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Given rapid changes under way and on the horizon for the nation’s healthcare system, most hospitals 
and health systems are closely evaluating their desired position in the future value-based business model.
Nearly 80 percent of hospital organizations are currently involved in or actively exploring partnership 
opportunities, according to a recent report.1 To meet the various requirements ahead, many providers are
pursuing partnerships as a means of building infrastructure, economies of scale, and market essentiality.

While much media and industry attention has focused on traditional healthcare mergers and 
acquisitions, different types of innovative partnerships have emerged in recent years. In the Fall 2012 
Kaufman Hall Report, we focused on new partnerships between different types of players, including insurers
and providers. In this issue, we take a close look at the “next generation” of partnership arrangements 
between hospitals and health systems. Many of these new relationships are among organizations that
historically were competitors. Partnership models described in this article include:
•  Purchasing and “Best Practice” Collaboratives
•  Management Services Agreements
•  Accountable Care Collaboratives 
•  Health Plan Co-Ownerships
•  Joint Operating Agreements

These models are at the “low end” of the integration continuum, where organizations typically retain
their current governance and control structures, but collaborate on a selected group of common objectives.
In some cases, hospitals and health systems are entering into these relationships with the thought that 
they could evolve into a more integrated partnership in the future, after “testing the waters” for cultural
compatibility and organizational congruence. Other organizations enter into these agreements as a way to
achieve some of the advantages of a fully integrated partnership, without giving up their independence.

One common factor among these different types of partnerships is the close geographic proximity 
of the member organizations. Being located near one another reduces logistical challenges and makes it 
easier for partners to derive financial value and greater synergies. Neighboring organizations typically are
familiar with their potential partner and often serve the same or similar patient populations. Over time, 
such partnerships establish a potential platform for wider geographic, or even statewide, networks.

Form must follow function in any partnership. The structure of the arrangement must be driven by
the goals and objectives of the organizations. To achieve success, the partnership design must align with the
long-term vision of the organizations involved.

Leveraging Purchasing Efficiencies and Extending Best Practices
Purchasing Collaboratives are contractual agreements between multiple parties that create a new entity in
order to achieve greater efficiencies and economies of scale in purchasing arrangements. The partnering
systems maintain an ownership interest in the purchasing collaborative, but ownership and governance of
their other operations remain independent.

For example, the MNS Supply Chain Network was announced in November 2011 as a partnership 
between MedStar Health in Columbia, Md., Novant Health in Winston-Salem, N.C., and Sentara 
Healthcare in Norfolk, Va. The Network is designed to lower costs of medical supplies and services, such 
as transcription, pharmacy support, and cardiology devices.2 Network officials projected that prices on 
$50 million to $80 million of the $1 billion the three hospitals spend annually on medical supplies could 
be lowered to benchmark pricing.3 The MNS Supply Chain Network is managed by a board which 
includes a senior executive from each of the three systems. The board chairmanship rotates annually 
among the three systems.4
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Best Practice Collaboratives allow partnering organizations to 
work together to identify, define, and implement best practices for 
their clinical or business operations. Some organizations partner both
to increase purchasing efficiencies and share best practices. Purchasing
and best practice collaboratives typically require limited or no capital
investment by the parties to establish the partnership or implement 
collaborative benefits. The agreements enable systems to retain their
independence, and can be structured to allow additional entrants into
the partnerships at a later date. No state or federal approval is required,
and exit barriers are limited should the parties choose to dissolve the
partnership.

Purchasing and best practice 
collaboratives allow organizations 

to retain their independence and typically
require no capital investment by the parties
involved to establish the partnership or 
implement collaborative benefits.

The BJC Collaborative is an example of such a partnership. It
launched in October 2012 encompassing approximately 30 hospitals 
in three states, with the dual objectives of sharing best practices and
leveraging joint purchasing arrangements to reduce costs.5 The 
collaborative is a non-profit limited liability company (LLC) established
by four health systems: BJC Healthcare in St. Louis; St. Luke’s Health
System in Kansas City, Mo.; CoxHealth in Springfield, Mo.; and 
Memorial Health System in Springfield, Ill. Blessing Health System 
in Quincy, Ill., joined the BJC Collaborative in May 2013.6 The 
collaborative is managed by operating committees representing 
leadership from the partner systems, including the chief executive 
officer and a board member from each who serve as voting members.7

Four roundtable groups share best-practice information on patient 
care, employee benefits, professional development, and regulatory 
compliance. The systems have not contributed money or assets to the
collaboration.8

The University of Iowa Health Alliance is another collaborative
aimed at reducing costs and sharing best practices. The alliance includes
more than 50 hospitals and 160 clinics. It was established in June 2012
between four Iowa systems: University of Iowa Health Care in Iowa
City; Mercy Health Network in Des Moines; Genesis Health System 
in Davenport; and Mercy-Cedar Rapids in Cedar Rapids.9

