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EDITOR’S LETTER
Z. Colette Edwards, WG’84, MD’85 
Managing Editor

To learn more about Colette, click here.

This issue begins with the passing of the presidential torch from Maria Whitman, 
WG’05, to Heather Aspras, WG’08, Director of New Product Strategy and 
Business Development for US Oncology at Merck. Maria has left us in good 
hands. Heather received her MBA with honors from the Wharton School, with 
a double major in Healthcare Management and Marketing. She has remained 
involved in her alma maters after graduation, serving as President of the Wharton 
Club of Philadelphia for 5 years (2014-2019), and serving on the board of the 
Wharton Healthcare Management Alumni Association since 2017.

After 16 months that have forever changed the world, we are beginning to see 
some light and hope for the future despite the innumerable challenges which lie 
ahead. Some of these are new and some very, very old. Too many are urgent, 
with no time to lose to take the action needed to survive and ensure a life worth 
living for future generations. 

From the physical and mental health and well-being impacts of infection with the novel coronavirus to the health and 
healthcare inequities of systemic racism (and its kin) and social injustice inflicted on the poor and other marginalized 
populations….. from techno-logy which advances the ability to deliver more care in the home setting to the global 
collaboration which led to the development of vaccines in record time ….. and from the further destigmatization of 
emotional distress and mental health disorders to the increased interest of medical students in primary care and public 
health, the healthcare arena has an embarrassment of riches when it comes to opportunities to make the world a better 
place.

We each have the privilege and power to drive real change (and sometimes don’t realize the far-reaching effect just being 
who we are can have on the lives of others). Let’s take a moment to reflect on that reality……and then get back to work!

• Memories

• Man in the Mirror

• Lean on Me

• I Was Here

“Always remember, you have within you the strength, the patience, and the passion to reach for the stars to change the 
world.” 

~ Harriet Tubman

Z. Colette Edwards, WG’84, MD’85 
Managing Editor

Contact Colette at: colette@accessinsightmd.com

DISCLAIMER 
The opinions expressed within are those of the authors and editors of the articles and do not necessarily reflect the views, opinions, positions or strategies of The Wharton 
School and/or their affiliated organizations. Publication in this e-magazine should not be considered an endorsement. The Wharton Healthcare Quarterly and WHCMAA make no 
representations as to accuracy, completeness, currentness, suitability, or validity of any information in this e-magazine and will not be liable for any errors, omissions, or delays in 
this information or any losses, injuries, or damages arising from its display or use.

http://www.whartonhealthcare.org/z_colette_edwards_bio
https://www.youtube.com/watch?v=o2DXt11SMNI&list=RDw0N5OEpxbFY&index=9
https://www.youtube.com/watch?v=iZ6OVqauveg
https://www.youtube.com/watch?v=Jrlhn1H1EWw
https://www.youtube.com/watch?v=i41qWJ6QjPI
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In Every Issue

THE PRESIDENT’S DESK
Heather Aspras, WG’08

To learn more about Heather,  
click here.

“What we find is that if you have a goal that 
is very, very far out, and you approach it in 

little steps, you start to get there faster. Your 
mind opens up to the possibilities.”  

~Mae Jemison

My high school biology teacher, Mr. Henry, 
had a friend for every disease. His friend 
Tommy contracted yellow fever in the Navy. His 
acquaintance Bill needed a kidney transplant. 
Sara, his college lab partner, conquered 
breast cancer. Each time we studied a new 
portion of the body and everything that could 
go wrong with it, Mr. Henry provided yet 
another anecdote. He was able to capture the 
importance of what we were learning and make 
it personally relatable rather than a dry set of 
scientific facts. 

Sometime in between the heart and the 
digestive system, I fell in love with healthcare. 
That led me to the HCM program at 
Wharton and led me to my current career in 
oncology new product strategy and business 
development. So many years later, it’s humbling 
to think about the long-lasting impact that one 
person can have on someone else’s life. 

In turn, I’m energized by the impact our 
committed, passionate alumni can have as we 
look towards the possibilities of the future. We 
are at an inflection point right now, where we all 

have the ability to shape the future of healthcare 
after one of the most disruptive and personally 
difficult experiences of our lives. 

I am excited to be taking the reins as WHCMAA 
President from my dear friend, Maria Whitman 
(WG’05). A huge thank you to her and all of our 
departing board members for their incredible 
service, passion, and ideas: Ed Chan (WG’11), 
Amy Fitzpatrick (WG’93), Diana Peng (WG 
’14, Secretary), Visali Ramanathan (WG’15), 
Amanda Wyatt (WG’17), and Reed van Gorden 
(WG’12).

Please congratulate our re-elected board 
members, Marisa Bass (WG’14), Laura Brady 
Saade (WG’93), Deepa Shah (WG’16), and 
John Winkelman (WG’80) and welcome to the 
WHCMAA Board our newly elected members, 
Katie Ellias (WG’06), Nate Handley (WG’18), 
Kenny Kasper (WG’21), Michael Rovinsky 
(WG’86), Heidi Sprang (WG’02), and Bhuvan 
Srinivasan (WG’11).

As we enter our next fiscal year, I’m looking 
forward to crafting our vision and priorities with 
our new Executive Committee – Katherine 
Godiksen (WG’15, Vice President), Carrie 
Hiebeler (WG’05, Secretary), and Chris 
Simpkins (WG’02, Treasurer) – and the rest of 
the board.

The pillars of our WHCMAA mission are:

• Support the Wharton Healthcare 
Management Program and its students

• Contribute to the lifelong learning of its 
membership

• Contribute to the healthcare sector 
through service, leadership, and education

We have a lot of exciting possibilities ahead of 
us as we continue to fulfill this mission, and as 
we create the future of healthcare step-by-
step, together.

https://www.whartonhealthcare.org/heather_aspras_wg_08


2021 THE WHARTON HEALTHCARE QUARTERLY

With decades serving the healthcare industry, Duane Morris 
has one of the most experienced and respected health law 
practice groups among U.S. law fi rms. From offi ces in major 
markets in the United States, as well as London, Asia and 
the Middle East, more than 45 Duane Morris lawyers counsel 
leading organizations in every major sector of the healthcare 
industry on regulatory, business transactions, litigation and 
other matters.

For more information, 
please contact: 

DAVID E. LODER, Partner
P: 215.979.1834
deloder@duanemorris.com

LISA W. CLARK, Partner
P: 215.979.1833
lwclark@duanemorris.com 

DUANE MORRIS LLP 
30 South 17th Street
Philadelphia, PA 19103-4196 

www.duanemorris.com

Duane Morris – Firm and Affi liate Offi ces | New York | London | Singapore | Philadelphia 
Chicago | Washington, D.C. | San Francisco | Silicon Valley | San Diego | Los Angeles 
Taiwan | Boston | Houston | Austin | Hanoi | Ho Chi Minh City | Shanghai | Atlanta
Baltimore | Wilmington | Miami | Boca Raton | Pittsburgh | Newark | Las Vegas | Cherry Hill
Lake Tahoe | Myanmar | Oman | Duane Morris LLP – A Delaware limited liability partnership

DUANE MORRIS IS A PROUD SPONSOR OF THE 

WHARTON HEALTHCARE MANAGEMENT 
ALUMNI ASSOCIATION
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THE PRESIDENT’S DESK
 
Speaking of being together, I’m looking forward to seeing you in person in Philadelphia when 
that becomes possible, and I’m also excited to consider which adaptations we may want 
to continue in the future. For example, at our virtual class Happy Hour in March, I had the 
opportunity to catch up with my dear friend, Hareesh Nair WG ’08, who was on my learning 
team. Because Hareesh lives in Singapore and I live in Philadelphia, we don’t get to see each 
other nearly enough, so it felt so good to be able to catch up over video. 

Please reach out if you have any thoughts, questions, or suggestions to share. Enjoy this 
edition of the Wharton Healthcare Quarterly and have a wonderful summer.  

Kind regards, 

Heather Aspras, WG’08 
President, Wharton Health Care Management Alumni Association

Contact Heather at: 
haspras@gmail.com

linkedin.com/in/heather-aspras-6383962
  

continued

mailto:haspras%40gmail.com?subject=
http://linkedin.com/in/heather-aspras-6383962
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Jeff Voigt, WG’85 
Liu J, Farr J, Ramos O, Voigt JD, Amin N. 
Societal costs in workers presenting after 
knee and shoulder injuries: comparison 
between diagnosis with in-office arthroscopy 
and delayed MRI – a cost minimization 
analysis.  JBJS Open Access. 2021 Jun 
 
Learn more.

 
Voigt JD, Mosier M, Gralnek. Colonoscopy in 
poorly prepped colons: a cost effectiveness 
analysis comparing standard of care to a new 
cleansing technology. CERA. 2021;19:25.  
 
Learn more. 
 
Contact Jeff at: 
meddevconsultant@aol.com

ALUMNI NEWS

https://pubmed.ncbi.nlm.nih.gov/34136739/
https://doi.org/10.1186/s12962-021-00277-5 
https://doi.org/10.1186/s12962-021-00277-5  
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THIS MONTH’S PHILOSPHER:  
Amy Fitzpatrick, WG’93

To learn more about Amy, click here.

https://www.whartonhealthcare.org/amy_fitzpatrick_wg_93
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THIS MONTH’S 
PHILOSPHER:  
Amy Fitzpatrick, WG’93  

To learn more about  
Amy, click here.

THIS MONTH’S PHILOSPHER:  
Mark Whitcher, CEBS, WG’93 

To learn more about Mark, click 
here.

THE PHILOSOPHER’S CORNER
 

LIFE LESSONS 
If I knew then what I know now, I would have...

• invested more time learning to negotiate. 
During Wharton, I read Getting to Yes and 
participated in a few “mock” negotiations, 
which I truly enjoyed. In hindsight, I would 
have invested more time learning this 
important professional and life skill, applied 
it earlier in my career, and with a stronger 
voice.

If I knew then what I know now,  
I would NOT have...

• spent an outsized amount of energy 
focused on what I did not know, but rather, 
I would have owned earlier what I did 
know. As an MBA/MSW, my career focus 
and prior educational background were 
out of the norm. Upon entering Wharton 
and the consulting field post-graduation, I 
had a steep learning curve. I placed great 
pressure on myself to learn and master as 
much as I could – which served me well. 

I spent less time bringing my unique lens 
forward in the early years. I understand 
now that each individual brings unique 
perspectives, talents, and knowledge, and 
truly great companies and teams are born 
when those differences are lifted up, early 
and often!

