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All organisms and, indeed, all organizations have 3 principal 

strategies that they follow. They can adapt to changing 

times, they can migrate to other places or markets, or they 

may perish. Clearly the Affordable Care Act (ACA) of 2010 

forces health care organizations to make one of these 

3 critical choices. Seeking the advice from colleagues 

around the country may help us make 1 of these 3 important 

choices, and that is the goal of this special supplement to 

the American Journal of Medical Quality (AJMQ), titled 

“Necessity Prompts Strategic Adaptation.” Drawing on the 

opinions of a core group of informed leaders from around 

the nation, this special supplement provides critically 

important insight into the projected impact of the ACA on 

our industry.In retrospect, since 1999 and the publication of the path-

breaking Institute of Medicine report titled To Err Is Human: 

Building a Safer Health System, our industry has failed to 

implement the reforms necessary to keep the patient at the 

center of all we do, has failed to reduce the burden of medi-

cal error, and has failed to improve the overall quality and 

efficiency of the care we deliver. As a result, it is clear to 

me that “we have met the enemy and he is us.” Now faced 

with external stimuli to improve our core mission, we must 

move with agility and speed to avoid the demise of all that 

we have built.The opinions of the national leadership group can be 

summarized, in my view, as a clarion call for a renewed 

commitment to true leadership of our system; leadership 

that will require hard choices and leadership that means we 

must abandon the status quo, not just modify it. By aban-

doning the status quo, leaders will be unfettered and will 

see brand new choices ahead. Instead of a cluttered short 

term, they will see a long term filled with new possibilities, 

with new disruptive technologies, and with new ways to 

put the patient back at the center of all we do.

Real leadership for the future will mean, among other 

things, radically changing the very basis of medical educa-

tion to produce a provider ready to assume leadership of a 

Patient-Centered Medical Home and an Accountable Care 

Organization. Real leadership will mean a commitment to 

the reallocation of income from specialists to primary 

care doctors, despite the political backlash. Real leadership 

will mean training a new class of practitioner—a practitioner 

who is devoted to self-evaluation, measurement, and 

improvement. A practitioner who recognizes that doctors 

have 2 jobs to do everyday: the job of doctoring and the job 

of improving our collective doctoring.

Finally, real leaders will recognize that we must continue 

to trade off some professional autonomy on the margin for 

an increase in public accountability for everything we do. 

This tension between professional autonomy and public 

accountability will drive our entire decision making under 

health reform.Of course, one could argue, as Will Rogers did decades 

ago, that “there is simply no future in predicting the future.” 

However, I would argue that the distillation of expertise 

from a core group of nationally prominent leaders that is 

presented in this supplement is certainly an important jump-

ing off point for a discussion of our ability to adapt, migrate, 

or perish. One might also ask, what is the alternative without 

a clear-cut vision, and without a commitment to a new type 

of leadership for the future?

In my work over the past 2 decades, I have always been 

a proponent of the notion that physicians collectively are 

their own worst enemy. No one can deny that reform is in 

part recognition that we have abrogated our true professional 

responsibility to put the patient at the center of all we do. 

In abrogating this core responsibility, we have left ourselves 

open to an army of policy makers who are armed with new 

tools and new ways of thinking. We must come together, 

then, led in part by our most informed opinion leaders, to 

tackle the new responsibilities facing us under the ACA. I am 

confident that this special supplement to AJMQ prompts us 

to consider a new way of strategic thinking. As a result of 

this strategic thinking, we can then assume the leadership 

mantle that is rightfully ours and truly put the patient at the 

center of everything we do once again.
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With dramatic changes looming on the horizon for US 

health care, stakeholders throughout the health care land-

scape must prepare for the uncertainty by understanding 

how to innovate to ensure lasting success. Without contin-

ued adaptation, we will have solved nothing.

For many organizations, the Affordable Care Act 

(ACA) was thought to promise at least a short-term win 

by absorbing millions of previously uninsured patients 

into the health care machine. Those additional lives, 

many argued, will require health plans, hospital beds, 

drugs, and devices—just like everyone who was already 

insured prior to ACA. Yet these projections regularly 

assume that the prevailing business models of health care 

delivery will continue undisturbed. The lessons of disrup-

tive innovation—which describe how long-standing busi-

ness models are eventually swept aside by new ones that 

focus on greater access, affordability, and convenience—

make it clear that this is a dangerous assumption to make.

Historically, successful health care organizations were 

content to simply get better at what they had always been 

good at—delivering acute sick care. But this is no longer 

enough, because the undercurrent of ACA is that Americans 

are demanding more than incremental improvement. 

Behind the medical home movement is the desire for 

more coordinated care, which requires cohesive, multidis-

ciplinary teams of providers and new medical records and 

information systems. Underlying the accountable care 

organization is the notion that the fee-for-service model 

of the past must be discarded in favor of novel payment 

mechanisms that encourage wellness, prevention, patient 

engagement, and provider partnerships.

In short, just doing what you have always been good at 

doing is no longer enough. Reinventing the way you do 

things is the imperative. Even before ACA, there were 

already multiple, growing challenges to the existing 

hospital-centric and unfocused business models of health 

care delivery: specialty hospitals, ambulatory surgical cen-

ters, retail clinics, worksite clinics, concierge medical prac-

tices, medical tourism, telehealth services, and personal 

electronic health records, among others.

Faced with these innovative business models, the typi-

cal reaction of most companies is to figure out how they 

might be morphed into something that can benefit their 

existing business. How can retail clinics drive more 

referrals to the hospital? How can a telehealth service 

allow specialists to see more patients after hours and on 

weekends?These are the wrong questions to ask. They force lead-

ers to continue anchoring their businesses in the past 

rather than preparing them for true transformative change. 

Rather than viewing ACA and other changes to come 

as threats that must be withstood or co-opted, health care 

leaders should appreciate the opportunities these changes 

present to imagine a world of health care in which their 

acute sick care services are no longer needed.

This is a difficult exercise in leadership because it 

requires asking a different set of questions—ones that 

acknowledge the need to eventually cut ties with the past. 

How can we deliver more care away from the hospital, 

even if it means leaving an increasing number of inpatient 

beds empty? How can we enable nurse practitioners to 

direct more patient care, despite the fact that some physi-

cians may interpret this as professional encroachment? 

How do we help patients play a greater role in managing 

their own health, even though most of them do not seem 

prepared to do so today?

The answers are likely complicated, but our attempts 

to provide those answers must be more than trivial thought 

exercises. This Informed Opinion Leadership Action 

Group document offers motivation and guidance to health 

care leaders who wish to challenge long-standing notions 

of what comprises a health care system and how health 

services can become convenient and affordable enough 

such that anyone can access them. ACA is only the latest 

wake-up call to reexamine our health care business models. 

We cannot afford to hit the snooze button again.
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Care Act) will forever change patient demographics, 

demand for professional and ancillary services, payer 

mix, and how hospitals and physicians are paid. It also could 

be the catalyst that will bring physicians, medical group 

practices, and hospital systems into coherent organizations 

that coordinate services, improve operating efficiency, and 

provide world-class care to America.

Health reform will place additional demands on infor-

mation systems that require investments in health technolo-

gies such as electronic health records, electronic prescribing 

systems, and patient chronic disease registries. Practices 

and health systems with these tools will gather and use infor-

mation more efficiently and effectively, increase revenue 

from pay-for-performance incentives, and have evidence of 

quality and value that can be communicated—and touted—

to the community.To succeed in the transformed environment, health 

systems will need to
1. provide quality care,

2. in a safe environment,

3. at low cost, and
4. with accurate billing and timely payment.

Health leaders have much on their agendas as the 

Affordable Care Act brings about reimbursement and 

regulatory changes that will reshape the health care deliv-

ery system. The purpose of the following ideas is to initi-

ate the insightful debate that organizations need for sound 

decision making.
Strategy 1. If You Just Open Your 

Eyes, You Can See the Future

Health care organizations have a well-justified reputation 

for mistreating their staff. Today we have a national shortage 

of registered nurses and tomorrow will be worse. An exami-

nation of the national trends in secondary school education 

and college enrollment reveals that the US workforce will 

be insufficient to support the demand for trained caregivers 

at all levels. As easy as it is to predict a crisis, health care 

executives nationwide are exhibiting symptoms of “mural 

dyslexia,” the inability to read the handwriting on the wall, 

in the context of recruiting and retaining their most critical 

asset—their workforce.Strategy 2. Don’t Waste Your 

Time Preparing for the Current 

Crisis—Prepare for the Future

Hospitals and doctors are concerned that payment levels 

are constrained and are not keeping pace with increases in 

costs. Health care providers have responded by attempting 

to increase the volume of services. This is working in the 

short term; however, the Affordable Care Act will change 

how providers are paid. An Accountable Care Organization 

that accepts “Global Payment” will not optimize revenue 

on the volume of services provided to patients but by focus-

ing on improving the health status of the patient at the least 

expense. Organizations that focus on volume will be unable 

to change their focus and will consume themselves with costs.

Strategy 3. Embrace Technology

The open exchange of clinical information between inpa-

tient facilities, providers, pharmacies, and ancillary services 

is critical to optimize outcomes with the least consumption 

of resources (the future global payment economic model). 

Technologies exist to enable these communications, but 

few health systems have the capability or appear willing 

to make the investment in creating this capacity.
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The Imperative of National Health Care 

Reform

After nearly a century of attempts by both Republican and 

Democratic Presidents and lawmakers to pass national 

health care reform, Congress finally accomplished this 

long-elusive objective with razor-thin margins on March 

23, 2010. The primary goals of the Patient Protection and 

Affordable Care Act (ACA) are 4-fold:

• Expand access to affordable health insurance 

coverage to 95% of the pre-Medicare population

• Hold insurance companies more accountable, 

thereby guaranteeing more health care choices 

for consumers

• Improve the quality and safety of health care 

delivery

• “Bend” the cost curve downward, thus extend-

ing the life of Part A of the Medicare Trust Fund, 

which covers inpatient expenses

Transforming the Delivery and 

Financing of Health Care Services

The ACA grants the US Secretary of Health & Human 

Services (HHS) broad discretion to take the results of 

pilot projects and, when warranted, extend them nation-

ally and make them permanent—even in the absence of 

Congressional approval. It also authorizes the extension 

of a broad range of initiatives over the next 8 years.