Leaders at the health systems described the Alliance as the “best 
of both worlds,” allowing them to work together to promote clinical 
integration and care coordination, while each maintains their individual
legacies. In addition to sharing best practices and leveraging greater
economies of scale for purchases, the Alliance enables the systems to
share certain infrastructure costs, such as information technology (IT)
upgrades.10

In Ohio, the Community Health Collaborative (CHC) is a 
three-system partnership focused on increasing efficiency and 
effectiveness through improvements in IT, supply chain management,
and physician integration.11 Launched in June 2011, CHC includes

EMH Healthcare of Elyria, Parma Community General Hospital of
Parma, and Southwest General Health of Middleburg Heights. The
CHC also works with a group of independent physicians to strengthen 
that group’s ability to reduce the costs of medical liability insurance, 
billing services, and office supplies.12

Purchasing and best practice collaboratives have benefits and 
challenges. There is little, if any, downside risk, but benefits also are
limited. No real “glue” exists to hold organizations together, and the
willingness for open and full participation by all partners may wane.
Concessions may be required and, as with any partnership, 
collaboratives have the potential to impede other partnerships with
non-members. Because purchasing and best practice collaboratives 
typically address a small portion of organizations’ total spend, it remains
to be seen whether these partnerships will have significant long-term
impacts and be enough to sufficiently “move the needle” on care 
redesign and cost reduction. The examples listed here are all new 
partnerships and continued monitoring of their durability and 
effectiveness over time will be required.

Extending management services
A Management Services Agreement (MSA) is another partnership 
model that is gaining recent traction. MSAs involve a contractual
arrangement between one healthcare organization to provide select or
full management services for another provider organization in exchange
for a fee. Ownership and governance of the “managed” healthcare 
entity do not change. Because there is no change in ownership, MSAs
do not require state or federal approval. 

If structured correctly, MSAs enable organizations to:
•  Align key performance and operational incentives through having 

a direct “view” into and across entities
•  Achieve synergies by tapping into expertise for back-office and 

support functions (potentially establishing direct reporting 
relationships to do so)

•  Leverage the experience and operational expertise of the managing
entity

•  Integrate IT platforms
•  Link quality programs 
•  Build relationships and establish the potential for future integration

Among other benefits, Management
Services Agreements allow smaller 

hospitals and health systems to gain the 
experience and operational expertise of key
executives at the managing organization in
exchange for a negotiated fee.

The entity providing the management services achieves a new 
revenue source, while protecting its balance sheet. Liabilities of the
managed organization, including debt, are not assumed, and no 
commitments are made to major capital projects. There is low 
economic risk for the organization providing the management services,
with services provided in exchange for a negotiated management fee,
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typically expressed as a percent of net patient service revenue. Smaller
systems gain the experience and operational expertise of key executives,
where it otherwise may be difficult for them to recruit and retain that
caliber of talent on their own. In addition, MSAs allow both parties 
to gain experience working together before considering a more fully 
integrated partnership.

Carolinas Healthcare System, based in Charlotte, N.C., has 
expanded its reach through MSAs to oversee more than 30 hospitals. 
In one 10-year deal announced in June 2012, Carolinas Healthcare 
became the manager of Cone Health, a five-hospital system with more
than $1 billion in annual revenue. Based in Greensboro, N.C., Cone 
remains independently owned and governed by its own board, but is
able to access Carolinas Healthcare’s purchasing efficiencies, in-house 
expertise, and other resources.13

Winston-Salem, N.C.-based Novant Health has entered into 
multiple partnerships of varying degrees in the last year through its
Shared Services Division. For example:
•  A three-year MSA with Ashe Memorial Hospital in Jefferson, N.C.,

effective Aug. 1, 2013, allows for improvements in clinical equipment
management, and supply chain and purchasing at Ashe Memorial.14

•  In an agreement announced in August 2012, Memorial Health in 
Savannah, Ga., is paying a fee to be part of Novant Health and access
the larger system’s resources—enabling Memorial Health to lower
the cost of purchased supplies, among other benefits.15

Other large systems are taking note of the recent market activity
across the Southeast and are considering developing similar initiatives.

Challenges associated with MSAs include complex negotiations 
to establish the management system and contract structure, duration,
service commitments, and performance metrics. Realizing the benefits
of an MSA often can require 18 months or more, and demonstrating
value derived directly from the contract to the managed hospital and
community can be difficult. Determining the exit provisions also can 
be challenging for both parties, especially if the proposed partnership
includes significant back-office consolidations, IT systems integration,
or outsourcing to the management company. 

