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With the changing pressures brought on by the Patient Protection and Affordable 

Care Act and the inevitable reimbursement reductions, it comes as no surprise 

that health systems continue to maximize efforts to grow physician networks to 

preserve their patient base. 

The 2013 HealthLeaders Media Physician-Hospital Alignment Survey results 

unveil that a staggering 87% of respondents anticipate an increase in their 

organization’s employed physician base within the next 36 months. This is a 

significant 16-point rise compared to last year’s survey. At the same time, 70% of 

respondents anticipate their organization’s number of independent physicians to 

decrease over the next three years.

While looming financial pressures are forcing physicians to employment, the rewards 

of focusing on quality measures are reconfirming the decision. More than three-

quarters of hospitals and health systems (78%) are paying employed physicians for 

nonproductivity performance such as patient satisfaction, clinical quality, and citizen-

ship. This figure is expected to rise to 94% in the next three years, but approximately 

64% of independent physicians are missing this compensation altogether.

What we have learned in our business is that finding the right compensation 

model is important to building strong physician relationships, but it’s only a start-

ing point. True alignment requires an enhanced focus on engaging physicians. This 

year’s survey clearly shows that the No. 1 motivator behind creating these strate-

gic relationships is to get physician buy-in to quality and safety initiatives. 

We believe that the most important step in achieving this goal is to work with 

physicians to create a unity of purpose. It’s only through an effective process of 

collaboration, communication, and governance that physicians get a say in these 

infinitives and feel tied to the big picture. 

It’s no surprise that in this year’s survey, physician engagement ranked highest as 

the most difficult aspect of managing physicians. Many health systems align with 

physicians and operate as though physicians can maintain the same autonomy 

they once enjoyed. We feel it’s time to embrace interdependence and come to an 

agreement on what that means for both parties. It’s certainly possible, and the 

health systems that can achieve this will stand above the rest. But more impor-

tantly, their patients win. 

J.R. Thomas 

CEO 

MedSynergies 

Irving, Texas

Perspective

The employed phySician: moving from employmenT To engagemenT
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This is a summary of the Premium edition of the September 2013 

HealthLeaders Media Intelligence Report, Physician Alignment in the 

New Shared Risk Environment. 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 (e.g., hospital, health system), 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 T. Clifford Deveny, MD, Senior Vice President for 

Physician Services and Clinical Integration for Catholic Health 

Initiatives in Englewood, Colo., and the Lead Advisor for this 

Intelligence Report

•	 Three Case Studies featuring initiatives by Lee Memorial Health 

System in Fort Myers, Fla.; Methodist Health System in Dallas; and 

Catholic Health Initiatives in Englewood, Colo. 

•	 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
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Methodology

The Physician-Hospital Alignment 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 June 2013, an online 

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

HealthLeaders Media audience. A total of 302 completed surveys are included in 

the analysis. The margin of error for a sample size of 302 is +/-5.6% at the 95% 

confidence interval.

Each figure presented in the report contains the following segmentation 

data: setting, number of beds (hospitals), number of sites (health systems), net 

patient revenue, region, purchase involvement, dollar amount influenced, and 

types of products/services purchased. Please note cell sizes with a base size of 

fewer than 25 responses should be used with caution due to data instability.
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Respondent Profile

Respondents represent titles from across the various functions at hospitals and 

health systems.

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 = 308 Base = 179 (Hospitals)

Type of organization

Hospital 59%

Health system 41%

Number of beds

1–199 45%

200–499 37%

500+ 18%

Number of sites

Base = 123 (Health systems)

1–5 22%

6–20 35%

21+ 43%

Region

WEST: Washington, Oregon, California, 
Alaska, Hawaii, Arizona, Colorado, Idaho, 
Montana, Nevada, New Mexico, Utah, Wyoming

MIdWEST: North Dakota, South Dakota, 
Nebraska, Kansas, Missouri, Iowa, Minnesota, 
Illinois, Indiana, Michigan, Ohio, Wisconsin

SoUTh: Texas, Oklahoma, Arkansas, 
Louisiana, Mississippi, Alabama, Tennessee, 
Kentucky, Florida, Georgia, South Carolina, 
North Carolina, Virginia, West Virginia, DC, 
Maryland, Delaware

NoRThEAST: Pennsylvania, New York, 
New Jersey, Connecticut, Vermont, Rhode 
Island, Massachusetts, New Hampshire, Maine

Title
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The 2013 Physician-Hospital Alignment Survey demonstrates that healthcare 

organizations are recasting their priorities to meet the expected require-

ments of industry reform. And, as the annual survey reveals, not only are 

there changes in emphasis regarding employment models, but also there 

is increased pursuit of collaborative relationships and at-risk payment 

models. Leaders are showing increasing interest in undertaking initiatives 

in population health and accountable care models.