 FAVORITE QUOTES

1. “Daring leaders who live into their values 
are never silent about hard things.”  
~ Brene Brown

2. “Success is not final, failure is not fatal: it 
is the courage to continue that counts” 
~Winston Churchill

3. “What you get by achieving your goals 
is not as important as what you become 
by achieving your goals.”  
~ Henry David Thoreau

 RECOMMENDED READING

1. Work Rules! (Insights from Inside Google 
That Will Transform How You Live and 
Lead by Laszlo Buck

2. Being Mortal by Atul Gawande

3. Dare to Lead by Brene Brown

4. Untamed by Glennon Doyle

Contact Amy at:  
aofitzpatrick@mgh.harvard.edu 

 
 

https://www.whartonhealthcare.org/amy_fitzpatrick_wg_93
https://www.whartonhealthcare.org/mark_whitcher_cebs_wg_93
https://www.whartonhealthcare.org/mark_whitcher_cebs_wg_93
mailto:aofitzpatrick%40mgh.harvard.edu?subject=
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T
he COVID-19 pandemic has caused a record increase in 
demand for expanded access to remote medical care. 
Backed by the new regulatory flexibilities of federal and 
state governments, providers have met that patient demand 

through a rapid increase in the use of telemedicine. By all accounts, it 
looks like telemedicine—and its amplified use—are here to stay. But 
such increased use, no matter how well-intentioned from a public 
health perspective, could expose providers to increased scrutiny and 
enforcement actions. 

COVID-19 RESULTS IN PROVIDERS CLOSING THE DOOR AND 
PICKING UP THE PHONE.  
According to the Centers for Medicare and Medicaid Services 

(CMS), telehealth, telemedicine, and related terms generally refer to the exchange of medical information from one site 
to another through electronic communication to improve a patient’s health.1  For reimbursement purposes, Medicare 
distinguishes between “telehealth visits,” “virtual check-ins,” and “E-visits,” and each must satisfy certain requirements to 
be reimbursable. 

Although many patients likely had their first telemedicine experience over this past year, telemedicine is not new. 
Historically, telemedicine focused on serving remote and rural areas that lacked adequate access to care. But, for obvious 
reasons, the COVID-19 pandemic set in motion a dramatic increase in the use of telemedicine.

This spike in telemedicine is likely attributable to the federal emergency declarations. CMS issued emergency declarations 
and used its waiver authority under Section 1135 of the Social Security Act to lift geographic and site-of-service restrictions 
to allow telehealth services to be delivered wherever a beneficiary is located, including his home or a temporary healthcare 
site. CMS then utilized emergency rulemaking to add 135 services to the Medicare telehealth services list. It also expanded 
the types of practitioners who can provide telehealth services.2  Further, the U.S. Department of Health and Human 
Services (HHS), Office for Civil Rights (OCR), exercised its enforcement discretion in deciding to refrain from imposing 
Health Insurance Portability and Accountability Act (HIPAA) penalties on covered healthcare providers for HIPAA violations 
in connection with the good faith delivery of telemedicine using non-public facing technologies.3  

An internal CMS analysis found that before COVID-19 only 14,000 beneficiaries received a telehealth service per week. 
Perhaps not surprisingly, during the first few months of the COVID-19 crisis (from mid-March through early-July 2020), over 
10.1 million beneficiaries received a telehealth service.4  

PROVIDERS AND PATIENTS SEE SAFETY AND CONVENIENCE. ENFORCERS SEE ILLEGAL KICKBACKS, 
PHANTOM VISITS, AND BRIBES. 
Just as these new regulatory flexibilities spurred the spike in telemedicine use, they also opened the door as a potential 
hotbed for fraud and abuse. And, more recently, regulatory agencies have identified telemedicine as an enforcement priority. 

As with telemedicine itself, enforcement in this area predates the pandemic. But, with the increase in the use of 
telemedicine, enforcement has increased—a trend that can be expected to continue. 

AFFIDAVIT: HEALTHCARE AND 
THE LAW - HOLD THE PHONE: 
TELEMEDICINE SUBJECT TO 
INCREASED SCRUTINY BY 
ENFORCEMENT AGENCIES 
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For instance, in September 2020, the 
Department of Justice (DOJ) announced its 
“largest healthcare fraud enforcement action 
in [DOJ] history.” Described as a “national 
healthcare fraud takedown,” the DOJ 
charged 345 individuals, including over 100 
doctors, nurses, and other professionals, for 
allegedly submitting over $6 billion in false 
and fraudulent claims to public and private 
insurers, including over $4.5 billion connected 
to telemedicine. Operators of telemedicine 
companies allegedly paid doctors and nurse 
practitioners to order unnecessary durable 
medical equipment (DME), genetic and other 
diagnostic testing, and pain medications, 
either without any patient interaction or with 
only a brief telephonic conversation with 
patients they had never met nor seen. DME 
companies, genetic testing laboratories, and 
pharmacies then purchased those orders 
in exchange for illegal kickbacks and bribes 
and submitted false and fraudulent claims to 
Medicare and other government insurers. The 
CMS Center for Program Integrity separately 
announced that it took a “record-breaking 
number” of administrative actions related to 
telemedicine fraud, including revoking the 
Medicare billing privileges of 256 additional 
medical professionals for their involvement in 
telemedicine schemes.5  

Prosecutors are also proceeding against 
individual, standalone defendants, sending 
a message that fraudulent conduct that 
exploits the circumstances created by the 
pandemic is a high priority for enforcers. For 
instance, in May 2020, the U.S. Attorney’s 
Office for the Middle District of Florida 
charged Ashley Hoobler Parris, the owner 
and operator of marketing companies for 
genetic testing services, with conspiring to 
commit healthcare fraud related to COVID-19 
testing. Parris allegedly solicited and received 
illegal kickback payments from telemedicine 
companies in exchange for providing 
Medicare beneficiary information and swabs 
to laboratory owners and operators, who 
in turn would submit COVID-19 claims 
for reimbursement. Parris and her co-
conspirators would obtain doctors’ orders for 
testing for those beneficiaries by paying illegal 
kickbacks to co-conspirators at telemedicine 
companies.6

In announcing the charges against Parris, 
DOJ officials emphasized their commitment 

to prosecuting COVID-19 related healthcare 
fraud, stating: “The department will continue 
to work with our law enforcement partners to 
protect the public from those who defraud our 
government healthcare programs, especially 
those who exploit the COVID-19 pandemic for 
personal gain....  Fraud related to COVID-19 is 
particularly disturbing, as it exploits a national 
crisis for personal gain....”

As noted above, enforcement in this area 
predates the pandemic, with the DOJ’s 
“Telemedicine Fraud Initiative” having been 
established in 2019. But prosecutors have 
been particularly focused on weeding out 
fraudulent conduct that took advantage of 
circumstances created by the pandemic. 
To that end, the DOJ created its “COVID-19 
Fraud Initiative,” which includes a working 
group of federal law enforcement and public 
health agencies tasked with identifying 
and combatting frauds connected to the 
pandemic, including healthcare fraud. 

On the compliance side, in January 2021, 
the HHS’s Office of the Inspector General 
(HHS-OIG) added two new audits to its Work 
Plan: “Audits of Medicare Part B Telehealth 
Services During the COVID-19 Public Health 
Emergency,”  and “Audits of Home Health 
Services Provided as Telehealth During the 
COVID-19 Public Health Emergency.” 8 

The Part B audit is for the purpose of 
examining whether Medicare requirements 
were met for the expanded classes of 
providers eligible to bill Medicare for 
telemedicine services (e.g., focusing on 
whether services rendered met Medicare 
requirements, and an evaluation of “services 
related to distant and originating site 
locations, virtual check-in services, electronic 
visits, remote patient monitoring, use of 
telehealth technology, and annual wellness 
visits.”). The home health audit will scrutinize 
“which types of skilled services were furnished 
via telehealth and whether those were 
administered and billed in accordance with 
Medicare requirements.”

Given these HHS-OIG audits specifically 
address telemedicine and home health care, 
providers can expect increased enforcement 
action and, in more egregious cases, referrals 
to criminal prosecutors. 

CONTRIBUTORS:  
Michael J. Rinaldi 
and Kevin Moran

To learn more about Michael 
and Kevin, click here.

Featured Article

https://www.whartonhealthcare.org/michael_j_rinaldi_and_kevin_moran
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AFFIDAVIT: HEALTHCARE AND 
THE LAW - HOLD THE PHONE: 
TELEMEDICINE SUBJECT TO 
INCREASED SCRUTINY BY 
ENFORCEMENT AGENCIES
TELEMEDICINE AS THE NEW NORMAL; PROVIDERS SHOULD NAVIGATE THIS BRAVE NEW WORLD WITH 
CAUTION.  
Even in light of all its benefits and convenience, telemedicine carries with it a widespread potential for abuse, and 
thereby an ever-growing scrutiny by regulators and prosecutors, at least at the federal level. The investigations and 
actions announced by DOJ and other federal agencies so far only provide a first look at what’s to come in this arena 
of telemedicine compliance. Providers can expect more investigations—including scrutiny surrounding telemedicine 
reimbursement rules specifically. And enforcement actions are likely to continue to involve anti-kickback and medical 
necessity theories. But, as telemedicine continues to gain traction, prosecutors and regulators are likely to advance more 
theories: violations of HIPAA, fee-splitting laws, data privacy laws, licensure laws, and practice of medicine laws, among 
other likely candidates. At the federal level, it’s also likely prosecutions of individuals, not just entities, for healthcare fraud 
will see an uptick. 

Perhaps more so than any other profession, providers now face the task of navigating an exceedingly complex 
regulatory environment. Given that telemedicine is likely a permanent fixture of our healthcare system, providers and 
other professionals should proceed with caution and monitor the enforcement actions and regulatory developments that 
will assuredly ensue.  Among other things, providers should be attuned to circumstances in which shorter telemedicine 
appointments could be perceived as a way to maximize billing or instances in which there is an abnormally high number 
of new telemedicine patients, such that there is a concern about whether a genuine patient relationship exists.  We expect 
enforcers to look closely at such circumstances.

 
Contact Michael at: MJRinaldi@duanemorris.com 
Contact Kevin at: KMoran@duanemorris.com

 

continued

mailto:MJRinaldi%40duanemorris.com?subject=
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Featured Article

CONTRIBUTORS:  
Michael J. Rinaldi 
and Kevin Moran

To learn more about Michael 
and Kevin, click here.
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NOT A FREUDIAN SLIP: VIRTUAL 
REALITY FOR MENTAL HEALTH 
[VIRTUAL REALITY FOR A NEW 
REALITY?]