Providing a pathway to value-based care
Accountable Care Collaboratives (ACCs) and Health Plan Co-Ownership
arrangements are developing from providers seeking to move 
aggressively toward value-based care. These arrangements allow 
organizations to create a broad network, leverage their infrastructure,
and pursue care redesign initiatives across a larger patient population. 

The details and provisions vary, but generally, hospitals and health
systems partner in ACCs to share resources and best practices, and
manage the care of a target population through shared risk contracts
across a range of healthcare services.

For example, St. Vincent Health and the Community Health 
Network (CHN), two of Indiana’s largest healthcare systems, 
announced in October 2012 that they would be partnering with six
Suburban Health Organization hospitals in central Indiana to form an
ACC. St. Vincent and CHN had long competed in the Indianapolis
market, but their leaders indicated that the nation’s new healthcare 
environment required a different approach.16 “Working collaboratively
on our goals of reducing the cost of healthcare for defined populations,

we believe we can achieve greater success together than if we pursue
these aims separately,”17 said CHN President and CEO Bryan Mills.
The two systems retain their autonomy and corporate structure.

With health plan co-ownerships, organizations partner to create 
a provider-sponsored health plan. Sharing often-significant upside and
downside risks, they receive incentives for efficiently and effectively
managing patient care, and experience losses for failing to do so.

Accountable care collaboratives 
and health plan co-ownership 

arrangements are becoming more common
as organizations seek to make the shift 
to value-based care, and allow partners 
to expand their care redesign initiatives
across a larger patient population.

An example is Minuteman Health, Inc., which was established
through the evolution of a long-running partnership between the 
non-profit Tufts Medical Center in Boston and the for-profit,
Nashville, Tenn.-based Vanguard Health Systems. In August 2012, 
the partners were awarded an $88.5 million loan from the Centers for
Medicare and Medicaid Services to launch the non-profit, co-operative
health insurance plan. Minuteman Health is expected to begin offering 
coverage in Central and Eastern Massachusetts in January 2014.18

Leaders with the organizations noted the plan will improve 
efficiencies, offer additional insurance options for consumers, and 
reduce administrative burdens for providers. “The best way to 
improve healthcare quality while restraining costs is to align the 
incentives of insurers, consumers and providers,” said Ellen Zane, 
chair of Minuteman Health’s formation board and former President
and CEO of Tufts Medical Center.19

The two organizations initially came together in 2009 through 
a pediatric clinical partnership between Tuft’s Floating Hospital 
for Children and Vanguard’s MetroWest Medical Center.20 That 
partnership expanded to include adult care services in 2010.21

Hospitals and health systems establishing ACCs and health plan
co-ownerships can create broad—though still exclusive—networks, 
and establish the potential for direct contracting with larger employers,
including governments. But as with the other partnership models 
discussed here, organizations retain their independence.

Even so, these types of relationships are very new and it is difficult
to judge their long-term durability. Establishing ACCs and health plan
co-ownerships come with significant challenges, including: 
•  Designing a method for governance and management
•  Determining how best to manage patient flow across participating

providers
•  Distributing the risk contracts among partners to share upside 

performance and downside risk; organizations may wish to “level 
the playing field” so that all partners begin on equal footing, or opt to
divide risk based on historical medical expenses for each participant
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•  Completing antitrust reviews, which are required for both types of
partnerships

•  Meeting regulatory requirements that may exist at the local, state,
and federal levels 

Another challenge is establishing quality and performance 
measurements across disparate systems. If the organizations are located
in the same geography and serve the same patient population, it may 
be advisable to develop common standards. However, establishing such
standards becomes difficult when dealing with organizations that serve
different populations.

The strong emphasis on quality measurement and improvement
with both types of agreements means participating organizations over
time may need to exclude underperforming facilities and physicians.
This can be difficult and may strain organizational relationships. 

Hospitals and health systems entering into ACCs or health plan
co-ownerships must ensure upfront that their contracts provide the
flexibility to exclude underperformers when and if needed. With 
ACCs, it is important for partners to clearly establish the role of the
collaborative, and find a way to correct potential service duplications
(e.g., imaging or laboratory services, etc.).

Joining organizational operations
A final type of partnership discussed here is a Joint Operating 
Agreement, or JOA.  These partnerships allow organizations to realize
many of the synergies and benefits of a merger, while retaining their 
respective assets. JOAs typically are used by healthcare systems that
want or need to maintain separate corporate existences due to legal, 
religious, or governmental/regulatory barriers.

Joint Operating Agreements provide 
a platform for organizations to align 

operational, strategic, and financial 
incentives without combining assets 
and liabilities.

