
 

 

Dear Friends and Colleagues, 

As I settle into my new role at Vanderbilt and learn the maze 
of another academic medical center, I am struck by how dif-
ferent and yet how alike we all are.  Vanderbilt, is filled with incredibly talented 
and likeminded people who are working to constantly improve the care we pro-
vide to our patients, to further our efforts to discover new science - both trans-
lational and basic - and to teach tomorrow’s doctors. We aspire to achieve all of 
this in an increasingly complex and financially constrained world.  These goals 
are universally shared by AASA members and the organizations we represent - 
Wake Forest and Vanderbilt are no different.  Despite our similar visions many 
AMC’s have varied solutions to similar challenges   

Even the specialities I am responsible for have changed.  I no longer have re-
sponsibilities for most of the “O”s.  Orthopaedics, Otolaryngology and Ophthal-
mology each have their own independent administrator but I have gained a new 
“O” - Oral Surgery and Dentistry.   In working towards recommendations on an 
“optimal structure” for success in my new role, I have talked or emailed with 
several of you.  Many of you have generously shared your organizational charts 
(by the way, thank you).  I have yet to see one of us who looks exactly like the 
other.  Some Departments, Sections or Divisions (we don’t even all call our-
selves the same thing) cover all surgical disciplines whereas in others, responsi-
bilities are more focused.  Some of our departments have direct clinical over-
sight for the clinics and in few places even includes the Operating Room and 
inpatient units; others of us only peripherally interface with those who manage 
the clinical portions of our missions.  Some of us are consolidating scheduling 
into the practice plan or in a call center.  Others are pushing it back to local De-
partments and Divisions.     

My conclusion, for what it is worth, is today there is likely not a single optimal 
model.  Our highly varied tactics are driven by our highly varied organizational 
culture, structure, and priorities.  It appears that individuals and even geogra-
phy play a role.  Nonetheless, there is an abundance of knowledge for us to 
learn from each other.  So as I crafted this quarter’s president’s message for the 
        (continued on page 2) 
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Presidents Message (continued from page 1) 

 
Cutting Edge, I decided instead of focusing on all the great things going 
on in the AASA in the last quarter (of which there are many) or telling 
you about the amazing programming we have in place for the National 
meeting, I wanted to challenge our members to start a conversation 
about something that matters to you as a Surgery Administrator.  I don’t 
think there are any among us who would deny we work in an industry 
with tremendous change… that is indeed our one constant.   

As I have navigated all of my personal change these past few months - 
new town, new job, new house, new hair salon (this was particularly ter-
rifying for me), new schools for my kids, etc. I have needed and reached 
out to friends (including some of you) for support and advice to help in-
form decisions.  Quite simply, I make better decisions with input from 
others and I believe that the AASA should be and is that resource for 
many of us.  This year we are again on pace to have record growth in new 
members.  Likely one of the biggest values new members will receive is 
from you—the members of the AASA.   

So how do we create an “Angie’s List” for our members?  The AASA already has a LinkedIn 
account.  Some of you are members already and it might serve as a good tool for enhanced 
exchange of best practices, useful reads, etc.   As many of you know Teri Keeler and Kira 
Martin have been exploring technology using Pinterest to help us better share among col-
leagues, and Kira and John Hundt are leading the build of a member tool kit for sharing 
best practices and documents that have proven useful to us in our daily operations.  We al-
ways have our list serve posting, articles in the Cutting Edge itself and webinars. Finally, 
this year we will also have a poster session at our annual meeting.  Regardless of the tool, it 
is the content and the willingness of our members to engage and share ideas that creates 
such a strong and valuable information exchange and makes the AASA worth it.   

My challenge to you as you read the Cutting Edge, have a question in your day to day job, or 
develop a transformational business process, please take the time to consider leveraging one 
of these tools and share.  Together we have tremendous opportunity to assist in the profes-
sional development of each other.  Think of the rich information we will harness when each 
of our members take time in the next three months to use one of these tools even just once.  
Our input and contributions make the AASA richer for our members—consider this an op-
portunity to “pay it forward” and make the AASA even more valuable then it already is.    
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First, I would like to welcome the new members to AASA that have joined 
recently.  I continue to be amazed at how many new members we are recruit-
ing.  Please take a moment to welcome these new colleagues.  You can find 

their contact information after you login online at www.aasa1.org.  Go to Member Resources 
and then Directory Search to look them up. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
And now on to the competition!  The AASA Board has decided to engage all of the regions 
in a new member drive competition.  Each region will get one point for a new member and an 
additional point if they are from a medical school not currently represent by our roster.  The re-
gion with the most points by the fall annual meeting in October will be treated to a full break-
fast, with bacon  at the Tuesday morning regional breakout session.  The rest of the regions 

will have to do without bacon.  Later this month your regional rep will be 
calling upon you to help recruit new members, specifically from medical 
schools not currently 
represented by our 
members (some were 
mentioned in the last 
Cutting Edge issue).  
Here are the current 
standings:   
   

