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Takeaways

• The two items mentioned most frequently as roadblocks 

are related to physician independence. One in five (21%) cite 

physicians’ desire to remain independent as a roadblock to 

collaborative care adoption, and 17% cite lack of physician 

buy-in as a barrier. Lack of buy-in is felt evenly across segments, 

with more respondents from hospitals (26%) than from 

health systems (16%) or physician organizations (20%) citing 

physician independence as a roadblock.

• The inability to share data is a roadblock for 13% of those 

from health systems, but only 4% of respondents from 

hospitals. Those mentioning difficulty with data sharing are 

concentrated in larger organizations.

whaT does iT mean?

The shift from fee-for-service to value-based purchasing will 

change working relationships, and collaborative care establishes 

relationships that address patient care in a broader fashion 

while recasting some financial relationships in a way that shares 

risk. With one-fifth (21%) stating that physician independence 

is a roadblock, and 17% saying that lack of physician buy-in is 

a problem, administrators will have to rely on their physician-

hospital alignment skills, at least in the short term. Report 

advisors have noted that physicians’ attitudes on independence 

are evolving as younger physicians interested in work-life 

balance enter the field. 
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This is a summary of the Premium edition of the April 2013 

HealthLeaders Media Intelligence Report, Collaborative Care: Hospitals 

Balance Risk and Revenue With Physicians and Payers. In the full report, 

you’ll find a wealth of additional information, including the results 

of all the survey questions. For each question, the Premium edition 

includes overall response information, as well as a breakdown of 

responses by various factors: setting (i.e., hospital, health system, 

physician organization), number of beds (hospitals), number of sites 

(health systems), net patient revenue, and region.

Available separately from HealthLeaders Media is the Buying Power 

edition, which includes additional data segmentation based on 

purchase involvement, dollar amount influenced, and types of 

products or services purchased.

In addition to this valuable survey data, you’ll also get the tools you 

need to turn the data into decisions:

•  A Foreword by Richard Lopez, MD, Chief Medical Officer of 

Atrius Health, based in Newton, Mass., the Lead Advisor for this 

Intelligence Report

•  Three Case Studies featuring initiatives by Atrius Health, based 

in Newton, Mass.; Aetna, the Hartford, Conn.–based insurer; and 

Providence Regional Medical Center Everett in Washington.

•  A list of Recommendations drawing on the data, insights, and 

analysis from this report

•  A Meeting Guide featuring questions to ask your team

about the Premium and Buying Power editions

http://www.hcmarketplace.com/prod-11232.html
http://www.hcmarketplace.com/prod-11232.html
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Methodology

The Collaborative Care Survey was conducted by the HealthLeaders Media 

Intelligence Unit, powered by the HealthLeaders Media Council. It is part of 

a series of monthly Thought Leadership Studies. In January 2013, an online 

survey was sent to the HealthLeaders Media Council and select members of the 

HealthLeaders Media audience. A total of 356 completed surveys are included 

in the analysis. 288 of the respondents participate or plan to participate in a 

collaborative care model. The margin of error for a sample size of 356 is +/-5.2% 

at the 95% confidence interval.
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Respondent Profile

Respondents represent titles from across the various functional areas, including senior leaders, clinical 

leaders, operations leaders, and information leaders. They are from a variety of healthcare provider 

organizations.

Title

0
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Senior leaders | CEO, Administrator, Chief Operations Officer, Chief 
Medical Officer, Chief Financial Officer, Executive Dir., Partner, 
Board Member, Principal Owner, President, Chief of Staff, Chief 
Information Officer

Clinical leaders | Chief of Orthopedics, Chief of Radiology, Chief 
Nursing Officer, Dir. of Ambulatory Services, Dir. of Clinical Services, 
Dir. of Emergency Services, Dir. of Nursing, Dir. of Rehabilitation 
Services, Service Line Director, Dir. of Surgical/Perioperative Services, 
Medical Director, VP Clinical Informatics, VP Clinical Quality, VP 
Clinical Services, VP Medical Affairs (Physician Mgmt/MD)

Operations leaders | Chief Compliance Officer, Asst. Administrator, 
Dir. of Patient Safety, Dir. of Quality, Dir. of Safety, VP/Dir. 
Compliance, VP/Dir. Human Resources, VP/Dir. Operations/
Administration, Other VP