JOAs create a platform to align operational, strategic, and 
financial incentives, without combining assets and liabilities. A joint
board representing leadership from both organizations governs the
joint operating company. Partnering hospitals merge their income
statements and members appoint board representatives.

These types of agreements align incentives for operational 
performance, and provide “line of sight” authority through a single
management team. Participating organizations are able to realize
greater economies of scale, and expand the scope of their expertise 
and patient population. JOAs also provide the opportunity to jointly
contract with commercial payers and businesses, and the ability to 
rationalize services across the distribution system.

In Kentucky, state officials approved a JOA between the 
University of Louisville Hospital and KentuckyOne Health in 
November 2012. Under the agreement, KentuckyOne oversees most 
of the joint organizations’ day-to-day operations, while the University
of Louisville’s University Medical Center (UMC) retains ownership of
its assets and continues to operate its Center for Women and Infants.
Prior to gaining approval, the two organizations had several prior 
partnership proposals rejected by the state, including a $620 million
proposed merger in 2011.22

Numerous other examples of JOAs in recent years include 
agreements between the University of Colorado Hospital and Poudre
Valley Health System; and Atlanta-based Emory Healthcare and Saint
Joseph’s Hospital. Both JOAs were finalized in January 2012.

In the case of the two Atlanta health systems, executives said 
the JOA would allow them to expand services, improve operational 
efficiencies, increase care access, share electronic health records, and
provide more seamless care to patients. According to the contract
terms, Emory has a slight majority ownership with a 51/49 split, while
Saint Joseph’s retains a weighted vote on issues critical to its mission,
values, and religious and ethical directives.23

JOAs have existed in varying forms for decades. These agreements
gained popularity in the 1990s, but the majority of those partnerships
did not endure. Many of the more recent JOAs come with a greater
level of integration intended to hold the partnerships together, such as
jointly obligated debt. However, the long-term success of such 
relationships has yet to be proven.

A common challenge with JOAs is addressing capital allocation 
issues. It often is difficult for organizations entering into such 
agreements to predict future needs, and so partners must cooperate 
in determining capital allocation priorities as they arise. Reaching a
consensus isn’t always easy, particularly if one organization generates 
a majority of the revenue and/or profitability. It can be difficult to 
eliminate an “us-versus-them mentality,” which affects morale and 
decision making. There also is the risk that one member of the JOA
may underperform, causing the partner to bear disproportionate risk.
Other challenges of JOAs include the complex legal arrangements 
involved, negotiating and determining break-up provisions, and how
the capital markets might view the arrangements.

Concluding comments
The healthcare market is evolving at a rapid pace. Hospitals and 
health systems across the country are trying innovative ways to adapt in
anticipation of the new role that organizations will play in the delivery
of services and the transition to value-based care. Durable partnership
models will be required for success in this new business environment.
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The examples detailed in this article represent the types of 
partnerships that are unfolding as a result of this environment change.
Their success or failure ultimately will depend on the positioning of the
parties, the alignment of their interests, and the ability to deliver value.
In addition to understanding the potential benefits, organizations must
be aware of the potential barriers to exit should they need to end a 
partnership.

Hospitals and health systems should consider whether the 
synergies will help them establish greater market essentiality, and make
them more or less attractive to other systems with which they may wish
to partner in the future. History suggests that partnerships are more
likely to be successful if they are built on a foundation of shared goals
and objectives, and both organizations have a strong commitment to
making the collaborative work. 
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Positioning for the Future Environment: What an Organization with
Scale Can Accomplish—The Ascension/CHIMCO Example
Size and scale matter increasingly in the new healthcare environment.
Organizations with size and scale will have the strategic, financial, 
and intellectual opportunity to deliver better health, improved 
outcomes, and cost-effective services across the care continuum in 
communities nationwide. 

To illustrate this point of view, offered here is one example of how
Ascension Health Alliance, the nation’s largest Catholic and nonprofit
health system, is building capabilities to strengthen its healthcare 
mission. With assets of $23.8 billion and operating revenue of 
$16.6 billion in 2012, Ascension Health Alliance is developing 
diversified businesses to provide cost-effective services and innovative
solutions to support its healthcare mission. 

These subsidiaries represent business diversification that goes 
beyond—but is complementary to—the direct delivery of healthcare.
Subsidiaries that leverage their size and scale at Ascension include 
internal audit, healthcare IT, and group purchasing services, alternative
funding and venture funds, and international mission outreach. Figure 1
illustrates the breadth of Ascension Health Alliance’s overall strategic
direction for the future.

The CHIMCO Example
Catholic Healthcare Investment Management Company (CHIMCO) is
one such subsidiary. Formed in 2010, it began operations as an internal
treasury department to manage Ascension’s $20 billion investment port-
folio. 