         (Continued on page 14) 
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Let the competition begin! 
Stephanie Farmer, Membership Chair 
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AASA 2013 RECENT NEW MEMBERS 
First 
Name Last Name University Region 

Andrea Jones Weill Cornell Medical College East 

Asmait Yohannes Mount Sinai Medical Center East 

Christine Schmieden University of Wisconsin School of Medicine Midwest 

Claire Maday-Travis University of Colorado SOM West 

Jamie Hwang Mount Sinai Medical Center East 

Kolleen Taylor Harvard University Medical School East 

Krissy Dulek Northwestern University Feinberg SOM Midwest 

Leigh Anne Mixon Northwestern University Feinberg SOM Midwest 

Leybis DeJesus Mt. Sinai Medical Center East 

Mary Hadler University of Minnesota Medical School Midwest 

Toni Leeth University of Minnesota Medical School Midwest 

Veronica Acut Wake Forest University South 

Region 
New       

Members 
New 

Schools 
Total 

Points 

East 6 1 7 

Midwest 7 1 8 

South 6   6 

West 4   4 
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The AASA program committee is proud to announce the 2013 
Annual Conference agenda.  Thanks to the membership who re-
sponded to our survey which helped us continue to bring rele-
vant topics and speakers to our annual conference.  The agenda 
can be found on our website at http://www.aasa1.org/education
-events.   

 

We look forward to seeing you all in Washington, DC at 
the conference Sunday October 6th through Tuesday Octo-
ber 8th. Registration will begin in July with more infor-
mation to come via the website and email.  Hotel accom-
modations will be confirmed this month.  Reservations 
will be through Travel Planners similar to previous 
years.  We will provide information on registration and 
housing in early July. 

 

Select highlights for this year’s conference include: 

 Continued Joint Session with the Surgical Chairs to 
provide unique perspectives on the challenges for Aca-
demic Medicine leaders 

 Dynamite kick off speaker offering the opportunity for 
an active session focusing on our needs as administra-
tors 

 Speakers focusing on all three of our academic mis-
sions 

 Golf opportunity on the Saturday prior to the confer-
ence (separate fee) 

 Advocacy visit to the hill opportunity on Tuesday af-
ternoon following the conference 

 

Also a highlight for this year’s conference, we are intro-
ducing poster presentations.  This will provide attendees a 
chance to share best practices and learn from others.  See 
page 6 for more information and we will see you on the Hill! 

T h e  C u t t i n g  E d g e  

Education Update 
Megan Berlinger and Nicole Buikema 
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“As many of you know from the 

past,  the SSC/AASA joint 

sessions have quickly become 

some of the strongest programs 

during our meeting.  This year we 

have secured two outstanding 

speakers Glenn Steele Jr., MD, 

PhD, former chair of Surgery and 

the CEO of Geisinger and Dr. 

Frank Opelka the recently 

appointed, Associate Medical 

Director of the ACS Division of 

Advocacy and Health Policy for 

the College and practicing 

surgeon at LSU.” 

Fred Borrelli 
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What can WE learn from YOU? 
1st Annual AASA Call for  Poster Presentations 
 
Please consider entering a Poster for our National Meeting in Washington DC!  Posters are 
any easy way to present all the great things you have been doing at your institution.  They al-
low for Academic Institutions to highlight a specific program, project, innovation, system, 
dashboard, and/or process.  Poster will be displayed  during our cocktail hour on October 7th 
and throughout the remainder of the conference.  During the cocktail reception presenters 
should be available to talk about their findings and answer any questions.   
 
Some Suggested Posters Topics Include: 

   Simulations 
   Affiliation agreements – lessons learned 
   Inter-professional education and future workforce considerations 
   Declines in research funding and innovative ways to address alternative revenue 

streams 
   Faculty compensation and benefits  
   Identifying clinical sites for teaching opportunities 
   Clinical trials – facilities, implications, funding 
   New Technologies and Innovation 
   Staffing amidst Healthcare Reform—deciding how to assess  
 staffing needs 
   Implementation of Electronic Medical Record Systems— 
 implications on resources, best/worst case scenarios, outcomes/ 
 lessons learned 
   Disaster/Business continuity planning – incident management,  
 natural, pandemic 
   Consolidation & Merging of Medical Centers—divide programs &  
 consolidate resources 
   Centralization vs. Decentralization of administrative infrastructure 
   Business intelligence tools – disseminating metrics, dashboards,  
 communicating ‘data’ to faculty 
   Predicting growth of service lines for the future 
   Professional development training programs – new managers,  
 department chairs, faculty 
   Collaborations between Medical Group Practice, Hospital  and  
 Medical School 
   Promotion and Tenure process, quality and efficiencies 
   Administrative efficiencies – doing more with less resources 
 

 
Look for more information soon on the Web and please contact Dan Ott at  

   daniel.ott@yale.edu 
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“Posters are an 

easy way for 

members who may 

not want to prepare 

a whole 

presentation to get 

involved and 

develop their 

presentation skills 

and their resume.” 