The new law specifies that, not later than January 1, 

2011, the Centers for Medicare & Medicaid Services will 

establish the Center for Medicare and Medicaid 

Innovation to “test innovative payment and service 

delivery models to bring about a reduction in Medicare 

and Medicaid program expenditures while preserving or 

enhancing quality.” Mindful that substantive changes are 

ahead in a post–health care reform world, members of 

the Informed Opinion Leadership Action Group 

(IOLAG) invited 20 of the health care industry’s bright-

est minds to weigh in on how hospitals and their physi-

cians may best prepare for and advance the following 

changes in structure and process in the delivery and 

financing of care:

• Reimbursement reductions to hospitals for being 

“readmission outliers”

• Movement toward the bundling of hospital and 

physician payments for services to hospitals 

across episodes of care

• The rise of Accountable Care Organizations 

(ACO) as part of Medicare’s “Shared Savings 

Program”

• Transitioning from a fee-for-service approach 

toward value-based purchasing of health care 

services

• The need to have comprehensive, integrated 

electronic health information technology (HIT) 

systems to succeed in this new consumer-centric 

delivery and financing environment

A Closer Look at Key Provisions

Throughout the national health care reform debate, sug-

gestions were made on how to best close the health care 

“value chasm.” This discussion was initiated at the 

beginning of the previous decade when the Institute of 

Medicine (IOM) published the first of several reports 

that came to be known as the Crossing the Quality 

Chasm: The IOM Health Care Quality Initiative series 

(Figure 1).1

One common thread to health care reform in the United 

States is an emphasis on effectively managing the care 

of patients with chronic conditions relative to other coun-

tries. Another series of seminal reports since 2007 by the 

Commonwealth Fund, Building an Effective Healthcare 

System, has revealed that despite per capita costs of twice 
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All organisms and, indeed, all organizations have 3 principal 
strategies that they follow. They can adapt to changing 
times, they can migrate to other places or markets, or they 
may perish. Clearly the Affordable Care Act (ACA) of 2010 
forces health care organizations to make one of these 
3 critical choices. Seeking the advice from colleagues 
around the country may help us make 1 of these 3 important 
choices, and that is the goal of this special supplement to 
the American Journal of Medical Quality (AJMQ), titled 
“Necessity Prompts Strategic Adaptation.” Drawing on the 
opinions of a core group of informed leaders from around 
the nation, this special supplement provides critically 
important insight into the projected impact of the ACA on 
our industry.

In retrospect, since 1999 and the publication of the path-
breaking Institute of Medicine report titled To Err Is Human: 
Building a Safer Health System, our industry has failed to 
implement the reforms necessary to keep the patient at the 
center of all we do, has failed to reduce the burden of medi-
cal error, and has failed to improve the overall quality and 
efficiency of the care we deliver. As a result, it is clear to 
me that “we have met the enemy and he is us.” Now faced 
with external stimuli to improve our core mission, we must 
move with agility and speed to avoid the demise of all that 
we have built.

The opinions of the national leadership group can be 
summarized, in my view, as a clarion call for a renewed 
commitment to true leadership of our system; leadership 
that will require hard choices and leadership that means we 
must abandon the status quo, not just modify it. By aban-
doning the status quo, leaders will be unfettered and will 
see brand new choices ahead. Instead of a cluttered short 
term, they will see a long term filled with new possibilities, 
with new disruptive technologies, and with new ways to 
put the patient back at the center of all we do.

Real leadership for the future will mean, among other 
things, radically changing the very basis of medical educa-
tion to produce a provider ready to assume leadership of a 
Patient-Centered Medical Home and an Accountable Care 
Organization. Real leadership will mean a commitment to 
the reallocation of income from specialists to primary 
care doctors, despite the political backlash. Real leadership 
will mean training a new class of practitioner—a practitioner 

who is devoted to self-evaluation, measurement, and 
improvement. A practitioner who recognizes that doctors 
have 2 jobs to do everyday: the job of doctoring and the job 
of improving our collective doctoring.

Finally, real leaders will recognize that we must continue 
to trade off some professional autonomy on the margin for 
an increase in public accountability for everything we do. 
This tension between professional autonomy and public 
accountability will drive our entire decision making under 
health reform.

Of course, one could argue, as Will Rogers did decades 
ago, that “there is simply no future in predicting the future.” 
However, I would argue that the distillation of expertise 
from a core group of nationally prominent leaders that is 
presented in this supplement is certainly an important jump-
ing off point for a discussion of our ability to adapt, migrate, 
or perish. One might also ask, what is the alternative without 
a clear-cut vision, and without a commitment to a new type 
of leadership for the future?

In my work over the past 2 decades, I have always been 
a proponent of the notion that physicians collectively are 
their own worst enemy. No one can deny that reform is in 
part recognition that we have abrogated our true professional 
responsibility to put the patient at the center of all we do. 
In abrogating this core responsibility, we have left ourselves 
open to an army of policy makers who are armed with new 
tools and new ways of thinking. We must come together, 
then, led in part by our most informed opinion leaders, to 
tackle the new responsibilities facing us under the ACA. I am 
confident that this special supplement to AJMQ prompts us 
to consider a new way of strategic thinking. As a result of 
this strategic thinking, we can then assume the leadership 
mantle that is rightfully ours and truly put the patient at the 
center of everything we do once again.

389567 AJM26110.1177/106286061038956
7NashAmerican Journal of Medical Quality

Reprints and permission: http://www.
sagepub.com/journalsPermissions.nav

1Jefferson School of Population Health, Philadelphia, PA

The author declared no potential conflicts of interests with respect to 
the authorship and/or publication of this article.

Corresponding Author:
David B. Nash, MD, MBA, Jefferson School of Population Health,  
1015 Walnut Street, Suite 115, Philadelphia, PA 19107 
Email: David.nash@jefferson.edu

Meet the Enemy: He Is Us

David B. Nash, MD, MBA1

Editorial



American Journal of Medical Quality
Supplement to 26(1) 5 S–21S
© 2011 by the American College of
Medical Quality
Reprints and permission: http://www. 
sagepub.com/journalsPermissions.nav
DOI: 10.1177/1062860610388731
http://ajmq.sagepub.com

The Imperative of National Health Care 
Reform

After nearly a century of attempts by both Republican and 
Democratic Presidents and lawmakers to pass national 
health care reform, Congress finally accomplished this 
long-elusive objective with razor-thin margins on March 
23, 2010. The primary goals of the Patient Protection and 
Affordable Care Act (ACA) are 4-fold:

• Expand access to affordable health insurance 
coverage to 95% of the pre-Medicare population

• Hold insurance companies more accountable, 
thereby guaranteeing more health care choices 
for consumers

• Improve the quality and safety of health care 
delivery

• “Bend” the cost curve downward, thus extend-
ing the life of Part A of the Medicare Trust Fund, 
which covers inpatient expenses

Transforming the Delivery and 
Financing of Health Care Services
The ACA grants the US Secretary of Health & Human 
Services (HHS) broad discretion to take the results of 
pilot projects and, when warranted, extend them nation-
ally and make them permanent—even in the absence of 
Congressional approval. It also authorizes the extension 
of a broad range of initiatives over the next 8 years.

The new law specifies that, not later than January 1, 
2011, the Centers for Medicare & Medicaid Services will 
establish the Center for Medicare and Medicaid 
Innovation to “test innovative payment and service 
delivery models to bring about a reduction in Medicare 
and Medicaid program expenditures while preserving or 
enhancing quality.” Mindful that substantive changes are 
ahead in a post–health care reform world, members of 
the Informed Opinion Leadership Action Group 
(IOLAG) invited 20 of the health care industry’s bright-
est minds to weigh in on how hospitals and their physi-
cians may best prepare for and advance the following 

changes in structure and process in the delivery and 
financing of care:

• Reimbursement reductions to hospitals for being 
“readmission outliers”

• Movement toward the bundling of hospital and 
physician payments for services to hospitals 
across episodes of care

• The rise of Accountable Care Organizations 
(ACO) as part of Medicare’s “Shared Savings 
Program”

• Transitioning from a fee-for-service approach 
toward value-based purchasing of health care 
services

• The need to have comprehensive, integrated 
electronic health information technology (HIT) 
systems to succeed in this new consumer-centric 
delivery and financing environment

A Closer Look at Key Provisions
Throughout the national health care reform debate, sug-
gestions were made on how to best close the health care 
“value chasm.” This discussion was initiated at the 
beginning of the previous decade when the Institute of 
Medicine (IOM) published the first of several reports 
that came to be known as the Crossing the Quality 
Chasm: The IOM Health Care Quality Initiative series 
(Figure 1).1

One common thread to health care reform in the United 
States is an emphasis on effectively managing the care 
of patients with chronic conditions relative to other coun-
tries. Another series of seminal reports since 2007 by the 
Commonwealth Fund, Building an Effective Healthcare 
System, has revealed that despite per capita costs of twice 
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the average of other Organization for Economic Cooperation 
and Development (OECD) nations, the United States fares 
at or near the bottom in key measures involving quality, 
safety, access, disease prevention and health screenings, 
and infant and overall mortality among 6 peer nations 
(the United Kingdom, Canada, Germany, France, New 
Zealand, and Australia).2

A 2010 study by OECD reported: “There are a lot of 
these things going on in the U.S. already, but the question 
is [whether] you can adjust and redirect the policies to 
make them more effective.”3 This indicates the severity of 
the value chasm in America’s health care system and the 
compelling need for the following changes in the delivery 
and financing of care provided for in the ACA based on 
interviews with members of the IOLAG.

