
SINGAPORE: TRANSFORM-
ATIVE SHIFTS IN HEALTHCARE 
MANAGEMENT, E. F. SOH

EUSOBI 2019, G. FORRAI

VENDOR-DRIVEN STANDARDS FOR 
INTEROPERABILITY, D. HANCOCK

BREXIT: WREAKING HAVOC IN 
HEALTHCARE?, M. DAYAN ET AL. 

LEADING CHANGE AS A PHYSICIAN, 
X. CORBELLA & E. O' SULLIVAN

INNOVATION AND INSPIRATION 
FOR HEALTHCARE - HOW TO 
CHANGE FERTILITY CARE WITH 
VALUE-BASED HEALTHCARE, M. 
CURFS

INNOVATIVE HEALTHCARE STRA-
TEGIES, P. FACON

GAME-CHANGING MEETING OF 
MINDS: RADIOLOGY AND IMAGING 
INFORMATICS, E. RANSCHAERT

IMAGE INFORMATION DELIVERY 
IN THE AI ERA: TWO LIKELY 
SCENARIOS, S. R. BAKER. 

THE SEX AND GENDER INFLUENCE 
ON HYPERTENSION, S. SHAH 
PARESH ET AL. 

HOW THE BRAIN WORKS: LOOKING 
INSIDE TO TARGET TREATMENTS, 
S. MULDOON

NEW MANAGEMENT PATHWAYS IN 
CARDIOVASCULAR RISK FACTORS, 
R. VIDAL PEREZ

TACKLING THE FIVE ESSENTIAL 
LEVERS OF THEATRE EFFICIENCY, 
D. THORPE

Leadership • Cross-CoLLaboration • Winning praCtiCes

VOLUME  19 • ISSUE 5 • 2019 • € 22                                              ISSN = 1377-7629

•	TURNING THE SILVER TSUNAMI INTO A SILVER LINING, A. LOURENÇO
•	MANAGING THE WHOLE HEALTH OF THE AGEING POPULATION, C. BUCKLEY 
•	OPPORTUNITIES AND RISKS OF DIGITAL HEALTH: OLDER PEOPLE’S 

PERSPECTIVE, E. HUCHET
•	ANTI-AGEING THERAPIES: FROM BASIC SCIENCE TO HUMAN APPLICATION, M. 

ABDELLATIF & S. SEDEJ
•	AGEISM IN HEALTHCARE: WHY IT HAS TO STOP, L. AYALON 
•	SECRETS OF LONGEVITY - THE IKARIA STUDY, P. PIETRI
•	FRAILSAFE SYSTEM: AN INNOVATIVE APPROACH ON FRAILTY, S. MOZA ET AL. 

Silver
Tsunami

©
Fo

r 
pe

rs
on

al
 a

nd
 p

ri
va

te
 u

se
 o

nl
y.

 R
ep

ro
du

ct
io

n 
m

us
t 

be
 p

er
m

it
te

d 
by

 t
he

 c
op

yr
ig

ht
 h

ol
de

r.
 E

m
ai

l t
o 

co
py

ri
g
ht

@
m

in
db

yt
e.

eu
.



CoVer storY silver tsunami

394 HealthManagement.org

t
hroughout the world, but especially in Eu-
rope and northern america, the population 
is ageing at an alarming rate. the United 

nations department of economic and social af-
fairs estimates that by 2050, older persons (aged 
60 or older) will account for 35% of the population 
in Europe, and more of these persons are living 
independently than ever before (United nations 
2017).

these predictions should serve as a call to 
action for healthcare stakeholders. the impor-
tance of managing the whole health of ageing citi-
zens will continue to skyrocket, and that effort will 
require commitment and cooperation from health-
care providers, healthcare it vendors, government 
leaders, and others.

My KLas research colleagues and i have inter-
viewed thousands of healthcare leaders about their 
software tools. these providers have taught us 
which tools and practices yield the best outcomes 
and which technologies need the most improve-
ments. With this data in mind, i would encourage 
healthcare organisations to do the following in order 
to effectively help the ageing population:

• partner with your vendor(s) on a solid popu-
lation health management strategy.

• take full advantage of remote patient moni-
toring tools; and

• Increase the focus on interoperability 
between acute, primary, and post–acute 
care facilities.