Bess Wildman 
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I’ve always heard that runners are a rare group. We get up at the crack of dawn, run in the 
rain, snow, and sub-zero temps, get blisters, lose toe nails, and go back for more every day 
just because we like it. As a youth I never enjoyed running. In fact, I despised having to 
run for P.E. every day at school; so much so that I decided I would practice it so I wouldn’t 
hate it so much. Lo and behold, I fell in love with it and have been run-
ning ever since. I’ve run through high school, college, three kids, and a 
multitude of life events. No matter what life threw my way, running has 
been the one consistent and always inviting part of my life.  
 
I ran my first marathon and swore I’d never run another one…ever. That 
held true for about a month and then I got the bug to run another one. 
After a hand full of marathons and countless half marathons and road 
races, I qualified for the Boston Marathon with a 3:32 qualifying time at 
the Denver Marathon in October of 2011. I was finally on my way to the 
Mecca of all marathons!  
 
Nothing could curb my enthusiasm and excitement to get to run in one of 
the most famous road races in history. I was on my way to the 117th run-
ning of the Boston Marathon in April of this year, and I was grinning ear 
to ear. I trained hard all winter long, through countless snow storms, icy 
roads, and wind that sometimes would levitate me. It was a brutal winter 
for marathon training, but I knew if I could run in the Colorado winter 
elements I could run in anything on race day.  
 
Monday, April 15th started with an early wake up call to catch the “T” to 
the buses that would get me to the Athlete’s Village for the start of the 
race. I was overwhelmed with the countless number of volunteers in their 
yellow jackets, guiding and directing all of the starry and wide-eyed ath-
letes. I was baffled at how cordial all of these folks had been throughout 
the entire crusade of the Boston Marathon and the literal taking over of 
their city by strangers from across the globe.  
 
As the time approached my wave start time of 10:20AM, I weaved my way 
through the crowds to get to the Starting Line. Ready. Set. Go! I was so excited and out of 
my mind elated that I half-laughed, half-cried the first few miles of the race. I couldn’t be-
lieve I was running the Boston Marathon! Unfortunately, sheer excitement wouldn’t get 
me through 26.2 miles but I came down to reality after hitting the screaming walls of 
Wellesley College and came into the Newton Hills.  I was prepared. I had trained with ag-
gressive hill runs, and I wasn’t afraid on the Newtons or Heartbreak Hill, but that doesn’t 
mean that Miles 16-22 were easy by any stretch.  

T h e  C u t t i n g  E d g e  

Boston Strong 
By Luciana Smith 
University of Colorado School of Medicine 

“Everyone was just 

standing still, looking 

around in confusion. 

Then we heard one of 

the officers yell “Make 

a path!” and it was like 

Moses parting the Red 

Sea as people moved 

to the sides of the road 

and swarms of police 

cars, SWAT vehicles, 

and ambulances 

starting lining the 

street. “ 
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As I crested Heartbreak Hill and started the downhill stretch into Boston, catching a glimpse 
of the infamous Citgo sign, I knew the end was in sight. Sheer adrenaline carried my legs the 
last few miles and I was so happy to now be ending my inaugural running of the Boston Mara-
thon (let’s face it…26.2 miles is still 26.2 miles). I rounded the final corner and crossed the 
Finish Line where everything all but came to a complete halt. Trying to exit the runner’s cor-
ral felt more like trying to move upstream with barricades on each side and no area to exit but 
at the end of a mass of tired and sore runners, some of whom could barely walk at this point. 
 
I finally reached the end of the finisher’s area and located my husband. As soon as I reached 
him we heard a loud bang. It sounded like a cannon had gone off, which wasn’t too odd since 
it was Patriot’s Day, but then I saw a large cloud of grey smoke rising among the midst of the 
crowd at the Finish line and I thought “This isn’t right”. Before I could question what had 
happened a second bang went off. We just stood there not know what was happening. Should 
we stay put or move?  
 
