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                                       SponSor

The healthcare industry is experiencing a dramatic shift in key competencies with the advent of new incentives 
and requirements, and new skills are needed to engineer the merger of clinical and financial priorities. Leaders 
must delegate risk management, case management, and medical informatics, among other priorities, while 
staying on course with strategic goals. Thinner margins mean that CEOs must take an active role in maintain-
ing a healthy balance sheet. Top executives need to broaden their capabilities and serve as a bridge between 
clinical and financial priorities. While chief executives must provide the vision, they must also cultivate their own 
financial expertise while helming an executive team that is flexible and innovative in the face of rapid change, 
and that keeps financial self-sufficiency at the top of the priority list. 
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HealtHleaderS: What new skills and 
competencies are necessary at the leadership 
level?

Bruce elegant: There’s a renewed 
emphasis on physician relations. More 
and more we’re required to work closely 
with physicians, particularly as we’re 
trying to change care delivery, because 
real cost savings is not going to be in 
paying less for supplies or having less 
employees. It’s going to be in how we’re 
delivering care. So we have to have great 
partners in our physicians. 

JoHn HeSSelmann:  I am not so 
sure they need to develop new skills; 
however, the skills required are mag-
nified. Leadership has to lead from 
the front with all constituencies, from 
the community to staff to the patient. 
Strengths need to include being a clear 
communicator, being transparent, and 
the ability to make the tough deci-
sions where, in many cases, none of the 
options are optimal.

micHael ScHniederS: I’m not sure 
there’s any new skill set, but there’s a 
reprioritization. The relationship with 
the physician is job one, but at the 
same time, while we’re trying to col-
laborate, we’re competing with them 
more and more.

dave BrookS: We’ve gone from first-
generation physician relations to sec-
ond generation. It used to be all about 
how we served physicians, but now it’s 
about trusting us to work with them on 
clinical activities.

HealtHleaderS: But let’s be clear. This 
isn’t about administrators having technical 
or medical skills. It’s more about relation-
ships, right? 

BrookS: When you think of great lead-
ers, you don’t necessarily think about 
people who have great technical skills. 
It’s all about how they relate to their 
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constituencies. The role models you 
have are the communicators. It’s cer-
tainly a broader set of skills. Senior 
leaders have to be great not only at their 
technical role—that’s table stakes. They 
also have to be able to relate.

ScHniederS: Years ago, the great tech-
nical financial leader may have been 
promoted to a senior leadership posi-
tion. I’m not sure that would happen 
today. You can’t lead if nobody wants to 
follow, and that’s about relationships, 
building trust. 

elegant: It is about visibility, whether 
it’s in the community at the Rotary 
meeting or rounding every day so that 
the housekeeper stops you and feels 
comfortable saying, “Hey, what did you 
think of the Bears game last night?” 
You have to have those skills in order to 
get the organization to move with you. 
Visibility is everything.

BrookS: Our job is to engage and 
inspire and create trustworthiness. 
You can’t do that just by sitting doing 
emails at your desk or sitting in a con-
ference room with three people.

ScHniederS: That really takes repri-
oritization of your time. Rounding on 
staff is, for example, high up there. 

HealtHleaderS: How do you work on 
bridging the gap between “suits” and “scrubs”?

elegant: First, you have to have a 
vision so they know where the orga-
nization is going and where they fit 
in. Second, you have to have enough 
clinical knowledge to be conversant. 
By that I mean you can’t sit down with 
an orthopedic surgeon and talk about 
joint prosthetics if you have no clue 
what they are. So whether it’s read-
ing certain medical journals or sitting 
down with supply chain executives to 
learn the differences, you have to be 
able to talk the language. 

HeSSelmann: The banking industry 
has gone through a lot of change. I’ve 
been in it 30 years with the same insti-
tution, but it’s been constant change 
and you have to have leaders who are 
flexible, those who embrace change, 
those who are going to be willing to be 
out front and lead that change. 

elegant: We have to be about quality 
and safety. If we focus a lot on growth 
and financial viability, physicians think 
you’re all about cutting costs and making 
a profit. But if we have exceptional qual-
ity, exceptional patient safety, and if our 
customer satisfaction is in the top decile, 
people will beat a path to your door.

ScHniederS: Our goal is improving the 
health of the communities we serve. What 
you’re doing strategically has to connect 
to what’s best for the patient, which is 
high reliability, quality, and safety. If we 
become responsible for population risk, 
that fits in very well with our mission and 
our vision. We talk a lot about why the 
Sisters started these ministries and what 
they wanted to accomplish.