Reimbursement Reductions to Hospitals 
for Being “Readmission Outliers”
By and large, hospitals have never been subject to any 
kind of financial penalty for having to rehospitalize 
patients within 30 days of discharge. The ACA provides 
for successive 1% reductions in the base-operating 
diagnosis-related group (DRG) payment for hospitals 
with readmission rates above a severity-adjusted “excess 
readmissions rate ratio” beginning in Federal Fiscal Years 
2013 through 2015.

Hospital Physician Payment  
Bundling—National Pilot Project
Payment bundling is not new in either the public sector 
or the private sector. For example, a Medicare Demon-
stration Project from 1991 to 1996 bundled hospital and 
physician payments for coronary artery bypass graft 
surgery. That project demonstrated savings of 10% for 

these procedures among participating hospitals over a 
5-year study period.4

The ACA directs the HHS Secretary to establish a 
national pilot program on payment bundling no later than 
January 1, 2013, that may involve hospitals, physicians, 
skilled nursing facilities, home health agencies, and others 
involved in treating patients across the continuum of care. 
To obtain payments, these groups must submit data on 
quality and other measures through a “Qualified Electronic 
Medical Record” as defined by the Health Information 
Technology for Economic and Clinical Health Act (HITECH) 
component of the American Recovery and Reinvestment 
Act (ARRA) of 2009.

Accountable Care Organizations—Part  
of Medicare’s “Shared Savings” Program
The overarching vision of the ACO and its advanced pri-
mary care systems, interdisciplinary health care teams, and 
personalized medicine centers is the notion that keeping 
people healthy is a good business strategy for employers, 
employees, providers, government, and taxpayers.

The ACO community-based collaborative strategy with 
engaged stakeholders would be to refine prevention and 
treatment as part of a long-term, comprehensive, patient-
centered, primary care (trusted clinician) connection. This 
pioneering arrangement fosters meaningful and productive 
interactions between clinicians and patients that forge 
inextricable linkages to neighborhood group practices 
(medical home collaboratives) and their community hos-
pitals and guided personal care transition teams that sus-
tain positive behaviors—resulting in better overall health 
to sustain lifelong cultures of wellness.5

ACOs are covered under the HHS Secretary’s “Shared 
Savings Program” and must be established no later than 
January 1, 2012. Providers of services and supplies may 
come together as ACOs to manage and coordinate the care 
of groups of at least 5 000 Medicare beneficiaries. The 
ACO is accountable for the quality, cost, and overall care 
of its assigned Medicare beneficiaries.

The ACO program is not designed as a demonstra-
tion but as a real program.6 As of August 2010, 40 health 
systems joined Premier Healthcare Alliance’s ACO 
Readiness Collaborative in preparation for their new 
role under the ACA.6

Hospital Value-Based Purchasing Program
In the late 1980s, Paul Ellwood, MD, defined outcomes 
measurement as, “a technology of patient experience 
designed to help patients, payers, and providers make 
more rational medical care-related choices based on the 

“Back to The Future”:  IOM Study Transforms Population
Health Improvement Accountable Care Systems Imperative

Employment of state-of-the-art population health improvement, tools, 
techniques, and best practices advocating use of preventive 

services and quality clinical care are imperative.

Safe Effective Timely Efficient EquitablePatient-
CenteredSafe Effective Timely Efficient  EquitablePatient-
Centered

Figure 1. Necessity prompts strategic adaptation
Source: Adapted from Harvey Fineberg, MD, Institute of Medicine, 
2001, and Committee on Quality of Health Care in America. Crossing 
the Quality Chasm: A New Health System for the 21st Century. Washing-
ton, DC: National Academies Press; 2001.
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patient’s life.”7 As part of this thinking, pioneers and sup-
porters of population health improvement believe that 
value-based purchasing methods will eventually lead to 
trusted accountability systems and verifiable community 
health assurance outcomes to help buyers hold providers 
of health care accountable for cost, quality, and value.8,9

Population health is a framework that seeks to realign 
the health care delivery system, which is widely recognized 
as fragmented, ineffective, poorly managed, wasteful, and 
economically inequitable.10 Putting the needs of patients 
and their families first in the context of community health 
assurance will potentially unleash disruptive improvement 
in the hospital market that will drive “The Triple Aim” 
advocated by Dr Donald Berwick when he was president 
of the Institute for Healthcare Improvement (Figure 2).

Informed opinion leaders believe value is built on 4 
essential elements: trustworthiness and trust, engagement 
and incentive alignment, relevant information, and distinct 
choices. The IOLAG defines value (and value creation) as 
meaningful productive interactions and personalized expe-
riences of consumers (Figure 3). Value-based purchasing 
means that individuals will have greater control over deci-
sions affecting their health care and be motivated by the 
aforementioned 4 essential elements.11,12

Innovative purchasers and savvy employers have found 
that the creative and intensive use of “culture of health” 
programs and other tools can help prevent many chronic 
conditions and delay the onslaught of mortality, as well as 
improve outcomes and quality of life.13 A “neighborhood 
culture of health” occurs when a proactive population or 

Figure 2. Necessity prompts strategic adaptation: the triple aim gateway to community health assurance
Source: Adapted from Donald M. Berwick, MD. Embracing the Triple Aim: Who? How? When? Institute for Healthcare Improvement, 8th Interna-
tional Summit on Redesigning Clinical Office Practice; Nashville, TN; March 26, 2007.
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community of covered lives bands together to make the 
right lifestyle, health, and wellness choices as a result of a 
convergence of interests and support systems, structures, 
and processes.14,15

Beginning on October 1, 2012, the ACA’s Hospital 
Value-Based Purchasing Program provides hospital incen-
tive payments to meet certain performance standards for 
the treatment of Medicare patients with acute myocardial 
infarction and pneumonia and those receiving surgical 
care who avoid health care–associated infections.

The ACA directs the HHS Secretary to conduct a 
3-year pilot program running from October 2012 to 2015, 
which will permit reporting and acting on the results 
of this project by extending it nationally and making it 
permanent before the end of a possible second Obama 
Presidential term in January 2017.

There will be a growing national push to contain costs 
while preserving and improving the quality of care for the 
95% of Americans who will have health insurance by 

2020. More important, hospital leaders of the future 
will need to address the substantial increase in volume of 
service that will occur when 30 million more Americans 
have access to affordable health insurance. The impact of 
overwhelming demand will have a significant effect on 
how care is delivered and on the relationships between 
doctors, hospitals, and insurance payers. This will be the 
decade to identify, purchase, and continuously improve 
the fundamental value of health care.

Health Information Technology
The use of information technology in a health care setting 
can serve as connective tissue to value-based purchasing 
systems by fairly compensating hospitals and physicians 
for investing in a far more efficient delivery system. New 
reimbursement methodologies will reward the use of HIT, 
which in turn will make these new delivery and reimburse-
ment environments more sustainable in the long term.

Figure 3. Value creation is based on meaningful productive interactions and personalized experiences of consumers
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HIT is not covered in the ACA but is included in the 
HITECH portion of the ARRA. However, it will be an 
indispensable enabler of all the transformational changes 
in the delivery and financing of care.

Consequently, many of the questions posed to and 
answers elicited from the IOLAG experts have achieving 
integrated electronic connections among providers across 
the spectrum of care as a common theme. HIT provides a 
way to make new delivery and reimbursement environ-
ments conducive to more widespread implementation. 
The new health care environment envisioned by the ACA 
will necessitate that hospitals and physicians not only 
have and use HIT within their organizations to improve 
patient care and reduce cost but that providers freely 
exchange information.

Role of the Informed Opinion 
Leadership Action Group
The IOLAG was formed long before this article was written 
to fill the need for breakthrough ideas from independent 
leaders. The members of this group have always worked 
ahead of the curve to create meaningful distinctions in 
the health care market and suggest an insightful exchange 
of information for sound decision making.

Interviews were conducted with IOLAG co-contributors 
(Appendix A) during June and July 2010 to elicit practi-
cal, reliable, and relevant information regarding how hos-
pitals and their physicians could best prepare for those 
parts of the ACA that have the most direct impact on the 
future delivery and financing of care. For these interviews 
we sought to identify co-contributors of the IOLAG who 
were

• Widely recognized for innovative thinking, 
actions, and accomplishments in population 
health and improving health care delivery

• Experts on the key delivery and financing 
changes sought to be put in place by the ACA

• Representative of a wide range of stakehold-
ers who will be affected by changes under the  
ACA

A standardized set of 17 open-ended questions 
(Appendix B) was used to obtain input from the 
co-contributors based on their broad and deep experi-
ences. Co-contributors included chief executive officers 
and chief operating officers of major hospitals and health 
systems, deans of schools of medicine and population 
health, senior executives of major national health care deliv-
ery and purchasing associations, medical group practice 

leadership, culture of health enterprises, and managed 
care organizations.

Responses to the 17 questions were elicited from 80% 
of IOLAG co-contributors, who, immediately following 
these interviews, verified the accuracy of comprehen-
sive summaries of their responses. Because including 
co-contributor responses to all 17 questions in their entirety 
is beyond the scope of this article, we have instead 
included 5-point summaries of a representative sample 
of their responses in Appendix C.

The IOLAG suggested key business and clinical pro-
cesses that hospitals and physicians need to redesign 
for the new delivery and reimbursement environments 
created by the ACA, including a list of do’s and don’ts. 
Representative examples of the processes to be redesigned 
and “received wisdom” appear in Appendixes D and E, 
respectively.