Before we knew it people were flooding from the underground “T” line and police officers 
were swarming in from every corner. Everyone was just standing still, looking around in con-
fusion. Then we heard one of 
the officers yell “Make a path!” 
and it was like Moses parting 
the Red Sea as people moved to 
the sides of the road and 
swarms of police cars, SWAT 
vehicles, and ambulances start-
ing lining the street. We were 
told to leave the area immedi-
ately, so we just started walk-
ing. We didn’t know where we 
were going, other than away 
from the Finish line. We were 
rushed into a hotel lobby where 
we were pushed into an over-
crowded lobby and restaurant 
area where every television was 
tuned in to the news. At this 
point, we still weren’t sure what had happened. We thought maybe a transformer blew, or 
some Patriot’s Day celebration mishap occurred, but as we sat on the floor of the hotel lobby 
with eyes glued to the television all we could do was absorb the insurmountable loads of in-
formation that was neither clear nor telling of the actual events. Then the word “bomb” resur-
faced and before we knew it we were told to evacuate the hotel immediately. We exited the 
hotel and were immediately faced with a line of about 35 ambulances that were going and 
coming in synchronization. As one ambulance drove past us leaving the area,  another one 
went into the chaos.           
          (continued on page 13) 
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Access to high quality, comprehensive health care is vital to achieving opti-
mal outcomes for individuals and populations. Access is a complex and mul-
tifaceted problem for which there is no simple solution available today. It is a 
problem that knows no geographic boundaries. Nor is it confined to a few 
physician specialties. In this article we will briefly explore the challenges of access to care. 
 

Health Insurance 

Those without health insurance have significant barriers to high quality access.  There are cur-
rently more than 48 million people in this category and significant disparities still exist. Some 
of these result from cultural or socioeconomic status.  Emergency Departments provide the ac-
cess point of last resort. They do exactly what they were designed to do but can not provide con-
tinuity or comprehensive care. Consequences for the uninsured or underinsured include unmet 
needs for control of chronic disease, lack of preventive services, poor overall health status and 
even premature death.  
 

According to the U.S. Census Bureau Highlights:  

In 2011, the percentage of people without health insurance decreased from 16.3% (2010) to 
15.7% accompanied by a decrease in the uninsured population from 50 million to 48.6 million. 
Of these, 9.4% were children under 18. The Accountable Care Act could reduce these numbers 
much more in coming years. Fully 84.3% of the U. S. population (260.2 million people) had 
health insurance in 2011, while 99.5 million of these (32.2%) were covered by government 
plans. Rates of uninsured blacks and Hispanics were lower than Caucasians and remained es-
sentially unchanged. 

 

But what if everyone had health insurance? Wouldn’t that create the needed access?  Increasing 
availability of health insurance is a double-edged sword. We are facing a mismatch of supply 
(physicians) and demand (patients). This dilemma has been years in the making and results 
from the explosion of aging baby boomers paired with inadequate numbers of physicians. Most 
are quick to point out the primary care physician shortage, but we must be concerned about the 
surgical specialties as well.  

What might help? 

The Patient Centered Medical Home model has its roots in the recommendations of the Ameri-
can Academy of Pediatrics as far back as the early 1970s. It was as developed as a means of 
providing access to the health care system though primary care and has subsequently 

          (continued  on page 14) 

T h e  C u t t i n g  E d g e  

Access to Care 
Dr. Paul McLeod 

McKesson Business Performance Services 

J u n e  2 0 1 3  
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As administrators, our fundamental objective is to lead individuals or teams 
to accomplish goals.  To this end, I recently went searching for a book that 
would be a quick read that would help me as a leader to reach that objective 
successfully.  I came across The 4 Disciplines of Execution by Chris 
McChesney, Sean Covey and Jim Huling.  What I liked about this book is 
that it was not about theory, but rather a step-by-step guide to “achieving 
your wildly important goals.”  The authors provided a set of practices that 
have been tested and refined over many years with many organizations. 

 

The book states that by following the 4 disciplines leaders can attain signifi-
cant results.   Following is a quick summary of each discipline as stated in 
the book: 

1. Focus on the Wildly Important.  The more you try to do, the less you ac-
tually accomplish.  Select one (or at the most two) extremely important goal
(s).  When you narrow the focus of your team, they can easily distinguish 
between what is the top priority and what is not. 

2. Acting on Lead Measures.  Progress of reaching your goal is based on 
two measures: lag and lead.  You need to 
act on the lead measures which are 
measures of the new behaviors that will 
drive success rather than on lag measures, 
which are the tracking measures of your 
goal, e.g. revenue, profit, customer satis-
faction, etc.  

