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INTRODUCTION
Accountable care represents an attempt to transform how health care
is delivered and reimbursed. Its core
premise is to assign responsibility for
a population of patients to health care
providers, with payments depending
on the cost and quality outcomes
for that population. These providers
form accountable care organizations
(ACOs) to collaborate with the intent
to deliver high-quality, cost-effective
care across the continuum of services for their covered populations
(Tu 2015). For policymakers, the
ACO model (being one permutation of what the authors refer to as
“accountable care” more generally)
represents a change in how health
insurance payers pay for care. Payment reform is only the first half of the
equation, however, because delivery
reform drives benefits to patients by
more effectively managing the care of
the covered population. As the ACO
model continues to proliferate (Muhlestein 2017) and increase its impact
on patients, there is a growing need to
better understand the delivery aspect
of accountable care as it is broadly
construed across Medicare, Medicaid,
and commercial payers.
Managing a population requires
ACOs to oversee care that is delivered across multiple locations and
provided by multiple clinicians (IOM
2001). To be successful, ACOs must
coordinate care delivered by the various providers to address the population’s clinical—and in some cases,
social—needs that affect the cost of
health care services. At times, entities
seeking to become ACOs already will
have all the providers necessary for
population management within their
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ABSTRACT
Purpose: Understand current provider approaches to the evaluation of
various partnerships under accountable care contracts and create a framework to help accountable care organizations (ACOs) better assess their
partnerships.
Design: Study included (1) an in-depth literature review of materials
describing high-value health care organizations as a foundation for draft
framework development, (2) an expert panel convened to evaluate the
framework and help prioritize provider types to evaluate, and (3) interviews
with representatives of ACOs and entities representing various types of
health care providers.
Methodology: Authors created a draft partnership framework derived
from the literature review for expert panel feedback. An updated draft
framework was then shared with active ACO leaders prior to qualitative
interviews. All interviews were transcribed and coded using a mixed-methods analysis platform.
Results: We found little research that took a comprehensive view of
health care provider competencies and characteristics and by extension
few resources to help ACOs fill competency gaps through partnerships. The
ACOs interviewed were all actively engaged in provider partnerships and
were learning and establishing best practices for provider partnerships.
Conclusions: Accountable care offers incentives for entities to improve
the cost and quality of health care. To accomplish this in an effective way,
ACOs must recognize the needs of their assigned populations and work to
provide comprehensive care management across the spectrum of provider
types. Accomplishing this will also require ACOs to create novel partnership
arrangements and learn how to manage populations most effectively. ACOs
need a framework for evaluating potential partners that will help risk-bearing providers establish the partnerships that will enable them to achieve
their goals. This paper makes specific recommendations on how state and
federal policy could facilitate better and more effective provider partnerships.

organizations, as is often the case for
large integrated health systems.
More often, however, prospective
ACOs will not have providers representing the entire care continuum,
requiring them to find new partners,
including personnel outside the traditional provider categories. These
relationships could be established
through mergers and acquisitions or
could also come about through virtual
integration, where providers work
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together, sharing aligned incentives,
while maintaining separate ownership and control of their organizations
(Kreindler 2012).
In either case, these new partnerships, which include a variety of arrangements from novel contractual
service relationships to much less
formal “quality compacts,” may allow
providers to expand their influence
throughout the delivery system as
they begin to work across locations
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and episodes of care to manage population health.
While new partnerships will be
necessary for ACOs to succeed in
their population-based contracts,
not every partnership will be ideal or
successful. Provider partnerships are
becoming increasingly important, but
little research has been done to identify best practices for organizations to
follow when selecting partners. This
paper provides an overview of how
health care providers can prioritize
and evaluate potential partnerships
by identifying characteristics of highvalue providers. ACOs, prospective
ACOs, vendors that support ACOs,
and policymakers can use these findings to improve the practices and policies that drive the creation of new
health care provider partnerships.
METHODOLOGY
This project was funded by a grant
from the Robert Wood Johnson
Foundation to identify a framework
for assessing potential provider
partners for ACOs. Data were collected from three sources: (1) an indepth literature review of materials
describing high-value health care
organizations as a foundation for
draft framework development, (2)
an expert panel convened to evaluate
the framework and help prioritize
provider types to evaluate, and (3)
interviews with ACOs and entities
representing various types of health
care providers. Data collection, analysis, and evaluation were conducted
from Spring 2015 through Fall 2016.
Targeted topic briefs centering on
different types of provider partnerships were published online (de Lisle
2016).
Literature review
The first step in creating this framework was to review any works that
treated the topic of high-value characteristics at either the system or
organizational level. We used only

