leadership pipeline. As such, sole
reliance on the cohort of current center
leaders and leadership pipeline is unlikely

to produce the diversity in cancer center
leadership needed to facilitate the ability
of those centers to address the needs of

the diverse populations they serve.

Although the underrepresentation of
women and members of underrepresented
groups in cancer center leadership is
likely multifactorial, bias may play a

key role (22). For example, an analysis

of speaker introductions at American
Society of Clinical Oncology conferences
revealed that women are less likely to

be introduced by professional titles at a
rate of 62% (vs 81% of men), controlling
for degree, rank, and geography (23).
Women are also less likely to lead national
medical societies (24) and are more likely
to win service-oriented awards that are
less prestigious (25). Similarly, women
and individuals from underrepresented
minority groups tend to hold roles such

as directors of community outreach and
engagement that may be perceived as less
competitive within the traditional pathway
to becoming a cancer center director.

The lack of diversity in the leadership
pipeline for cancer centers may also
reflect the underrepresentation of racial
and ethnic minorities, women, and

gender minorities in the healthcare and
biomedical workforce. Previous research
has shown that only 3.1% of the scientific
research faculty in the United States

are of African American race and 4.8%
are of Hispanic ethnicity (26). Although
racial and ethnic minorities are expected
to be in the majority by the year 2050,

the representation of these individuals

in faculty positions has remained static
during the past 10 years (27). The
underrepresentation of racially and
ethnically diverse biomedical research and
clinical faculty is attributable to disparities
in the application, matriculation, and
completion of professional and graduate
school among these individuals. In 2011,
African American and Hispanic individuals
made up 7.3% and 7.9%, respectively,

of applicants to medical school while
approximately 50% were White individuals
(28). These disparities in medical school
applications continue with matriculation:
during 2010-2011, African American and
Hispanic individuals made up only 15% of
matriculants, whereas White individuals
made up more than 50% of matriculants
(28). These disparities have barely shifted
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in the intervening decade. In 2021,
applicants included 9.9% African
American individuals, 6.5% Hispanic
individuals, and 41.1% White individuals;
matriculants included 9.4% African
American individuals, 6.9% Hispanic
individuals, and 42.3% White individuals

Figure 1. Race and ethnicity of cancer
center leaders. Cancer center directors
who completed the survey reported their
own race and ethnicity and the races
and ethnicities of the leaders within their
cancer centers.

*20 cancer centers reported having no
deputy director. A/PI Y4 Asian or Pacific
Islander; Al/AN Y4 American Indian or
Alaskan Native; NH Y4 non-Hispanic;
Other/Mixed Y4 Other, mixed, or
unknown race.

Figure 2. Gender of cancer center
leaders. Cancer center directors who
completed the survey reported their own
gender and the genders of the leaders
within their cancer centers.

*20 cancer centers reported having no
deputy director.

THE NEXT GENERATION OF
CANCER CENTER LEADERS

Requires New Skill Sets and Attributes
NCI-designated cancer centers all
share a mission to reduce cancer
burdens, however, one major distinction
among centers is whether they are
“free-standing” or “matrix” centers.
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(29). Similar trends exist for racial

and ethnic minority matriculation into
graduate training. Trends for gender
minorities are more difficult to track;

a recent survey of transgender and
nonbinary residents and medical school
students found that more than half did
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Freestanding cancer centers are
independent organizations, and therefore,
may offer the highest level of leadership
autonomy and authority. However, the vast
majority of NCl-designated cancer centers
are matrixed centers situated within
university settings and rely more heavily
on collaborative leadership in strategy

and execution.

not disclose their gender identity to
their program for fear of discrimination,
and two-thirds witnessed derogatory
comments toward gender minority
patients during their training (30).
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The success of cancer center leaders
within matrixed centers depends in large
part on the leaders’ abilities to work
within large, and sometimes opaque,
institutional organizational structures

to effect change. These directors must
collaborate with department chairs and
institutional leadership to recruit and
retain faculty, typically without direct
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authority over faculty appointments and
promotions. This collaborative model of
leadership extends to cross-departmental
cancer service lines created to foster

the delivery of multidisciplinary and
crossdepartmental oncology care. Matrix
centers also rely on ongoing financial
support from universities and health
systems, and their leaders must negotiate
financial commitments and funds flow
from clinical revenues with health system
leaders. Given these intricacies, the ability
to inspire and influence, rather than
control, is essential to grow the enterprise
and improve patient outcomes through
high-impact research and innovative
patient care.

Regardless of the center’s structure,

the success of senior leaders in NCI-
designated cancer centers requires the
development and skillful deployment of
collaborative leadership competencies
that may not have been taught in scientific
or medical training. Indeed, it has long
been recognized that leaders in cancer
centers, and in health care more generally,
tend to be selected based on vision,
scientific eminence, ability to grow clinical
volumes, and other areas of technical
expertise. As increased efforts are being
made to enhance workforce diversity at
cancer centers, and for greater equity

and inclusion in how the institution’s
resources are managed and allocated,
cultural competency, or the ability to
understand and relate to individuals from
other cultures, will become even more
important. However, these leadership

Figure 3. Perceived needs for leadership
development programs. Cancer centers
that had a leadership development
program in place indicated what skills
and abilities.