IOLAG Consensus Results  
of the Interview With Analysis
Top Processes Requiring Redesign

We identified 20 nonduplicative processes that IOLAG 
experts cited as needing to be redesigned for hospitals and 
their physicians to succeed in the new delivery and reim-
bursement environment (Appendix D).

Some of the common themes that emerged from this 
list were the following:

 1. Governing bodies, as well as executive and clin-
ical leadership, must be much better educated 
concerning how to evaluate and oversee the 
implementation of processes to continuously 
improve the quality, safety, and value of inte-
grated medical and behavioral care.

 2. Hospitals must integrate their work with local 
communities to create neighborhood cultures 
of health through strategic adaptation of busi-
ness alliances and to determine how best to 
meet the highly anticipated increased demand 
from consumers for their services.

 3. Hospitals must enlist the aid of their execu-
tives and managers to eliminate processes that 
do not add value in order to continuously dem-
onstrate and improve value in the eyes of pur-
chasers and consumers (patients).

 4. Hospitals must work much more closely with 
their physicians, interdisciplinary health teams, 
discharge and care managers, pharmacists, home 
health aides, and patients and their families to 
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ensure optimal guided-care transitions to better 
coordinated care outside of the hospital to pre-
vent readmissions and to improve outcomes.

 5. It is critical that hospitals and physician groups 
understand their internal costs and the out-
puts of the organization. Unless hospitals 
understand the cost of providing a service and 
whether the service mattered to the health sta-
tus of the patient, they cannot compete in the 
new marketplace of consumer-centric, value-
based purchasing systems.

 6. Hospitals must foster a culture of continuous 
learning. Best practices in clinical practice 
and management need to be openly shared, 
as this is the time when “a rising tide lifts all 
boats.”

 7. Hospitals must ensure that they are integrated 
electronically with their physicians, laborato-
ries, imaging centers, pharmacies, and, to the 
extent possible through personal health records, 
their patients and home health caregivers.

 8. Hospitals must be more efficient in delivering 
services as health care budgets continue to be 
squeezed and public demands for transparency 
of financial operations become prevalent.

 9. All health care providers and trusted clinicians 
must be prepared for the onslaught in demand 
for services that will occur when 30 million 
additional Americans have health insurance.

10. Different hospital systems will identify differ-
ent options as best fitting the strategic interests 
of the hospital. This definitely is not a one-size-
fits-all issue. Hospitals will continue to be a 
first line of defense for the acute care needs of 
consumers and the lifelong, guided-care tran-
sitions that ensure population health improve-
ment for patients and families.

Received Wisdom
Appendix E contains what we have referred to as 
“received wisdom.” In compiling this list of 30 such 
pearls of wisdom, we tried to identify not only common 
themes but also individual advice:

 1. The very cornerstone of any buyer–seller rela-
tionship is trust, without which the connection 

between a customer and his or her seller cannot 
reach its potential.

 2. Those who need incentives to improve the 
quality and value of their care are in the 
wrong business!

 3. The new world in health care will be driven by 
outcomes: “No outcome, no income.”

 4. Pharmaceutical firms and health plans may 
become valuable partners to address the value-
driven challenges of health care reform only if 
they focus less on their own bottom lines and 
more on how they can provide specific exper-
tise to help close gaps in hospital and physician 
performance.

 5. The inevitable quest for superior value (ie, neigh-
borhood health and performance improvement 
continuous value enhancement) by purchas-
ers and consumers (patients) will drive hos-
pitals and physicians into progressively larger 
groups and integrated systems that will have 
the financial wherewithal to maintain the latest 
integrated electronic record technologies and 
clinical decision support systems.

 6. All caregivers, especially physicians, must be 
trained in how to function effectively as mem-
bers of teams responsible for optimizing the 
outcomes of not only individual patients but 
entire populations.

 7. Hospitals and their physicians must come to 
view themselves as but 1 component of the 
continuum of care and safely minimize the 
amount of time that anybody has to spend in 
hospital or physician offices.

Uses for the Results  
of IOLAG Interviews
Identification and Dissemination  
of Best Practices for Hospital  
Executives and Physicians

Every hospital and physician practice has unique charac-
teristics. However, there are enough commonalities 
that knowledge of how some of the top national thought 
leaders either have responded effectively, or anticipate 
responding to these challenges at their own facilities, 
should be a valuable addition to the health care literature.
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These practices should not be adopted, however, before 
undertaking a healthy debate concerning their applicabil-
ity and achievability with each institution’s personnel, 
technological, resource, and time limits to effect the required 
changes.

Creation of White Papers and  
Briefing Documents for Hospitals, 
Physicians, Health Plans, Employers, 
and Patient Advocacy Groups

The next step could be for hospitals to create more 
detailed guides and briefing documents concerning how 
to engage their physicians in the creation and operation of 
the initiatives discussed herein (eg, ACOs, neighborhood 
cultures of health, strategic adaptation business alliances). 
This approach could be repeated for other areas covered 
in this article for which hospital executives or group prac-
tice administrators felt they had both a strategic impera-
tive to pursue and the operational bandwidth to undertake 
successfully.

Hospital and Physician  
Education Programs
Increasingly, to obtain accreditation from groups like 
the Accreditation Council for Continuing Medical Education, 
continuing medical education programs must be able 
to demonstrate that they close identified performance 
gaps.

Conclusions from this informed opinion survey could 
form the basis for these educational programs for physi-
cians and nonphysician hospital executives to close per-
formance gaps. Courses that meet requirements for each 
group so that both physicians and hospital executives 
could participate and receive credit would be ideal.

Recommendations  
and Next Steps
It is beyond the scope of this article to provide specific 
guidance on what initiatives to undertake first, how to 
allocate the appropriate type and extent of resources to 
each initiative, or how to implement the changes needed. 
That is for each institution working with its physician 
leaders and extended health care teams to determine.

Rather, this article is intended to initiate that necessary 
decision-making process sooner rather than later and be 
proactive instead of reactive to what will be the most sig-
nificant changes in how health care is delivered and 
financed since at least the 1960s.

Short Term: Prioritization of Initiatives
During the next 3 to 6 months, hospital administrators, 
physician leaders, and other health care executives should 
prioritize the initiatives in which they will engage to meet 
the challenges of health care reform. Discussions should 
be based on hard facts about whether their organizations 
are prepared to be part of a transformed care delivery 
system, if they have current and projected personnel and 
technological capabilities that will enable their organiza-
tions to respond to the changed health care environment, 
and which activities would best position them in the lon-
ger term.

Intermediate Term:  
Implementation Planning
During the next 6 months, hospital administrators, physi-
cian leaders, and other health care executives should 
conduct town hall meetings in their neighborhoods 
and complete a concentrated period of implementation 
planning. During this time, they should determine for 
each project the detailed steps necessary to undertake 
each initiative successfully, the capabilities and resources 
required, and who should champion each initiative and 
its components.

Longer Term: Implementation,  
Evaluation, Improvement
Depending on the initiative(s), the implementation (including 
ongoing evaluation and continuous improvement) could 
take anywhere from 1 to 5 years. The time lines for each 
initiative pursued should be designed to reach signifi-
cant milestones as close to the time that the law has 
directed the HHS Secretary to seek participants in its 
own initiatives. For example, January 2012 for ACOs, 
January 2013 for the National Pilot Program on Payment 
Bundling, and October 2012 when base operating DRG 
payments begin to be reduced by 1% per year for “read-
missions outliers.”
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Appendix A

Informed Opinion Leadership Action Group Co-Contributors

 1. Les C. Meyer, MBA
Chairman, Informed Opinion 

Leadership Action Group (Denver, 
CO)

• President and Health Care 
Strategist, HPI Advisors, LLC

• Senior Fellow, Jefferson School 
of Population Health

• Vice President, HealthNEXT, 
LLC

• Alumnus,The Program in 
Hospital Administration, 
Concordia College

2. James B. Couch, MD, JD, FACPE
Managing Partner & Chief Medical 

Officer, Patient Safety Solutions, 
LLC (Belle Mead, NJ)

• IOLAG Hospital Market 
Sector Team Leader

• Senior Fellow, Jefferson School 
of Population Health

• Fellow, American College of 
Physician Executives

3. David Nash, MD, MBA
Dean, Jefferson School of Population 

Health Thomas Jefferson 
University (Philadelphia, PA)  

4. Jason Hwang, MD, MBA
Executive Director of Healthcare 

Innosight Institute (Mountain 
View, CA)  

5. David L. Knowlton, MA
Chairman of the Board, The 

LeadFrog Group; President and 
CEO, New Jersey Health Care 
Quality Institute (Trenton, NJ)  

6. Donald Goldmann, MD
Senior Vice President Institute 

for Healthcare Improvement 
(Cambridge, MA)

• Professor of Medicine, 
Harvard Medical School 

7. Stanley Goldfarb, MD, FACP, 
FASN 
Associate Dean for Curriculum and 

Professor of Medicine, University 
of Pennsylvania (Philadelphia, PA)

8. Maulik Joshi, DrPH
Senior  Vice President of Research, American 

Hospital Association; President and 
CEO of the Healthcare Education and 
Research Trust (Chicago, IL)

 9. Patricia Gabow, MD
Chief Executive Officer, Denver Health and 

Hospital Authority (Denver, CO)
• Committee Member, U.S. 