Partnership in Population Health 
Management
Healthcare stakeholders understand that there is 
no easy way to reduce the number of health crises 
that send patients to the hospital. the best tactic 

for many healthcare organisations is to focus on 
the whole health of particular groups of patients, 
typically high-risk patients such as the ageing. in 
other words, these provider organisations create 
population health management strategies. 

population health it includes tools for data 
aggregation, data analysis, care coordination, 
finances and administration, patient and family 
engagement, clinician engagement, and more 
(KLas research 2016). population health manage-
ment could be defined as the coordinated applica-
tion of population health it tools. effective popula-
tion health management can improve and preserve 
the health of the ageing population by increasing 
the quality and value of care. 

in a 2018 KLas study on population health 
management, participants’ responses showed that 
“vendor partnership and guidance are the x factors 
provider organisations need to drive success” 
(hunter and Warburton 2018). the vendors who 
received higher scores on questions related to 
their partnering efforts tended to receive higher 
scores on their products. this was probably because 
the providers who received more vendor help and 
training could use the tools more effectively. one 
study participant stated:

“[our vendor] does a great job of optimising our 
available functionality. When we first rolled out the 
product, [our vendor] made themselves available to 
do in-person training. our facilities are spread over 
a large area, and [our vendor] still made themselves 
available for in-person training at each of our facili-
ties. [our vendor] also made follow-up calls to make 
sure that they understood things, and they offered 
web-based training for anyone who might need it. 
[our vendor] was able to tailor how they gave assis-
tance so that the assistance made the most sense 

Managing the 
Whole Health of the              
Ageing Population
summary: With a rapidly growing older population, effective care for ageing patients 
will require healthcare stakeholders to collaborate in managing the whole health of 
these patients. 

Colin Buckley
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to our users. they spent a lot of time with our users” 
(hunter and Warburton 2018).

other happy customers described vendors who 
meet with provider organisations weekly, include 
needed functionality on transparent road maps, 
and work with the provider organisations toward 
the same goals. In short, providers with engaged 
population health vendors are able to do more for 
their patients.

   this data shows how much responsibility popu-
lation health vendors bear. but what can provider 
leaders do if they aren’t satisfied with the relations 
with their vendor? First, the provider organisation 
should confirm that both parties share a vision. If 
not, considering a different vendor might be bene-
ficial. once a vision has been agreed upon, provider 
leaders can invite the vendor to participate in 
conversations about population health management 
and the respective parties’ road maps. the parties 
must also agree on their individual responsibili-
ties and set up an effective feedback mechanism. 

Remote Patient Monitoring
Ageing patients are easily the most expensive 
ones. one reason for this is that they tend to have 
the most chronic health conditions. 75% of the 
United states’ healthcare spending goes to treating 
chronic conditions, and 77% of older patients have 

at least two of them (national Council on ageing 
2018).

Most healthcare organisations already know that 
managing patients with chronic conditions is key 
to reducing admissions to hospitals and long-term 
care facilities. but relatively few health systems 
have harnessed the power of remote patient moni-
toring (rpM) technology. 

in 2018, KLas research partnered with the 
american telemedicine association to complete 
and publish a report on RPM; providers from 25 
healthcare organisations were interviewed about 
their rpM software. We found that rpM tools have 
become indispensable to many providers, partic-
ularly those caring for patients (including older 
patients) who have chronic conditions (sharp and 
buckley 2018). 

With rpM technology, patient’s health data is 
digitally collected and sent to healthcare providers, 
who can then track and assess the data. Custom-
isable alerts let caregivers know when the patient 
needs attention. Some of the most advanced RPM 
software also offers disease-specific care plans 
that can be tailored to the individual patient. these 
capabilities have become favourites of healthcare 
providers and can save many trips to hospitals and 
other facilities.

Furthermore, a number of healthcare it vendors 
are adding patient-education content, reminder 
functionality, and communication tools to their 
RPM software. Many patients can use the software 
for video conferences. Instead of travelling for an 
office visit, a patient can participate in a video call 
with their doctor and maybe even loop in a family 
member or other caregiver to the same call. RPM 
software can also cue patients to take medica-
tions, complete periodic surveys, or do other things 

75% of US HEALtHCArE 
SPENdiNg goES to trEAtiNg

CHroNiC CoNditioNS, ANd 
77% of oLdEr PAtiENtS 

HAVE At LEASt tWo 
of tHEM

Figure 1. how post–acute Care providers access outside data 
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to preserve their health. 
the following excerpt and chart from the report 

illustrate rpM technology’s potential for good: 
“the majority of study participants are very 

pleased with the success of their RPM programs. 
Most have achieved measurable outcomes, partic-
ularly when it comes to keeping patients out of the 
hospital (ie admits, re-admits, and er visits). even 
those earliest in their rpM journeys share anec-
dotal victories, and only a few hesitate to call their 
efforts a success—not because of failure, but rather 
because of blurred lines between vendor monitoring 
and their own outreach work. Heart disease and 
Copd are the leading use cases, but organisations 
are branching out to less acute chronic diseases, 
such as diabetes and hypertension" (Sharp and 
buckley 2018).

of course, rpM software is no silver bullet; stake-
holders will need a few years to hone this new tech-
nology and related best practices. However, vendors 
are beginning to offer pay-as-you go models, value-
added software, and vendor-managed logistics that 
are allowing more providers to make use of RPM 
tools. Even in this development phase, RPM soft-
ware can allow providers to keep an eye on their 
high-risk patients, encourage family involvement, 
and help keep ageing patients healthy at home. 