Information leaders | Chief Medical Information Officer, Chief 
Technology Officer, VP/Dir. Technology/MIS/IT

Finance leaders | VP/Dir. Finance, HIM Director, Director of Case 
Management, Director of Revenue Cycle

Marketing leaders | VP/Dir. Marketing/Sales, VP/Dir. Media Relations

Base = 356

Base = 356

Type of organization

Hospital 39%

Health system 23%

Physician org. 18%

Long-term care/SNF 8%

Health plan/insurer 5%

Ancillary, allied provider 4%

Government, education/academic 2%

Base = 139 (Hospitals)

Number of beds

1–199 38%

200–499 46%

500+ 16%

Number of sites
Base = 82 (Health systems)

1–5 23%

6–20 27%

21+ 50%
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Number of physicians
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50+ 44%
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Collaborative care, which holds the promise of bringing together 

stakeholders to lower the cost and improve the quality of patient care, is a 

relatively new business model that is being embraced by providers and health 

plans. While there is a high level of confidence among healthcare leaders that 

collaborative care will improve population health, the potential for such a 

model to deliver cost savings is a concern.

Collaborative care, it seems, is caught in a transition that is all too familiar 

to those who are on the frontlines of healthcare reform implementation: 

making large investments today in anticipation of returns (reduced 

healthcare costs) somewhere down the road. 

According to the results of the 2013 HealthLeaders Media Collaborative Care 

Survey, 69% of healthcare leaders are in at least the early stages of considering 

participation in a formal collaborative care model with 25% already 

participating in one. “Collaborative care is definitely on everyone’s radar,” 

says John Katsianis, senior vice president and CFO of DeKalb Regional 

Health System, a two-hospital system in Decatur, Ga. “When you think about 

HCAHPS and readmission penalties … we have the most money at risk if we 

don’t perform.”

Here are selected comments concerning the outlook for collaborative care.  

“ This is a primary factor in successfully managing the costs—to improve 

the health and care of the patients to reduce avoidable complications or 

hospitalizations.”

—Chief information officer for a medium hospital

 “ Our model is a joint partnership with our largest insurer. It is focused 

on improving the health of members/patients with multiple chronic 

conditions, which we think should be a fairly rich group for documenting 

health improvements.”

—Vice president of operations for a large health system

 “ A lot of responsibility falls back on the patient to follow instructions 

and continue to take medication as prescribed and to follow up with the 

referrals. This falls outside of the wall of physician offices and hospitals 

and therefore is very difficult to manage.”

—Chief compliance officer for a medium hospital

“We’ve seen both positives and negatives come out of the arrangement. 

Staff is not happy with extra work. Patients don’t like parts of it because 

they feel it does not respect HIPAA enough. Too many hands involved. 

However, it does improve patient health because we can call out different 

MRIs, scans, and notes.”

—Medical director for a medium physician organization

WhAt hEAlthcArE lEAdErs ArE sAYiNg

ANAlYsis

Crossing the Chasm to Collaborative Care  
bY MArgArEt dick tockNEll

http://www.hcmarketplace.com/prod-11232.html
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Indeed, respondents are setting a fast pace of adoption with 78% expecting 

to have their collaborative care model fully operational by 2014. That will 

be something of a watershed year for healthcare reform: In every state, a 

health insurance marketplace will offer individuals and small businesses 

competitively priced insurance, and access to Medicaid will grow to include 

those earning 133% of the federal poverty level. Millions of previously 

uninsured people are expected to descend on the healthcare system, 

straining capacity and further challenging reimbursements.

As is often the case with any major change, the implementation of a 

new system takes time and often involves cultural shifts at all staffing 

levels. So it is welcome news that survey respondents indicate their 

organizations recognize the importance of C-suite involvement in the 

pursuit of collaborative care. Some 55% have assigned C-suite–level 

business leadership and 44% have assigned C-suite–level clinical leadership 

to manage their model. Collaborative care will change the fundamentals 

of the delivery of healthcare services as well as reimbursement for those 

services. Such profound changes can only succeed with a commitment at 

the top level  

of leadership.

Our report advisors suggest that healthcare leaders are embracing 

collaborative care because they figure just about anything will be better 

than the system in effect now. “It’s a proposed solution, a proposed 

alternative to fee-for-service,” says Richard Lopez, MD, the chief medical 

officer at Atrius Health, a Newton, 

Mass.–based nonprofit alliance of 

six medical groups with more than 

1,000 physicians serving about 1 

million patients, as well as a home 

health and hospice agency. “We 

know where traditional fee-for-

service has the healthcare market: 

ever-increasing healthcare costs 

and ever-increasing utilization. We 

know that system.”