Over the past three years, Ascension has used its size to convert
CHIMCO from an internal treasury unit to a “real” investment 
management company. CHIMCO now employs 23 professionals and 
is registered with the SEC as an investment advisor. In addition to 
managing Ascension’s funds, CHIMCO now manages approximately
$4 billion in assets of outside clients. Total assets managed by
CHIMCO are currently $26 billion.

Spearheaded by David Erickson, CFA, CHIMCO’s Chief 
Investment Officer, CHIMCO manages 17 different strategies 

across growth, inflation, and deflation-correlated economic 
groupings related to how the strategies behave in different economic
environments. For example: growth strategies include private equity
and credit-related high yield; inflation strategies include liquid real 
assets and private real assets; and deflation strategies include core fixed
income and absolute return hedge funds. 

“Financial markets move along an economic cycle, which may 
exhibit characteristics similar to previous cycles,” comments Erickson.
“Forward-looking investors can take advantage of movements along 
the cycle by using tactical asset allocation shifts in their portfolio.”
CHIMCO offers a complete investment solution using a mix of 
traditional, alternative, and private strategies across its platform, or it
can manage a portion of a client’s portfolio using individual strategies.

Because CHIMCO’s asset base is so large, CHIMCO is able to
offer other Catholic and non-Catholic institutional investors, such as
healthcare organizations, dioceses, and foundations, access to top-tier
managers, lower fees, and favorable terms, which are typically only
available to investors with very large asset  bases.  “Our number one 
objective is to provide a great investment solution for our clients, 
including Ascension,” says Erickson.

Also critically important is CHIMCO’s commitment to invest 
assets according to socially responsible investment (SRI) guidelines. 

“It’s hard for smaller organizations to build a diversified portfolio
in a socially responsible manner,” says Erickson. “They might be able to
build a traditional portfolio with stocks, bonds, and cash, but achieving
the benefits of using alternative and private strategies, such as hedge
funds, private equity, and real estate, is really hard to do. Alternative
fund managers likely won’t be willing to put SRI guidelines in place 
for a $5 million investment, but they are more likely to do it for a $50
million investment.” The size of CHIMCO’s asset base gives it the 
ability to implement the SRI guidelines across all asset classes so that
clients can diversify their portfolios and maximize gains in a socially 
responsible manner.

Erickson calls the initiative a win-win proposition for clients and
CHIMCO: “Our clients can access the socially responsible investment
services they need at a lower cost with increased diversification—an 
approach designed to produce better returns. CHIMCO, in turn, is
able to assist Ascension in furthering its mission.” 

In conversations across the country, healthcare executives and
Board members are consistently asking for the real-life benefits that 
size and scale deliver. Some of the examples and benefits are obvious 
in regards to quality, cost, and the ability to pursue very sophisticated
information technology strategies. Other benefits are not immediately
obvious, but it is becoming apparent that the size and scale of large
healthcare organizations are opening up unexpected doors that permit
significant cost savings, revenue maximization, and the diversification 
of new business opportunities. CHIMCO is just such an example.

For more information on CHIMCO, please contact Jessica Cook at 
314-733-8413 or jessica.cook@ascensionhealth.org.

FIGURE 1. BUILDING CAPABILITIES TO STRENGTHEN CATHOLIC HEALTHCARE
Source: Ascension Health Alliance. Used with permission.  
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Kaufman Hall Proudly Presents
The 2013 Healthcare Leadership Conference
Driving the Transition from Sick Care to Health Care
October 23rd to 25th at the Four Seasons Hotel Chicago

Nancy-Ann DeParle is the former Assistant
to the President and Deputy Chief of Staff at
the White House. As President Obama’s expert
on healthcare policy, DeParle was instrumental
in the crafting of the Affordable Care Act in
2010, functioning as “Health Czar” in her role
as Director of the White House Office of
Health Reform. She also served in the Clinton
administration as Administrator of the Health

Care Financing Administration (now the Centers for Medicare & 
Medicaid Services). Prior to this, she was Associate Director for Health
and Personnel at the White House Office of Management and Budget.
She recently joined the Brookings Institution as a Guest Scholar in
Economic Studies. 

Ms. DeParle received a B.A. from the University of Tennessee and a
J.D. from Harvard Law School. She also received a B.A. and an M.A. 
from Balliol College of the University of Oxford, where she was a
Rhodes Scholar.

Ms. DeParle’s keynote address will provide an “Insider’s View” of 
the Affordable Care Act.

Gurpreet Dhaliwal M.D. is an Associate 
Professor of Clinical Medicine at the University
of California San Francisco. His academic 
interests are the mental processes underlying
diagnostic reasoning and the study of diagnostic
expertise. Considered one of the most skillful
diagnosticians and clinician educators in the
U.S. today, Dr. Dhaliwal sees patients, and
teaches medical students and residents in the

emergency department, inpatient wards, and outpatient clinic at the 
San Francisco VA Medical Center.