F
or over fourteen months, during the pandemic, I have been working in my home 
office while my teenage daughter attends school virtually in another room in our 
house.  This situation has been challenging to say the least, and I know every 
other parent echoes the same sentiment.  To make matters more daunting, my 

daughter has ADHD, visual sensory processing difficulties, and dyslexia. All of these 
conditions make digital learning a nightmare! 

What has worried me the most during this extremely unusual time, however, is her 
mental health. The social isolation and complete shutdown of normalcy have had 
a tremendous impact on everyone. Furthermore, many families have even heavier 
hardships to face (e.g., food insecurity, job loss, and a lack of the technology required 
for virtual learning), which can significantly impact mental health.  What I have seemed 
to notice most in our situation is that my daughter’s once confident disposition and 
positive outlook have completely transformed into feelings of “not being smart” or 
“capable of being successful” in school.

I imagine many are struggling with similar scenarios, whether those thoughts are about 
work, school, life, relationships, etc. This negative thought-loop isn’t just for teens. Our brains have a negativity bias. In 
fact, according to the National Science Foundation, people have 12,000 to 60,000 thoughts each day and 80% of those 
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thoughts are negative.  These thoughts of not being good enough, or smart enough, or (__fill 
in the blank) flood our minds daily.  In many cases, people are able to overcome these negative 
thought patterns by realizing those thoughts aren’t reality—some through self-growth and 
others through sessions with a therapist or online support groups. 

As an educator and behavioral scientist by training, I started thinking….could there be an 
exercise that could transport her out of her negative thought-loop into a three-dimensional 
world that boosted her confidence by allowing her to see herself being successful in different 
scenarios?  Could a Virtual Reality (VR) session help her develop new skills, then practice 
those skills in a simulated environment where she sees herself accomplishing her goals?  
Similar to how athletes visualize winning, could the same virtual scenario be visually displayed 
to allow a person to see themselves succeed in their endeavors?

When people think about VR, most think of its use in gaming and entertainment.  As 
technology has advanced, so has the ability to mirror real-world situations more authentically. 
This is certainly “cool” for the gaming world, but even more so for VR’s impressive application 
in the mental health space. 

VR has been successful in helping to treat many disorders such as PTSD,1 panic attacks,2 
social anxiety,3 chronic pain,4 and phobias for issues such as fear of spiders,5 small spaces,6 or 
flying on an airplane.7 

Research has demonstrated positive treatment outcomes in these carefully controlled 
environments led by a trained therapist. 

Could similar methodologies be applied to create VR programs that people use for the self-
management of one’s emotional health? Just as people read self-help books and use apps 
to help them form new habits, infuse more gratitude into their day, and practice mindfulness, 
could these same self-led interventions become magnified as a person is transported into an 
immersive VR environment?  

This year there’s been significant funding for innovation in the digital mental health space.  This 
isn’t surprising as the pandemic has elevated the mental health crisis beyond the critical level 
it had already reached.  In 2020, research reported elevated adverse mental health conditions, 
with 1 in 3 adults suffering from anxiety or depression related to COVID-19.8-10  Perhaps 
research and development of a virtual self-led program, which individuals could access early 
on before things spiral to a level where there is a need to seek therapy, becomes a new area of 
disruptive innovation for the greater good.

One of the best most proven methods for helping people work through mental health 
challenges is by partnering with a therapist and using cognitive behavioral therapy. In fact, 
CBT has shown to be more effective than Rx treatment.11 CBT helps people understand their 
thoughts, feelings, and behaviors and learn and practice coping mechanisms that can be 
used in the future when a person is facing a challenging mental health situation. These same 
learning methodologies can be applied, and the user can reinforce skill-development through 
practice in a safe virtual environment. 

Allowing one to become aware of and confront their inner critic - and then work through 
exercises that help the individual change the internal narrative and break the cycle of negative 
self-talk - could have a tremendous impact on their well-being, self-confidence, and overall 
outlook on life.  Not to mention the possibility that this type of skill development could be 
preventive in nature against future anxiety or depression diagnoses.
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continued

In many cases, our internal dialogue can be exacerbated, or sadly reinforced, on social media.  Could VR programs be 
built to not only boost a person’s confidence through reinforcement of skill-development, but also created to combat the 
feelings of isolation many have when using social media?

I recall a human relationship course in the educational psychology department during my undergrad studies at the 
University of Florida. This course was like no other. A particular exercise - mirroring, a technique used in movement therapy 
where a person imitates (mirrors) the other person’s movement and actions - was used during several class sessions.  
Research has shown this type of play and dance activity has influenced feelings of togetherness.12 This seems like a 
perfect place to investigate the efficacy of VR in helping teens and adults alike to develop self-appreciation - along with 
social skills - that supports a positive well-being.

With any self-led program that individuals access directly, there must be safety measures in place to activate a deeper 
level of support if necessary, through a link to teletherapy scheduling service, or in more severe cases to a direct line for a 
suicide prevention 24-hour hotline.  These program enhancements are simple additions to a holistic program and can be 
more purposeful and timely than one might come across in a self-help book or a mental health support number. 

I am hopeful the new investments in digital mental health continue to bring support to the many people suffering from 
mental illness.  With the addition of VR technology combined with traditional CBT methods, the possibilities of preventing 
extreme emotional distress or advanced mental illness with early skill-development in a virtual world could  prepare people 
for future emotional well-being challenges they may encounter.

If you’re a person who’s ever bought a self-help book or downloaded an app that delivers calming tips, stress 
management, or positive psychology techniques, would an evidence-based VR platform be a consideration for you?  

Contact Connie at: connie.mester@gmail.com 

NOT A FREUDIAN SLIP: VIRTUAL 
REALITY FOR MENTAL HEALTH 
[VIRTUAL REALITY FOR A NEW 
REALITY?]
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DOWNLOADING SUCCESS: 
SUCCEEDING AS A SUCCESSOR - 5 
TIPS

C
OVID-19 has been disruptive in so many ways, including 
to planned leadership transitions. Many healthcare CEOs 
and other top executives have delayed their exits as their 
organizations learn to navigate a new paradigm. These 

leaders’ designated successors, if they have been identified, 
must show patience and understanding. As the late Tom Petty 
put it, “The waiting is the hardest part.” 

Whatever the circumstances, being the next in line for a 
top job is challenging. After discussions with executives 
across the healthcare provider ecosystem, I embarked on a 
journey to understand some of the intended and unintended 
consequences, emotional challenges, and professional decisions 
that successors are challenged with once they are named or 
insinuated as a potential successor to their boss. Successors 
are usually identified 1-2 years before they are expected to 
ascend to their new role, although this timeline can also be 
extended. While this gives them plenty of time to prepare and anticipate the challenges of their next role, it also represents 
a period of time that can be very hard to endure. 

A few things to consider if you have gotten to the precipice and have been named a successor for a new role: 

1. Don’t forget about your day job. It is natural that you will begin taking a much broader organizational point of view 
as you await your next position; but it is important to keep your focus on the task at hand even as you are preparing 
for the next one. Patience is not only a virtue, but as a potential internal candidate, the practice of patience will 
strengthen your resolve in setting your organization’s strategic direction. 
 
Whether named or insinuated as a successor, confidentiality is paramount. Tamp down the desire to share the 
exciting news. Verbalizing the future appointment can be detrimental to your future success and to the organization’s 
current success. Retaining confidentiality is a sign of respect for the incumbent and allows them the opportunity to 
determine their own final chapter.  
 
Often, successors will have created an implicit or explicit list of agenda items to be completed in their first few years 
in the next role. Understand that these to-do’s will have to wait. Establishing patience as a competency can help you 
succeed in the next job once you get it.  

2. Don’t jump the gun. You will become acutely aware there will be decisions made by the incumbent, your 
predecessor, who will not need to live with once they are gone – for example, deciding on large capital expenditures 
or hiring new senior leaders into the organization. The natural inclination here will be to more forcefully exert your 
opinion, but best counsel is to take the long view and do your level best to stay out of small “p” politics. That said, if 
you have been named a successor, it is important you have a frank conversation with your boss or the Board about 
your involvement in decisions that will have a lasting impact.

3. Consider your replacement. As the internal clock begins ticking, you will begin to think differently about the 
downstream impacts of your promotion. Succession is important at all levels, so be absolutely sure you have a few 
people, and/or a plan in place to replace yourself. If finding your successor is someone else’s responsibility, offer 
help and then, as much as possible, facilitate the new person’s transition into your role. While many look to hire a 
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In Every Issuesuccessor in their own vestige, replication is not possible or advised. I encourage an 
open mind and an objective process to identify the person most likely to succeed based 
upon future expected need. 
 
In the consideration of your successor, know thyself. There is a period after every 
promotion when you will need to quickly get up to speed on areas you did not anticipate 
and re-train yourself to succeed in new areas of focus.  Leaders often will have a 
predisposition towards their prior role and as such, part of the development plan should 
be identifying techniques that will prevent you from going back to your comfort zone.

4. Keep the big picture (and worst-case scenario) in mind. Planned successions don’t 
always come to fruition. For some, particularly those who have committed deeply to their 
organization, you will find yourself worried that, if something were to somehow become 
derailed, there are years gone by wherein you could have been considered for other 
opportunities. 
 
Naturally, there will be issues that may surface which raise the emotional stakes for you. 
This might include your personal drive, interest in professional development, and issues 
related to stability and/or control, which can all create a sense of vulnerability. Self-
monitoring and regulating your reaction in the moment is important.  
 
While real, this worry can be a manifestation of ego, which should be kept in check. 
Revisit your successes over the years, and tally up what you have learned so that you 
can make your next professional decision objectively driven.

5. Do you have all that you need to ‘hit the ground running’? A mistaken assumption 
of internal successors (and their organizations) is believing they inherently have the data, 
relationships, and level of engagement that will be required to be successful. You may 
want to engage other key constituents, colleagues, and trusted external parties in the 
management of their expectations and your own.  

Internal successors for new positions encounter a range of experiences and emotions. 
Understand that not everything will go just as ideally planned in your succession, but your 
patience and awareness of the big career picture will pay off.

 
Contact Jason at: jasonp@wittkieffer.com
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H
ealthcare has long been a 
target of cybercriminals. And 
unfortunately, as the focus on the 
global pandemic has persisted, 

threat actors that once promised to leave 
healthcare alone through COVID, are no 
longer patiently waiting, but instead are 
taking advantage of an overwhelmed health 
system and the opportunities offered to 
them.  

Pre-COVID, a lot of cybersecurity failures 
were pitted on employee/human factor 
failures where employees fell for phishing 
or other social engineering tactics. But 
one cannot dismiss that healthcare is an  
industry under attack - in the last quarter of 
2019 alone, there was a 350% year-over-
year increase in ransomware attacks on 
healthcare entities, and 2020 has seen an 
increase as well. 