BrookS: Faith-based organizations 
have an advantage in that we can 
link issues to our heritage. We can 
talk about the adversity the Sisters 
had to go through 100 years ago and  
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BrookS: The transition is painful, 
right? But what we’re moving toward 
is inspiring.

elegant: Care is moving outside the 
hospital. We’re becoming large inten-
sive care units. We are moving to new 
models of care. It’s interesting to 
think about Walmart saying, “We’re 
now going to take care of your chronic 
diabetics and hypertensive patients.” 
Those kinds of patients traditionally 
were treated in a physician’s office or 
hospital clinic.

BrookS: Maybe that’s where the bank-
ing industry can help us, because we’ve 
got to consolidate. We’ve got to take 
out fixed costs. Some markets are expe-
riencing 5%, 10%, 15% less hospital uti-
lization than last year. 

elegant: Part of the issue, though, 
is we are still, in most cases, the larg-
est employer locally, and when a large 
employer goes away, it has a huge impact 
on the economic health of a community. 
We need more consolidation. I’m just 
not sure it’s going to happen because 
the will of the people is going to be, “We 
don’t want that institution to close.”

BrookS: We’ve got to help communi-
ties figure out how to redefine what a 
hospital is. A hospital 20 years ago was 
a place to stay overnight and get cared 
for. Nowadays it’s freestanding EDs, it’s 
observation beds, etc. If communities 
started understanding that hospitals 
are different now, maybe they’ll adjust 
to not having one on every corner.

ScHniederS: The industry owes it to 
the public to start educating about this 
capacity issue in a global sense. They 
won’t all understand it. They won’t all 
agree with it. But the message has to get 
out there because in many communi-
ties half the beds are sitting empty every 
night of the year.

elegant: But we’ve got the issue also 
of the government saying it doesn’t 
want one provider in the community; it 
wants competition. In Rockford, Ill., two  

compare it to the challenges we have 
now. That helps connect people to the  
higher purpose. 

ScHniederS: The fact is, if you talk 
to staff or physicians, they’ve all expe-
rienced our broken health system and 
they know that it can be miserable 
to try to get a loved one through the 
system. So they may not want personal 
change, but they see the big picture 
needs to change.

HeSSelmann: At a more granular level, 
our constant conversation is around 
customer satisfaction and what we 
are doing to address gaps in customer 
satisfaction. 

ScHniederS: Yes. Why do you exist? 
That’s very similar to what we’re trying 
to do. 

HealtHleaderS: The change facing you, 
at least financially and in terms of incen-
tives, is like a 180-degree turn. How do you 
determine how urgent you need to be on the 
pace of change?

elegant: We’re now, or soon will be, at 
risk for improving the health of a popula-
tion. How we’re going to get paid to do 
that and what the risks and shared savings 
are is the $64 million question.

ScHniederS: The problem is, today we 
still are getting paid “per click,” but that 
demand is softening, so there’s less rev-
enue coming in to cover fixed costs.
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hospitals have been trying to merge for 
10 years. And every time they get there, 
the government says, “No, we want you 
to have two hospitals, each half empty.”

HealtHleaderS: Each of you is in charge 
of managing a large team of people. What 
are the skills that you’re looking for in vice 
presidents, for example? 

HeSSelmann: Minimum require-
ments include the technical skills. 
Other skills, all the more important 
in the current environment, include 
ability to embrace change and an indi-
vidual who can effectively follow.

BrookS: The technical skills are a 
given. They’ve got to know how to run 
the pharmacy. They’ve got to know how 
to run radiology, or whatever the area. 
We need middle management to help 
optimize the quality-cost relationship 
with docs, their staff, and the organi-
zation. That’s new. Running a great 
radiology department is no longer all 
we need from a director of radiology. 
They’ve got to be able to help us with 
the speed of change. They’ve got to be 
able to interconnect their department 
to other departments and functions. 
They’ve got to be able to manage cost 
down and quality up. That can’t just sit 
in the C-suite, because we don’t have the 
technical knowledge of their areas. We 
don’t have the day-to-day relationships 
with the clinicians that they have. 

ScHniederS: They’ve got to be able 
to handle change management. They 
have to be able to inspire their followers. 
Take the department head of radiology. 
They’ve got to be able to communicate 
what they’ve heard from senior manage-
ment to their staff in a consistent way.

elegant: They have to be able to work 
better in teams and collaborate. In the 
past if I was the imaging director, I had 
a silo. But today, for example, there’s a 
stroke protocol. I have to work with the 
ED. I’ve got to work with the inpatient 
unit. I’ve got to make sure that CT scan 
happens within a certain number of 
minutes after the patient presents in 

Dave Brooks
President
St. John Hospital and Medical Center
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elegant: Locally, Advocate Healthcare 
has a vigorous program and they’ll iden-
tify leaders within their hospitals that 
are up-and-comers and they take them 
out of their current work environment 
and provide them training. When a new 
position opens up at a different facility 
or at corporate, they’ve got a group of 
people that they tap into. But you’ve got 
to be a big organization to do that.