Dr. Dhaliwal has co-authored more than fifty articles on clinical 
problem-solving and reasoning, including publications in The New 
England Journal of Medicine and the Journal of the American Medical 
Association. In 2012, he was profiled in The New York Times, and he 
currently serves as a panelist for The Wall Street Journal’s Health 
Report section. 

Dr. Dhaliwal received his undergraduate and medical degrees from
Northwestern University and completed his residency and chief 
residency in Internal Medicine at the University of California San 
Francisco.

Dr. Dhaliwal’s keynote address will be “How Doctors Think: 
Implications for Quality, Cost, and Safety.”

General (ret.) Stanley A. McChrystal is
former Commander of U.S. and international
forces in Afghanistan, and leader of Joint 
Special Operations Command (JSOC), which
oversees the military’s most sensitive forces. A
four-star general and Green Beret, he is known
for his candor and innovative leadership, using
such principles as transparency and inclusion,
leveraging the power of teams through shared

ownership, and sharing a clear vision for winning with an extended
team. On retiring from the military, McChrystal co-founded the 
McChrystal Group in January 2011, which helps foster transformative
organizations in the most challenging and dynamic environments. As a
Senior Fellow at Yale University’s Jackson Institute for Global Affairs,
he also teaches a course on leadership. A graduate of the United States
Military Academy at West Point, McChrystal is the author of the 
best-selling leadership book, My Share of the Task: A Memoir. 

General McChrystal’s keynote address, “Leading in Harm’s Way,” will
focus on transforming organizations in difficult environments. 

Kent “KT” Thiry is Co-Chairman and 
Chief Executive Officer of DaVita HealthCare
Partners Inc. Formed in November 2012 by
the merger of a leading kidney care provider
and the largest operator of physician groups
and networks, this company is one of the 
nation’s largest and most innovative 
organizations in the healthcare industry 
today. Prior to his current role, Mr. Thiry

served as Chairman and CEO of DaVita Inc. for 13 years and was 
a Partner at Bain & Company from 1987 to 1991. His leadership 
philosophy and specific practices are watched and discussed in 
management, finance, academic, and policy forums worldwide, as 
he is known for early movement “to where the puck is headed for
American healthcare.” 

Mr. Thiry earned a B.A. in Political Science, with distinction and 
Phi Beta Kappa, from Stanford University in 1978 and an M.B.A., 
with honors, from Harvard Business School in 1983, where he also 
was elected to the Century Club. 

Mr. Thiry’s keynote address, “The Next Chapter,” will offer 
perspective on the merger with HealthCare Partners and one view 
of the future of healthcare.

Please note that the conference starts at 2 p.m. on Wednesday, October 23rd.
Save the dates! October 23rd – 25th, 2013

The 24th annual Healthcare Leadership Conference will include more than a dozen sessions, roundtable discussions, and many excellent 
opportunities to network with other healthcare executives. Stay tuned for further information.
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Staff Notes

Please join us in welcoming…
Patrick Ashbrook joined Kaufman Hall in May as a Software 
Engineer in the IT department.  His responsibilities focus on the 
application development of website platforms and tools for Kaufman
Hall, such as the KHA website and SharePoint.

Prior to joining Kaufman Hall, Patrick was a Systems Architect 
for CHC Wellness Inc., overseeing the IT and programming needs 
of the company, including developing and maintaining the participant
information database. He previously was a Research Programmer for
the University of Illinois Virden Programming Group. 

Patrick received a B.S. in Computer Science with a minor in
Mathematics from the University of Illinois.

Amit Bhatt joined Kaufman Hall in June as a Senior Associate in the
Financial Planning practice. Amit’s responsibilities include developing
financial and capital plans for hospital and health system clients 
nationwide. 

Prior to joining Kaufman Hall, Amit was an Associate with
Marakon Associates, where he provided market assessments and 
valuations. While at school, Amit summered as a Medical Segment
Business Analyst at Cardinal Health, and as a Strategic Planning and
Business Development Intern at Northshore University Health System.

Amit received a B.S. in Economics and Organizational Change
from Northwestern University.

Jonas Chandler joined Kaufman Hall in February as Receptionist. 
Prior to joining Kaufman Hall, Jonas was Athletic Programs 

Coordinator and Locker Room Manager for the University Club of
Chicago. He previously was a Front Desk Manager for Bacall Hotel
Management in Michigan.

Jonas received a B.S. in Kinesiology, Exercise Science, from 
Michigan State University.