The top motivation for embarking 

on collaborative care, cited by 73% 

of respondents, is improving quality 

care. Some 91% of those who have 

not ruled out participation in collaborative care are at least slightly confident 

that the model will improve patient health with 75% at the moderately 

confident and very confident levels. There’s a significant rate of confidence 

(66%) even among respondents who have no plans to pursue collaborative care 

that the model will improve patient health.

At the same time, 45% of respondents who are participating in or pursuing 

a collaborative care model identify concerns about cost savings among 

their top three challenges. Ted Miller, vice president and CFO for Floyd 

analysis (continued)

“We know where traditional 
fee-for-service has the 
healthcare market:  
ever-increasing healthcare 
costs and ever-increasing 
utilization. We know that 
system.” 

—Richard Lopez, MD,  
Chief Medical Officer,  

Atrius Health,  
Newton, Mass.
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Memorial Hospital and Health Services, a 230-bed acute care hospital in 

New Albany, Ind., poses the cost savings question this way: “If there  

is cost savings, when will it be?”

Floyd Memorial could be described as being on the fence regarding 

collaborative care, at least in a formal way. Miller notes that the  

hospital is located just a few miles from Louisville, Ky., and competes  

for customers there with services such as an open-heart center,  

a spine center, and a cancer center. It is taking some preparatory  

steps to put in place personnel and programs that lend themselves  

to managing patient populations, including nurse navigators,  

quality programs, and a team dedicated to improving hospital  

readmission rates. Floyd Memorial has also achieved stage 1 meaningful use.

“We continue to prepare ourselves from a readiness standpoint and we 

continue to educate ourselves around population health,” says Miller, 

but the hospital is “still exploring its options” about a formal entry into 

collaborative care.

Concerns about cost savings are also cited by providers in describing  

the primary roadblock with payers in the adoption of collaborative  

care. Some 24% of leaders say payers want too much gain share.  

Another 15% say payers are unable or unwilling to share risk, and  

14% cite an inability to reach contract terms with payers. “That’s just  

the nature of the negotiations,” says Charles Kennedy, MD, the CEO  

of accountable care solutions for 

Aetna. “These are complicated 

relationships and so reaching 

terms can be a challenge.”

Scott Trott, vice president of  

payer management and faculty 

services for UNC Health Care 

System in Chapel Hill, N.C.,  

notes that developing such 

arrangements can get to a point 

where physicians may wonder why 

make the effort if “the savings they 

come up with just evaporates or 

goes to a payer’s profits.” 

Of course, sharing risk is a basic tenet of collaborative care. At least in 

theory, it means that everyone along the care continuum has skin in 

the game and thus is inspired to work toward common goals in patient 

treatment, which will produce better outcomes at a lower cost. Some of the 

aversion to risk may be a holdover from the risk failures of the 1970s and 

1980s. It is also a situation where today’s realities temper excitement over 

tomorrow’s potential. “If you were doing something that didn’t cause any 

risk to you, it might be less of a concern. But when you hang risk on a new 

idea, it just raises anxiety,” states Lopez.

analysis (continued)

“If providers take on risk, 
at the end, will they save 
money? There’s a lot of 
skepticism.”

—Joanne Roberts, MD,  
Chief Medical Officer,  
Providence Regional  

Medical Center Everett,  
Everett, Wash.
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In addition to anxiety, there are trust issues. Indeed, 13% of provider  

leaders pursuing collaborative care say their primary roadblock with  

payers is lack of trust.

 “If providers take on risk, at the end, will they save money?” asks  

Joanne Roberts, MD, the chief medical officer for the 491-staffed-bed 

Providence Regional Medical Center Everett in Washington.  

“There’s a lot of skepticism.”

Providence Regional has a long-term collaborative care relationship  

with the Everett Clinic, a 400-physician medical group with 16  

locations in the Puget Sound area. Still, Roberts says her CFO often  

talks about how the medical center lives in a primarily fee-for-service 

world in 2013. “In 2014 we’ll probably live in a 50-50 risk world and in 

2015 maybe we’ll live in a 70-30 risk world. Then it will be an obvious 

improvement. But here’s where we are stuck. We know it’s the right  

thing to do, but moving in that direction probably means a new  

loss today.”