Looking at population served. Maximizing admissions has been a long-

standing top objective of hospital-physician alignment efforts. As the 

healthcare industry shifts away from fee-for-service, more treatment will 

take place in outpatient and ambulatory environments and the patient 

mix will change in those settings as well as at acute care hospitals. Leaders 

at hospitals and health systems will probably rely more on their specialists, 

which will make it important to offer a targeted set of specialty services 

and to have a primary care network with sufficient coverage to provide the 

necessary referrals. 

Pamela Stoyanoff, executive vice president and chief operating officer 

for Methodist Health System, which operates five hospitals and 1,161 

licensed beds in the Dallas area, summarizes the classic approach to 

“We are targeting primary care physicians in order to build a larger base 

for medical home models and population health. You need volume in order 

to enter into risk-based agreements.”

—Chief financial officer for a medium hospital

“We are aligning internal incentives to improve care processes, quality 

outcomes, patient safety, and efficiency. The result will be valued by 

population health managers. Those managers are expected to include 

top-performing medical groups in our market and the major health plans 

serving this market.”

—CEO for a medium hospital

“We are launching a commercial ACO with a goal of having 50% of system 

revenues in population care contracts by 2015.”

—Service line director for a large health system 

“We’re moving from inpatient management to more strategies with case 

managers in physician practices. By having an integrated model, we can 

better coordinate and collaborate in this environment. The moves will 

decrease our readmissions and reduce the overall cost of care.”

—Chief operations officer for a small health system 

WhaT healThcare leaderS are Saying

analySiS

Priorities Are Recast as the Industry Reforms 
michael ZeiS
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building referrals: “You have to shore up referrals, and physicians in 

your primary care network are the ones who are giving specialists their 

referrals. I think that’s one reason so many health systems are buying big 

physician primary care practices.”

Motivating physicians to participate in quality and safety initiatives is in-

cluded among the top three physician alignment objectives by 73%, more 

than any other objective. But nearly half of respondents (47%) say one of 

the top three objectives behind their physician alignment strategy is to 

maximize the patient population served, which doesn’t necessarily mean 

maximizing admissions. 

“We’ve done a lot of things to try to improve access to care, which gets 

patients the right care at the right place at the right time,” says Scott 

Nygaard, MD, chief medical officer for physician services at Lee Memorial 

Health System in Fort Myers, Fla., which serves Lee County through four 

acute care hospitals. “We’re trying to create a better delivery system.”

Is fee-for-service sustainable? Alignment discussions are taking on a 

flavor of collaboration or mutual accountability, fostered by doubts on 

the part of many in acute care settings about whether the fee-for-service 

business model is sustainable. “Physicians are trying to understand how 

they go from being just a commodity and become a value-added partner,” 

says T. Clifford Deveny, MD, senior vice president for physician services 

and clinical integration for Catho-

lic Health Initiatives, an Engle-

wood, Colo.–based not-for-profit 

health system that operates 86 

hospitals in 18 states. When the 

very financial foundation of the 

industry is on the table, a different 

discussion can take place. Deveny, 

lead advisor for this report, says, 

“One issue is: How do you trans-

form the physicians into account-

able leaders, leaders who will help 

devise the models, or drive the 

models, or create financial sus-

tainability? Physicians can’t be passive.” 

Even though it is more common, still, for both parties to approach the 

alignment topic with income preservation in mind, larger groups with 

financial stability may provide an early view of what is to come in a more 

competitive environment. “There’s been a lot of discussion around in-

come preservation and keeping physicians happy,” Deveny observes, “but 

mature physicians are saying, ‘We’re financially sustainable. We know 

where we’re going. We’re looking for a partner, a hospital system part-

ner.’ That tends to be a better discussion, but I would say that’s the rare 

Analysis (continued)

“Physicians are trying to 
understand how they 
go from being just a 
commodity and become a 
value-added partner.”

—T. Clifford Deveny, MD, 
Senior Vice President for 

Physician Services and Clinical 
Integration, Catholic Health 
Initiatives, Englewood, Colo.
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instance where you’re seeing that type of a discussion.”  

An emerging competitive environment. When large groups with finan-

cial stability and access to a patient population of sufficient size come 

to the bargaining table, it is not necessarily the hospital’s bargaining 

table. Deveny says, “Along the front range of Colorado and in California, 

I’ve seen large organized primary care physician practices that are tak-

ing a large amount of risk directly from insurance companies, typically 

through the Medicare Advantage plans.” Command over the referral base 

will increase the competitive stature of such large groups. Deveny contin-

ues, “Because they’re organized and they’re controlling a large amount of 

dollars, in a sense they have created almost a commodity situation with 

specialists and with hospital systems. And because their patients are loyal 

to them and [reduced] payments are motivating the private care doctors 

to send people to the highest-quality, lowest-cost venue, they’re using 

data to move patients to different venues of care.”