CC = cancer centers
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attributes are difficult to quantify and tend
to be relatively undervalued (6,31).

Fortunately, there is a recognition of the
need to expand leadership competencies
as noted in the AACI survey described
above. As shown in Figure 3, respondents
in AACI cancer centers endorsed

several perceived needs that could be
addressed within leadership development
programs. The most frequently endorsed
needs included communication (91%),
collaboration (91%), skills and capabilities
needed to lead in a complex cancer
center environment (87%), career
development advice for cancer center
leaders (74%), and conflict management
(70%). These were followed by resiliency
(65%), emotional intelligence (61%), and
negotiation (48%).

The value of these attributes and
capabilities for exercising leadership in
cancer centers is supported by a growing
evidence for the benefits of certain
leadership behaviors (32). For example, in
a large survey of leaders within the Mayo
Clinic Health System, ratings of leadership
behaviors, such as providing feedback and
coaching, supporting career development,
recognizing success, clear communication
about changes, and treating employees
with respect and dignity, predicted
reduced burnout and increased job
satisfaction 2 years later (33). Other
studies have shown that transformational
leadership styles are associated with job
satisfaction and retention (34,35). At

the core of all competencies, however, is
adaptive leadership, referring to the ability

Communication
Collaboration

Skills to lead in CC

Career development advice
Conflict management
Resiliency

Emotional intelligence

Negotiation

to learn from challenges and adjust one’s
leadership approach or style as needed
(31,36). Although these capabilities are
paramount to realizing a bold cancer
center vision, these skill sets are not
included in the traditional training and
practice of physicians and scientists who
lead the nation’s cancer centers. In other
words, “what got you here won’t get you
there” (37).

A ROADMAP FOR LEADERSHIP
DEVELOPMENT AND DIVERSITY IN
CANCER CENTERS

Leadership development programs for
executives in business and health care
have become commonplace. Yet, in the
AACI survey noted above, surprisingly few
respondents reported that their center
offers a formal leadership development
program for their members (23 of 82
centers surveyed). Below, we discuss
key strategies and tactics for promoting
leadership development and diversity at
NCI-designated cancer centers.

Creating a Diverse Pool

of Future Leaders

Based on the striking ethnic, racial, and
gender disparities that exist in all levels
of cancer center leadership, creating a
diverse pipeline of emerging leaders from
the broader cancer membership base
may not be easy and will take time, but
it is worth the effort. However, potential
leaders from underrepresented groups
may not view themselves as leaders,
because of conscious or unconscious
bias, uninformed cultural norms they
have been subjected to, or other key

0% 20%
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Percent of programs
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social determinants. Thus, broad efforts
across multiple dimensions to identify
talent from within the center afford

an opportunity to offer progressively
increasing responsibilities and mentoring
at each stage in development, creating

a longitudinal pathway for leadership
evolution. As noted for health care more
broadly (6), talented early stage clinicians
and scientists who show an appetite

and aptitude for leadership could be
selected to participate in and then lead
or co-lead task forces or committees
including strategic planning, program
development, and evaluation activities.
These candidates would ultimately be
groomed for progressively elevated
leadership roles with institutional support

for leadership development and coaching.

Ideally, these future leaders would
represent disciplines across the cancer
continuum, from basic, translational, and
clinical science to disciplines that tend
to be underrepresented in cancer center
leadership, such as public health and
social sciences.

Deliberate inclusion of faculty members
who are underrepresented in medicine
and science is vital throughout this
process, though not sufficient. Beyond
ensuring diversity in the pipeline, other
benefits can be derived from best
practices that foster an environment

and culture that supports the career
evolution of emerging leaders within the
organization. These practices include
but are not limited to provision of implicit
bias training for all faculty and staff,
expansion of the diversity of the pool

of faculty mentors, creation of social
networks among emerging leaders

from diverse backgrounds, inclusion of
underrepresented minority faculty in
sponsorship activities and opportunities
(ie, recommendation for grant review
panels, invited speaking opportunities),
and dedicated institutional support for
participation in leadership development
programs. Certain geographic areas may
be more challenged to identify sufficient
numbers of emerging leaders and/or
faculty members, however, this challenge
could potentially be addressed through
the creation of partnerships with colleges
or universities where members of certain
groups are more strongly represented (eg,
historically Black colleges, indigenous
Tribal Nations Colleges and schools).

Given this set of circumstances, meeting
the DEI aspirations of NCl-designated
cancer centers over the next 5 to 10 years
as they strive to diversify their leadership
will be a tremendous challenge until the
pipeline of minority and underrepresented
faculty is sufficient to represent a

robust proportion of the applicant pool
for cancer center leadership roles.
Currently, searches for senior cancer
center leadership positions often fail to
elicit even a single underrepresented or
minority candidate in many areas of the
country. Unfortunately, this reflects our
society’s long-standing failure to ensure
that all segments of our population have
the educational foundation, equivalent
access, and opportunity to pursue
careers dependent on graduate and
professional school. Unless we expand
these opportunities beyond White, upper
middle-class individuals, we will never
be able to address the substantial health
disparities that continue to plague this
country (38).