The Department of Health and Human 
Services (HHS) noted a 50% increase in healthcare cybersecurity breaches during the first half of 2020. There may be 
some correlation to the rapid digitalization health systems adopted to deliver remote patient care, telehealth, and enabling 
remote workers. And expectedly, the cybersecurity problem plaguing healthcare has not gone unnoticed by patients - with 
48% of patients being unwilling to use telehealth solutions again if their data had been exploited due to a breach. 

These attacks, overnight digitalization, and the pandemic effect confirm we need to change our strategy as an industry, 
begging the questions, “How much will this cost, and who’s going to pay for it?” 

WHAT IS THE COST IN HEALTHCARE?  
The 2020 Cost of Data Breach Study confirmed the average time for a healthcare organization to identify a breach is 329 
days - which is 93 days longer than the financial industry.  This directly translates to real dollars and cents: the average 
total cost of a data breach in the healthcare industry is $7.13 million - the highest industry for the tenth year in a row. 

While 13 of the 17 industries assessed experienced a drop in the cost of a breach, the total damage in healthcare, whether 
to patients, devices, care delivery systems, or reputation - is consistently high. 

HOW DOES THE SPEND COMPARE?  
Financial institutions, an industry with a mature cybersecurity posture, have allocated significant funding to invest in 
technologies that protect client assets. A study by Deloitte found an average of 10.9% of IT budgets were slated for 
cybersecurity in the sector.  Hospitals and healthcare providers, on the other hand, have dedicated 3%-4% of their IT 
budgets to cybersecurity. 

All spend is not equal - it is insufficient to simply double cybersecurity spend in healthcare to reach a more secure state. 
Instead, we need to be strategic and shift security up the supply chain. 

CYBERVITALS: CYBERSECURITY IN 
THE NEW NORMAL

https://www.forbes.com/sites/daveywinder/2020/03/19/coronavirus-pandemic-self-preservation-not-altruism-behind-no-more-healthcare-cyber-attacks-during-covid-19-crisis-promise/?sh=33cdda38252b
https://www.forbes.com/sites/daveywinder/2020/03/19/coronavirus-pandemic-self-preservation-not-altruism-behind-no-more-healthcare-cyber-attacks-during-covid-19-crisis-promise/?sh=33cdda38252b
https://info.corvusinsurance.com/hubfs/Security%20Report%202.2%20-%20Health%20Care%20.pdf
https://info.corvusinsurance.com/hubfs/Security%20Report%202.2%20-%20Health%20Care%20.pdf
https://healthitsecurity.com/news/560-healthcare-providers-fell-victim-to-ransomware-attacks-in-2020
https://healthitsecurity.com/news/560-healthcare-providers-fell-victim-to-ransomware-attacks-in-2020
https://ocrportal.hhs.gov/ocr/breach/breach_report.jsf
https://www.beckershospitalreview.com/digital-transformation/pandemic-sped-up-mayo-s-digital-transformation-by-10-years-dr-john-halamka-says.html
https://www.businesswire.com/news/home/20200818005262/en/The-Future-of-Care-is-Telehealth-But-Security-Risks-Could-Slow-Service-Adoption
https://www.ibm.com/security/data-breach
https://securityboulevard.com/2021/04/are-banks-spending-their-cybersecurity-budgets-in-the-right-place/#:~:text=Deloitte%27s%20data%20from%202020%20shows,reaching%20%248.94%20million%20last%20year.
https://www.fiercehealthcare.com/tech/industry-voices-how-hospitals-can-gain-upper-hand-against-hackers-amid-covid-19
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MOVING UP THE SUPPLY CHAIN  
With threats coming in from seemingly 
every angle, the current strategy of mostly 
relying on hospitals to “be secure” must be 
revisited.  We’ve had a decade to try and 
almost exclusively solve this from the hospital 
side, and it hasn’t been effective - and it was 
probably unrealistic to expect so. Layer in 
the push for care outside the four walls of a 
hospital, and it becomes evident hospital-
based security won’t work. 

Shifting up the supply chain means 
implementing proactive security measures 
across all connected attributes of healthcare 
- whether it’s an electronic medical record 
system, medical device, cloud service, 
or telehealth application - these must be 
designed and implemented with security in 
mind. There are very tactical practices that 
can begin today without having to recreate 
your health system:  

• Make purchasing decisions that 
understand cybersecurity risks as key 
criteria and not a “tick the box” exercise.   

• Establish policies for assessing security 
as part of a purchasing decision, 
leveraging the work others have done, 
such as the Mayo Clinic, which has 
shared it’s criteria publicly.

• If your staff will continue to work from 
home, create clear expectations and 
requirements for remote work security. 
In particular, try to leverage technology 
(such as VPN, encryption, authentication 
defaults) as opposed to process/human 
interventions. This will enable continued 
secure work with limited interruption. 

• Leverage healthcare security experts 
who can help make recommendations 
and understand the complexity of this 
ecosystem. 

CYBERSECURITY ROI 
Each year, healthcare organizations collect, 
store, and share more patient data than they 
did the year before — the result of connected 
medical devices, clinician mobility tools, 
and emerging Internet of Things use cases. 
More data means more potential jackpots for 
hackers, whose attack methods continue to 
evolve. 

In 2020, a cyberattack forced Düsseldorf 
University Hospital to divert a patient to 
another facility, with the patient not surviving 
the delay in receiving care.  While the criminal 
investigation concluded the patient most likely 
would not have survived, we must remember 
the impact ransomware attacks and data 
breaches can have in healthcare is severe.

Cybersecurity initiatives are also costly. Every 
dollar and hour spent on protecting data must 
come from some department’s budget. By 
identifying and implementing solutions that are 
both effective and efficient, hospitals can keep 
patient data safe without bursting IT budgets.

Cybersecurity is often presented as a problem 
to be fixed to allow growth and profits to take 
place uninterrupted. In truth, cybersecurity is 
fluid, is an enabler, and an adept partner to 
healthcare’s most ingenious innovations. In 
today’s complex global supply chains, with 
its aggressive and evolving threat landscape, 
healthcare must change and employ proactive 
cyber strategies. 

Contact Vidya at: vidya@medcrypt.com
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CALIBRATING CULTURE FOR A 
HEALTHCARE MERGER 

A
s mergers and acquisitions in 
healthcare continue at a robust pace,1 
the realization of the importance of 
organizational culture grows. In any 

merger, each partner brings its own history, 
culture, and approach to getting work done. 
And in healthcare, the local environment plays 
a critical role in shaping success, even as 
organizations merge to increase market share 
and to strengthen population health-based 
models. Cultural gaps between partners 
can derail success, as the literature on failed 
mergers makes clear.2,3 On the other hand, 
if done right, the work of creating cultural 
alignment can be the source of powerful 
innovation in a merger. We have aided 
organizations to improve financial performance, 
implement strategy, and achieve clinical quality 
excellence through focusing on culture. 

So, what does it mean to create value from understanding culture in these mergers and acquisitions?

CFAR recently helped two healthcare systems poised to merge assess their cultural fit. Together, they aspired to develop 
a leading-edge model of value-based care to serve populations as both a payor and a provider of care. And yet, their 
cultures differed in significant ways. The larger partner (“Fort”) was more hierarchical, outcomes-driven, and fast-moving; 
the smaller partner (“Helios”) was more physician-centric, consensus-driven, and focused on culture. 

In our work, we talked with leadership across both systems and took the following anecdotes as data about important 
cultural differences:

Helios: “When we start a meeting, they get right to it. It doesn’t feel like they understand the importance of relationship-
building.”

Fort: “There’s a lot of chit chat. We get impatient.” 

Fort: “We have excellent financials. Very tight budgeting. We manage margins well.”

Helios: “We realized that so much is fluid now, and we have targets and projections, but it doesn’t pay to lock a budget in 
stone. It’s freed up a lot of time, and our results are the same.”

Fort: “We are completely hierarchical. Every decision is made by the CEO or that top group. We’ve grown, and it gets in 
the way.”

Helios: “We take too long to make decisions. We say we want to empower people, but basically everything happens with 
the CEO.”

The anecdotes represent the complex dynamics of integration: the work of merging two organizations includes formal and 
informal encounters across aspects of their cultures. As we define in our book on culture and change, The Moment You 
Can’t Ignore: When Big Trouble Leads to a Great Future, organizational culture is made up of the beliefs, values, rules, 
and assumptions for getting work done that turn into working agreements and tangible behaviors.4 Some see navigating 
differences and building cohesion as an exercise in risk management, and, indeed, there are many examples of newly 
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In Every Issuemerged institutions getting stuck in cultural 
potholes. But when we focus on the upside 
potential of creating cultural alignment and 
learning across cultural differences, we can 
help fuel growth. We know that organizational 
cultures are complex and experienced 
differently across groups in an organization. 
Within each of these different perceptions lies 
data that can be used to form a successful 
shared culture when organizations merge. 

Within the cultures of Helios and Fort, we 
needed to identify the current state and 
future aspirations of each, compare aims, 
and then identify the assets and gaps. To do 
this, we conducted a cultural assessment 
that included interviews with senior leaders 
and a cultural calibration survey. To identify 
the current and future state for each partner, 
we designed our survey questions along 
continuums between two cultural polarities 
(e.g., local and centralized decision-making, 
or degree of welcoming unique contributions 
and degree of expectations around 
alignment). 

The current state showed Fort and Helios 
taking two contrasting paths to achieving 
similar ends. Both systems had high levels 
of quality and safety, were trusted and 
respected in their communities, and had been 
financially viable as competitors struggled. 
Helios had invested heavily in their culture, 
doubling down on behavioral training that 
emphasized understanding one’s part in the 
whole, leading with empathy, and driving 
individual accountability. Fort had built 
exceptional processes and a strong culture of 
execution, inspiring a deep sense of loyalty. 
Some called Helios “maternal” and Fort 
“paternal.” Highlighting divergent aspects 
of culture helps identify potential stumbling 
blocks and mitigate future risks. In this case, 
since the differences also described the 
distinct approaches which each partner took 
to achieve their impressive results, it was 
critical to both identify and appreciate those 
differences. Having a shared understanding 
of these kinds of differences can become 
the basis for building respect across the two 
institutions on the road to change.

If the current state attributes of each system 
were somewhat predictable, what emerged 
about the future state was striking. The two 
partners shared a set of cultural aspirations—
wanting to move toward being more curious, 
nimble, and inclusive. Importantly, each 

saw room for improvement in their decision 
processes—how they framed where decisions 
were made, who was involved, and how 
much time was used. This shared need to 
improve decision-making opened a door to 
being vulnerable together.