Deveny calls this the advocate model of primary care, in which acute care 

facilities are “beholden to the new requirements and the new expecta-

tions of the primary care physicians.” At this stage, he does not know 

how extensible the model is. “Will they develop in other markets, or will 

the lack of capital or the lack of physician leadership to create the neces-

sary culture keep it from happening?”

Stoyanoff, an advisor for this 

report, says that even though 

only 32% of respondents place 

physician retention among their 

top three physician alignment 

objectives (sixth highest of eight 

response options), retention is a 

top mission for her. “In most of 

the markets I’m in, physician re-

tention is a big reason behind our 

physician alignment strategy. We 

need to create effective models.”

Deveny expects that the new dynamic will improve outcomes and lower 

costs. “Where the physicians become organized and are using data, they’re 

in a position of strength. They’ve got a choice on health systems, and they 

can move populations overnight, based on cost and quality. I think it’s go-

ing to be a healthier environment for everybody—we should have healthier 

communities and at least some flattening of the cost curve.”

Which model? All of the above. Near-term shifts in organization mod-

els indicate that hospitals and health systems will place more emphasis 

on collaboration. One-fifth of respondents (22%) include clinical inte-

gration among their top three staffing models now, but three years out, 

Analysis (continued)

“Physicians are not going to 
want to be part of every ACO 
on the planet. They’ll start 
to pick and choose, and you 
want them to pick you.” 

 —Pamela Stoyanoff, Executive 
Vice President and Chief Operating 

Officer, Methodist Health  
System, Dallas
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twice as many, or 46%, expect to be involved in clinical integration.

“We’re going to be doing more partnering with physicians rather than 

employing or just underwriting them,” Deveny says. “It will be a shared-

risk or pay-for-performance structure. We’re going to come together, 

share data, and present ourselves as a network. Collectively, we will either 

all succeed or fail.” On-staff physicians will have to be more collabora-

tive as well. Clinical comanagement agreements stand at 15% now, and 

respondents say that will increase to 30% in the three-year time frame. 

As clinical integration and clinical comanagement gain more support 

in the coming years, medical staff appointments, hospitalists, and paid 

directorships are finding fewer proponents. Overall, the result of these 

shifts is a broadening of support for a variety of models. Says Deveny, 

“The bottom line is that people do see physician engagement as being 

important. And they don’t see employment as a be-all, end-all. Survey 

results confirm that there is still a lot of diversity of thought, and not 

everybody’s betting the farm on one model.”

Nygaard of Lee Memorial, a report advisor, keeps the mission in mind as 

alignment choices are examined. “If we can prove that we’re providing 

pretty good access, whether through employment or partnerships, I’m 

not really wedded to a given model per se,” he says. “How do we know 

when we’ve succeeded? When we’ve fulfilled our mission, which is to 

meet the healthcare needs and improve the health status of the people of 

southwest Florida. I’m open to a 

lot of those staffing models, but 

we have to achieve the goal.” 

“Healthcare reform provides a 

huge impetus for looking at other 

models,” Stoyanoff says. “When 

you’re implementing population 

health management or an ACO, 

you have to have physicians work-

ing with you. Physicians are not 

going to want to be part of every 

ACO on the planet. They’ll start 

to pick and choose, and you want 

them to pick you.” 

Independents remain viable. Although much has been made of a physi-

cian hiring frenzy, survey responses show that independent physicians 

have critical mass and do not appear to be threatened in the near term. 

“A lot of the physicians still prefer not to be employed,” Stoyanoff says. 

“Even though the numbers of physicians we’re all employing are growing, 

there are still a lot of entrepreneurial physicians out there.”

As Stoyanoff suggests, survey results do show expected increases in 

employed physicians and decreases in independents. The average percent 

analysis (continued)

 “If we can prove that 
we’re providing pretty 
good access, whether 
through employment or 
partnerships, I’m not really 
wedded to a given model 
per se.”

—Scott Nygaard, MD, Chief 
Medical Officer for Physician 

Services, Lee Memorial Health 
System, Fort Myers, Fla.
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increase in employed physicians in the three-year time frame is 40%. Over 

the same time period, the average percent decrease in independent physi-

cians is expected to be 29%. But with the average number of employed 

physicians standing at 246 per respondent compared to 693 per respon-

dent for independents, the latter will be in the majority three years hence, 

despite the expected decrease. “I’ve doubled the number of employed 

physicians,” Stoyanoff says, “but that’s still only 10% of what we have. 