3. Keep a Compelling Scoreboard.  People play differently 
when they are keeping score.  Thus, by keeping score, you 
are engaging the team to reach their highest level of perfor-
mance.  It is also important that all team players see the 
scoreboard and see it change moment by moment. 

4. Create a Cadence of Accountability.  You need to consist-
ently hold each other accountable by having regular and 
frequent meetings.  During these short meetings, one 
should report on last week’s commitments to move the lead 
measures, review the scoreboard and plan for the current 
week’s commitments.   

T h e  C u t t i n g  E d g e  J u n e  2 0 1 3  

From My Bookshelf: 

The 4 Disciplines of Execution by Chris McChesney,  
Sean Covey and Jim Huling  

Benson Won, Treasurer  
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theory, but 
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by-step guide 

to “achieving 

your wildly 

important 

goals.”   

Benson Won 



 

 

P a g e  1 0  
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The Midwest-Western Regional Retreat a HUGE suc-
cess!  From touring the Wisconsin Institute of Discovery 
(WID), to socializing together at the Irish Pub, participants en-
joyed a balance of social and intellectual engagement through-

out the event.  The caliber of presenters was superb, and each topic was relevant and applicable 
to our professional lives.  Time spent at the UW Simulation Center during and after lunch broke 
up the intensity of the day and allowed us to stay engaged throughout - overall, it was an incredi-
bly valuable (and fun!) experience.  
  
Some highlights:   
  
 Awesome Mesozoic Garden experience at the WID - who doesn't like dinosaur-era plants , 

plus giant indoor fichus trees, water walls and Fibonacci chimes? 

 Testing our skills  via surgeon laparoscopic training techniques in the Simulation Center 

 Super-cool surgeon, researcher and mom Dr. Caprice Greenburg wowing us with her ground-
breaking determination to nor-
malize the use of video capture 
to improve surgeon perfor-
mance in the O.R., as well as Dr. 
Charles Heise's  stimulating 
summary of O.R. efficiency ini-
tiatives 

 Madison is an AWESOME city - 
GO BADGERS!  Even though it 
rained quite a bit, and the wind 
was blowing quite hard, it was-
n't as bad as the 15 inches of 
snow that kept one of our at-
tendees from making it to Madi-
son via the road from Minneap-
olis (!)  

 
AASA members Shaun Hernandez, Christine Schmieden and Deb Gugel shared terrific insights 
into the challenging issues of outreach, CME and faculty recruitment.  One thing we all gleaned 
from these projects was UW-Madison's IT team needs to be cloned, bottled and sold to the rest 
of the AASA membership! 

Midwest & West Regional Retreat 
Teri Keeler, Midwest Region Rep 

Kira Martin, Western Region Rep 

J u n e  2 0 1 3  
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Overall, it was an absolutely stellar gath-
ering of colleagues who were eager to 
share and learn from one another - hence 

the suitable title of our 
retreat agenda, "Sharing 
Solutions AASA  contin-
ues to be a valuable re-
source to administrators 
across the USA and Cana-
da -- helping us face the 
challenges and demands 
of running large/multiple divisions and departments, as well as a being a 
great source of support and friendship! 
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Thursday April 8th kicked off our Re-

gional Meeting.  We had 40 participants at the University of Kentucky for a 
great weekend.  We began with dinner at the historic Merrick Inn, a beauti-
ful restaurant built before the Civil War. It had served as the manor house 
for one of Lexington's finest horse farms before being converted to a premier 
dining establishment 30 years ago. It provided an outstanding setting for 

reconnecting with old friends and making new ones.   Rebecca Napier, one of our UK hosts, 
shared a touching tribute to our own Tim Schuck who is retiring this summer. 

 
On Friday, we kicked off our day learning a bit about UK and singing a less then on key ver-
sion of “My Old Kentucky Home.”  John Case from PwC and Dr. Jay Zwischenberger, the 
University of Kentucky Chairman of Surgery, presented a thought provoking session about 
the creation of integrated business units (IBU) as a way to improve quality, gain efficiency, 
and lower costs. They were then joined by Rebecca and the entire IBU team, who candidly 
discussed the benefits they are enjoying from the launch of UK’s first multi-department IBU, 
as well as some of the challenges encountered.   

East and South Regional Retreat 
Rebecca Napier,  
Southern Region Rep 
 

   John Hundt,  
Eastern Region Rep 

“The regional 
retreats have 

become one of the 
most-valued 

benefits that I get 
from AASA 

membership.  The 
smaller groups and 

opportunities for 
socializing have 
helped establish 

relationships that I 
draw on 

frequently.   

Rebecca and her 
team were great 

hosts.  I returned to 
Baltimore with 

more energy and 
several ideas to 

try.” 