As we write, the two partners are beginning to 
develop a combined strategy, which will have 
additional implications for the culture. With the 
detailed description of each partner’s culture, 
their shared aspirations, and information 
about assets and gaps in achieving cultural 
alignment, the new organization is launching 
with a deepened understanding of what to 
draw on as they build their leading-edge 
model together. 

 
Contact Carey at: cgallagher@cfar.com 
Contact Barry at: bdornfeld@cfar.com 
Contact Daphnie at: dpierre@cfar.com  

For more information on this topic or related 
materials, contact CFAR at info@cfar.com or 
215.320.3200 or visit our website at www.
cfar.com. 
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LEADERSHIP LEARNING THROUGH 
DISRUPTION: REFLECTIONS FROM A 
CONVENING OF ASSOCIATION CEOS

A
s we look ahead to a post-pandemic future, many are asking what we can learn from our COVID experience to 
help shape the organizations we work in and with, in healthcare and beyond. How can we use this experience to 
rethink our focus and impact, to reset our culture? What questions and issues must we grapple with to get there?

CFAR recently convened a diverse group of 19 leading CEOs from a wide range of associations to come together 
and discuss both the current challenges and opportunities in this disruptive time, as well as the variety of shifts impacting 
their members and fields. The discussion proved to be a rich one, both about the present and the future. Associations 
have been hit hard by COVID, as national and regional gatherings have gone virtual, membership numbers are in decline, 
and challenges to traditional value propositions have arisen. Associations play a vital role in the industries they serve and in 
the larger economy, particularly in healthcare, where they are leading voices in influencing policy, supporting research, and 
advocating for their professions. 

Our discussion focused on three critical, interconnected areas in the business of associations—rethinking association 
business models given recent disruptions, creating the culture and conditions to be truly diverse and inclusive 
organizations, and engaging boards for greatest impact. We used Force Field Analysis—a well proven thinking tool 
developed by the organizational psychologist Kurt Lewin—to engage the group in identifying both driving and constraining 
forces moving them towards ideal goals around these topics (see Figure 1).

Disclaimer: This Article has been prepared and published for informational purposes only and is not offered, nor should be construed, as legal advice. 
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The discussion unlocked some revealing 
themes and identified some of the shifts in 
mindset that will be required for organizations 
to navigate through what are really three 
interconnected major crises—health, 
economic, and socio-political. The challenges 
and ideas about how to respond to them, 
represented below, transcend sectors and 
organizations and offer helpful advice to 
leaders facing similar situations:

• Use the “pivot” out of the pandemic 
to bring a “startup” mindset to your 
organization. This is an opportunity to 
shift from a state of risk aversion to 
thinking more innovatively about the 
organization’s business model. You 
can look for “found pilots”—examples 
of innovation that already exist inside 
your organizations and that have the 
characteristics that might prepare you 
for the future—and invest in them. 
Innovations around associations’ national 
meetings that allowed participants 
to engage while joining virtually or 
experiments to rethink membership fees 
in more flexible ways are some examples 
of rapid innovation that can be taken 
forward.

• Focus on the essential value you offer, 
not the products. The pandemic has 
heightened a focus on the essential 
work that needs to be done to bring 
outdated business models and legacy 
organizational cultures into the 21st 
century. Our participants acknowledged 
that, at the end of the day, their traditional 
“products” did not really matter as much 
as what was going on for their members 
and communities they serve. They need 
to shift focus to talk about specific 
outcomes and how to best achieve them, 
rather than on their traditional offerings.

• Consider both the ethical and economic 
imperatives for diversity. This is a 
catalyzing moment in the broader society 
and a time for greater openness and a 
willingness to embrace diversity in all 
dimensions. Leaders are increasingly 
being held accountable for making this 
shift. CEOs realize that they cannot 
achieve their missions if they do not 
address diversity and equity in their 
organizations.

• Use this time to reimagine organizational 
culture and adapt it to new realities 
rather than reverting to how it was before 
the pandemic. This kind of reimagining 
requires healthy organizational cultures 
and boards, capable of thinking 
generatively. CEOs need to understand 
board members’ appetite for risk and 
where they can use reserves of this kind 
of energy to make bold investments, 
even if they have imperfect information.

• Be clear about where you want to go 
and how you will bring your members 
and other constituents along with this 
strategy. Leaders need to embrace 
the spirit of experimentation and 
avoid the fear of failure and of having 
to defend the “why” of their actions. 
Strategy execution requires that 
leaders differentiate between authentic 
challenges and unhelpful “noise.” 
Explaining and embracing change with 
clarity and transparency will enable them 
to accelerate into the future and shift 
organizational norms. 

• Consider how much technology has 
enabled organizations to pivot this past 
year, and how to best leverage it into 
the future. We have had to learn, by 
necessity, to use technologies that were 
not part of our culture and practice, and 
now have the opportunity to be more 
intentional about what to integrate into 
our work moving forward. 

Overall, we left this session with a sense of 
optimism and hope in light of a year of intense 
anxiety and struggle. Our CEO colleagues 
have an ambitious set of imperatives to 
manage, and a belief that they need to move 
quickly while knowing that real change will 
take time. Amid this tension, they nonetheless 
left the session feeling “freed up” in their 
thinking about the conditions necessary to 
move forward towards success.

 
Contact Barry at: bdornfeld@cfar.com 
Contact Jennifer at: jtomasik@cfar.com
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SHOULD I STAY OR SHOULD I LET IT 
GO? ACCELERATING PARTNERSHIPS 
IN A PANDEMIC – PART 2 

I
n Part 1 of our series “Should I Stay or Should I Let It Go? 
Accelerating Partnerships in a Pandemic,” we explored how 
the pandemic’s impact has affected our healthcare system and 
physicians in medical practice.  With over 35 million reported 

Covid-19 cases to date in the U.S. and close to 615K deaths, 
physicians on the front lines have experienced tremendous stress as 
both practitioners and small business owners. Indeed, the pandemic 
has dramatically accelerated concerns about independent medical 
practice viability.

For decades prior to the pandemic, the healthcare industry had been 
undergoing dramatic changes which made conditions favorable for physician practices to consolidate. In Part 1, we discussed 
how physicians have increasingly moved from independent practice to employment working for hospitals, health systems, and 
even insurance companies. More recently, with the growth of value-based reimbursement, physician-led and built companies 
backed by private equity investors have offered physicians opportunities to participate in new models of clinical practice that offer 
an alternative to the fee-for-service treadmill. 

In Part 2 of our series, we discuss the history of physician partnerships with health systems and the pre-Covid dynamics of these 
ventures.  From a health system’s perspective, we highlight the strengths, weaknesses and opportunities for medical practice 
partnerships with a health system today during a pandemic. For physicians in practice, “Should I Stay or Should I Let It Go?” is 
such an important question even in normal times. To that end, we conclude our series by offering a practical multi-dimensional 
decision-making framework for physicians contemplating their next steps during these challenging times made even more 
urgent by the pandemic. 

PHYSICIAN PARTNERSHIPS WITH HEALTH SYSTEMS – PRE-COVID 
 
Physician Practice Integration – The Strategy 
Physicians and their practices have been integrating into health systems for many years.  Less than twenty years ago in 
2000, fifty-seven percent of physicians were caring for patients in independent practices.24 As mentioned previously, hospital 
ownership of medical practices was relatively constant in the late 1990’s to early 2000’s, but then this phenomenon increased 
by more than 50% from 2003 to 2011. Then in 2018, for the first time, there were fewer physician-owned practices than 
employed physician arrangements nationwide. 

Historically, a hospital or health system’s rationale for employing primary care or specialty physicians and incorporating their 
practices helped to ensure downstream referrals to hospital emergency departments and inpatient units, hospital-owned 
laboratory and radiology testing, diagnostic procedures, and surgery services. Having these practices as part of the health 
system helped to ensure “brand loyalty” for patients needing surgery, emergency services, or hospitalization. Assimilating 
medical and surgical specialty practices made hospitals more competitive and protected their market position in the provision 
of high-end specialty services. 

With the growing concern for overutilization of unnecessary services, and the advent of accountable care and value-based 
care payment arrangements, health systems pivoted to include primary care in their strategy to help drive improvements in 
cost and quality across the health continuum. However, with the consolidation of medical and surgery practices into health 
systems, the cost of care often has not improved and has in many markets actually increased. Health systems have much 
larger overhead and participate in heavily weighted fee-for-service payment arrangements to include facility fees, thereby 
increasing the cost of provider office visits and not necessarily with demonstrated or related improvements in outcomes and 
the quality of care delivered.

https://www.whartonhealthcare.org/should_i_stay_or_should_i_let_it_go_accelerating_partnerships_in_a_pandemic_part_1
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In more underserved rural communities, the incorporation by rural hospitals of community physicians 
and their practices has ensured survival of these practices to meet the needs of the community.  
Faced with increasing downward reimbursement pressures plus rising infrastructure costs (e.g., staff, 
IT, medical equipment, etc.), many practices had no choice but to partner with local hospital to stay 
in business. These partnerships ensured the survival of both the practices and the hospital, not to 
mention ensured access to care for patients.

Infrastructure Resources and Support for Physician Practices in Health Systems 
Hospitals and health systems can offer resources to physicians they could not afford on their own, to 
include expanded support teams, human resources, IT support, purchasing etc.  However, hospitals 
have not proven to be experts in medical practice management, and often when a medical practice 
is brought into the system, the practice must compete for resources with the more lucrative fee-
for-service hospital departments.  Furthermore, the investment per provider can potentially exceed 
expenses of private practices, as the business model of hospitals often requires increased overhead 
due to regulatory modifications to buildings and processes.

At the same time, physicians moving from solo practice into a hospital-owned medical group have 
found support being part of a team of colleagues, and if they are well represented leading clinical 
quality improvement efforts, the experience can be rewarding.  In addition to a relatively stable salary 
arrangement, physicians joining a health system can take advantage of a collegial, team-based 
environment and better work-life balance through nurse triage supported by the hospital and sharing 
after-hours call with a larger number of colleagues. Care management, pharmacy support, compliance 
expertise, and coding guidance may also ease the administrative burden. In addition, physicians joining 
an academic medical center have an opportunity to broaden their work to include teaching the next 
generation of physicians, in addition to their clinical work with patients.

Practice management services provided by the health system can include IT support, data analytics, 
and decision-support as well as revenue cycle management services. The capital needs for the 
practice are also shouldered by the system, including maintenance and equipment. 