We also need to develop and implement
initiatives that accelerate the process of
expanding the pipeline with well prepared,
highly motivated individuals who are ready
to take on the challenges that we face
with health disparities. These initiatives
must prioritize the early identification of
talented individuals; foster their interests
in science, technology, engineering, and
mathematics careers; provide robust
training and mentorship opportunities;
and develop peer-to-peer networking and
support mechanisms that can connect
candidates with institutions seeking to
diversify their leadership. Encouraging
and incentivizing faculty to engage with
high schools to foster minority students’
interests in the sciences will help create a
more diverse pipeline in the future. Such
initiatives need to be paired with specific
funding mechanisms that provide for early
career development of these individuals
to enhance the likelihood of their success.
Having a clear framework of metrics

will be essential for any organization to
objectively measure the success of efforts
to enhance diversity and compare data
with other organizations.

Search Practices

External recruitments for open leadership
positions afford opportunities for
increasing diversity in cancer centers.

Many cancer centers reported in the AACI
survey that they rely on external searches
for open cancer center leadership roles
such as associate directors and program
leaders (68.3% of respondents). External
searches also provide a time for reflection
on the strengths and opportunities of the
center and an opportunity to reassess
the goals and qualifications for the role
and can help ensure that all options are
considered for qualified women and
underrepresented groups.

Adhering to best practices for creating a
diverse pool of applicants is necessary,
and there are many reports on this topic
(39-41). First, regardless of whether the
searches are internal or external, how the
search is communicated will influence
the applicant pool. The center’s
commitment to diversity and inclusion
ought to be clearly stated, and key
attributes of candidates can be framed
in the most inclusive and culturally
competent manner. Second, applicants
from diverse backgrounds may be more
motivated to apply if they see diverse
representation on the leadership search
committee. Third, implicit and explicit
bias training prior to the launch of the
search committee is critical to lay the
foundation for an inclusive process.
Fourth, every effort should be made to
place advertisements in outlets that are
most likely to reach diverse groups and
reach out to leaders at other institutions
for recommendations; search firms should
be similarly charged with producing

a diverse slate of candidates. Fifth,
sensitivity to cultural differences during
the screening and interview process will
foster retention of diverse candidates in
the pool, and use of structured interviews
and objective evaluation criteria may
minimize the impact of implicit bias.
Further, every effort should be made to
ensure that a disproportionate burden is
not placed on candidates with childcare
or eldercare needs during visits when
partners are invited. Importantly, creating
term limits on leadership positions

will provide opportunities to refresh
leadership and enhance diversity; fresh
ideas and approaches are necessary for
organizations to evolve and innovate.
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Onboarding and Integrating

New Leaders

Irrespective of whether new leaders are
recruited from within the organization

or externally, their success requires
more than domain expertise and a track
record as a distinguished clinician and/or
scientist. As noted above, today’s cancer
center leaders must collaborate with
department chairs and other institutional
leaders for recruitment and program
development, balance institutional
strategic priorities with faculty interests
and needs, and champion diversity in
practice. With increasing responsibility
for the cancer practice and cancer

care delivery as well as research and
philanthropic portfolios, they need
significant financial acumen. New leader
onboarding is a critical first step to
develop enterprise leaders who can realize
these goals, either as a new member of
the organization or as a current member
moving into an elevated leadership role.

Onboarding new leaders is a multistage
process. First and foremost, new leaders
will benefit from receiving standard
informational content, such as review

of critical documents prior to arrival

or during the recruitment process (eg,
center and institutional strategic plans,
budgets, and key metrics). Upon arrival,
structured meet and greets will help
orient new leaders and foster relationship
development.

Understanding institutional culture

and building relationships takes time,
though there are some best practices to
accelerate a new leader’s integration. This
requires understanding of institutional
values and structure including formal and
informal reward systems, institutional
coordination and control mechanisms,
appropriate communication pathways,
and the level of interdependence

among units. Deliberate peer-to-peer
education about the cultural nuances of
organizational leadership at a particular
institution is important to help new leaders
navigate the environment. Fostering
congruence and alignment in institutional
culture at every level of the organization
will ensure the new leader’s success.

Leadership Development,
Coaching, and Mentorship
Depending on the new leader’s experience
within the organization, technical training
in the institution’s transactional practices
is recommended to expand key
capabilities. Ideally, such technical
training is provided by institutional leaders
to ensure alignment with organizational
processes. Key elements of technical
training may include institutional financial
and funds flow structures, budget creation
and management, interpretation of profit
and loss statements, development of
business plans, and research and clinical
data analytics. Best practices for team
building, strategic planning, and change
management are also highly beneficial
and may be offered through university
professional development or human
resources units or through executive
coaching.