materials that addressed organizational competencies holistically
rather than individually (e.g., patient
centeredness as one of multiple proposed items rather than on its own)
in order to maintain the appropriate
depth that would be necessary for an
all-encompassing framework. This
criterion led us to a modest list of
prominent works (see “Past work,”
below) that served as the foundation
for a significant amount of subsequent research. Through this process,
we developed a draft framework that
guided a detailed review of specific
competencies organized into categories.
Expert panel
Next, we convened a group of expert
panelists to review and finalize the
draft assessment framework and establish a list of provider categories
to which the framework would be
applied. In order to include the perspectives of multiple stakeholders,
we selected panelists from a variety
of health care industry segments,
including providers, payers (public
and private), purchasers, consumer
advocates, and academics. The expert
panelists (Appendix A, page 48) were
convened in Salt Lake City in July
2015 for a daylong meeting to discuss
the research objectives, framework
creation, and provider types for evaluation. Group discussion and subsequent communications led to the
final frameworks, provider list, and
interview guide.
Interviews
To test the assessment framework in
the field, we conducted 26, 60-minute
interviews with provider associations
(7), ACOs (16), and researchers (3).
See Appendix B (page 49) for a complete list of interviewees and their
organizations. We selected provider
associations to represent the provider
categories set by the expert panel (i.e.,
primary care, hospital, specialty,

postacute care, behavioral health, and
pharmacy). All the ACOs interviewed
were actively engaged in provider
partnerships and represented diverse
organizational structures, market factors, and contracting experience. Interviews were conducted between the
fall of 2015 and the summer of 2016.
All interviews were transcribed and
coded using the Dedoose platform to
enable qualitative analysis.
Past work
Our review considered past works
from academic institutions and researchers, industry experts, and
associations with a high degree of
experience in provider operations.
“High-value” is often a very ambiguous term in health care, but Porter
and Teisberg offered the most concrete definition in their seminal work,
Redefining Health Care, as “health
outcomes achieved per dollar spent.”
Most other versions of this concept
in the literature are variations or expansions of their work (Porter 2010).
The various frameworks that fit
the scope of this project ranged from
those addressing provider characteristics at the level of the system, such
as a nation’s health care system of
providers (IOM 2001, Schoenbaum
2008, Smith 2012) to those of an
individual provider organization,
such as a medical group or hospital
(AMGA 2012, CMS 2011, Kabcenell
2010). Some frameworks took a recipe-like approach in enumerating the
“ingredients” and steps to creating a
high-value health care system while
others used cross-industry comparisons to show what American health
care could be were it to imitate other
industries that have undergone transformations (Coye 2001). Several
works identified concrete characteristics such as health information technology capabilities, while others identified more conceptual features such
as “patient centeredness.” Surprisingly
little research took a comprehensive
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view of health care provider competencies and characteristics, a blind
spot that reaffirms the need for further exploration of this topic. The concepts embodied in the ACO approach
represent a new emphasis on holistic
patient treatment that has little precedent in the literature.
Framework overlap was a key point
of interest in our review. We found
that despite differing terminology,
most frameworks had nearly complete overlap, with the most significant differences being the level at
which the topics were treated (e.g.,
health information technology [HIT]
at the national level versus the level of
individual provider organizations).
By deconstructing the various
framework categories, we were able
to map the individual characteristics
and domains of each framework to
create one overarching framework.
Our expert panel also contributed
several new characteristics to each

domain and helped to rank domains
by level of importance for partnership
evaluation (Table).
Frameworks
ACOs will need to prioritize their
unique challenges and opportunities to successfully manage their
patient populations. A critical self-
examination can help ACOs identify
the needs, gaps, and opportunities to
help their populations. Self-examination can also help them to decide
which providers they should approach
about establishing partnerships. After
identifying the types of providers with
which to partner, ACOs must then
assess which specific providers may be
ideal partners. Based on our research,
we have identified two frameworks to
help with this process. The first lays
out a process for identifying which
types of providers ACOs should work
with. The second provides a method
for assessing individual partners.