There still are a lot of independent physicians out there.” 

A learning process. When respondents talk about current and near-

term initiatives, the talk is about collaboration and risk-sharing. Today, 

41% of respondents are involved in an ACO, up from 26% in last year’s 

survey. Within three years, 55% will be pursuing or involved in an ACO. 

Stoyanoff acknowledges that, for Methodist Health Systems, learning is 

an important benefit to be derived from making such steps.

“A lot of healthcare institutions are wondering about learning to manage 

patients along the continuum of care,” she says. “We are focusing primar-

ily on the development of our ACO, which started a year ago. And we are 

in a Medicare Shared Savings Program, so we’re learning how to manage 

lives from a global perspective.”

Other collaborative care models are gaining traction, according to sur-

vey respondents. More than half of respondents (52%) are now under-

taking initiatives related to a patient-centered medical home, up from 

39% a year ago, and 58% expect to 

be there within three years. Simi-

lar growth is seen for the popula-

tion health model, which was a 

current initiative of just 25% last 

year, now stands at 33% of respon-

dents, and will reach 51% within 

three years. 

Hospitals and health systems 

also are learning about at-risk 

payments. Higher percentages of 

employed physicians are being 

compensated for clinical quality 

and patient satisfaction metrics, 

and the level of incentive is in-

creasing, too. Now, 17% of respon-

dents report that compensation 

for clinical quality and patient safety for employed physicians is in excess 

of 10%. That percentage will increase to 44% in the three-year time frame.

“That’s something that we’re all going to be emphasizing over the years 

to come,” says Stoyanoff. “Employing physicians is still an expensive 

endeavor, so even in an employment model, we like to have a portion of 

their salaries at risk for performance targets.” Again, Stoyanoff recognizes 

Analysis (continued)

“Where the physicians become 
organized and are using 
data, they’re in a position 
of strength. They’ve got a 
choice on health systems, and 
they can move populations 
overnight, based on cost and 
quality.”

—T. Clifford Deveny, MD, Senior Vice 
President for Physician Services 

and Clinical Integration, Catholic 
Health Initiatives, Englewood, Colo.
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learning opportunities when establishing at-risk incentive programs: “It’s 

making a lot of organizations struggle because we don’t necessarily know 

how to go about establishing those metrics, or have experience tracking 

them, or even know which ones we should choose, but it is something that 

we’re all going to concentrate on.”  

Maturing relationships. Deveny notes that early steps are being made 

with physicians, steps that include accountability and data-based deci-

sions. As relationships mature, he says, “We all have the obligation to 

show our value to our communities and to the people who are going to 

be purchasing healthcare.”

Deveny anticipates a patient-as-consumer focus. “Medicare Advantage 

is a good example,” he says. “One by one, you’ve got to convince every 

one of those enrollees that they want to give up Medicare and move to 

your Medicare Advantage plan, and you’re going to have to have strong 

reasons for them to move. That’s why I say physicians can’t be passive. 

We won’t be in the income preservation business anymore. We’ve got to 

require more out of both parties, but then the health systems have got to 

be just as accountable to the physicians on performance.”

Michael Zeis is research analyst for HealthLeaders Media. He may 

be contacted at mzeis@healthleadersmedia.com.

Analysis (continued)

mzeis@healthleadersmedia.com
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FIGURE 3   |  Most difficult Aspect of Managing Physicians

Q | What aspect of managing physicians has been the most difficult for your hospital or health system?

Click on these icons to dig deeper

DAtA SEGMEntAtIon tool

PREMIUM REPoRt SAMPlE ChARt



September 2013  |  Physician Alignment in the New Shared Risk Environment PAgE 15TOC

BUYInG PoWER REPoRt  SAMPlE ChARtS

Click on these icons to dig deeper

DAtA SEGMEntAtIon tool

FIGURE 13   |   Employed Physicians/Independent Physicians Percentages in Three Years

> | Average of Employed Physicians/Independent Physicians Percentages in Three Years 
Among those reporting

http://www.hcmarketplace.com/prod-11616/Physician-Alignment-in-the-New-Shared-Risk-Environment.html
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BUYInG PoWER REPoRt SAMPlE ChARtS

Click on these icons to dig deeper

Indicates the type of goods or services  
the respondent is involved in purchasing   

Indicates the role of the respondent in 
making purchasing decisions   

Indicates the total dollar amount the 
respondent influences  

FIGURE 13 (continued)   |  Employed Physicians/Independent Physicians Percentages in Three Years

> | Average of Employed Physicians/Independent Physicians Percentages  
in Three Years 
Among those reporting

http://www.hcmarketplace.com/prod-11616/Physician-Alignment-in-the-New-Shared-Risk-Environment.html
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