Executive coaching, supported by the
institution, can provide tremendous
benefit for new leaders as well as
seasoned leaders. Through a confidential
1:1 process, new leaders are typically
assessed via a 360-degree interview
evaluation led by the coach at least 3
months into the new role. Generally
conducted through 20-minute interviews
of key stakeholders (direct reports, peers,
and supervisors), this evaluation provides
the basis of a personal learning agenda for
the new leader. Although learning agendas
vary based on skills and experience,
coaching often includes improvement in
communication, persuasion, negotiation,
and change management. Key change
management capabilities for new

leaders include the ability to articulate

a vision, effectively communicate

change throughout the process,
demonstrate continuous commitment

to the future state, engage stakeholders
and other leaders while managing
relationships and emotional responses,
and create enthusiasm and buy-in for
change throughout the organization

(42). Maintaining relationships with
executive coaches as part of leadership
development can provide valuable
recurring mentorship and advice that are
critical to problem solving.

At all stages of leadership, there are also
benefits to assigning peer mentors for new
leaders who can share their experiences

(both successes and failures, with lessons
learned) and answer questions regarding
institutional culture and processes for
obtaining stakeholder and leadership
support for new initiatives. They can

also identify leadership development
opportunities for new leaders. The optimal
peer mentors are those who have a
demonstrated track record that reflects
understanding of institutional culture and
ability to effect positive change and who
are accessible to answer questions and
provide support.

Formal leadership development or
executive education programs offered
within or outside the institutions will
foster development across most or

all capabilities described above. Two
overarching models for such programs
include 1) concentrated 2- to 5-day
workshops and 2) longitudinal cohorts
with training and mentorship distributed
over a 1- to 2-year period. Regardless

of the format, such programs include
skills to foster execution (vision,

strategy, communication, negotiation,
business literacy), relationship building
(collaboration, team building, talent
development, difficult conversations), and
transactional skills (strategic planning and
change management) (43,44).

Ongoing formal and informal self-
assessments coupled with annual
internal reviews provide an opportunity
for feedback to promote continuous
learning and organizational improvement.
Objective evaluation criteria are key to
create an evidence base for future efforts
in leadership development in cancer
centers. Key evaluation metrics of the
impact on institutional performance may
include quality metrics, staff morale,
turnover, burnout, and financial metrics
such as patient volumes, fundraising, and
grants (45).

Retention of Leaders From
Underrepresented Groups
Leadership development programs
support emerging leaders at an individual
level, but institution-level interventions
are also needed to counter systemic
barriers that lead to higher rates of
attrition for underrepresented groups
(46). Faculty and physicians from
underrepresented groups are often
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expected to lead minority recruitment
efforts and DEl initiatives, contributing to
the minority tax, which is defined as extra,
financially uncompensated duties and
responsibilities that minorities are asked
to perform to increase diversity at their
institutions and contributes to talented
minority faculty leaving academia. To
foster retention efforts for these future
leaders, these efforts can and should be
supported by institutional offices of DEI,
and those who engage in service activities
should be appropriately recognized and
compensated with administrative support
(47,48). Institutional transparency around
rank and salary, clear expectations around
criteria for promotions, and antibias
training for members of promotion
committees can remove structural
barriers to promotion (49). Institutions
should also recognize that women and
members of underrepresented minority
groups are more likely than their male

and maijority group colleagues to have
substantial family caregiving and financial
responsibilities; programs that support
caregivers and provide supplemental
resources to these groups may alleviate
some of these burdens (50,51). Increasing
representation of women, gender
minorities, and racial and ethnic minorities
among senior leadership will also increase
the pool of mentors for emerging future
leaders and reduce feelings of isolation
that lead to burnout and attrition.
Additionally, increasing representation

of racial and ethnic minorities in senior
leadership may enhance visibility of the
institution in the catchment area and
foster community engagement.

CONCLUSION

To achieve the nation’s goal to “end
cancer as we know it” (52), cancer centers
can and should prioritize leadership
development and diversity as an
organizational priority. Ultimately, diverse
leadership will be required to develop and
recruit a diverse workforce, and a diverse
workforce will maximize the organization’s
potential. This process begins by
enhancing the diversity of the cancer
center membership itself, continues with
an equitable search process to create a
diverse pool of candidates, and is followed
by deliberate and inclusive processes of
onboarding, integration, and leadership
development. Cancer centers that deploy
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these strategies will be best positioned
to meet the challenges of an increasingly
complex oncology ecosystem and
respond to the needs of the communities
they serve.
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Three Approaches for Cancer Centers to Drive Access and Efficiency

BY LILI HAY, NORA PITTMANN, AND MATT STURM

The past 20 years have seen considerable
change and innovation in the field of
cancer care. Cancer programs expanded
their facilities and added incremental
service offerings, but many are now at
capacity and face resource constraints —
which will continue to increase pressure
on programs as demand for cancer
services grows in the coming years.

Looking to the next decade, administrative
and clinical leaders will need to implement
novel approaches to cancer care to
support increased patient access and
improved operational efficiency. Below
are three high-priority building blocks for
oncology programs as they prepare for

the future.