-John Hundt 
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Later sessions included an interactive discussion that provided a chance for many of us to 
share EMR war stories. Dr. Joe Iocono treated us to a tour of the new UK hospital, the new 
ICUs, and the original hospital. The tour prompted a great discussion of the many challenges 
we are all facing as our campuses continue to grow and expand.    

 
Next, John Hundt reviewed a case study that 
was prepared by a faculty member at the Har-
vard School of Public Health about the process 
for strategic planning within the Johns Hop-
kins department  of surgery. He also shared 
information he prepared for a recent faculty 
retreat in the context of a new strategic plan 
for the department.     
   

The highlight of the meeting was an in depth 
workshop around coaching and communication lead by Ralph Weickel.  Ralph is the Principal 
for Performance Management, who specializes in performance management.  As an outside 
consultant to the University of Kentucky, he provides a unique perspective on working with 
both emerging faculty leaders and faculty that are misdirected or have lost their focus. Weickel 
works to build on their strengths and helps guide their careers.  This session included opportu-
nities to work  in small groups to learn some of our strengths and ways to tap into them more 
frequently. We all left with new tools in our arsenal to help us manage leadership, surgeons, 
our teams and most importantly ourselves. 

  

Not all of the weekend was hard work.  Some attendees connected Friday evening for some vin-
tage 80’s dance music at a local venue and a few even made it to the Bourbon Trail and to 
Keenland Race Track to see some steeplechase.    

J u n e  2 0 1 3  

From My Bookshelf (continued from page 9) 

The book is organized into three sections.  Section 1 goes over the four disciplines in detail 
and provides the reader a good understanding of them.  Section 2 provides the step-by-step 
instructions for implementing the disciplines.  Section 3 provides the reader with the experi-
ences from four leaders who implemented the program in their organizations. 

 

I found the book very easy to read and easy to follow and I am anxious and excited to try it out 
in my new role as the administrator in the Department of Surgery at UC Davis.  I look forward 
to reporting back and sharing how it goes perhaps in a future issue of the Cutting Edge or at a 
regional/annual meeting. 
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Hospital/Physician Payment Arrangements: 
An Overview 
Matthew P. Johnson, Manager 

In addition to managing the day-to-day operational issues of active clinical 
practices, department of surgery administrators have the onerous task of man-
aging complex budgets across multiple missions and funding sources.  While 
professional revenues compose the preponderance of departmental income, hospital funding is a 
growing factor in the equation.  This article is the first in a series intended to introduce the most 
common of these arrangements with subsequent in-depth exploration of coverage arrangements.   

Introduction 
Academic medical centers (AMCs) nationwide rely on a variety of funds flow arrangements 
among their various entities (i.e., medical school, hospital, and practice plan) to support the clin-
ical enterprise and meet mission objectives.  These payment arrangements typically are: 

 Intended to support a wide spectrum of activities and purposes, including but not limited to 
clinical administration, graduate medical education (GME), clinical coverage, and strategic 
initiatives. 

 Rooted in historical negotiations and not based on a standard set of principles and methodol-
ogies. 

 Misaligned in terms of current levels of funding with expected service/performance. 

 Unclear to faculty, staff, and other stakeholders with respect to how funding levels are deter-
mined and revised. 

As AMCs strive to improve their financial performance, operations, patient satisfaction, and 
quality of care, members of executive leadership at many AMCs have determined that their cur-
rent funds flow arrangements are untenable and a hindrance to these objectives; more than a few 
are choosing to reevaluate and revise existing models to better finance mission activities and 
align hospital/physician incentives.  As AMCs begin to overhaul the financial structures support-
ing their mission obligations, teaching hospital leaders, in particular, are seeking to understand 
their return on investment (ROI) with an expectation of value, accountability, and transparency 
from their physician partners within the school of medicine (SOM) and its clinical departments. 

Payment Types 
Hospital/physician payment arrangements can typically be classified into one of the categories 
below.  By categorizing payments by the type of service, an appropriate payment mechanism can 
be determined. 
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Clinical Administration – Hospitals generally pay SOM faculty members for leadership of 
mutually agreed-upon clinical programs and services, including medical direction and other hos-
pital-based roles.  Important surgical roles may include surgeon-in-chief and various medical di-
rectorships. 
 

GME – These payments are for activities related to directing and ad-
ministering GME programs for residents/fellows rotating through the 
teaching hospital and may include program direction provided by sur-
gery faculty members; clinical supervision of residents; nonfaculty pro-
gram administration costs within surgical departments; GME admin-
istration costs centralized within the SOM; surgical resident/fellow sala-
ries, benefits, and malpractice expense; and alleviation of resident duty 
hours (as mandated by the ACGME) through additional surgical physi-
cian assistants (PAs) and other nonphysician providers. 
 