Increasingly Necessary Interoperability
Certain small victories in interoperability have been 
achieved in recent years. However, most health-
care organisations still have a long way to travel 
before achieving the ideal level of interoperability. 
KLas research’s 2018 report on the UK national 
health service (nhs) interoperability found that 

“even those nhs organisations with full integra-
tion don’t meet all clinician needs since their use 
cases are limited to ingesting results or transferring 
data from one gp to another who uses the same 
supplier” (goff and Christensen 2018).

the post–acute space is falling particularly 
behind. because post–acute care is less urgent 
than acute care, interoperability solutions for post–
acute facilities receive less attention and funding 
than the solutions for hospitals. this means the 
ageing population doesn’t receive as many interop-
erability benefits as they should. As seen in a chart 
from a recent KLas research report on post–acute 
interoperability, most providers in the post–acute 
space (which includes the elderly-dominated long-
term care) still rely heavily on faxing (bermudez and 
buckley 2018).

to be fair, faxing is quite convenient for many 
of the task-oriented providers at long-term care 
facilities. However, the industry is heading in the 
direction of normalised, integrated data from many 
sources, and as the older population grows, the 
importance of being able to share these patients’ 
health data digitally will grow as well.

to achieve the kind of interoperability that 
patients need, several roadblocks will need to be 
removed or circumvented. the first may be that 

tHE iNdUStrY iS 
HEAdiNg iN tHE dirECtioN 

of NorMALiSEd, iNtEgrAtEd 
dAtA froM MANY

SoUrCES

Figure 2. rpM outcomes Chart
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too many providers—particularly in the post–acute 
care space—don’t know much about their inter-
operability tools. KLas research has found that 
“even leadership at post–acute care organisations 
regularly expressed uncertainty about what Elec-
tronic Medical record-based interoperability tools 
they might or might not be using—a clear sign that 
vendors can improve communication around this 
important topic” (bermudez and buckley 2018).

another barrier is, of course, money. Long-term 
care and home health organisations have notori-
ously low business margins and often can’t afford 
the high prices that electronic patient record (epr) 
vendors have traditionally charged for interopera-
bility features. Vendors are beginning to abandon 
these traditional fees, but that change must be 
solidified. 

the speed at which interoperability spreads will 
depend heavily on EPR vendors. If EPR vendors want 
their customers to be successful, they must offer 
affordable interoperability solutions that are easy 
to use, help providers understand the benefits of 
interoperability, urge customers to fully adopt the 
functionality, and provide thorough training for the 
clinicians.

provider organisations that aren’t seeing such 
efforts from their EPR vendors can push for change. 
If provider leaders stay aware of what is happening 
with interoperability in the industry, they can use 
that knowledge as leverage with their vendors. In 
addition, provider leaders can make sure that their 
own organisation and their EPR vendor each have 
interoperability on their road map and that both 
sides have agreed on a way to achieve interoper-
ability together.

As stakeholders continue to work together 
toward greater interoperability, particularly in the 
post-acute care world, they will create a better world 
for all parties, including the ageing population. Clini-
cians will have access to enough data to focus on 
the whole health of their patients, and patients will 
be spared from many clinical errors and receive 
quicker diagnoses and care.

Conclusion 
the ageing population needs healthcare it vendors, 
healthcare providers, and government leaders to 
understand the post–acute care space and how to 
care for the whole health of a patient. the following 
are steps I would encourage these stakeholders to 
take in order to help older patients:

• EPR and Population Health Vendors: get 
to know your customers and form close rela-
tionships with them. Share your road map and 
make sure your goals are aligned with your 
customers’. teach customers how to leverage 
all of their tools in a way that can help them 
establish a longitudinal record.

• Healthcare Providers: Implement and use 
tools (such as rpM software) that can help 
you be proactive in caring for your patients. 
get patients and their family members involved 
and use the appropriate tools. Collaborate with 
your EPR and population health vendors; and

•  Government Leaders: Use your influence to 
encourage interoperability, technology devel-
opment, and certification processes for tools 
such as eprs. Create a landscape of finan-
cial support and reimbursements that will allow 
healthcare providers to invest in effective tools 
and best practices. 

KeY points

•	 Provider organisations will find the most 
success in population health management 
strategies when they partner with engaged 
vendors.

•	 remote patient monitoring is reducing hospital-
admittance rates and helping provider organi-
sations engage their ageing patients.

•	 interoperability between acute and post–acute 
facilities will become increasingly needed as the 
older population increases. 

•	 Stakeholders must work toward ambitious 
interoperability goals in order to ensure 
progress. 
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