Ramandeep Dhami joined Kaufman Hall in May as an Associate 
in the Strategic Cost Management practice, providing analytical and
project management support for engagements with hospital and health
system clients nationwide.

Prior to joining Kaufman Hall, Raman served as an Administrative
Intern in Ambulatory Care at the University of Illinois Hospital &
Health Sciences System, coordinating finance, quality, and business 
development projects. Prior to this, she was a Consultant at Vanguard
Health System, collecting data for integrating cardiology services. 

Raman received an M.H.A. and a B.A. in Psychology from the
University of Illinois at Chicago.

Angela Estey joined Kaufman Hall in April as a Software 
Implementation Consultant in the Software practice. Angela manages
implementation and ongoing software activities for hospital and health
system clients nationwide.

Prior to joining Kaufman Hall, Angela was a Senior Director 
of Accounting at NorthShore University HealthSystem, and was 
previously the Asset Manager, Accounting Operations, for Hewitt 
Associates in Illinois.

Angela received an M.B.A. from DePaul University and a B.S. 
in Business Administration, with a double major in Finance and 
Marketing, from Marquette University.

Diego Fernandez joined Kaufman Hall in May as a Senior 
Software Engineer on the IT team. He is responsible for designing the
technical architecture, application development, implementation, and
maintenance of software features within FA Portal.

With 18 years’ experience in software technology, Diego was 
most recently a Solutions Architect at The Chicago Tribune, and was 
previously a Software Architect at CSG Systems, also in Chicago. He 
is an instructor at Northeastern Illinois University, where he teaches 
the Software Development Life Cycle to graduate and undergraduate
students.

Diego received an M.S. in Computer Information Systems from
Nova Southeastern University in Florida, and a B.S. in Communication
from Florida International University in Miami.

Ashish Shah joined Kaufman Hall in April as an Assistant Vice
President in the M&A practice. Ashish works with a variety of 
healthcare clients, providing merger and acquisition advisory services
primarily for not-for-profit healthcare providers.

Prior to joining Kaufman Hall, Ashish was an Associate in the
M&A Group at Jefferies & Company in New York. He previously was
an Associate with Lake Capital in Chicago and an Analyst at Deloitte
Consulting.

Ashish received an M.B.A. from Northwestern University’s 
Kellogg School of Management, with a concentration in Health 
Enterprise Management, Finance, and Accounting, and a B.S. from
DePaul University with a major in Finance and Management 
Information Systems.



Kaufman Hall Continues to Add Value for 
Software Clients 
This past quarter, Kaufman Hall announced that Presence Health, 
the largest Catholic health system in Illinois, will use Kaufman Hall’s
ENUFF Software Suite® of products throughout the organization. 

Created in November 2011 through the merger of Chicago-based
Resurrection Health Care and Mokena-based Provena Health, 
Presence Health is the second-largest healthcare system in the 
Chicago area, with a network of 12 hospitals and more than 150 sites 
of care stretching from north suburban Elgin to downstate Urbana.

The legacy Provena organization has been a user of Hospital 
Advisor and Capital Advisor since 2001. In 2003, Provena licensed
Budget Advisor to help drive further integration within the 
organization’s financial management processes. Resurrection 
had used a different set of tools, but in evaluating the combined 
organization’s future needs, Kaufman Hall was chosen as Presence
Health’s software partner moving forward.

“Equipping ourselves to plan effectively for the changes that are 
occurring in healthcare is important to our continuing success,” said
Presence Health Chief Financial Officer Tony Filer. “Kaufman Hall’s
Suite of tools has proven effective in delivering the results we need for 
financial planning, capital allocation, and annual budgeting. In addition,
we know from experience that Kaufman Hall training and support 
assures that Presence Health will get the most from the software tools.” 

Mr. Filer’s comments were echoed recently by Geoff Durst, CFO
of Avera Health’s St. Luke’s Hospital in Aberdeen, S.D., as he shared his
thoughts about how Budget Advisor adds value to the hospital’s use of
the Meditech platform.  

“The use of Budget Advisor is almost seamless with Meditech
Client Server,” Mr. Durst said. “The downloads are very easy and fast,
but like all things, it is the upfront implementation process that makes
the reporting applications within Budget Advisor bring about desired 
results. Our Kaufman Hall support for implementation and ongoing
needs has been great.

“As a CFO, I can even create my own reports and drill downs 
with very little assistance from our super user,” Durst adds. “In this
changing healthcare environment, Budget Advisor provides better data,
accountability, and variance reporting to improve our operations.”

In addition to the training classes conducted at the firm’s 
headquarters in Skokie, Ill., Kaufman Hall continues to create additional
opportunities for clients to learn, and interact with its experts and each
other to ensure they get maximum return from their investment.