PARTNERSHIPS WITH HEALTH SYSTEMS IN A PANDEMIC – CONSIDERATIONS FOR 
PHYSICIANS  
When physicians consider leaving their private practice to join a health system, health systems 
typically offer direct employment and sometimes medical leadership roles in the organization. Before 
the pandemic, physicians may have been contemplating partnerships with health systems as a way 
to reduce reimbursement risk, offer a steadier salary stream, and gain access to more resources 
that could help take better care of their patients. Where physicians consider placing their alliances or 
collaborations to help take better care of their patients is important, as is the type of relationship that is 
offered. For example, is there more of a partnership philosophy or a pure employment strategy? What 
are the mission, vision, and values of the organization?  Do these tenets resonate? Is there more of a 
focus on “the bottom line,” and does that focus override the quality experience the physician comes to 
expect?  Making sure priorities are aligned is key to partnering with or becoming employed by a health 
system. 

The COVID-19 pandemic has applied significant operational and financial stress on health systems 
nationwide. Given the pandemic will be with us for a while, physicians considering partnering with a 
health system should ask how it initially responded and continues to respond to the pandemic. How 
have physicians who are part of the organization been treated in their relationship with the health 
system pre-COVID and today?  How have all team members been treated regardless of the role they 
play in caring for patients - a physician, a nurse, or an environmental services worker? The response to 
the pandemic is an important litmus test for physicians considering joining a health system. 

In general, what resources are available for physicians to take the best care possible of their patients? 
What human resource support is provided?  Are IT/EMR support and data analytics part of the 
package? During the pandemic, was telehealth available or rapidly developed to provide access and 
continuity of patient care?  Readily available and meaningful data is becoming even more important for 
taking care of an entire population rather than relying on fee-for-service types of transactions. Did the 
availability of these resources change, or did they have to be redeployed due to COVID-19? Was this 
support replenished as the health system adjusted to the pandemic and stabilized?  

https://www.whartonhealthcare.org/amanda_hopkins_tirrell_wg_86_fache_and_saria_saccocio_md_faafp_mha
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SHOULD I STAY OR SHOULD I LET IT 
GO? ACCELERATING PARTNERSHIPS 
IN A PANDEMIC – PART 2

continued

Some health systems are further along than others in the population health and value-based care transformation journey. 
How integrated and involved are physicians in this transformation?  Whether physicians consider joining a health system or 
an MSO, what is the type of integration happening for the entire healthcare team?  That is the lens that is most important 
as a physician considers the daily experience, the relationship, and what it would look like going forward.

Physician Partnerships with Health Systems – Fast Forwarding Through COVID With Innovation 
Fast forwarding through COVID, we have all experienced challenges with the pandemic. COVID did not come and go as many 
of us anticipated. Across the country, medical practices and health systems have been coping with multiple waves of outbreaks 
of the virus, which stresses providers and taxes healthcare resources.  The pandemic will be an ongoing challenge, but it also 
provides an excellent opportunity to consider how our health systems, Medical Services Organizations (MSOs), and Clinically 
Integrated Networks (CINs) have responded and will respond to the ongoing challenges of the pandemic. How are they meeting 
the needs of patients where they are?  For example, as mentioned previously, how have these organizations tackled innovative 
care delivery options like telehealth and improved access to care for patients? 

What types of data have been made available to address gaps in care as well as to address the needs related to COVID?  The 
pandemic has been a challenge for us all, and watching and observing how organizations react and respond to COVID is an 
excellent exercise to consider other pivot points, and stress opportunities with performance. What does the relationship look 
like?  Was there a change, positively or negatively, in the partnership with their physician leadership or others who are part of the 
healthcare team?  How did the system respond and how were they received within the community?  These are all very important 
questions to ask as physicians consider who their best partners might be.  And how or when is the ideal time to consider that 
jump or transition if you are considering alignment with another partnership?

What can we expect for the future? COVID is not behind us, as it is still in front of us and has changed healthcare overall for all 
going forward.  For example, what kind of ongoing resources and platforms are available for telehealth connections?  How about 
remote monitoring devices for patients who are in a practice or in acute care? How will we take technology to the next level and 
ensure this progress will continue going forward?

How will the pandemic change physician-health system partnership strategies?  What is on the horizon?

“We really thought that this pandemic was going to be a short-lived phenomenon, but we are 
 finding that this “new normal” will transform how we deliver care in the future permanently.”  

~ Saria Saccocio, MD, FAAFP, MHA25 

The strengths and weaknesses of physician-health system integration have been highlighted by the reality of living anworking 
with a deadly pandemic that, to date has killed close to 615,000 Americans and counting. Frontline healthcare workers have 
put their lives on the line like no other time in modern healthcare history. Shortages of testing resources, personal protective 
equipment, and, during its peaks, of hospital beds have shaken the industry.  Medical practices were forced to close altogether 
or greatly reduce their capacity to see patients.  Many patients have not yet returned to doctors’ offices even months later, and 
there is growing concern that especially those with chronic conditions will lose ground in managing their care in partnership with 
their physician.

Primary care practices and selected specialty practices within health systems experienced the same challenges as their 
colleagues in the community during this time. However, health systems with adequate resources and stronger balance sheets 
were able to avoid or minimize layoffs and salary reductions for their providers.  Some were not so lucky. Rural hospitals and the 
practices in these communities have suffered disproportionately, not unlike the communities they serve.  
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Since the pandemic, some hospitals and health systems are questioning once again their strategy 
to integrate medical practices into their systems, while others are more resolute to continue and 
even accelerate physician practice integration to be successful with their value-based care efforts. 

The benefits of partnership between a physician and a health system for salary support were 
highlighted or demonstrated a weakness, with some organizations having to layoff providers and/
or reduce their salaries.  These issues were short-lived in many cases, with volumes rebounding to 
pre-Covid levels and sometimes higher. 

The explosion of telemedicine in medical practices has had health systems rethinking their master 
facilities plans. Telemedicine adoption by consumers and providers reached a peak in the early 
months of the pandemic but has settled into a more routine channel for patients to communicate 
with and receive treatment from their providers. Early estimates at the outset of the pandemic 
predicted as many as 30% to 50% of traditional in-office visits would shift to virtual visits. As 
systems have adjusted to the pandemic, in-person visits have rebounded, and telemedicine visit 
volumes are settling in at a lower rate (e.g., 15-20%). Telemedicine utilization rates for mental health 
and behavioral health are staying much higher (e.g., 85%). Exactly where telemedicine volumes 
land will depend on the area of country, broadband capabilities (e.g., rural vs. urban), and, most 
importantly, provider and patient adoption.  In the meantime, health systems are pondering how 
they will adapt their bricks-and-mortar facilities and space planning to the new reality. What will be 
the best way to utilize thousands of square feet of potentially unused exam room space? 

DECISION MAKING AND NEXT STEPS – THE MULTI-DIMENSIONAL DUE DILIGENCE 
(MD-DD™) APPROACH 
 
Decision Making and Next Steps  
During 2020, “The Year of Pandemic,” many physicians in private practice were challenged with 
keeping their doors open and the lights on for their patients. “Should I Stay or Should I Let It Go?” 
is such a big question, and given the challenges over the years in the healthcare environment, 
this is certainly not the first time physicians have asked themselves this question. Yet how does a 
physician decide to take the next steps toward partnership? 

When considering a move from autonomous private practice to partnering with others, for 
example, another provider, medical group, health system or health services company, there are four 
key elements to evaluate using a Multi-Dimensional Due Diligence (MD-DD™) approach:  

• The Patient as Consumer

• Clinical Operations

• Revenue Cycle Management

• Organizational Culture Assessment 

The Patient as Consumer 
Patients are increasingly savvy consumers of medical care looking for ease of access, a positive 
patient experience, affordable costs, flexible and safe locations, and convenient channels of 
communication and treatment with their physicians, such as telemedicine.  Patients and their 
families are spending a record amount of money on co-insurance and deductibles, so they expect 
“value” for their healthcare dollar. They are increasingly looking for physicians who get great reviews 
on the Internet and in whom they can place their trust. A recent study showed that 69% of patients 
select or avoid physicians based on Internet reviews, such as Health Grades.26  How do potential 
partners stack up when it comes to the patient-as-consumer?

Clinical Operations 
Clinical operations in a physician’s current practice may be challenging. However, when joining 
another organization, it is critical to determine how well run and supported the medical practice is. 
Are clinical and non-clinical operations efficient?  How are patient panels managed, and are panel 
sizes realistic?  Are the right patients being seen at the right time? Are the right physicians and their 

https://www.whartonhealthcare.org/amanda_hopkins_tirrell_wg_86_fache_and_saria_saccocio_md_faafp_mha
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continued

SHOULD I STAY OR SHOULD I LET IT 
GO? ACCELERATING PARTNERSHIPS 
IN A PANDEMIC – PART 2 
clinical teams working at the top of their license? Is there adequate electronic health record (EHR) support along with useful, 
easy-to-access data to support clinical decision-making?  Do physicians have input into EHR functionality and upgrades?  

Revenue Cycle Management 
Efficient revenue cycle management (RCM) is a basic expectation when considering a new business partner. However, many 
organizations underestimate the complexity of medical practice revenue cycle challenges.  RCM begins at the moment of contact 
when a patient reaches out to the organization or is proactively contacted by the organization to schedule a visit with a physician. 

How well an organization manages its access services and customer relationships determines how effectively it can bill and 
collect revenue. And when it comes to payor contracting, are physician payments a priority? Often in larger health systems, high-
dollar services (e.g., inpatient admissions, surgeries, high-end diagnostic procedures) are prioritized over smaller dollar physician 
office visits.  If the physician’s partnership arrangement is based in part on collected revenues in this scenario, s/he may be 
disadvantaged if the partnership organization does not efficiently capture and collect fee-for-service physician charges.  

The COVID-19 pandemic has accelerated the recognition of value-based reimbursement to shore up and stabilize reimbursement 
dollars in medical practices. When taking a next step toward partnership, physicians should evaluate the position of the 
organization on the value-based payment continuum.  A partnership where physicians can be paid for increasing patient access, 
improving quality, and reducing costs is preferable to an organization that pays physicians solely based on volumes, which is 
wasteful and increasingly will not be reimbursed or accepted by patients, for whom a volume-based approach means not only 
more visits and procedures which they may question as well as greater out-of-pocket costs. 