Government Accountability Office 
to the Medicaid and Children’s 
Health Insurance Program (CHIP) 
Payment and Access Commission

• 2008 National Healthcare 
Leadership Award Recipient by the 
National Center for Healthcare 
Leadership

10. David J. Shulkin, MD
President and Chief Executive Officer, 

Morristown Memorial Hospital Atlantic 
Health (Morristown, NJ)

• Former President and CEO, Beth 
Israel Hospital and Health System 
(NYC)

• Top 50 Most Powerful Physician 
Executives (2008-2009)

11. Donald E. Lighter, MD, MBA, FAAP, 
FACHE
Executive Director, Institute for Healthcare 

Quality Research and Education 
(Tampa, FL)

• Former Chief Quality Officer for the 
Shriners Hospitals for Children

• Alumnus Examiner, Malcolm Baldrige 
National Quality Award

12. Russ Molloy, Esq.
Vice President of Government Relations, 

Meridian Health System (Neptune, NJ)
• New Jersey’s 2010 American 

Hospital Association Grassroots 
Champion Award

• Adjunct Senior Fellow, Leonard 
Davis Institute of Health Economics; 
University of Pennsylvania

13. David N. Gans, MSHA, FACMPE
Vice President of Innovation and 

Research Medical Group 
Management Association 
(Englewood, CO)    

14. Cheri Lattimer, RN, BS
Project Director,   The National 

Transitions of Care Coalition 
(Little Rock,   AR)

• Executive Director, Case 
Management Society of 
America 

 
15. Dennis Millirons, MS

President, Sanford Medical Center – 
Fargo (Fargo, ND) 

 
16. Michael T. Rowan, MHSA, FACHE

Executive Vice President and Chief 
Operating Officer, Catholic Health 
Initiatives (Denver, CO)

 
17. Charles (Pat) O’Brien, MD

President, Sanford USD Medical 
Center (Sioux Falls, SD) 

 
18. Marcus Thygeson, MD

President of the Center for Health 
Care Innovation,  Allina Hospitals 
& Clinics (Minneapolis, MN)

• Medical Fellow, Bush 
Foundation (2008 – 2010)

• Former Chief Medical Officer, 
HealthPartners

19. Mark Bloomberg, MD, MBA , 
FACPE
Chief Medical Officer HealthNEXT, 

LLC (Boston, MA)
• Senior Physician Surveyor, 

National Committee for 
Quality Assurance

• Adjunct Lecturer in Health 
Policy & Management, Harvard 
School of Public Health

• Assistant Clinical Professor 
of Medicine, Tufts University 
School of Medicine

20. Eric Corkhill, BA
President and Chief Executive Officer, 

Ignite Informatics, LLC (Paoli, PA)
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Appendix B

IOLAG Methods and Interview Script

The following script was used during interviews with 
80% of the nation’s most insightful leaders who are 
members of the Informed Opinion Leadership Action 
Group (IOLAG). The interviews were conducted to 
obtain expert insight on how hospitals and physicians 
may best prepare themselves to be successful in this new 
environment.

Hospital Market Sector: Informed  
Opinion Leadership Interview Script

 1. To evolve, achieve, and thrive in the postreform 
environment, what clinical integration strate-
gies to align hospitals’ interests with those of its 
staff physicians are likely to be most successful 
to create the most value?

 2. In what ways should hospitals be preparing to 
decrease the chances of reimbursement reduc-
tions for being a “readmissions outlier” in the 
years ahead?

 3. What are hospitals’ top 3 ways to demonstra-
bly improve the quality, safety, and value of the 
care they deliver in the eyes of their purchas-
ers (including public and private sector payers) 
and their patients in the next 3 to 5 years?

 4. What should hospitals do to determine that 
their physicians are making the most cost-
effective pharmaceutical choices for their 
patients?

 5. What key population health improvement 
strategies should hospitals employ to ensure 
that they can handle the influx of new, pre-
viously uninsured patients in the next 3 to 
5 years?

 6. What strategies should hospitals employ to cre-
ate a “culture of health” within their own insti-
tutions? What should your hospital, or hospitals 
in general, be doing to help ensure the right 
care at the right time to bend the cost curve?

 7. What are the top 3 processes that you believe 
hospitals will need to redesign in the next 3 to 
5 years to be able to demonstrate continuously 
improving value to purchasers and patients in 
a postreform environment?

 8. How should hospitals prepare for value-
based purchasing (ie, health and performance 
improvement/continuous value enhancement 
capabilities and advanced primary care system 
case study)?

 9. How should hospitals prepare for the bun-
dling of payments to physicians and hospi-
tals for their care of patients across episodes 
of care?

10. How should hospitals prepare to be the cen-
tral component of accountable care organiza-
tions to manage populations of patients within 
global budgets while meeting specific quality 
and safety performance standards to qualify 
for shared savings?

11. How should hospitals prepare to electronically 
integrate their operations and clinical data 
flows with surrounding outpatient clinics, staff 
physician practices, pharmacies, laboratories, 
and imaging centers?

12. What role do the following processes have in 
the clinical and financial success of hospitals, 
their associated clinics, and staff physician 
practices in the next 3 to 5 years: strategic qual-
ity planning, Lean Six Sigma process redesign 
and improvement, aviation-style checklist 
management to minimize infections and other 
adverse events, medication reconciliation, and 
real-time clinical decision support?

13. How should both hospital executive and phy-
sician leadership compensation be adjusted to 
align with meeting quality and performance 
goals in the next 3 to 5 years?

14. How should hospitals identify, evaluate, adopt, 
adapt, and continuously improve best practices 
for both management and clinical practice?

15. How may hospitals, as the core component 
of integrated health care delivery systems, 
become continuous learning organizations for 
hospital executives and their staff physicians 
in the next 3 to 5 years?

16. You will be asked about 4 major groups: (1) 
Health Plans for Managed Care, (2) Population 
Health Improvement and Health & Wellness 
Company, (3) Pharmaceutical Company, and 
(4) Medical Group Practice.

Please rank in order which group you trust the most 
and with which you would be willing to explore 
a strategic partnership to collaborate and help 
you fix health care on the front lines?

a. Health Plans for Managed Care
b. Population Health Improvement Company/

Health & Wellness Company
c. Pharmaceutical Company
d. Medical Group Practice

(continued)
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17. Why do you feel that way?
a. Health Plans for Managed Care
b. Population Health Improvement Company/

Health & Wellness Company
c. Pharmaceutical Company
d. Medical Group Practice

Appendix C

Representative Responses From Informed 
Opinion Leader Co-Contributors

Opinion Leader A

1. The best clinical integration strategies will align 
hospitals’ and physicians’ economic incentives 
most tightly to be ready for value-based pur-
chasing, bundled payments, and accountable 
care organizations.

2. There must be strong enforced economic incen-
tives in place for physicians to choose the 
most cost-effective pharmaceutical agents for 
their patients.

3. Hospitals, and especially academic medi-
cal centers, should teach the rest of corporate 
America to be cultures of health by setting a 
strong example in their own institutions.

4. The governing bodies (Boards) of hospitals 
must be the primary drivers of demonstrable 
quality, safety, and value for what occurs within 
their walls and demonstrate that they (not senior 
executives or even staff physicians) are ulti-
mately accountable to the community.

5. Pharmaceutical companies need to embrace 
comparative effectiveness research as a way 
of improving the quality, safety, and value of 
health care regardless of whether the results 
support greater use of their own products.

Opinion Leader B

1. All parties involved in delivering and pur-
chasing care must begin to regard “value” in 
the same way, especially as it pertains to the 
patient’s perspective.

2. Hospitals must create an environment in 
which continuous quality (value) improvement/
enhancement can operate.

3. Physicians need to use electronic medical records 
linked with real-time clinical decision support 
(whether through computerized physician order 
entry or other modalities) to ensure that they are 

making the most cost-effective pharmaceutical 
decisions for their patients. Physicians need to 
be held accountable for deviations from best 
evidence-based practices. They need to explain 
the patient-centered rationale for such devia-
tions. Hospitals need to investigate the use of 
cloud computing solutions as more cost-effective 
ways to integrate all sources of patient infor-
mation needed for real-time clinical decision 
support.

4. Hospitals will assume greater or lesser roles as 
components of emerging accountable care orga-
nizations depending on their relative influence in 
their communities (from the standpoint of their 
size as an employer and competition, if any). 
Hospitals must establish good relationships with 
their primary care physicians to avoid a backlash 
resulting from the high costs of specialists and 
tertiary care in the context of ACOs.

5. Transitions of care have become the focal points 
in efforts to improve the safety of patients. Phar-
maceutical firms can be central value-added 
players in disease and care management to 
improve the cost-effective coordination of 
patients across various care settings so long 
as they are not actively promoting the use of 
their particular products, as opposed to those 
products that the best evidence-based studies 
support as most valuable.

Opinion Leader C

1. Different hospital systems will identify differ-
ent options as best fitting the strategic interests 
of the hospital. This definitely is not a “one-
size-fits-all” issue.

2. Hospitals need to implement a multidisciplinary 
team to study “avoidable” readmissions and 
to develop a strategy to identify and prevent 
unnecessary readmissions.

3. Electronic prescribing systems provide infor-
mation on drug choice and should be monitored 
to assess physician utilization of generic and 
formulary drugs. If the hospital has physician 
practices within its health system, use of elec-
tronic prescribing should be mandated.

4. Hospitals and physician groups need to focus 
their corporate communications to establish 
a consumer-friendly (patient-centric) culture 
of health. If the needs of the patient are placed 
before the needs of the institution or the conve-
nience of the staff, everything falls into place. 
Patients will receive the care that best fits their 
needs, when the patient wants the care, and in the 
manner that the patient wants the care delivered.
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5. Establishing a quality culture begins with the 
senior executive. If the hospital or practice 
demonstrates quality performance, the executive 
should be appropriately compensated; if the orga-
nization doesn’t produce, the executive should 
be replaced and his or her successor provided the 
opportunity to be appropriately compensated.

Opinion Leader D

1. One of the hospital’s main jobs in the next 3 to  
5 years will be to better prepare patients and 
their families for life outside the hospital to pre-
vent readmissions.