Framework to identify provider
partners
ACOs come in many varieties with
different organizational structures,
capabilities, and levels of experience.
Organizational structures range from
integrated delivery systems that already provide the spectrum of health
care services under common owner
ship to newly created physician groups
that only provide outpatient medical
care under a virtually integrated arrangement (Muhlestein 2014). Covered populations vary based on the
payers that ACOs work with and
may include Medicare, Medicaid, or
commercial populations. Market and
regional factors will also vary. Some
ACOs cover rural populations, others
are concentrated around a small urban region, and still others span both
(Muhlestein 2017). Because of the
variety of entities, populations, and
regional factors involved, each ACO
must assess its ability to appropriately

TABLE

High-value provider framework
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Rank

High-value domain

Description

1

Patient-centeredness

The organization’s clinical and business processes reflect a deep operational commitment to creating a health care system designed around the
patient, including direct patient input.

2

High-value culture

All levels of the organization—clinical and administrative—demonstrate
an internally motivated commitment to excellent patient outcomes (quality) that are achieved at the lowest possible cost (Donabedian 2003).

3

System accountability

The organization can account for cost and quality of care to internal
and external stakeholders and is transparent in its approach for quality
improvement.

4

Team-based care

All employees, including nonclinical workers, can work collaboratively
within multidisciplinary care teams and with those outside the system to
provide comprehensive, integrated, and coordinated care.

5

Health information
technology system

The organization has “[information] systems that capture the care experience on digital platforms for real-time generation and that deploy
defined processes of care along the care continuum for quality improvement”(Schoenbaum 2008).

6

Quality assurance system

The organization is capable of refining “complex care operations and
processes through ongoing team training and skill building; systems analysis and information development; and creation of the feedback loops for
continuous learning and system improvement” (Schoenbaum 2008).

7

Financial readiness

The organization has demonstrated experience in, is currently under, or is
ready to engage in value-based contracting.
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manage its population and that will,
in turn, help inform decisions about
which partnerships it should prioritize (Fisher 2012).
Our framework for identifying
needed provider partners is summarized in Figure 1. ACOs should first
assess their covered population needs;
second, identify and assess opportunities to intervene and eliminate or
address risks the population faces; and
third, evaluate what level of sophistication is needed in a partner while assessing what is available in the market.
By conducting a meaningful self-assessment, ACOs will be positioned to
identify areas where they can improve
by either internally developing the
capability or by partnering with other
organizations that can help.
1) Population needs
The first step is assessing the population for which the ACO is responsible.
Under this framework, population
assessments should address three
important areas: evaluation by payer,
demographics, and clinical needs.
First, the payer (Medicare, Medicaid,
or commercial) that an ACO works
with will define who the ACO is responsible for, the breadth of services
covered under the agreement, and
the terms of the patients’ individual
financial responsibility for care, such
as copayments and deductibles.
Second, the demographics of a
population—including factors such
as age, race, sex, economic status,
physical location, and social needs—
dictate many potential interventions
to improve care for the population.
Finally, the clinical needs of the
population include the prevalence of
disease states, common diagnoses,
and utilization patterns. The assessment for each area can be as simple
or in-depth as the ACO has the ability
to perform.
Organizations performing this
assessment should stratify their
populations based on expected risk,

FIGURE 1
Framework for assessing the need for partners

Population needs
Medicare

Medicaid

Commercial

Subgroups

Intervention opportunities
Gap analysis

Partner needs
Internal

External

Competencies

Competencies

Level of sophistication needed
Market availability
including common disease states, financial and logistical barriers to care,
and challenges unique to the served
population, such as language and cultural barriers.
Following that assessment, ACOs
should be able to list the major challenges that may influence the volume
(including related access issues), cost,
and quality of care their population
needs. In a more thorough evaluation,
potential costs could be estimated for
each challenge, including associated
patient financial ability.
2) Intervention opportunities
The next step is to identify and assess opportunities for intervention
to eliminate or address major risks
facing the population. Evaluating the
risks facing a population differs from