BrookS: If the leadership role is much 
more about creating trustworthiness, 
engagement, understanding the mission 
and vision, then going outside an orga-
nization is a crapshoot. In the old days, 
maybe it was more weighted toward 
being a great hospital operator, man-
aging down supply cost, dealing with 
physician retention and recruitment 
issues. That’s still there. But success is 
much more about leadership skills and 
the cultural fit to the organization. 

elegant: The danger is those people 
that you’ve identified are also network-
ing outside your organization. And 
when a competing organization in the 
same marketplace has an opening, all of 
a sudden they are recruiting them away. 

HealtHleaderS: How important is the 
dyad management model in your organiza-
tions, where a physician and an administra-
tor manage a service line? Is the power of the 
leaders well balanced?

ScHniederS: You have to carefully 
identify the physician that you’re going 
to have in that co-leadership role. These 
are physicians who are team-oriented. 
They recognize the value the nurse 
or technician brings to them. You 
wouldn’t want the old stereotype phy-
sician who says, in effect, “I’m in charge. 
Nurse, you’re my handmaid.” 

BrookS: If the administrative partner 
thinks their job is to serve the doc and 
if the doc leader thinks their job is to be 
served, it’s going to fail.

ScHniederS: If we as leaders identify 
physicians who have those skills, we 
owe it to them to urge them to get 

formal training, become more involved 
in committees, or provide them with 
leadership training. Just as we develop 
department heads, we owe it to the phy-
sician community to help them develop 
their leadership.  

elegant: Much as we said we need the 
administrative leader to be able to stand 
up and have healthy conflict, what we 
don’t want to do is pick a yes-man for 
the clinical leader, because then the rest 
of the medical staff just say, “Well, look, 
he’s just a rubber stamp of administra-
tion,” and they don’t really respect him 
a lot and are not going to listen.

BrookS: It also can’t be a physician lead-
er who feels their role is to be the advocate 
for other docs—in other words, the shop 
steward. That doesn’t help either. 

HeSSelmann: These people have to be 
able to take an enterprise view. 

HealtHleaderS: What’s the competitive 
marketplace for the skills that we’ve been 
talking about? Where does retention fit in?

HeSSelmann: Retention is key to orga-
nizational continuity and effectiveness.

elegant:  In retention we’re often 
reactive instead of proactive. By that 
I mean by the time somebody comes 
to us with another offer, it’s too late. 
They’ve already made up their minds. 
But even when you promote internally, 
there aren’t very many openings every 
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the ER. It’s about care pathways and 
reducing utilization.

ScHniederS: Younger employees and 
associates come in much better pre-
pared to operate in a team environment 
than maybe our generation did.

HealtHleaderS: But how many 40-year-
olds do you have in your organizations who 
are on track to be the CEO someday?

elegant: Very few. I do worry that 
when the three of us get ready to retire 
there are not ready people behind us. 
We don’t have good succession plan-
ning, and we haven’t prepared people 
for the generalist roles that we have. 

ScHniederS: But the CEO of tomorrow is 
different than the CEO of today. In many 
cases, the hospital is becoming more of 
an operating company of the system. In 
the future, there will be less direct respon-
sibility and a lot of matrix management. 

BrookS: You’re going to find—growing 
at an increasing pace—clinical leaders 
as the CEO. They will be mainly phy-
sicians, but others as well. When you 
think population health, clinical enter-
prises, and comprehensive account-
ability, that’s going to be driven much 
more by physician clinical executives. 
The challenge is how we equip them.

ScHniederS: In my community, I can 
see a collaborative or an integrated 
medical community led by physicians. 
And yeah, there’s somebody running 
the hospital, but more as an operator, 
just making sure the trains are on time 
and that kind of stuff. I can easily see 
the new leader being a physician.

HealtHleaderS: How rigorous is succes-
sion planning at your organizations?

BrookS: My experience with the large 
systems—in my case Catholic systems 
that are multistate—they put a lot of 
resources and structure to it, so we have 
very formalized talent stewardship. 
And you’ve got to do more than just 
fill in the blanks and get a check mark. 