2. Hospitals need to communicate better to physi-
cians the problems of polypharmacy and over-
use of particular classes of drugs (eg, proton 
pump inhibitor overuse can result in rebound 
hyperacidity that may actually exacerbate the 
very condition they are indicated to relieve).

3. Hospitals need to have their processes and 
approaches to care be much more transparent to 
both patients and payers.

4. Hospitals need to create and regularly draw 
on a central data repository of best evidence-
based medical practices to ensure optimal clini-
cal decisions.

5. Pharmaceutical companies must invest only 
in those medications that can demonstrably 
improve the value of care from the perspectives 
of purchasers and patients, including promoting 
those practices that (with or without medica-
tions) can lead to healthier lifestyles.

Opinion Leader E

1. Hospitals and their physicians must share 
equal accountability for the clinical results of 
their patients and the financial costs to produce 
those results.

2. Hospitals should manage compliance with their 
formularies much more tightly to promote the 
use of only those medications demonstrated by 
the best evidence to be associated with superior 
outcomes for their patients with specific condi-
tions at the lowest possible costs to patients and 
purchasers of care.

3. Hospitals should partner with employers and 
health management companies to promote and 
execute key population health improvement 
strategies.

4. Hospitals need to quickly become involved 
with regional and statewide health information 
exchanges to qualify for ARRA HITECH fund-
ing incentives and to be able to demonstrate 

their delivery of high-quality, cost-effective 
care to patients and purchasers.

5. Pharmaceutical companies must be able to pro-
vide hospitals with actionable data to improve 
clinical management and provide patients with 
education to improve adherence with medica-
tion regimens.

Opinion Leader F

1. To avoid being a readmissions outlier in the future 
and suffer reimbursement reductions as a result, 
hospitals should work with their pharmacists and 
others to improve medication regimen compli-
ance by their patients once they are discharged.

2. Hospitals need to have in place technologies 
that can track and minimize the occurrence and 
severity of adverse drug events.

3. To ensure that physicians make the most cost-
effective medication decisions for their patients, 
hospitals should implement and enforce eco-
nomic consequences for physicians who choose 
less cost-effective regimens.

4. Hospitals should invest in the latest clinical 
decision-support technologies and get their physi-
cians to use them to optimize clinical outcomes 
while minimizing medical errors and avoidable 
costs.

5. Pharmaceutical companies should work with 
hospitals to help them better manage patients 
across an episode of care to minimize the risk 
of avoidable readmissions.

Opinion Leader G

1. Hospitals need to dramatically improve the 
throughput of their patients using HIT.

2. Hospitals need to obtain and analyze data about 
the health conditions of the patient populations 
they serve to be able to better allocate scarce 
resources to obtain optimal results.

3. Hospitals need to determine—at least on a quar-
terly and ideally on a monthly basis—how well 
they are managing their patients based on a 
wide spectrum of clinical quality and economic 
metrics that purchasers, including the federal 
government, will be using to adjust their reim-
bursements in the future.

4. Hospitals must pay much more attention to medi-
cation reconciliation and compliance at every step 
in the inpatient care setting, and especially at dis-
charge, as well as through their care partners and 
the outpatient setting to minimize readmissions.

(continued)
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5. Pharmaceutical companies should focus less on 
quarterly sales and more on the demonstrable 
value of their products (when properly used 
by patients whom they can better educate) to 
improve clinical outcomes and quality of life 
for patients outside of the hospital setting.

Opinion Leader H

1. Hospitals must have the capacity to look back, 
identify quality and safety gaps, and close them 
effectively through implementation of a sys-
tematic improvement strategy.

2. Hospitals need to provide adequate life support 
for certain patients in the outpatient setting so 
that they are not in constant need of acute care.

3. Hospitals and their physicians should proac-
tively prepare for the future bundling of pay-
ments for the care they provide by identifying 
particular areas where they know they can 
obtain good information on true costs and out-
comes of care (eg, orthopedics).

4. One of the best ways of demonstrating the 
return on investment (ROI) of electronically 
integrating hospitals and their physicians with 
labs, imaging centers, and pharmacies is to be 
able to show measurable decreases in waste as 
a result of minimizing lost and duplicative lab 
and imaging test orders and inaccurate and/or 
illegible pharmacy orders.

5. In moving toward evidence-based medicine, it 
is important to be strategic and demonstrate its 
value to physicians in an important area of the 
hospital’s practice first (eg, cardiac care).

Opinion Leader I

1. It is important not to discharge patients until 
there is a strong outpatient infrastructure in 
place to support them to prevent readmissions.

2. To ensure that their physicians are making the 
most cost-effective pharmaceutical choices for 
their patients, hospitals must provide useful 
information to them concerning the impact of 
specific agents and dosages in terms of improv-
ing patients’ results in the inpatient and postdis-
charge settings.

3. Hospitals must be prepared to obtain reliable, 
credible data concerning the outcomes of their 
patients in both the inpatient and postdischarge 
settings because purchasers will reward cost-
effective care across the continuum, not just in 
the hospital.

4. Hospitals need to reward physicians financially 
for results that are under their individual control 
(eg, adherence to best evidence-based practices) 
and not subject to variations related to organiza-
tional performance.

5. Physicians must be invested in the development 
and implementation of evidence-based medical 
practice guidelines for them to adhere to them. 
It is not enough for hospitals or even their phy-
sician leaders to simply embed practice guide-
lines into decision-support systems and other 
methodologies, even if the guidelines are from 
highly reputable sources such as the American 
Heart Association or the American College of 
Physicians.

Opinion Leader J

1. Hospitals and their physicians should conduct a 
concerted outreach to all community providers 
to promote the effective coordination of care to 
reduce the risk of readmissions.

2. Hospitals should develop or affiliate with 
30-day transition clinics to be able to manage 
the demand for hospital services by the influx 
of previously uninsured patients.

3. Hospitals and their physicians must restructure 
into collaborative multidisciplinary teams to be 
able to demonstrate the added value they deliver 
to patients, payers, and their surrounding com-
munities.

4. The value of medication reconciliation (even 
when monitored through an extension of an 
electronic medical record) as a way of improv-
ing the care and outcomes of patients across 
the continuum is limited unless it is integrated 
with personal health records and other means 
that report the additional agents patients might 
be taking that could adversely interfere with the 
desired effects of prescribed medications.

5. Pharmaceutical firms should work much more 
closely with hospitals, physicians, and patients 
and their outpatient caregivers to minimize 
polypharmacy, support medication reconcilia-
tion (see item 4), and function as part of a col-
laborative team as community educators.

Opinion Leader K

1. Hospitals and their physicians must be able to 
demonstrate the value of their care (ROI) espe-
cially in treating patients with diabetes, all types 
of cardiovascular conditions and their modifiable 
major risk factors (eg, type II diabetes, hyperlip-
idemias, obesity, smoking), chronic obstructive 
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pulmonary disease, hypertension/stroke, and 
cancers.

2. Hospitals should determine if they are provid-
ing the types of health and wellness services to 
their own employees that they and their health 
plans are asking their patients’ employers to 
provide.

3. Hospitals must determine from purchasers what 
they value in terms of patients’ treatment and 
achieving particular levels of outcomes for spe-
cific amounts of money.

4. Hospitals and their physicians should identify 
from national databases the rates of medica-
tion errors and other adverse events, benchmark 
their performance against these standards on an 
ongoing basis, and implement best evidence-
based practices demonstrably associated with 
closing these performance gaps on an ongoing 
basis.

5. Pharmaceutical firms should engage in objec-
tive comparative effectiveness research that 
will use these measures and results as a true 
indication of the ROI of alternative therapeutic 
approaches to managing various specific, high-
cost conditions.

Opinion Leader L

1. Hospitals need to have a safety net infrastruc-
ture in place to prevent recurrent admissions by 
the homeless and other frequently readmitted 
patients.

2. Hospitals and their physicians should regularly 
use registries to link the utilization of particu-
lar pharmaceutical agents with improvement 
in specific conditions by measurable amounts 
to determine the best evidence-based practices. 
Institutions should make decisions concerning 
what are the most cost-effective medications; 
physicians should be proactive advocates for 
their patients.

3. Hospitals should bypass bundling and proceed 
directly to global payments to physicians for the 
holistic care of patients across discrete episodes 
of illness (for care in the inpatient setting and in 
the outpatient setting to prevent readmissions).

4. All clinical information about patients (includ-
ing appropriate pharmaceutical choices based 
on patients’ demographic characteristics, under-
lying conditions and illness severity, and their 
costs to patients and the overall system) should 
be available to physicians and patients at the 
point of care.

5. The application of lean manufacturing (Toyota 
Production Methods) and Six Sigma are the 

most cost-effective, bottom-up processes for 
eliminating waste and producing cost-effective, 
safe, high-quality, and value care.

Opinion Leader M

1. Hospitals and physicians should develop and 
implement individualized discharge and patient 
education plans to identify and deal with the 
most common “trip points” that trigger read-
missions.

2. Hospitals should have very effective Phar-
macy and Therapeutics Committees that 
focus on minimizing the cost differentials of 
alternative treatments for specific DRGs and 
diagnoses.

3. Hospitals should employ sophisticated informa-
tion systems that provide good information to 
evaluate and improve the cost-effectiveness of 
care delivery by major condition to prepare for 
the value-based purchasing of their services.

4. Hospitals need to identify and implement good 
HIT that can help their physicians eliminate 
waste and redundancy in their diagnostic and 
therapeutic processes.

5. Hospitals must invest in the resources required 
to permit continuing feedback concerning 
patients’ results and experiences to both phy-
sicians and executives to promote continuous 
quality improvement.

Opinion Leader N

1. Hospitals and physicians must engage in ongo-
ing, open discussions to be able to identify and 
implement appropriate structures and processes 
to minimize the risk of readmissions.