evaluating the needs of a population.
Risk is what may happen if a need is
not met; for example, a patient who
needs a doctor’s appointment is a
risk for an unnecessary emergency
department visit. An ACO must also
look at the entire continuum of care
and evaluate nonclinical intervention
opportunities and resources that will
affect health outcomes such as social
support services. Interventions can
address countless concerns. Examples
include diabetes case management
programs, transportation assistance,
and implementing medication reconciliation protocols to help avoid
polypharmacy issues. The process of
identifying interventions will allow
ACOs to determine which skill sets,
capabilities, and resources will be
necessary to address the identified
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concerns in an effective way.
3) Partner needs
After intervention opportunities are
identified, the final step is to determine the type of partner that could
best fill those gaps and review the
available potential partners within
the region. Potential partners come
in many forms. Figure 2 is a non-
exhaustive list. This figure was derived, in part, from an article in Health
Affairs in which the authors outline
several “domains of influence” over a
patient’s health that are not currently
receiving sufficient attention due to
America’s overemphasis on institutional (medical) health care (McGinnis 2002). In addition to medical
care, those categories include genetics,
social circumstances, environmental
conditions, and behavioral choices.
Acknowledging, as the authors do,
that little can be done from a health
system standpoint about genetics,
we set that domain aside. However,
we created two categories, preventive care and behavioral health, that
can encompass social circumstances,
environmental conditions, and behavioral choices. Some aspects of those
two categories involve the individual
and fall within the purview of conventional providers. Others, though,
would mean extending the current
health system beyond its traditional
role of providing medical diagnosis
and treatment.
These potential partners have the
ability to fill multiple gaps and require
varying amounts of effort from the
ACO, both in terms of the evaluation
and the actual partnership activities.
For example, partnering with a skilled
nursing facility network that covers
the entire footprint of an ACO’s market would require less effort from the
ACO than partnering with a series of
independent skilled nursing facilities.
By estimating the managerial and financial impact of partnering with different provider types, an ACO will be
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able to identify which providers represent the highest opportunity for cost
reduction and quality improvement
for the population. The assessment
outlined by this framework is directional rather than conclusive as ACOs
begin to identify the specific providers
with whom they wish to partner.
Framework to assess individual
potential provider partners
After creating a list of potential partners, ACOs must evaluate each one to
assess whether it is likely to provide
high-value care. High-value provider
partners must be able to effectively
work with the ACO, communicate
and share information, and provide
appropriate interventions to lower the
cost and improve the quality of care
for the patient population.
Based on our literature review and
expert panel, we have defined seven
domains that give ACOs a framework
for vetting potential partners. Framework categories include: patient centeredness, high-value culture, system
and public accountability, team-based
care, HIT systems, performance improvement, and financial readiness.
An overview of these domains is provided in the Table (page 42).
While these domains are relevant,
they are not equally important for all
ACOs and all provider types. When
evaluating potential partners, ACOs
should decide which domains are
most relevant for the opportunities
they have identified based on (1) the
strengths of the ACO, and (2) their
ability to accurately evaluate the potential partners (some aspects of a
provider partner may be more difficult to measure and are therefore
reprioritized for the sake of practicality). When an ACO has a particular strength, a relative weakness in
a particular partner may not matter,
such as when an ACO has an established HIT platform that could easily
be shared with a new partner.
Evaluating a partner can be a chal-
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lenge as accessible data are not readily
available and metrics to define different capabilities are not always clear.
When initially assessing multiple
providers, whatever information is
at an ACO’s disposal should be used,
including government data and qualitative information about potential
partners. When meeting with potential partners, open conversation is
necessary for a candid discussion of
the relative maturity of the ACO and
its partners. An agreement to work
together toward a common objective
is of paramount importance.
Provider evaluations
Based on our interviews, we created
qualitative rubrics which suggest important factors on which to evaluate
the organizational characteristics of
six provider types: primary care providers, specialists, hospitals, postacute
care providers, behavioral health
providers, and pharmacists. These
evaluation rubrics were previously
released as two-page applied briefs (de
Lisle 2016). A fuller rubric for each
of the provider types has been published and can be accessed at https://
leavittpartners.com/high-value-providers.
Limitations
The goal of this project was to create a
framework to help risk-bearing ACO
providers identify high-value partners
for long-term success. Because of that
narrow focus, this work has several
limitations, including limitations
related to implementation, market
factors, legal concerns, and metrics.
We created frameworks and identified
important factors for ACOs to evaluate when choosing providers. We did
not, though, develop an implementation guide outlining the detailed steps
on how to engage providers and work
together. There is much work to be
done to enhance the practical application of this framework. Significant
customization will be necessary for
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FIGURE 2
Potential partners for ACOs
Care categories