Clinical Coverage – Generally, this includes payments for selected 
hospital-based, in-house, and call coverage requirements, as well as 
payments for other clinical services provided by surgery faculty mem-
bers and staff that are not otherwise sufficiently reimbursed through 
professional fees or other arrangements (e.g., indigent care).  In surgery, 
these payments often include trauma arrangements but are increasingly 
expanding to other specialty areas. 
 
Strategic Investment – The hospital may have a strategic interest in 
programs or services that are less economically advantageous from a de-
partment cost perspective (e.g., outreach).  In these cases, the hospital 
may provide ongoing support to help with a deficit that is driven by the 
department economics of providing the desired service.  Additionally, 
the hospital may provide temporary funding to assist a surgery faculty 
member/program with initial development costs, including new faculty 
member start-up agreements. 

Payment Mechanisms 
Within each of these categories, specific methods for determining ap-
propriate support levels can be developed and the financial relationship 
documented.  Each method should reflect the nature of the service de-

livered, needs of the teaching hospital and department, and objectives for the provision of sup-
port payments.  The table below provides examples of typical payment methodologies by pay-
ment category. 

“AMCs are reaching 

a tipping point 

where market 

realities are forcing 

leaders to overcome 

the political and 

cultural forces that 

have traditionally 

inhibited 

meaningful 

organizational 

change.” 

 

Matthew P. Johnson 
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Conclusions 
AMCs are reaching a tipping point where market realities are forcing leaders to overcome the po-
litical and cultural forces that have traditionally inhibited meaningful organizational change.  Re-
structuring the traditional financial relationships between surgical departments and the teaching 
hospital with discipline and an eye toward incentivizing desired outcomes will allow both parties 
to: 

 Demonstrate a link between the value of a service provided and the level of funding. 

 Rationalize and standardize funding arrangements and methodologies across mission activi-
ties and organizational entities, ensuring that mission priorities are appropriately funded and 
served. 

 Define measurable performance objectives and managerial accountability for the level of sup-
port/scope of services provided. 

(continued  on page 18) 

 
Services Purchased 

Examples of Typical  
Payment Arrangements 

Potential Issues 

Clinical  

Administration 

FTE Basis 

Fixed Support 

Targeted Compensation 

Undefined/Overlapping Duties 

Intended as Deficit Support 

Compliance Issues 

Residency Program Ad-
ministration 

FTE Basis 

Portion of GME Payment 

Program Size 

Multiple Positions/Payments 

Compliance With ACGME Requirements 

Definition of Covered Programs 

Resident Supervision FTE Basis 

Resident Clinic RVUs 

Clinic Days 

Targeted Reimbursement 

Patient Care Versus Resident Supervision 

Clinical Care Versus Program Requirements 

ACGME Requirements 

Overlap With Clinical Coverage/  

                 Indigent Support 

Clinical Coverage FTE Basis 

RVUs 

Number of Inpatient/Outpatient  

                 Procedures 

Sessions/Visits 

Percentage Indigent 

Coverage Model 

Degree of Incentive 

Stark Law and Anti-Kickback Statute Considera-
tions 

Strategic Investment Deficit Funding 

Targeted Reimbursement 

Negotiated Rate 

Profit Sharing 

Level of Incentive 

Hospital Versus Physician Risk 

Definition of Covered Patient 

Stark Law and Anti-Kickback Statute Considera-
tions 
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Access to Care (continued from page 8) 

been adopted by Family Physicians and Internists.  One of the key features is enhanced ac-
cess through same day appointments and extended hours. Neither of these can be accom-
plished, however, without expanding the functional capacity of the practice beyond the tradi-
tional 2000-2500 patients/physician. By creating teams that include Physician Assistants, 
Nurse Practitioners, Health Coaches, nutritionists and others, the primary care physician can 
double the number of patients cared for. Surgical specialists will need to ask what they might 
do to meet the needs of more and more patients in the coming years.  

 

A look at a “year in the life” of a fragile, elderly female patient can bring insight into the ser-
vices that may be needed. During that year, the patient may need surgical care for treatment 
of cataracts, urinary incontinence, gall bladder disease and major joint replacement.  Her 
care is made more difficult by her comorbid conditions of heart disease and diabetes. The sit-
uation is even more difficult for those with dementia. Who will provide these services? 