Organizational Culture 
Assessing the culture of another medical group, a health system, or a health services company should be at the heart of any 
due diligence process. Does the organization share the same values as the physician?  Is there a partnership philosophy or is 
the physician a “hired hand”?  Is there adequate and effective physician leadership so physicians have an advocate at the senior 
decision-making level? Is there a culture of collaboration and engagement so organizational goals are aligned?  Although it is 
an important consideration, compensation should never be considered first when making a move. By joining another company, 
physician salaries can be supported and remain relatively stable, versus the uncertainty and risk in private practice.  Finally, how 
committed is the potential partner to physician well- being?  A 2019 survey by the American Academy of Family Physicians of 
5,000 physicians in multiple specialties showed that only 31% of their organizations prioritized physician well-being.27 How does 
the potential partner stack up when it comes to supporting a culture of health and well-being? 

Conclusion 
The healthcare environment has never been more challenging for physicians and their practices than during this pandemic. The 
economic uncertainty created by the COVID-19 crisis is unprecedented in modern times and threatens the viability of many 
independent medical practices. Physicians are questioning whether they can or should remain independent or take the plunge 
and partner with others. Whether a potential partner is another medical group, a clinically integrated network, an ACO, or the 
health system of a new, innovative, investor-backed health services company, physicians should carefully evaluate their next steps 
from more than a single financial angle. Indeed, by using a Multi-Dimensional Due Diligence (MD-DD™) framework, physicians can 
answer with confidence that critical question: “Should I Stay or Should I Let It Go?”
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RECOVERING AND THRIVING POST-
PANDEMIC - PART 1: HOSPITAL OF THE 
FUTURE

I
n the coming issues, we will discuss the 
broad and profound impacts the COVID-19 
pandemic has had on the whole healthcare 
industry. We begin with hospitals and hospital 

systems. We will share our views on necessary 
and meaningful changes to support financial 
and operational recovery across the continuum 
of care, as we transition out of crisis and into a 
meaningful period of “rebuilding, rethinking and 
redesigning.” 

We draw our insights based on experience 
during the pandemic and other periods of 
economic and operational chaos impacting all 
of healthcare. These include transition into and 
out of health maintenance organizations (HMOs) 
in the early 2000s, as well as the worldwide 
recession last decade. We can apply valuable lessons learned to aid in pandemic recovery and rebuilding. We intend our 
series to be insightful and thought-provoking and to prompt actions to help push recovery through innovation.

To understand where we are now, we need to remember the years preceding the pandemic. As a result of healthcare 
reform efforts codified in the Affordable Care Act (ACA), payers and constituents, such as the Centers for Medicare and 
Medicaid Services (CMS) pushed for a reduction in the dependence on hospitals as centers of care delivery. Repeated 
themes ranged from “right-sizing bed needs” to “reducing avoidable inpatient utilization,” and more. Many payers, including 
Medicare, were experimenting with alternative payment arrangements (APMs) to move the locus of care. These pressures 
were pushing leaders to think about financial and clinical operations in a different light – and respond through efforts 
including increasingly strict space planning/bed licensure, as well as value-based payment (VBP) arrangements through 
clinically integrated (CI) vehicles such as Accountable Care Organizations (ACOs).

As the pandemic began to surge, hospitals were pushed into the spotlight as a primary battleground in the COVID-19 
response. Hospital leaders found themselves amid radically different demands from stakeholders, such as overwhelming 
ambulance transports, capacity and treatment options, and decisions around non-COVID-19 care (e.g., elective surgeries.) 
Limited operational tools were available to immediately respond (for example, there are only so many places an intensive 
care unit (ICU) can expand to when the hospital’s capacity has already been “right-sized.” To complicate matters, 
information about transmission, progression, and treatment of COVID-19 was ever-changing and complex at the time.

The glaring impact to hospitals in our country (as well as worldwide) has been financial. With a reduction in elective surgery 
and a dependence on hospitals for expensive COVID-19 related care, the financial picture for most facilities was quickly 
painted with red ink. Even with pandemic-related aid, most hospitals are still struggling with cash flow issues resulting 
from increased costs including but not limited to staffing, sourcing and paying increased prices for personal protective 
equipment (PPE), telehealth implementation, decreased elective patient visits, procedures, and inpatient stays, and other 
unexpected/unbudgeted costs. Leaders will be dealing with both short and long-term impacts to budgets and should be 
focused on how to overcome these shortfalls expeditiously in post-pandemic fiscal periods.

An effective, comprehensive recovery plan for hospitals must cut across all operational areas. Starting with the 
organization’s current vision, strategy needs to be evaluated against post-pandemic realities. Key assumptions and inputs 
to organizational strategy may have changed, and should be accounted for, in addition to realities about payer mix, patient 
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demographics, competitor behavior, service 
areas, and more. We believe this thoughtful, 
effective recovery plan builds on a refreshed 
strategy.

A properly recast financial plan relies on 
strong financial planning and analysis (FP&A) 
professionals who can model multiple 
scenarios for volumes and services and 
account for remaining relief funding and/or 
repayments. Payer preferences and managed 
care contracting should also play a role in 
estimating the best/worst cases for revenues 
in post-pandemic periods – because payer 
mixes are shifting. Health plans also have 
changing priorities valuable to hospitals, (e.g., 
capturing members back into appropriate 
care coordination, such as post-acute 
discharge after surgery and obtaining delayed 
care for members with chronic conditions). 
These efforts will help hospitals regain lost 
ground in pay-for-performance programs.

Clinical teams should be developing strategies 
and tactics to meaningfully re-engage with 
patients who let preventive/chronic care 
lapse, especially through digital channels to 
“meet patients where they are.” According 
to Health Care Cost Institute (HCCI) claims 
data, screenings under preventive care 
dropped precipitously from 2019 to 2020, 
such as colonoscopies which fell by 27% 
and mammograms by 19%. For clinical 
operations, teams should be aligned on 
patient care, with an eye toward efficiency 
and standardization; reducing variability 
adds quality and financial strength to the 
hospital. Additionally, clinical leadership 
should be evaluating the ongoing balance 
between telehealth and in-person encounters, 
especially for hospital-based clinics, to 
enhance and promote patient-provider 
communication and interaction in the most 
high-quality, efficient, and cost-effective 
manner.

For organizational operations, increasing 
and ongoing issues with burnout, early 
retirement, and providers leaving healthcare 
altogether will hamper recruitment and 
retention of the workforce. These issues 
were exacerbated by the unexpected trauma 
of treating overwhelming waves of COVID 
patients, which have taken a toll on the 
mental health of the workforce. Even where 
there are willing and able staffers, hospitals 
will continue to struggle with completely 

vaccinating that workforce due to hesitancy 
and staff refusal. Regarding supply chain, we 
anticipate ongoing fluctuation in pricing and 
procurement sources. To work effectively 
within this reality, operational leaders will need 
to implement updated sourcing arrangements 
and increase storage requirements.

Business development and medical staff 
teams should spring back into action to 
rebuild any lost or stale referrer relationships. 
This is especially important when the 
market is dominated by Preferred Provider 
Organizations (PPOs) and when shifts from 
employer-sponsored commercial products 
to government payers/exchanges have 
occurred. Thinking broadly is important, 
as partnerships/affiliations might change 
to include new partners, such as Federally 
Qualified Health Centers (FQHCs) or other 
safety-net providers, to align with new access 
points.

It is important to remember that, while efforts 
may take many shapes and will take longer 
for some hospitals than others, recovery 
is possible. Through thoughtful strategic 
planning, coupled with forward-thinking 
finance leadership and comprehensive 
budgeting as well as innovative operational 
shifts, we can rebuild the healthcare system 
for the future. 

In a post-pandemic world, hospitals, 
providers, and staff will be increasingly 
engaging with technology such as artificial 
intelligence (AI), in-room clinical surveillance, 
and advanced analytics, while continuing 
to innovate in onsite care through leading-
edge programs (such as hospital-at-home 
and telehealth hospitalist programs). 
Comprehensive recovery from the impact of 
COVID-19 can enable these long-term visions 
to come to fruition.
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WHARTON AROUND THE GLOBE: 
SCALING NON-PROFITS

I
n a year of no travel and even limited Penn campus exploration, a group of HCM 
students joined together through Wharton Global Health Volunteers to expand outside 
the virtual classroom of our living rooms. We started a consulting engagement with 
Uganda Village Project in January 2021, at a critical juncture in the organization’s 

development and after a year of unexpected ups and downs.  
 
Uganda Village Project (UVP) is a grassroots non-profit organization working in the Iganga 
District since 2003. They promote public health and sustainable development in the rural 
communities of southeast Uganda, through improved access, education, and prevention. 

UVP has a unique model focused on bringing 
sustainable solutions to local communities in 
Iganga. UVP identifies communities that fall into 
the lowest quartile in sanitation and access to 
clean water. They then work in those villages for 
three years, building relationships, strengthening 
connections to existing infrastructure, and 
providing education that prioritizes prevention 
over treatment. This focus on prevention can 
ultimately help to stabilize a family’s income 
and, in turn, allow them to grow their wealth, 
invest in their children’s education, and be an 
even more productive part of their community. 
With a strong local presence on the ground, 
UVP serves as a trusted partner and provides 
reliable programming, with core program areas 
addressing HIV, malaria, water and sanitation, 
and reproductive health. Compared to other 
villages in Iganga, UVP has demonstrated a 13% 
increase in positive health behavior practices 
within villages they have worked. 

UVP’s structure includes a small local staff as well as a US-based Board of Directors. They are uniquely strategic relative 
to other non-profits, as demonstrated in their development of 3-year strategic plans. As UVP prepares to draft its next 
strategic plan this upcoming fall, they engaged the Wharton team to help inform the planning process. Our remit was to 
identify the most effective growth strategies and prioritize areas of investment for the next 3-5 years. 

Our team of HCM students, with varying backgrounds in healthcare and public health, worked with a core team at UVP 
throughout the semester to understand the inner workings of the organization and serve as a strategic partner in this 
planning process. We first developed an understanding of the industry-accepted lifecycle for non-profit organizations. 
While UVP has strong leadership and a strong local presence in Iganga communities, it still has the ability to grow 
significantly in revenue, operations, and brand awareness before it reaches the “mature stage” of a non-profit. 

 

Image Courtesy of Uganda Village Project Website
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In order to advance the organization to this 
next stage, we recommended several steps 
UVP could take in the near future. This 
included further development of monitoring 
and evaluation techniques, building out local 
board capacity, and creating promotional 
videos to promote brand awareness, among 
other tactics. Furthermore, for its size, UVP’s 
finances consist of a relatively large proportion 
of funding from income-generating activities, 
highlighting the sustainability and independence 
of the organization. This ultimately led us to 
recommend specific opportunities to both grow 
existing and generate new revenue streams, 
while still focusing on expanding grant funding 
to secure reliable support in the near-term. 