Settings and organizations

1. Preventive care

•
•
•
•

2. Behavioral health

• Psychiatric hospital
• Treatment and addiction center
• Outpatient clinic

•
•
•
•

Social worker
Psychologist
Psychiatrist
Pharmacist

3. Primary care

•
•
•
•

Retail clinic
Ambulatory clinic
Outpatient clinic
Patient residence (home care)

•
•
•
•
•

Diagnostician
Family/internal medicine physician
Mid-level practitioner
Pharmacist
Chronic disease specialist

4. Acute care

•
•
•
•

Hospital (secondary and tertiary)
Urgent care clinic
Freestanding emergency room
Ambulatory surgical center

•
•
•
•

Diagnostician
Specialist
Mid-level practitioner
Pharmacist

5. Post-acute care

• Skilled nursing facility
• Patient residence (home care)
• Long-term acute care facility

individual organizations.
Additionally, we did not explicitly address how to choose providers
when market conditions or a limited
pool of potential partners largely dictate who ACOs must partner with.
In cases where the partner is not at
the level or organizational readiness
that the ACO is looking for, there are
opportunities for the ACO to help
the provider partner become better
at offering high-value care or for
the organization to improve its own
care delivery using this framework
to identify areas for improvement.
But this framework is not meant to
show the ordered steps that providers
should pursue to improve their ability
to provide high-value care, and any
approach will need to be customized

Social service agencies
Community-based organizations
Faith-based organizations
Schools

Providers

on a case-by-case basis.
Whether partnering through ownership or affiliation, there are legal issues, including Stark and anti-kickback laws, that must be acknowledged
by the participating providers. This
work has not addressed those concerns, but providers considering partnerships must address them. While
there are safe harbors (CMS/OIG
2015a) and other legal options (CMS/
OIG 2015b), advice for specific situations should be sought from qualified
legal counsel.
As referenced earlier, the under
lying research for this article was
carried out between 2015 and 2016
when the industry was rapidly evolving. Even so, the conclusions and recommendations presented here will