2. Hospitals must employ electronic records and 
other technologies to identify and eliminate the 
root causes of patterns of adverse drug reactions 
and other medication errors.

3. Hospitals and physicians must be integrated 
both culturally and emotionally to produce the 
kind of quality results at lower costs antici-
pated through the bundling of payments (which 
should be pilot tested in advance with specific 
conditions before any actual payment alloca-
tions).

4. Hospitals and physicians need to be adequately 
protected from any claims of fraud and abuse 
(through “safe harbors” and other Stark Anti-
Kickback Law exemptions) prior to participa-
tion in ACOs.

(continued)
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5. For quality and safety performance and improve-
ment goals to be as heavily weighted in compen-
sation schemes as those for achieving financial 
objectives, the formers’ metrics need to be more 
credible, consistent, and measurable.

Opinion Leader O

1. A common communication platform connecting 
hospitals, home care, and other outpatient facili-
ties is essential to minimize readmissions.

2. Using current, retrospective, analytic methods, 
the true cost-effectiveness of particular pharma-
ceutical agents for particular conditions cannot 
be determined.

3. Hospitals and their physicians need to focus on 
the transition of patients into the community 
(physicians’ offices, outpatient clinics, home care 
settings, long-term care, and nursing home facili-
ties) and not view their care setting as an “island.”

4. ACOs should ultimately constitute the fusion of 
health care delivery facilities with public health 
systems.

5. Pharmaceutical firms should be forthcoming 
and completely honest about the true added 
value of various agents and discontinue (or at 
least tone down considerably) their direct-to-
consumer advertising.

Opinion Leader P

1. Integrated delivery systems that incorporate 
health insurance plans into their models will be 
best positioned for success post reform.

2. Hospitals will need to have large walk-in clinics 
as alternatives to physicians’ offices and emer-
gency rooms to be able to accommodate the 
increased number of patients post reform.

3. Hospitals need an internal research and  
development/analytics process in place to con-
tinuously evaluate and act on the results of clin-
ical and health services research.

4. Hospitals and their physicians need to have 
readily accessible patient information through-
out their systems to support the patient referral 
and consultation processes.

5. Hospitals must incorporate in a continuous 
feedback loop for their physicians the latest  
evidence-based information for the optimal 
treatment of patients and their conditions, includ-
ing the impact of genomics on the likely effects 
of alternative therapeutic approaches.

Appendix D

Top Processes Requiring Redesign 

These 20 hospital practices need to be redesigned accord-
ing to 16 Informed Opinion Leaders:

 1. Hospitals need to embrace a “lean manufac-
turing” approach by evaluating all their major 
processes and discarding those that do not add 
direct value to improving clinical outcomes and 
modifying those that do to achieve these goals 
more cost-effectively.

 2. Hospitals need to identify and spread through-
out their operations and systems those prac-
tices demonstrably associated with superior 
value outcomes through “positive deviance,” 
otherwise known as “catching people doing 
something right and spreading the word.”

 3. The governing body (Board) of hospitals must 
be educated and held accountable to drive 
optimal quality and safe practices throughout 
their institutions by creating an environment in 
which continuous improvement can flourish.

 4. Leadership should institute an employee-based 
prevention and corporate culture of wellness 
initiative as a first line of defense for total 
well-being throughout each hospital and pro-
vide professional and financial incentives to 
participate and meet personal goals.

 5. Hospitals must redesign their entire discharge 
process to facilitate transitions of patients to 
outpatient care settings in a safe and seamless 
way to prevent readmissions and to optimize 
quality of life and patient experience.

 6. Hospitals must train their entire staff (execu-
tives, clinicians, and especially physicians) 
how to be part of multidisciplinary (and inter-
disciplinary) teams to care for patients across 
episodes of care, including engendering an 
environment of mutual respect, 2-way commu-
nication, and accountability for results.

 7. Hospitals need to be able to demonstrate that 
they are the institutions of choice for both health 
plans and employers because of superior patient 
outcomes and lower costs to the purchaser of 
care.

 8. Hospitals need to promote much better physician–
patient and hospital–patient communications 
to keep patients and their families up to date on 
what’s happening and why.

 9. Hospitals need to change their financial systems 
from a focus on maximizing transactions to one 
much better equipped to track and account for 
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costs within the context of a global payment sys-
tem based on covering populations of patients.

10. Hospitals need to integrate the operations—
including the goals, objectives, and strategies 
to achieve them—of their quality, risk man-
agement, and patient safety departments to 
decrease errors and drive down avoidable costs.

11. Hospital boards need to evolve from being 
focused on stewardship of finances to continu-
ously monitoring the quality and safety of care 
delivery.

12. Every 3 to 5 years, hospitals should conduct 
health assessments of their surrounding com-
munities to keep track of changing demo-
graphics, disease incidence, and prevalence 
so that they can meet the medical and pub-
lic health needs of those communities more 
effectively.

13. Hospitals need to become much more engaged 
with purchasers and patients in terms of how 
they believe quality and value should be mea-
sured and potentially rewarded through value-
based purchasing.

14. Hospitals need to standardize the use of phar-
maceuticals and advanced imaging tech-
nologies for as many of their most prevalent 
conditions as possible. They need to focus on 
improving patient care flow throughout their 
institutions and minimizing the inappropriate 
use of high-cost facilities such as the ICU and 
expensive, often unnecessary, advanced imag-
ing studies such as computerized tomography, 
magnetic resonance imaging, and positron 
emission tomography scans.

15. Hospital Trustees need to be educated con-
cerning what “value” in health care services 
involves so that they can ask the right ques-
tions of management, such as whether their 
physicians are practicing evidence-based med-
icine, prescribing cost-effective medications, 
and continuously improving clinical results.

16. Hospitals need to employ a structured, system-
atic process (eg, lean manufacturing) to evalu-
ate and redesign all processes that do, or may, 
result in avoidable waste.

17. Hospitals need to evaluate whether their 
computerized physician order entry (CPOE) 
systems are actually effective in identifying 
adverse drug reactions.

18. Hospitals need to introduce to patients elec-
tronic methods and enabling technologies 
that work for monitoring and managing their 
chronic conditions effectively as outpatients 
and for communicating with them regularly 
through patient portals and other means.

19. Hospitals should work on their processes for 
communicating with the public and the press 
on their mortality and morbidity results, 
including results down to the physician-spe-
cific level.

20. Hospitals need to redesign the overall pathway 
of patients through the hospital to improve 
patient flow and decrease waste, especially 
regarding inappropriate ICU bed utilization.

Appendix E

Received Wisdom From the 16 Informed 
Opinion Leader Interviews

 1. The very cornerstone of any buyer–seller rela-
tionship is trust, without which the connection 
between a customer and his or her seller cannot 
reach its potential.

 2. Need to align hospital and physicians economi-
cally and professionally.

 3. Need for greater transparency of hospital and 
health system clinical and financial results.

 4. Need for hospitals to establish more profes-
sional and electronic connections and enabling 
technologies that work with outpatient sites of 
care.

 5. Need to track and trend patient compliance 
with medications, especially in the outpatient 
setting, to prevent readmissions.

 6. Need to better communicate with all entities 
across the continuum how compensation will 
be determined post reform based on their suc-
cess in being able to provide superior value 
care in the eyes of purchasers and patients.

 7. Everything in the future will be driven by value 
and outcomes: “No outcome, no income.”

 8. Hospitals can and should serve as community 
models for creating and sustaining a culture of 
health within their own institutions. This will not 
only improve their own institutional health and 
work–life balance achievement but also serve as 
an example to their patients (customers).

 9. Hospitals still have much to learn from other 
major employers about serving as examples of 
corporate cultures of health because of their 
(hospitals’) long history of overworking their 
employees and promoting self-denial in favor 
of meeting the needs of patients.

10. Managed health plans need to collaborate, com-
municate, and cooperate with providers better.

(continued)
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11. Pharmaceutical companies need to focus on the 
big picture in quality and safety improvement 
and not just on using disease management and 
comparative effectiveness research to sell more 
of their products or classes of drugs.

12. Objective integrity is paramount to establish-
ing and maintaining the credibility necessary 
to serve as strategic partners with hospitals and 
physicians.

13. All participants in the delivery, purchase, 
and management of health care will need to 
become more involved with their surrounding 
communities to better understand and provide 
for their health needs.

14. Hospitals must view themselves as but one 
(albeit a very important one) component in the 
process of caring for an aging, chronically ill 
population (especially as the baby boomers 
enter their “golden years”).

15. With chronic care consuming almost three 
fourths of all health care dollars, hospitals need 
to reach out much more to the institutions from 
which they receive and then send (or resend) 
patients to be able to decrease demand for their 
(hospitals’) acute care services (which will oth-
erwise be completely overwhelmed as 32 mil-
lion more Americans become insured).

16. Transitions or “handoffs” of care from one 
institution to another (or to the home care set-
ting) will be at least as important in the future as 
handoffs of care within institutions.

17. Medication reconciliation is a necessary, but 
not sufficient, way to ensure the continuing 
high-quality and safe care of patients across 
care settings.

18. Pharmaceutical companies have an important 
role to play in educating patients and their sur-
rounding communities, not only concerning 
the importance of medication reconciliation, 
but even more important, how to use drugs 
appropriately to improve the length and quality 
of their lives outside of the hospital.

19. All those involved in the delivery, purchasing, 
and management of care must function much 
more as team members with specific roles and 
responsibilities and varying levels of contribu-
tion to patients’ outcomes, depending on par-
ticular circumstances.

20. Over the next 3 to 5 years, only the most demon-
strably cost-effective health plans, hospitals, 
and physician groups will survive and thrive as 
demonstrable value becomes the driving force 

for both public and private sector purchasers, 
as well as consumers who will continue to foot 
an increasing portion of overall health care 
expenses.