 

UVP’s income generation stems from an 
intern program, in which they recruit groups of 
international interns to work in Iganga for a fee 
every year. This contributes to both revenue and 
personnel resources, as interns are integrated 
into UVP staff. Yet, we recommended that UVP 
focus additional efforts on grant funding in order 
to diversify their revenue streams. With an initial 
focus on program-specific grants and funding 
sources of similarly sized non-profits, we are 
optimistic that UVP can grow its budget over 
the next few years to a point that would signal 
financial stability to donors. At that point, they will 
ideally be able to attract more prominent donors/
investors and leverage their branding to conduct 
more effective, structured fundraising campaigns. 
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WHARTON AROUND THE GLOBE: 
SCALING NON-PROFITS
Additionally, our team conducted a robust evaluation of various growth opportunities UVP could consider exploring, 
ranging from growing their core programs to expanding geographically within Africa. We ultimately focused on potential 
opportunities to grow ancillary services, given this could leverage UVP’s existing expertise and align strategically to their 
current mission, while still being feasible from a cost investment and resource bandwidth perspective. 

After evaluating a number of different opportunities, we recommended that UVP move forward with two key areas. First, 
we suggested they expand 
their intern program, building 
on their historical success. 
Increasing the size of their 
summer classes, running 
off-season internships, or 
even implementing US-based 
internships for students 
interested in non-profit 
management all represent 
potential opportunities to 
generate additional revenue. 
We also wanted to find a way 
to monetize UVP’s unique 
operational and managerial 
expertise. To capitalize on 
this, we recommended 
that UVP pursue e-learning 
as a revenue generation 
mechanism. UVP could 

develop educational content on topics ranging from effective communication in cross-cultural teams to program monitoring 
and evaluation to working in Uganda. They could then explore pathways to distribute these learnings, whether through 
online courses, in partnership with universities and other non-profits, or even through a podcast. This opportunity would 
not only leverage UVP’s existing knowledge to generate revenue but also help with promoting overall brand awareness, 
perhaps driving future donations as well. 

Overall, the UVP Board members were pleased with our research and recommendations. Working with this non-profit, 
particularly during the COVID-19 pandemic, a key learning was understanding their resource limitations. Operating within 
their budget to identify new opportunities for growth presented a challenge. We consistently kept this in the forefront of 
our minds to ensure our recommendations would be tactical and feasible. We are eager to see how UVP incorporates our 
findings into their strategic plan and works to implement our recommended programming over the next few years. 

After working closely with UVP this semester, we are inspired by their vision of a future in which all Ugandan communities 
will have the means to effectively create and implement their own health and development solutions. We are humbled and 
grateful for the opportunity to have worked with them and contributed toward furthering these goals. We encourage our 
Wharton healthcare community to follow UVP on social media and even consider donating to the cause. 

UVP’s Donation Page: https://ugandavillageproject.org/donate/

 
~  Kristina Mani, Wharton HCM Class of 2022

continued

https://ugandavillageproject.org/donate/
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GRATITUDE: THE HEALING BENEFITS 
OF GRATITUDE POST PANDEMIC - 
START NOW  

“At times, our own light goes out and is rekindled by a spark from another 
person. Each of us has cause to think with deep gratitude of those who 

have lighted the flame within us.” 
 ~ Albert Schweitzer

I
n the first article in this series on gratitude, we looked at the impact 
gratitude has on building resilience and well-being for physicians, 
nurses, and other clinicians bearing much of the brunt of the COVID-19 
pandemic. An extensive body of research documents the many mental 

and emotional health benefits of gratitude, including:

• Lower levels of depression and anxiety and reduced risk of substance abuse disorders  

• Mitigation or serving as a protective factor against Post-Traumatic Stress Disorder (PTSD)

• Greater appreciation of life, fueling Post-Traumatic Growth (PTG)

We are well aware of the personal and professional toll the pandemic is having on caregivers’ mental and emotional well-
being. Additionally, there’s a heightened awareness of clinicians dealing with survivor’s and/or sideline guilt.

In the March 2020 JAMA Open Network article, the authors recommended special interventions be implemented 
immediately. Other resources indicate not enough is being done for various reasons, not the least of which was the state 
of overwhelm, burnout, and moral injury that existed in physicians, nurses, and other clinicians before the COVID-19 
outbreak. Many healthcare institutions were already lacking systemic policies and programs to support mental and 
emotional needs adequately. 

GRATITUDE AND GUILT 
Fortunately, resources reveal gratitude can mitigate the impact of both types. 

• Survivor’s Guilt - a strong and persistent feeling of remorse, personal responsibility, and sadness, having survived 
when others have died. This study found gratitude can partly mediate the relation between survivor’s guilt and both 
PTSD and PTG. 

• Sideline Guilt (or non-contributor guilt) - relates to clinicians feeling they are not doing enough on the front line of care 
delivery. The July 2020 JAMA Perspective publication recommends “supporting healthcare colleagues who are at the 
front line with acts of gratitude, generosity, and kindness.”

A CALLING FOR RADICAL GRATITUDE 
We view these wide-ranging studies as an opportunity to practice “radical gratitude.” Radical gratitude recognizes 
vulnerability and the need to be mindful and fully present when practicing (1) reflective, (2) expressive, and (3) responsive 
gratitude. Radical gratitude is non-judgmental and opens the door to greater inclusion and an awareness of other positive 
emotions often overlooked or defined as weak or self-absorbed. Radical gratitude is a strength that will maximize clinicians’ 
abilities to achieve the highest level of optimum health and well-being.

Practicing radical gratitude is universal and all-inclusive. It goes beyond the people you know and the environments you 
inhabit. Radical gratitude is an openness to appreciating humanity beyond social-economic status and opposing beliefs. 
It’s at the core of social justice, prosocial behaviors, and organizational citizenship behaviors.

https://www.whartonhealthcare.org/gratitude_resilience_and_healing_for_clinicians_during_a_covid_19_pandemic
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2763229
https://www.frontiersin.org/articles/10.3389/fpsyg.2018.02131/full
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2768889
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RADICAL GRATITUDE AND GROWTH

Consider these approaches to begin to ease and reverse the pandemic’s negative impacts and 
enhance overall health and well-being. 

Radical Gratitude - starts with you. Fully embrace gratitude as a resource for yourself. This is 
not merely saying thank you or solely an attitude of gratitude. It’s the cultivation of a systemic 
practice of gratitude by which your brain’s neural pathways change, are strengthened and 
reorganized to achieve these healing benefits.

Radical Gratitude – Genuinely, make it a part of your leadership brand. Check-in, one-on-
one with each of your colleagues, direct reports, etc. Create a safe environment for this check-
in, actively listen so they feel heard and ensure you have fully connected with each person. 
This allows you to genuinely express gratitude for their role, recent actions, and behaviors that 
are worthy of your attention and recognition. Specifically state how you’ve benefited and how 
they contribute to the clinical team, patients, and the institution.

Radical Gratitude - Give up the term soft skill and define gratitude as a hard skill. Positive 
psychology defines gratitude as a strength. When viewed as a strength, clinicians become 
more trusted, respected, resilient, and hopeful. 

Radical Gratitude - helps create a psychologically safe work environment. Amy Edmonson, 
PhD, author of The Fearless Organization, defines psychological safety as “a shared belief held 
by members of a team that one will not be punished or humiliated for speaking up with ideas, 
questions, concerns, or mistakes.” 

A 2020 editorial in the Surgical Practice Journal posits gratitude to counteract the threat 
associated with speaking up about a potential error. 

What does gratitude have to do with psychological safety, you ask? Based on a slight variation 
of her questions designed to boost psychological safety, consider:

• How can you practice expressing gratitude when someone is vulnerable and asks for help 
because of the impact the pandemic has on their mental well-being?

• How can you practice expressing gratitude when someone on your team speaks up 
about difficult issues relative to overall health and well-being?

• How can you practice expressing gratitude when your team identifies their diverse needs 
for dealing with the pandemic?

• How can you practice expressing gratitude when someone raises concerns about what 
the team needs to do to be mentally fit and committed to the institution?

Finally, there is an opportunity to consider insights between gratitude and Post-Traumatic 
Growth (PTG). PTG is a concept developed by psychologists Richard Tedeschi, PhD, and 
Lawrence Calhoun, PhD. Unlike being resilient, which is the ability to bounce back from 
stressful events, PTG refers to a transformation following trauma. This transformation leads to 
someone “developing a new understanding of themselves, the world they live in, how to relate 
to other people, the kind of future they might have, and a better understanding of how to live 
life.” ~ Richard G Tedeschi
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continued

GRATITUDE: THE HEALING BENEFITS OF 
GRATITUDE POST PANDEMIC - START 
NOW

PTG is not to deny the negative events that have occurred or the potential need for professional counseling. Based on their 
work, there are several domains of outcomes assessed in PTG:

• Appreciation of Life – being grateful for what you already have, including the small things; 

• Personal Strength – appreciating you are stronger than you thought you were and better equipped for further 
challenges;

• New Opportunities – recognizing new interests and possible career paths;

• Relating with Others – recognizing your willingness to ask for help and helping others; a true sense of gratitude for 
your relationships;

• Spiritual Change – recognizing the purpose and meaning of your life.

Consider these questions to advance your gratitude practice:

• What’s one individual gratitude practice that will support your well-being?

• What must you do to ensure this is sustained two months from now?

• What’s one gratitude practice that will support your organization’s well-being?

• What must you do to ensure this is sustained two months from now?

Worldwide, people entered the pandemic at different levels of resilience, with varying abilities to cope and manage the 
associated stress. Some wonder how it’s possible to think about gratitude with the impact of the pandemic on family 
dynamics, financial decisions, and personal and professional sacrifices. Practicing radical gratitude is not always easy to 
do, especially when there’s pain and suffering. And yet, it can help process difficult experiences. Practicing gratitude is not 
to deny the negative event but promote the healing of troubled memories that arise from negative experiences.

 
Contact Linda at: lburton@drwcoaching.com or 410.707.3118 
 
To help sustain your gratitude practice, email Linda for a free copy of Gratitude Heals -Supporting Healthcare During the 
COVID-19 Pandemic. 

If you are overwhelmed by stress and difficult challenges, seek help from a health professional. If you are in crisis, an 
additional resource may be the toll-free, 24-hour National Suicide Prevention Lifeline at 1-800-273-TALK (1-800-273-
8255).

If you or someone in your family is facing mental and/or substance use disorders, seek help from a health professional. 
An additional resource may be the toll-free, 24-hour Substance, and Mental Health Services Administration at 1-800-662-
HELP (1-800-662-4357).

 
 
 

mailto:lburton%40drwcoaching.com?subject=


Featured 