 

Like primary care, surgical specialties should consider care teams. Procedural physicians, 
like cardiology and gastroenterology, are finding physician extenders to be very valuable in 
allowing them to take care of a larger population of patients and expand the number of pro-
cedures performed. Might the same approach be needed for surgeons? This is something to 
consider, especially in the context of accountable care organizations where taking care of 
more patients will likely be favorably compensated, while providing more services/patient 
may not.  With strategic planning and minimal redesign, surgical specialists can manage the 
care of the surgical patient in an efficient, cost effective manner.  We have just scratched the 
surface on services like telemedicine. It could extend the reach of physicians beyond the 
bounds of their office practice and further expand the population being managed.  

 

The future is very bright for surgical specialties that embrace the challenge to differentiate 
themselves through expanded access and team oriented medicine. Creative solutions may be 
well rewarded. 
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Let the Competition Begin (continued from page 5) 

 

As always, if you know of someone who would benefit from becoming a member of 
AASA please share with them how great this organization is and direct them to 
www.aasa1.org and the “join us” button at the top of the page.  Hearing a personal 
testimony about the organization is an easy way to gain new members.  If anyone 
has questions regarding membership please direct them to me at Stepha-
nie.Farmer@UCDenver.edu.   
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Boston Strong (continued from page 7) 

 

We couldn’t make any phone calls or text messages as all cell service was shut down, and we 
quickly found out that public transportation had also been shut down. We walked the three 
miles back to our hotel just happy to be away from the direct scene, but overwhelmed with so 
many emotions that all we could do was blankly stare at the television to try and get some 
sense of what had happened and why.  
 
The hours and days that followed were filled with a world of emotions. Even to the distant 
traveler who was a foreigner to the city, I still felt like I was part of Boston. There were youth 
in Boston Commons giving “Free Hugs” and bottles of water to show that they supported 
each other. Memorials were being raised on every corner, and no matter who you talked to or 
where you were from, you were a part of their city.  
  
During a time where celebration was the norm and where athletes would wear their medals 
proudly displayed around their necks for days following the race, there were no medals 
worn. It was as if it was an act of silent honor from all runners to those who were unable to 
finish. Throughout the following week I came across one runner out of thousands who was 
wearing a medal. He asked if I had been able to finish, and I replied that I had been fortunate 
to finish before the events occurred. He said he was at mile 25 when the volunteers rushed 
them off the course and held them back from the finish line. After telling his story to another 
runner earlier that day, the other runner took the medal off of his neck and gave it this man.  
  
We can look at life from a variety of angles, perspectives, data, and personal experiences. 
Many running groups have formed because of the events at the Boston Marathon. Fundrais-
ing programs have been started to help the victims with medical expenses and rehabilitation. 
T-shirts have been created and books have been published. People from all walks of life, 
from all backgrounds, from various places around the globe, have contributed to programs 
and fundraisers for the City of Boston and the victims of the events. When I think about the 
complex picture of this snapshot in time, I can’t help but realize that through all of the chaos 
and confusion, diversity is what unified a city.  
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Website Committee 
Stephanie Schroeder & John Osborn 
 
To help keep our website current and continue to enhance the features and infor-
mation it provides we want to start a committee to help review and develop content.  
Don’t worry you do not have to be a web developer we really want your Administrative 
skills to help us with what we need.  If you are interested please email either Stephanie 
Schroeder (sschroeder@med.umich.edu)  John Osborn (Osborn.John@mayo.edu). 
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Do you have ideas or suggestions on topics you would like to see 
in future editions of The Cutting Edge?  Please let us know by 

contacting our Communication Chair, John Osborn 

Hospital/Physician Payment Arrangements (continued from page 15) 

 Encourage financial sustainability across the organization while supporting productivity 
and market-based compensation for physicians. 

 Provide a stable, predictable, and transparent framework for implementation and ongoing 
maintenance, allowing the organization to quickly and easily respond to external market 
forces. 

 
By partnering in a purposeful approach for restructuring hospital/physician payment ar-
rangements that focuses on value, accountability, and transparency, hospital, SOM, and de-
partment leadership can contribute to improved relationships, better align financial objectives 
and incentives, and strengthen financial performance across the organization. 
 

* * * * * * 
This article was submitted by Mr. Matthew P. Johnson, Manager.  To learn more about AMC 
funding arrangements, please contact Mr. Johnson at 206-689-2200 or mpjohn-
son@ecgmc.com. 

 

About ECG Management Consultants, Inc. 
ECG offers a broad range of strategic, financial, operational, and technology-related consulting ser-
vices to healthcare providers.  As an industry leader, ECG is particularly known for providing special-
ized expertise regarding the complexities of the academic healthcare enterprise, strategic and business 
planning, specialty program development, and hospital/physician relationships.  ECG has offices in 
Boston, Dallas, San Diego, San Francisco, Seattle, St. Louis, and Washington, D.C.  For more infor-
mation, visit www.ecgmc.com. 