“It’s the crux of the challenge in the healthcare industry today,” states 

Roberts. “Who can survive the losses that will come until the healthcare 

system rights itself? Given the timeline we face, I worry that the only 

institutions that are going to succeed will be either upstarts that are 

highly innovative or stalwart healthcare companies.”

That’s why Kennedy says payers 

must do their homework. 

“They have to create the return 

for providers. No one is going 

to invest in collaborative care 

without a financial return. You 

can’t just say collaborative care is 

a good thing and you should do it. 

There has to be a business model 

that creates the financial wins to 

execute those strategies.”

Despite their risk reservations, 

among healthcare leaders actively 

pursuing or in the early stages of 

collaborative care development, the most mentioned reimbursement 

models expected to be in place within three years are bundled payments 

(56%), commercial payer contracts (55%), and the Medicare Shared 

Savings Program (46%).

In preparing for collaborative care, respondents indicate that they have in 

place today some of the components of the model: case or care managers 

(76%), quality data (74%), and mid-level clinicians (64%). Both Lopez and 

Roberts describe these items as some of the easier components to put in 

analysis (continued)

“You can’t just say 
collaborative care is  
a good thing and you 
should do it. There has 
to be business model 
that creates the financial 
wins to execute those 
strategies.”

—Charles Kennedy, MD, CEO, 
Accountable Care Solutions, 

Aetna, Hartford, Conn.
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place. Lopez notes that they are common in the fee-for-service world. 

“They are commodities, straightforward. They don’t necessarily touch 

the deep infrastructure and cultural issues that are involved in putting all 

the collaborative care pieces together.”

Lopez notes that cost centers tend to occupy bottom-rung positions. He 

says there is less early attention paid to items such as health information 

exchanges, integrated IT, and patient registries because they are “cost 

centers not revenue generators.” 

Compensation-based incentives are mentioned as being in place by only 

32% of respondents, but Roberts expects that to evolve. “That will be a 

tough discussion to have over time. What are the metrics by which we will 

reward or punish one another?”

She points to the relative value unit system, which is often criticized 

as lacking a financial incentive to either cut costs or to efficiently and 

effectively help the patient.  “We all know that the RVU system can’t 

stand in an at-risk model. We’ll have to develop ways of doing things 

like paying physicians for electronic communications with patients and 

seriously rewarding for outcomes. Not just 1% or 2% but more like 20%, 

30%, or 40% of physician compensation based on some sort of quality.”

 “We all know that the RVU system can’t stand in an at-risk model. 

We’ll have to develop ways of doing things like paying physicians for 

electronic communications with 

patients and seriously rewarding 

for outcomes. Not just 1% or 2% 

but more like 20%, 30%, or 40% of 

physician compensation based on 

some sort of quality.”

Physician participation is, of 

course, critical to the collaborative 

care world but 21% of survey 

respondents identified physician 

desire to remain independent 

as a primary roadblock to their 

organization’s adoption of 

collaborative care. Independence 

is a complex issue. “If you look 

at our physician training, we’re trained to be very independent,” says 

Kennedy. However, he notes that younger physicians are often more 

interested in work-life balance than independence.  

Down the road, physician independence may be less of an  

issue for collaborative care.

Margaret Dick Tocknell is health plans editor for HealthLeaders Media. 

She may be contacted at mtocknell@healthleadersmedia.com.

analysis (continued)

“It’s the crux of the challenge 
in the healthcare industry 
today. Who can survive  
the losses that will come 
until the healthcare system 
rights itself?”

—Joanne Roberts, MD,  
Chief Medical Officer,  
Providence Regional  

Medical Center Everett,  
Everett, Wash.
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FIGURE 2   |   Timing for Operational Collaborative Care Model

Q | When will your collaborative care model become fully operational (not a pilot)?
Among those reporting
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FIGURE 11   |  Top Collaborative Care Program Revenue Contributors in Three Years

Q | Which collaborative care programs will be the top three revenue contributors in three years? 

Click on these icons to dig deeper
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FIGURE 11 (continued)   |  Top Collaborative Care Program Revenue Contributors in Three Years

Q | Which collaborative care programs will be the top three revenue  
contributors in three years? 
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