New Webinars and Online Product Education Catalog Available
In April, Kaufman Hall launched an online Software Product Education
Catalog at education.kaufmanhall.com, where users interested in 
learning more about our software products can register for brief 30- to
90-minute webinars on key features.  

Upcoming webinar topics include:
•  Biweekly Variance Comments Collection (July 23)
•  Monthly Variance Comments Collection (July 25)
•  Scenario Manager (August 8)

Again, clients can read more about these and other upcoming 
webinars at education.kaufmanhall.com.

If you have any questions about our training offerings or 
suggestions for new webinar topics, please contact Emil Heidkamp, 
Education Coordinator, at training@kaufmanhall.com.

New User Meeting Series Happening This Summer
Building on the success of the software user meetings conducted in 
past years, Kaufman Hall is hosting a new series of meetings around the
country this summer. Four meetings are planned for this series, and the
dates and locations are:
•  July 17-18: Seattle
•  August 20-21: Chicago 
•  September 11-12: Philadelphia 
•  September 24-25: Charlotte

The primary goal of the user meeting series is to provide a forum 
for clients to gather and discuss how Budget Advisor, Capital Advisor,
and Hospital Advisor can be used to address the key challenges and 
opportunities facing their organizations. With that in mind, Kaufman
Hall has designed an agenda around topics viewed through the lens of
one or more of its software products:
•  Continuous Planning 
•  Productivity and Cost Management 
•  Physician Integration Using Budget Advisor and Hospital Advisor
•  New Era Impact Assessment Using Hospital Advisor
•  Maximizing Limited Capital Using Capital Advisor

Each topic will be addressed by a group of sessions that includes:
•  A Point of View presentation given by Kaufman Hall experts
•  A case study presentation detailing how clients have addressed specific

concerns related to the topic using Kaufman Hall software tools
•  A discussion of the considerations and implications for hospital 

finance teams
Recognizing that many clients are interested in information 

on specific product features, the user meeting agenda also includes 
dedicated time during which attendees can ask questions of the 
Kaufman Hall team, and share feedback and input on the future 
direction of our products. 

There is no cost to attend a user meeting. Clients are eligible to 
receive 7.5 CPE credits for attending the full complement of sessions.

Clients are welcome to attend whichever meeting works best 
with their schedule and stay for as much of the meeting as is relevant 
to their interests. To register, please visit: www.surveymonkey.com/s/
summer13usermeetings

Please contact John Howlett at jhowlett@kaufmanhall.com or 847.441.8780 if
you have questions or need assistance related to the user meeting series. 
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Oklahoma Hospital Association
Hospitals Succeeding in the New Era
Kenneth Kaufman
July 11, Grapevine, TX

HFMA Oklahoma Chapter
Quantifying the Impact of Payment and 
Care Delivery Changes on Your Organization
Gordy Sofyanos
July 25, Tulsa, OK

AHA Leadership Summit
Managing Risk Arrangements: 
Getting from Here to There
Andrew Cohen
July 27, San Diego, CA

The Southern Municipal Finance Society
Healthcare Reform and Its Impact on 
Not-for-Profit Hospitals
Anu Singh
July 27, Webinar

HFMA North Carolina Chapter
Achieving Sustainable Transformation: 
What Must Be Done Now
Anu Singh
August 15, Myrtle Beach, SC

The Governance Institute
The Transformation of America’s Hospitals: What
Must Be Done Now; and Assessing the Impact of
Health System Changes on Your Organization
Kenneth Kaufman
September 17, Colorado Springs, CO

Illinois Catholic Health Association
The Colossal Changing Healthcare Business Model
Kenneth Kaufman
October 31, Rosemont, IL

Florida Hospital Association 
Keynote Address: Topic TBD
James Pizzo
November 7-8, Orlando, FL

HFMA Region 9
Capital Markets Update
Andrew Majka
November 11, New Orleans, LA

Calendar of Events

ENUFF Software Suite®

Training Sessions
(June – December 2013)

Budget Advisor®

General System and Reporting
July 16 and 17
September 17 and 18
October 15 and 16
December 17 and 18

Budget Administration
August 6 and 7
November 12 and 13

Capital Advisor®
Capital Allocation (online)
August 29 and 30
October 31 and November 1

Capital Management (online)
August 1 and 2
September 26 and 27
December 5 and 6

Hospital Advisor® Enterprise Edition 
July 25 and 26
August 22 and 23
September 19 and 20
October 17 and 18
November 14 and 15
December 10 and 11

Market Advisor®

Hospital Advisor® 10.83 Version
Upon request

Dates are tentative. For additional information 
and to schedule, please contact Cathy Moore 
at 847.441.8780 or  cmoore@kaufmanhall.com.