21. The increasing movement away from fee-for-
service reimbursement and toward widespread 
value-based purchasing (including bundling of 
payments to hospitals and physicians, patient-
centered medical homes, and ACOs) will drive 
hospitals and physicians into ever larger groups 
to be able to access the type and extent of HIT 
necessary to monitor and demonstrate continu-
ously improving quality and cost-effectiveness.

22. One of the most effective ways to align phy-
sicians’ interests with those of their hospitals, 
short of employing them, is by integrating 
their practices electronically with the hospi-
tal’s system.

23. Two of the most effective ways that hospitals 
can demonstrate improved value to purchasers 
and patients is by decreasing their medication 
errors and other adverse drug events, as well as 
their health care–acquired infection rates.

24. Pharmaceutical companies must make avail-
able to hospitals and their physicians all infor-
mation about specific medications (the good 
and bad effects).

25. Hospitals and physicians need to be as con-
cerned with each patient’s experience as they 
are with the actual results of their care.

26. Hospitals should not be owners of ACOs; they 
should be aggregators of the right groups compos-
ing them, which can optimize their performance.

27. Pharmaceutical companies need to be able to 
measure the true and total costs of their prod-
ucts to demonstrate their return on investment 
(and not just talk of their products’ abilities to 
improve outcomes, health status, productivity, 
quality of life, functioning, without regard to 
their overall true costs).

28. It is not enough just to look at the relative costs 
of prescribing particular pharmaceuticals for 
specific patient conditions when more than one 
might be appropriate. It is important to focus 
on utilization patterns to identify the risk and 
actualities of medical errors and other adverse 
reactions that may complicate and lengthen 
hospitalization stays for those conditions.

29. When pharmaceutical companies approach 
hospitals and physicians to help, it is impor-
tant that they come with no hidden agendas 
but rather really listen to how they could be of 
service in addressing these groups’ most urgent 
needs (whether technologic, analytic, or other).
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30. Pharmaceutical companies should seek out 
hospitals and their physicians more than they 
do other groups to conduct real-world clinical 
trials. This will help improve the credibility 
and usability of the results of these trials and 
foster better relationships for other potential 
strategic collaborations.
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The Patient Protection and Affordable Care Act (Affordable 
Care Act) will forever change patient demographics, 
demand for professional and ancillary services, payer 
mix, and how hospitals and physicians are paid. It also could 
be the catalyst that will bring physicians, medical group 
practices, and hospital systems into coherent organizations 
that coordinate services, improve operating efficiency, and 
provide world-class care to America.

Health reform will place additional demands on infor-
mation systems that require investments in health technolo-
gies such as electronic health records, electronic prescribing 
systems, and patient chronic disease registries. Practices 
and health systems with these tools will gather and use infor-
mation more efficiently and effectively, increase revenue 
from pay-for-performance incentives, and have evidence of 
quality and value that can be communicated—and touted—
to the community.

To succeed in the transformed environment, health 
systems will need to

1. provide quality care,
2. in a safe environment,
3. at low cost, and
4. with accurate billing and timely payment.

Health leaders have much on their agendas as the 
Affordable Care Act brings about reimbursement and 
regulatory changes that will reshape the health care deliv-
ery system. The purpose of the following ideas is to initi-
ate the insightful debate that organizations need for sound 
decision making.

Strategy 1. If You Just Open Your 
Eyes, You Can See the Future
Health care organizations have a well-justified reputation 
for mistreating their staff. Today we have a national shortage 
of registered nurses and tomorrow will be worse. An exami-
nation of the national trends in secondary school education 
and college enrollment reveals that the US workforce will 
be insufficient to support the demand for trained caregivers 

at all levels. As easy as it is to predict a crisis, health care 
executives nationwide are exhibiting symptoms of “mural 
dyslexia,” the inability to read the handwriting on the wall, 
in the context of recruiting and retaining their most critical 
asset—their workforce.

Strategy 2. Don’t Waste Your 
Time Preparing for the Current 
Crisis—Prepare for the Future

Hospitals and doctors are concerned that payment levels 
are constrained and are not keeping pace with increases in 
costs. Health care providers have responded by attempting 
to increase the volume of services. This is working in the 
short term; however, the Affordable Care Act will change 
how providers are paid. An Accountable Care Organization 
that accepts “Global Payment” will not optimize revenue 
on the volume of services provided to patients but by focus-
ing on improving the health status of the patient at the least 
expense. Organizations that focus on volume will be unable 
to change their focus and will consume themselves with costs.

Strategy 3. Embrace Technology
The open exchange of clinical information between inpa-
tient facilities, providers, pharmacies, and ancillary services 
is critical to optimize outcomes with the least consumption 
of resources (the future global payment economic model). 
Technologies exist to enable these communications, but 
few health systems have the capability or appear willing 
to make the investment in creating this capacity.

389570 AJMQXXX10.1177/10628606103895
70GansAmerican Journal of Medical Quality

Reprints and permission: http://www.
sagepub.com/journalsPermissions.nav

1Medical Group Management Association, Englewood, CO

The author declared no potential conflicts of interests with respect to 
the authorship and/or publication of this article.

Corresponding Author:
David N. Gans, MSHA, FACMPE, Medical Group Management 
Association, 104 Inverness Terrace East, Englewood, CO 80112-5306 
Email: dng@mgma.com

Critical Thinking: Five Strategies  
to Prepare for the Affordable Care  
Act and a Transformed American  
Health Care System

David N. Gans, MSHA, FACMPE1

Commentary



Gans	 23S

Strategy 4. The Future of Primary 
Care Is Patient Centered

The Patient-Centered Medical Home is cost-effective—not 
for the practice that provides the care but for the insurance 
company that pays the patient’s bill. The Patient-Centered 
Medical Home increases the costs borne by the doctor 
because the practice must pay for the added expense of 
patient educators, information technology, and increased 
patient visits. The payoff comes in the form of fewer emer-
gency department visits and fewer days of hospitalization, 
which provides tens of thousands of dollars in savings to 
the insurance payer and to the practice that negotiates a 
shared savings payment method.

Strategy 5. What Is  
Your Charitable Purpose?

Many not-for-profit hospital systems express their chari-
table purpose in the context of care for the community’s 
indigent. The Affordable Care Act will forever change 
who has health insurance, and by 2014, 32 million of the 
45 million Americans who are uninsured today will be 
mandated to have health insurance. Hospital systems that 
expect to maintain their not-for-profit status in this envi-
ronment will need to either redefine their charitable pur-
pose or compete for the 13 million undocumented residents/
illegal aliens who are excluded from the health insurance 
mandate.
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With dramatic changes looming on the horizon for US 
health care, stakeholders throughout the health care land-
scape must prepare for the uncertainty by understanding 
how to innovate to ensure lasting success. Without contin-
ued adaptation, we will have solved nothing.

For many organizations, the Affordable Care Act 
(ACA) was thought to promise at least a short-term win 
by absorbing millions of previously uninsured patients 
into the health care machine. Those additional lives, 
many argued, will require health plans, hospital beds, 
drugs, and devices—just like everyone who was already 
insured prior to ACA. Yet these projections regularly 
assume that the prevailing business models of health care 
delivery will continue undisturbed. The lessons of disrup-
tive innovation—which describe how long-standing busi-
ness models are eventually swept aside by new ones that 
focus on greater access, affordability, and convenience—
make it clear that this is a dangerous assumption to make.

Historically, successful health care organizations were 
content to simply get better at what they had always been 
good at—delivering acute sick care. But this is no longer 
enough, because the undercurrent of ACA is that Americans 
are demanding more than incremental improvement. 
Behind the medical home movement is the desire for 
more coordinated care, which requires cohesive, multidis-
ciplinary teams of providers and new medical records and 
information systems. Underlying the accountable care 
organization is the notion that the fee-for-service model 
of the past must be discarded in favor of novel payment 
mechanisms that encourage wellness, prevention, patient 
engagement, and provider partnerships.

In short, just doing what you have always been good at 
doing is no longer enough. Reinventing the way you do 
things is the imperative. Even before ACA, there were 
already multiple, growing challenges to the existing 
hospital-centric and unfocused business models of health 
care delivery: specialty hospitals, ambulatory surgical cen-
ters, retail clinics, worksite clinics, concierge medical prac-
tices, medical tourism, telehealth services, and personal 
electronic health records, among others.

Faced with these innovative business models, the typi-
cal reaction of most companies is to figure out how they 
might be morphed into something that can benefit their 

existing business. How can retail clinics drive more 
referrals to the hospital? How can a telehealth service 
allow specialists to see more patients after hours and on 
weekends?

These are the wrong questions to ask. They force lead-
ers to continue anchoring their businesses in the past 
rather than preparing them for true transformative change. 
Rather than viewing ACA and other changes to come 
as threats that must be withstood or co-opted, health care 
leaders should appreciate the opportunities these changes 
present to imagine a world of health care in which their 
acute sick care services are no longer needed.

This is a difficult exercise in leadership because it 
requires asking a different set of questions—ones that 
acknowledge the need to eventually cut ties with the past. 
How can we deliver more care away from the hospital, 
even if it means leaving an increasing number of inpatient 
beds empty? How can we enable nurse practitioners to 
direct more patient care, despite the fact that some physi-
cians may interpret this as professional encroachment? 
How do we help patients play a greater role in managing 
their own health, even though most of them do not seem 
prepared to do so today?

The answers are likely complicated, but our attempts 
to provide those answers must be more than trivial thought 
exercises. This Informed Opinion Leadership Action 
Group document offers motivation and guidance to health 
care leaders who wish to challenge long-standing notions 
of what comprises a health care system and how health 
services can become convenient and affordable enough 
such that anyone can access them. ACA is only the latest 
wake-up call to reexamine our health care business models. 
We cannot afford to hit the snooze button again.
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