•
•
•
•

Social worker
Volunteer
Church leadership
School nurse

• Mid-level practitioner
• Physical therapist
• Pharmacist

remain relevant as long as the U.S.
health care system remains fragmented to any substantive degree.
Finally, while this framework provides guidance on how to evaluate
multiple provider types, it does not
provide a comprehensive set of metrics for assessing the providers. Meaningful quality measures that validly
quantify providers’ performance need
to be collected from existing sources
or newly created and customized for
each provider type.
Much more work is necessary in
this area and could be an opportunity
for trade associations, medical societies, or specialized academic researchers to further the field of research.
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DISCUSSION
Sustained adoption of the ACO model
has revealed the challenges many
organizations face in managing the
entire continuum of care. This significant shortcoming has led some ACOs
to virtually integrate with providers
from across the care continuum, but
the partnering dynamic introduces a
whole new set of challenges.
This paper attempts to give guidance to ACO leaders who are embarking on or expanding their care
continuum management capabilities
through partnerships. Continued development of a “partnering science”
will be essential for health care in the
U.S. to operate more like other industries where strategic partnerships are
critical for economic survival and add
value for the consumer.
The principal consideration in an
ACO’s partnership strategy will be
striking the balance between finding
partners that can fulfill the immediate
needs of a dysfunctional American
health care system (the status quo)
versus those that will bring the most
value in a quickly evolving system
(the future state). The expert panel
assembled for this research repeatedly
emphasized the need to balance an
ACO’s aspirations against the realities of the current system. While the
evolution of payment structures continues to keep health care providers
in two different worlds, partnership
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building may also need to happen
on two tracks to make the transition
possible.
A related challenge for ACOs is
to prioritize their partner selection
efforts. It is possible that an ACO centered on primary care will decide that
it will eventually need to partner with
all six provider types highlighted in
this research, but that current limitations in staffing and resources make
it impossible to carry out due diligence on more than one partnership
at a time. A thorough evaluation of
the population’s needs will lead to a
natural prioritization of which providers will make the largest contribution toward fulfilling those needs.
This, combined with an assessment of
intervention opportunities and a determination of market availability, will
lead to a clear sequencing strategy.
Another important issue in the
movement to partner is the effect
that novel successful business relationships could have on the broader
health care market. Some ACOs will
use partnerships to develop an internal competency that will then obviate
the need for a continued partnership,
while others will use newly acquired
competencies together with a trusted
business partner to increase market
share through their combined efforts.
In other cases, successful partnerships
could lead to acquisitions, mergers,
or the creation of narrower networks
and therefore increased consolidation
in health care.
Policy recommendations
While we believe the frameworks
set forth above will provide guidance for ACO leaders, many outside
influences may hinder successful
partnerships. These obstacles could
be addressed with a combination of
state and federal policies in addition
to industry developments already
underway.
Our first recommendation is that
state and federal payers continue
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providing ACOs and the public with
tools based on government data to
help shed light on the quality performance of potential partners. Various
ACO leaders in our interviews cited
the benefits of the Medicare Hospital
and Nursing Home Compare data
sets. Despite widespread recognition
that these datasets are not perfect and
do not adequately communicate the
quality (or lack thereof in some instances) of a provider, they have given
the industry a starting point and will
surely form the basis for some important partnering discussions.
Our second recommendation is
to create payment models that specifically incent behavioral health
providers, postacute care providers,
and pharmacists to work with ACOs.
Creating an advanced alternative payment model (APM) under the Medicare Access and CHIP Reauthorization Act (MACRA) specifically for
those provider types could encourage
them to be proactive about working
with physicians and hospitals in
ACOs. Even a basic model that covers
only a portion of services rendered by
these providers will send a clear signal
to the industry about the expectation
of collaboration (through virtual integration) and simultaneously spur
industry imitation and improvements
for commercial arrangements.
Finally, a fundamental element for
advances in partnership development
will be the availability of practical,
user-friendly population-assessment tools that will enable quicker
identification of population needs. As
previously discussed, this step should
be the initial impetus in partnership
decisions, but is currently not in the
skill set of many providers. Development of population assessment tools
has been an industry focus and continues to improve, but it is currently
out of the price range of many smaller
physician groups—a sizeable portion
of the early ACO contingent. Furthermore, state and federal governments
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could encourage the availability of
such tools by subsidizing or offering
such tools in concert with ACO program participation, as has been done
in Colorado under its Accountable
Care Collaborative, the state’s version
of a Medicaid ACO.
Next steps
The two frameworks set forth in this
paper can serve as an initial draft to
be used and adapted to a variety of
market scenarios and provider configurations. Further development is
needed to identify and define highvalue characteristics as they relate to
different provider configurations. The
process surrounding a partnership
with a hospital will be very different
for a hybrid ACO with physician–
hospital collaboration than for a
physician ACO that has no prior
experience with an acute care partnership. More development is also
needed to build out and refine the
high-value characteristics of provider
types not highlighted in the previously referenced brief series or this
paper. The metrics for assessing these
partnerships are underdeveloped due
to a dearth of experience, so they will
require a deliberate—and transparent—effort among the various purchasers of health care to improve
for industry-wide use. An effective
way to spur this development is to
tie payments to patient outcomes
rather than provider inputs (fee-forservice), which forces the issue of
outcomes measurement. The journey
toward an accountable health care
system will of necessity represent an
iterative process where the only way
to “learn” is to “do.”
CONCLUSION
Accountable care offers incentives
for entities to improve the cost and
quality of health care. To accomplish
this in an effective way, ACOs must
recognize the needs of their assigned
populations and work to provide com-

prehensive care management across
the spectrum of provider types and
sites of care. Accomplishing this will
require many ACOs to create novel
partnership arrangements. The frameworks discussed in this paper can assist ACOs in setting up a process for
evaluating potential provider partners
that will help them achieve the goal
of providing high-value health care.
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ACO expert panel
Individual

Title

Organization

Daniel Durand, MD

Director of Accountable Care

Johns Hopkins HealthCare

Elliott Fisher, MD, MPH

Director

Charlene Frizzera

Senior Advisor; Former Acting Administrator and Chief Operating Officer, CMS
Director of the Consumer–Purchaser Alliance

The Dartmouth Institute for Health
Policy and Clinical Practice
Leavitt Partners

Jennifer Eames Huff, MPH
Brent James, MD, MStat
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Pacific Business Group on Health
Intermountain Healthcare

Paul Jarris, MD, MBA

Executive Director of the Institute for Health Care Delivery
Research; Vice President of Medical Research and Continuing
Medical Education
Executive Director