Given the magnitude of expense
associated with cancer care, oncology
programs are under pressure to avoid
unnecessary costs. Popular alternative
care models currently being used by
cancer centers include approaches that
allow for the reduction in the cost of care
delivery while maintaining the highest
levels of quality and clinical efficacy. They
also have the added benefit of improving
patient satisfaction through the provision
of convenient and patient-centric care.
Options to consider implementing, and
their associated benefits, include:

Oncology urgent care centers

Address adverse effects of treatment
and symptoms before they become
significant issues.

Reduce unnecessary hospital
admissions.

Avoid exposure to the general population
for immunocompromised patients.

Provide a venue for unscheduled visits,
without disrupting busy clinic schedules.

Home infusion programs

Improve patient access, particularly

for patients who may have challenges
related to comorbidities, cancer-related
symptoms, or transportation limitations.
Address clinic capacity issues

by providing treatment in an

alternative setting.

Electronic patient reported
outcomes (ePROs)

Enable more timely interventions from
clinic staff when serious issues arise,
particularly for patients requiring
additional monitoring to reduce adverse
treatment-related events.

Improve patient outcomes, satisfaction,
and compliance with clinical therapies.

In certain instances, help providers and
researchers gain more detailed insight
into aspects of a patient’s care journey or
response to clinical treatments.

In addition to expecting high-quality
cancer care, patients increasingly want
rapid access to appropriate oncology
specialists following diagnosis and the
ability to initiate treatment quickly. To
improve oncology new-patient access,
programs need to prioritize capabilities
that will support a seamless patient
experience while decreasing time to first
appointment. A variety of strategies,
which must be approached in relation to
one another, can help increase capacity
without adding resources, including:

Capacity management

Measure supply/demand for new
patient appointments.

Optimize infusion scheduling templates.
Assess appointment fill rate.

Maximize clinic resource and
room utilization.

Load-balance infusion services to unlock

capacity without adding chairs or staff.
Provider work standards and
optimization

Set clear standards for provider time.

Maximize use of advanced
practice providers.

Evaluate office hours and
coverage expansion.

Standardize provider
scheduling templates and optimize
block scheduling.
Referral coordination
Understand referral patterns.

Develop seamless care-
transition workflows.

Provide navigation for all patients,
including self-referred and screening-
program patients.

Coordinate logistics for out-of-

area patients.

Community cancer programs often face
financial and operational challenges that
limit their ability to provide specialized
clinical services, treat patients with
rare and complex cancers, or conduct
clinical research. As a result, programs
are increasingly recognizing the value
of formal relationships with tertiary and
quaternary cancer centers rather than
attempting to develop the necessary
capabilities and services in-house.
Collaborations of this nature should
ensure access to:

Subspecialty expertise for patients
locally: Creation of a “direct line” to
clinical subspecialists at the partner
institution and the ability for those
providers to consult with local providers on
cases, participate in local tumor boards,
provide educational sessions, etc.

Specialized clinical care: Seamless
processes in place to ensure patients
receive care in the most appropriate
setting. In some instances, a patient may
need to travel to the partner institution

if their cancer is rare or cannot be safely
treated locally. In others, a “shared care”
clinical model may be possible.

Ancillary and support services: Extension
of valuable resources and services from
the partner institution to community-
based patients (e.g., genetic counseling,
psychosocial services, high-risk clinics).

Clinical trials: Implementation (or
enhancement) of research trial capabilities
within the community cancer center.

As the demand for high-quality and highly
patient-centric cancer care continues to
increase over the next decade, cancer
programs that have prioritized the high-
impact strategies described here will

be best positioned to continue meeting
the needs of their diverse communities,
maintain competitive success, and realize
programmatic volume growth.
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Analyzing the Pandemic’s Impact on Clinical

Trials & Healthcare Law

BY RON DIGIAIMO, MBA, FACHE, DR. DEBRA PATT, MD, PH.D., MBA

Cancer growth and cancer care have never
stopped in the world of Oncology and
the COVID-19 pandemic. Hospitals and
cancer centers faced unique challenges
like reduced clinical trials, elective
procedure, and PPC access. We were
forced to adapt quickly to ensure the
safety of cancer patients, at heightened
risk for COVID-19. Across the nation,

we saw oncologists, healthcare workers,
and patients come together to overcome
the challenges and produce incredible
solutions that may be with us for years
post-pandemic.

We sat down with Dr. Debra Patt, MD,
Ph.D., MBA, VP of Texas Oncology, an
expert in breast cancer, member of the
ASCO Board, and Professor of Oncology at
UT Austin to get her perspective on large-
scale changes to oncology, telemedicine,
and health care as a result of the ongoing
pandemic with potential impact for
decades to come.

THE EFFECTS OF DIMINISHING
SCREENINGS AND CLINICAL TRIALS
ON CANCER CARE

Industry leaders like Dr. Debra Patt,
Texas Oncology Vice President, and
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societies like ASCO are forecasting long-
term challenges and repercussions of
diminished cancer screenings throughout
the Medical Oncology side of cancer care.
Results of the above paper showed, there
was a substantial decrease in cancer
screenings, visits, therapy, and surgeries,
in March-July 2020, in comparison with
the baseline period of March-July 2019,
with variation by cancer type and site

of service.