Michael schnieders
President 
Good Samaritan Hospital



year. So if they leave, it’s because there’s 
lack of growth opportunities. 

BrookS: But that’s the law of averages. 
There aren’t going to be that many 
positions, and if you’re good at devel-
oping talent, you may not have enough 
spots. But there are also a lot of man-
agers who aren’t as career-oriented in 
the sense that they want to escalate 
how they’re engaged and valued. For 
them, it’s not only about title or role or 
pay, and we don’t do a good job with 
appealing to those.

ScHniederS: It goes back to culture. If 
they enjoy the culture, they’re probably 
going to stay longer than they might 
have. We need to focus not only on 
leadership development, but people 
development. Some don’t necessarily 
want to be the manager, the director, the 
VP, but they want to learn new skills. We 
try to offer that to the employees in our 
Emerging Leaders program.

elegant: We have educational oppor-
tunities. We don’t necessarily have a 
formal program, although there’s been a 
lot of discussion about it. What we have 
done is put together a group of young 
up-and-comers, and they meet with 
senior leaders and talk about issues. It’s 
very much a mentoring situation. 

HeSSelmann: It’s amazing how similar 
this is to what we do. In our employ-
ee satisfaction survey, career develop-
ment is highlighted most often as the  

biggest issue. Over the last 15 years we 
have become, hierarchically, a  very flat 
organization. And on the development 
side, well, I’d also say that over the last 15 
years we’ve become a very flat organiza-
tion hierarchically. So there just aren’t a 
lot of layers, which magnifies the devel-
opment challenge. We try to provide 
development opportunities in the cur-
rent job, whether it’s a project that may 
be confined to our business or getting 
involved in an initiative nationally that 
provides that individual exposure to a lot 
of other people in the organization. 

BrookS: We have flattened as well. For 
example, we have maybe 10 ancillary 
clinical departments that all report 
to a VP of professional services. In the 
old days, there used to be five associ-
ate vice presidents reporting to the 
VP. So if you’ve got a great director of 
imaging, a great director of whatever, 
how do you challenge them? Through 
exposure to areas outside their partic-
ular set of responsibilities. It’s the stat-
ure of sitting on a committee where 
there are a couple board members, 
for example. You’d be amazed at how 
that helps improve pride and morale 
in midmanagement. 

ScHniederS: We are becoming more 
of a matrix management organization. 
Your focus is really on patient care and 
risk management. Somebody else is 
doing the finances, and somebody else is 
doing the strategy. I mean, you’ve really 
slimmed down the fixed overhead cost.

HealtHleaderS: Speaking of slimming 
down, many large organizations are elimi-
nating CEO titles from local facilities, even 
hospitals. What’s the reasoning?

HeSSelmann: This phenomenon has 
been common in the banking industry 
and many other industries over the 
past 20 years. We are now seeing it in 
healthcare as the industry consolidates.

elegant: Yes. You’ve got to have some-
body on-site to deal with crises, so crisis 
management is a big part of what we do 
every day. But you’re right: The role is 
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different. We’re not CEOs anymore. We 
may have that title, but we’re more chief 
operating officers and “Mr. Outside.”

BrookS: But I’m kind of a glass-half-
full guy on that one. When we acted 
as CEOs at our best, it was not when 
we were making sure revenue cycle was 
working properly. 

elegant: It was when we were recruit-
ing physicians—it was board relations.

BrookS: You got it. And all that is still 
there, so if matrix is done well and cen-
tralization and standardization is done 
well, we don’t have as much day-to-day 
time and responsibility as functional 
operators. We have opportunities to rise 
to the occasion to be a great leader. Very 
little of my time now is spent on revenue 
cycle, which is great. Twenty years ago 
I probably spent five hours a week on 
revenue cycle. Now if I spend five hours 
a month on revenue cycle I’d be shocked.

elegant: You’re still accountable for it.

BrookS: That’s fine, but I don’t have to 
be in charge of it to be accountable for it. 

ScHniederS: Basically you have to 
share the accountability.

BrookS: Matrix management is new in 
healthcare, so we’re going to go through 
some learning curves compared to other 
fields that have been doing it longer.

ScHniederS: There are a lot of new 
things coming at us. You’ve got to be 
open to change. But it’s also healthy to 
question change, and the organization 
has to be willing to tweak it. 

elegant: One worries about the sup-
ply of younger administrators that are 
going to have that skill set to replace an 
increasing number of retirees. There’s a 
lot of consternation about where these 
future leaders are going to come from. 
And we’re now seeing, again, a spike in 
CEO turnover. So I do worry about who 
our future leaders are going to be.
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