Bruce Meyer, MD, MBA

Executive Vice President for Health System Affairs

UT Southwestern

Stephen Rosenthal, MBA

Montefiore ACO

H. Scott Sarran, MD, MM

Chief Operating Officer of the Care Management Company,
Montefiore Medical Center
Chief Medical Officer of Government Programs

Susan Sherry

Deputy Director

Community Catalyst

Elizabeth Teisberg, PhD, MEng

Executive Director and Full Professor of Medical Education

Dell Medical School

Grace Terrell, MD, MMM

Former President and Chief Executive Officer; Founder and
Strategist, CHESS

Cornerstone Healthcare

Shirley Weis

Former Vice President and Chief Administrative Officer

Mayo Clinic
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List of interviewees and their organizations
Individual

Title

Janelle Johnson

Provider Associations
Manager for Center for Healthcare Finance and Delivery

Karen Breitkreutz, RN

Delivery System Strategist

David Gifford, MD, MPH
James Michel
Ken Anderson, DO, MS, CPE

Senior Vice President of Quality and Regulatory Affairs
Senior Director of Medicare Reimbursement and Policy
Chief Operating Officer for the Health Research & Educational
Trust

Carol Vargo
Sandy Marks
Mary Coppage
Michelle Templin
Kathleen Jaeger

Director of Physician Practice Sustainability
Assistant Director of Federal Affairs and Coalitions
Care Delivery and Payment Manager, Strategy Group
Vice President of Strategic Business Development
Senior Vice President of Pharmacy Care and Patient Advocacy;
President of NACDS Foundation
Director of Pharmacy Affairs

Jason Ausili, PharmD
Charles Ingoglia, MSW
Richard Cassidy, MD, MBA
Travis Broome, MPH, MBA
Emily Brower, MBA
Michael Coffey, MD
Grace Terrell, MD, MMM
Nick Batson, MD
Lindsey Valenzuela,
PharmD, BCACP
Daniel Durand, MD
Jordan Asher, MD, MS
John Lynch, MPH
Terrill Jordan
Michael Ruiz de Somocurcio
Kim Suda, RN
Patrick Gordon, MPA
Marian Lowe, MBA
William Doucette, PhD,
FAPhA, RPh
Jim Carlough
Joel Weismann, PhD

Michael Millenson
Chrisanne Wilks, PhD

Organization

Senior Vice President of Public Policy and Practice Improvement
Accountable Care Organizations
Chief Executive Officer
Health Care Policy Lead
Vice President of Population Health
President and Chief Medical Officer
Former President and Chief Executive Officer; Founder and
Strategist, CHESS
Psychiatrist
Administrator of Population Health and Prescription Management, Desert Oasis Health Care
Director of Accountable Care
Chief Clinical Officer and Chief Innovation Officer
Vice President of Research and Government Affairs
President and Chief Executive Officer
Vice President of Payer–Provider Collaboration
Manager of Post-Acute Care Network
Associate Vice President
Senior Vice President of Strategy at United Surgical Partners
International
Division Head and Professor of Health Services Research at the
University of Iowa College of Pharmacy
President and Chief Executive Officer
Researchers
Professor of Surgery in Health Policy; Deputy Director and Chief
Scientific Officer of the Center for Surgery and Public Health,
Brigham and Women’s Hospital
President, national expert on patient-centeredness in health care
Former Program Manager for the Access to Recovery Program,
Advanced Behavioral Health; Health Services Research Specialist

American Academy of Family Physicians
American Academy of Family Physicians
American Health Care Association
American Health Care Association
American Hospital Association
American Medical Association
American Medical Association
American Medical Association
Managed Healthcare Associates
National Association of Chain Drug
Stores
National Association of Chain Drug
Stores
National Council for Behavioral Health
ACO Health Partners
Aledade
Atrius Health
Collaborative Health ACO
Cornerstone Healthcare
Crystal Run Healthcare
Heritage California ACO
Johns Hopkins HealthCare
MissionPoint Health Partners
ProHealth Physicians
Regional Cancer Care Associates
Regional Cancer Care Associates
River Health ACO
Rocky Mountain Health Plans
St. Louis Physician Alliance
Trinity Pioneer ACO
Yamhill Community Care CCO
Harvard Medical School

Health Quality Advisors
Leavitt Partners
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