“At the peak of the pandemic in April,
screenings for breast, colon, prostate,
and lung cancers were lower by 85%,
75%, 74%, and 56%, respectively.”
Screenings were not the only thing
reduced, however, as “significant
utilization reductions were observed in
April for hospital outpatient evaluation
and management (E&M) visits (-74%),
new patient E&M visits (-70%) and
established patient E&M visits (-60%).”

Similarly, and according to survey
research done by ASTRO, representing the
Radiation Oncology side of cancer care;
two-thirds of physicians said new patients
are presenting with more advanced
disease compared to pre-pandemic.

Dr. Patt’s team partnered with Avalere
Health to study cancer screening visits
in 2020 compared to 2019 and found
that they were down more than 58% in
April 2020 and averaged a net decrease
of about 30% through the year. Cancer-
related procedures across the board had
decreased due to natural barriers related
to the pandemic. Fear of leaving home,
the replacement of elective procedures
with high priority COVID-19 cases, and
limited capacities at places like breast
cancer mammography screening centers
all contributed.

“The results we are seeing now will

lead to increased cancer morbidity and
mortality in the next 5 to 10 years,” Dr.
Patt continued “and anecdotally, one of
the other reasons | witnessed was related
to many patients losing their health
insurance. About 5,000,000 Texans do not
have health insurance.”

Disparities in care were highlighted by the
pandemic, as disadvantaged groups saw
more intense socioeconomic barriers to
care, considering the increased burdens
that Americans felt within the last year of
tumultuous events.

)

Dr. Debra Patt, MD,
Ph.D., MBA, VP of
Texas Oncology

Participation in clinical trials also
diminished greatly and will prove to have
lingering effects on research for the next
half-decade or more. While clinical trials
were still open and available, “patients do
not have the individual ability to consider
clinical trials given their surroundings”
Dr. Patt reasoned, as patients have
spent double the normal amount of time
receiving information, proceeding with
safety measures, and managing higher
rates of stress due to the pandemic.

In the face of this crisis, maintaining
clinical trials was a low priority, but the
lingering effects are already beginning
to be felt in the oncology sector and will
remain for years to come.
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“There was an unprecedented change

to the entire house of medicine, and the
entire world,” Dr. Patt begins; referencing
the quick and brutal effects on health
care, headed by COVID-19 and followed
by smaller, but impactful events like
Texas’s “snowpocalypse” where Dr. Patt
saw struggles with statewide energy crises
in early 2021.

Despite the challenges of the past two
years, Dr. Patt believes there have been
numerous promising developments in
medicine, due to PDM reforms, anti-
steerage, and anti-clawback legislation,
which can have incredibly meaningful
effects for patients. These updates, in
addition to changes that can liberalize

the ability to care for patients out of state
“signal the most significant and promising
progress in medicine we have seen in 20
years, all due to and in spite of COVID-19.”

“Not as promising as | would like
of course, but you don’t always get
everything you want.”

With cancer care being perennially “on the
chopping block” from federal legislative
changes, drug pricing strategies, and
insurance distribution; cancer care and
health care associations need to take the
opportunity of change within the industry
to push for positive legislation and action.
Heightened awareness for complicated,
multi-faceted issues is necessary, as, at
their core, they limit the ability of patients
to receive the care they need. With regard
to cancer care, Dr. Patt believes that
“we’re either going to be at the table or on
the menu.”

The push for change in legislation was
kickstarted by the immediate need for
virtual care and telemedicine expansion
in health care. Early in the pandemic
and backed by guidelines formed by
task forces and organizations like ASCO
(American Society Clinical Oncology),
Dr. Patt assisted these goals by testifying
before state courts.

Expanding and cementing telemedicine
as a viable alternative for care early
on allowed health care to tackle the

pandemic and care for patients much
easier and in a safe environment. Across
the nation, transportation and face to
face exposure came with risk, cancer
care in transportation-effected areas like
Hawaii, and disadvantaged populations
like the Navajo Nation in New Mexico were
immediately impacted and helped to spur
the quickest legislative action tied to care,
financials, documentation requirements,
and operations ever experienced by our
specialty within the United States.

“The digital reformation of healthcare was
catalyzed during the pandemic, headed
by a robust buy-in to telemedicine.” Dr.
Patt said, in reference to the expedited
decision-making for digital technologies
like telehealth and virtual care, along
with general optimized communication
across the board. Dr. Patt’s team at Texas
Oncology launched an electronic health
patient-reported outcomes platform
during the pandemic and set aside time
to optimize and facilitate communication
through catch-up calls, regular
touchpoints within the large organization,
and emerging digital communication like
podcasts and town halls.

These necessary and innovative changes
were a silver lining of the pandemic.
Their emergence and implementation
showcased digital solutions out of urgent
needs and will likely remain for decades
to come. The time of fast and impactful
change in cancer care has not ended
and will continue to be spurred on by
oncology leaders, advocacy groups, and
cancer centers in the industry; “we will
need nationwide support and unity to
push these very possible improvements
into reality at the rate we now know is
possible,” Ron DiGiaimo echoes.

For Texas Oncology, a large practice

that represents over 210 sites of service
to immediately implement the CDC
protocols, screenings, and over 250,000
telemedicine visits, overcoming the pure
volume of functionality changes and
expansions, required fantastic, adaptable
teams to successfully treat cancer. Dr.
Patt is proud to say they did just that.

“Our team at every level rose to the
challenge, and everyone worked a lot
harder in the last year and a half, it was
amazing to experience” Dr. Patt reports.

With the Delta Variant reaching peak
pandemic levels in many communities;
information crowdsourcing, as well as
continuously evolving CDC guidelines and
vaccine boosters are the tools that health
care needs to overcome another wave of
the pandemic. Taking what was learned
the first round will allow for better and
faster solutions through the diffusion of
accurate information for everyone.

For cancer patients, infusion site visits

at cancer centers are still the most ideal
and safest way to get chemotherapy,
tests, and some treatment, despite the
usefulness of virtual care. Safety protocols
to ensure immuno-compromised had to
be perfect in all offices across Texas, as
most procedures still required patients to
come into the office. “As of 2021, and the
foreseeable future, | don’t think we are
ready for procedures like home infusion to
be done consistently, efficiently, or safely”
Dr. Patt stated.

Furthermore, the shortage of nurses
prevents economically efficient ways

to deliver care to patients in homes
nationwide. “Even if it weren’t for the
pandemic, we would be in a national
crisis due to the availability of nurses,” Dr.
Patt said, “I think that the pandemic has
escalated that need, as our nurses have
been with us on the frontlines fearing for
their lives and their families.”

The Great Resignation may be on the
horizon and will undoubtedly drive the
future of cancer care in the years to come.

Debra Patt, MD, Ph.D., MBA, is an

expert in breast cancer, policymaker and
advocate in oncology, member of the
ASCO Board, Professor of Oncology at UT
Austin, all while having time to lead the
world’s largest independent, physician-
led practice as Vice President of Texas
Oncology. For Dr. Patt, it all started with
the need to help people with cancer in
detailed, innovative ways, and building
relationships over time with patients, while
improving cancer care. Across her state's
210 sites of service, Dr. Patt’s drive is to
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answer the question: How can we best
deliver great care at each of these sites
and their communities?

“Even 15 years in, it still gets me up every
morning excited, and | think that we're
doing really good work.”

Additionally, her work in policy and
advocacy ensures that across the country,
work is being done to improve cancer care
and lead the nation towards delivering

the best possible service. She testifies in
front of the Senate, produces telemedicine
guidelines with ASCO, and works with
other leaders in oncology to prepare

and handle issues on the horizon that all
impact the industry at large.

Dr. Patt’s work in these various roles and
environments allows for broadening her
admittedly monocular lens from just the
world of cancer care to social factors
impacting the world at large. In response
to working on COVID-related legislation,
Dr. Patt said she was “shocked to review
statistics illustrating a fourfold increase
in anxiety and depression. Psychiatrists
and social workers also informed us
about the increase in domestic violence,
homelessness, and mental health that
have been exacerbated during the
pandemic.” This is a horrendous statistic
by any measure but combined with a
diagnosis of cancer can be easily and
justifiably overwhelming.

Open-mindedness and taking on multiple
roles in cancer care and the broader world
of health care are key in her abilities as a
leader and driver of oncology legislation

and technology adoption, especially in a
world threatened to slow down and stop by
COVID-19 and the Delta Variant. Luckily
for Texas and her patients, Dr. Patt’s
journey to deliver great care every day

will continue through the pandemic and
long after.

ABOUT REVENUE CYCLE CODING
STRATEGIES & RC BILLING

Revenue Cycle Coding Strategies has
provided specialty medical coding,
revenue cycle, and compliance consulting
services, as well as educational and
training materials to the healthcare
industry for over 20 years. RCCS’s key to
excellence lies in its extensive team of
specialized coding experts and industry
leaders, who create and implement
customized revenue cycle solutions.

Its comprehensive consulting solutions
include billing auditing and assessments,
compliance reviews, in-depth process
mapping, and customized outsourced
options, providing our clients the

The State of Cancer Centers in 2022:
3 Key Findings From New Operational Survey

In mid-2022, capacity management
expert LeanTaaS conducted a survey to
capture data and insights from cancer
center nursing directors and operational
leaders from across the country, to better
understand current challenges in cancer
centers and how Al-based technology
can help.

Nearly 100 cancer center leaders from
across the US answered this survey,
including those employed by community
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and academic health centers, as well
as private oncology practices.
Respondents manage between
10-30 infusion chairs in their center
and the majority hold vice president,
director, and administrator titles.

CRITICAL FINDINGS FOR INFUSION
CENTER OPERATIONS:

The survey found a significant number of
cancer centers face common operational

Carlos Alfonso/Unsplash

assistance they need to thrive in
the complex and ever-changing
healthcare industry.

RCCS'’ sister company, RC Billing, is the
largest privately-held oncology company
based in the US. Founded in 2003,

RC Billing is the provider of choice for over
350 of the nation’s top medical, radiation,
and surgical oncology practices. Their
team is made up of experts with
oncology-specific clinical backgrounds,
years of experience, and a passion for
oncology. RC Billing specializes in

putting revenue-enhancing billing and
collection systems in place that will

help streamline operations and improve
profitability where possible.

REVENLE CYCLE @‘
CODING STRATEGIES

Y2 RCBILLING

oncology billing specialists

challenges that prevent them from
functioning at their optimal capacity.
40% of infusion center leaders surveyed
believe they have already run out of space
and would need to physically expand to
accommodate any further patient volume
growth. Further, inadequate tools and
strategies are hindering smooth daily
operations. The top three focus areas for
cancer centers today are as follows:
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of the 41% of respondents who said they
would need to physically build capacity in
order to accommodate additional patient
growth, another 13% reported not having
the resources they needed to add space or
infusion chairs to help with volume growth.

1. INFUSION CENTER
RESOURCE CONSTRAINTS

Resource constraints that infusion centers
face include limited infusion chairs, nurse
shortages, and pharmacies that are not

able to keep up with drug demand. On top

Figure 1. Does your center plan to
add infusion chairs in the future?

B We have run out of space at our current center,
so we need to build to accommodate additional growth

B No - we are steadily maintaining current volumes;
there is no need for additional chairs

[ Yes - our current space has the capacity to add
chairs due to growing volume

No - we do not have resources to add or build

Yes - we are only adding back the chairs we
lost due to COVID-19

The method centers use to assign nurses
to patients greatly impacts how efficient
they can be with their existing nurse
resources. The survey further finds that
fewer than 20% of respondents are using
the “nurse pull” methodology, which is
mathematically and operationally the most
efficient way to manage nursing capacity
at infusion centers.

2. STAFFING SHORTAGES AND BURNOUT

Survey respondents have tried a variety

of approaches to address the widespread
nursing shortage impacting healthcare
organizations nationwide. Most commonly,
infusion centers have used travel or
temporary nurses, modified shifts, and
increased nurse-to-patient ratios to
optimize resources.

We also asked respondents what tools
they use to address nurse stress and

Figure 2. What method are you using to match
nurses to patients?

B Pushing in advance (pre-assign nurses to patients)
B Pushing in real-time (assign when patient arrives)

[ Pull (nurses take patients as they
are ready throughout the day)

Primary assignment (nurses see the
same patient every visit)

Other
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3.9%

P

COVID-19 safety measures also led to

a backlog of patient demand that many
centers are still working through. More
than half of survey respondents need
major investment in order to meet their
current patient demand for appointments.

burnout. The most popular responses
included offering staff recognition events
and increased pay or benefits, closely
followed by nurse support programs and
team-building exercises. While helpful

in the short-term, these tools are not
well-suited for promoting long-term
nurse retention while maintaining the
operational and financial health of the
health center.
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3.LACK OF ACCESS TO
RELEVANT EHR DATA

Infusion center personnel have access to
EHR data to help inform decision-making,
but they know that EHRs are not built

to optimize asset utilization or improve
patient access. Optimizing capacity is a
difficult math problem that can never be
solved by an EHR by itself.

It takes constraint-based optimization
methods, machine learning, artificial

Figure 3. How difficult is it to pull
the data you need from your EHR?

Il Somewhat difficult
[l Somewhat easy

[ Very easy
Very difficult

THE CHALLENGES AHEAD:
NAVIGATING INFUSION CENTER
CAPACITY IN THE NEXT FEW YEARS

While the healthcare industry still faces
new waves of COVID-19, the pandemic
has undeniably exacerbated challenges in
cancer center operations. Infusion center
leaders will have to cope with:
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intelligence, and simulation algorithms

to solve problems to unlock capacity and
provide prescriptive recommendations.
This challenge is illustrated in the nearly
50% of respondents who find it somewhat
or extremely difficult to access the data
they need from their EHR.

Additionally, nearly 50% of infusion
centers are tracking their operational
performance manually in spreadsheets,
which are inefficient, a resource drain, and
prone to human error.

= Staffing shortages due to burnout, stress,

and retirement/aging of the nursing
population

= Sicker patients who have delayed cancer

screenings or treatment

= Doing more with fewer resources, and

therefore operating more efficiently

= Innovating to accommodate patient

growth without large capital investments

Attempting to manually access data in the
EHR and tracking performance metrics in
spreadsheets is especially cumbersome,
given the complex scheduling patterns

in infusion centers. These results show a
clear need for an easier and more effective
way to draw actionable insights from EHR
data. Supplementing the EHR with Al
tools will show staff the specific volumes,
assets, resources, and needs of their
particular center.

= Providing easier access to
actionable data on health center
operational performance

For the complete analysis, and discussion
of Al-based solutions to these challenges,
download the survey report here.
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