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AbstrAct
As health care budgets tighten and professional 
resources become more limited, critical access 
hospitals (CAHs) may need to consider collaboration 
as an option to maintain local viability, allowing 
CAHs to continue providing access to care and quality 
services for their rural residents. Collaborative 
health care models are becoming commonplace in 
today’s health care vocabulary, and already several 
Midwest CAHs in six states are participating in 
these types of models. This paper will describe 
the experiences of these CAHs through survey 
findings and highlight effective approaches taken 
to achieve successful rural collaboration. The paper 
will also identify issues that precipitate discussions 
about collaborative partnerships and explain what 
may or may not change as collaborations become 
more formalized. In addition, implementation of 
the Patient Protection and Affordable Care Act is 
accelerating discussions about collaboration among 
providers in an effort to move to a quality, outcome-
based care system as opposed to a volume-driven 
payment system. CAHs will need to determine 
which collaborative initiatives are the best match 
for their organizations and recognize that important 
unique challenges exist in addressing the long-term 
sustainability of rural providers.  

IntroductIon
Critical access hospitals (CAHs) face significant 
challenges on several fronts including threats to 
funding and reimbursement, competition from other 
providers, shrinking numbers of clients in their rural 
service areas, and legislative changes that add to 
the cost of operations. Collaboration is not a new 
concept to rural health care organizations. However, 
collaboration is becoming more of a necessity due to 
strained budgets, impeding health care regulations 
that emphasize quality rather than quantity of 
services, and the needs of rural residents for access to 
specialty staff and equipment in an age of advanced 
technology.

In the past two decades, researchers, politicians, 
and health care professionals have begun to view a 
patient’s needs with a holistic or “systems” approach. 
Even a decade before the Patient Protection and 
Affordable Care Act (PPACA) was upheld by the 
Supreme Court1,  the Institute of Medicine identified 

“multiple layers of the health care system” in its 
report, Crossing the Quality Chasm, a New Health Care 
System for the Twenty-First Century.2  The patient’s 
experience should involve:
 » The functioning microsystem;
 » The functioning of the organizations that house 

or otherwise support the microsystem; and
 » The environment that shapes the behavior, 

interests, and opportunities of the organizations.
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Creating an experience and environment that 
is patient- and collaboration-centric is important. 
Whether health care is provided in a rural or urban 
setting, understanding the comprehensive needs of 
patients will result in more effective and efficient care.  
Perhaps one of the biggest obstacles is the current, 
although changing, fee-for-service system that 
pays providers to deliver more, rather than better, 
services or more-effective health care.  Until recently, 
health care payers, including private insurers and 
Medicare, have been slow to change their payment 
models to reward outcomes rather than volume of 
care. As health care reform deadlines for changes in 
reimbursement structures approach, many payers 
have begun to recognize the need to transform 
and incentivize actions to move to outcome-based 
systems of care.  While the changes may cause 
providers to lose revenue by doing the right thing 
for patients, CAHs, like other providers, remain 
committed to quality-of-care outcomes, financial 
stability, and population health management in 
order to stay viable for their communities.3   

Fortunately, many CAHs already represent 
small-scale integrated systems because they 
provide emergency and acute care services; offer 
rehabilitation services; most often employ the 
physicians; and provide or have relationships with 
local long-term care, home health, and hospice 
services. Across the nation, CAHs and their affiliated 
organizations have found solutions to fund capital 

improvements, obtain access to qualified staff, and 
begun to manage the population health of their 
service areas. As the U.S. transforms its health 
care delivery system, CAHs and other rural health 
organizations anticipate even greater demands and 
recognize the need to understand and learn how 
collaboration can enhance current and future service 
delivery as an option for long-term sustainability 
and viability.  

ImpAct of HeAltH cAre reform on 
collAborAtIve InItIAtIves 
Although CAHs and other rural health organizations 
expect to face major challenges under reform, their 
focus continues to be on patient outcomes, improving 
quality of care, and operating efficiently.  The recently 
upheld Affordable Care Act creates uncertainty for 
CAHs and other rural hospitals that must determine 
how they fit into health care reform. Options 
may include strategic collaborative partnerships, 
affiliations, and/or forming or integrating into an 
Accountable Care Organization (ACO) under the 
Shared Savings Program for Medicare introduced 
by the Affordable Care Act.4  

There is no single definition of an ACO, and it 
may take several forms. One simple definition of 
an ACO is a network of physicians and hospitals 
that shares responsibility for providing care to 

•	 Funding	of	PPACA	Mandates
•	 Insurance	Coverage	Expansion
•	 Reimbursement	Changes
•	 Electronic	Health	Records
•	 Transparency	Requirements
•	 Workforce	Shortages
•	 Tax-Exempt	Status
•	 Delivery	System	Changes
•	 Readmission	Regulations

•	 Shorter-Term	Strategic	Planning
•	 Core	Service	Evaluation	
•	 New	Rural	Delivery	Models
•	 Operational	Performance	Improvement
•	 Systematic	Quality	Enhancement	
•	 Physician	Alignment/Fee	Structure
•	 Technology	Adoption	and	Training
•	 Population	Health	Management	

Evaluation	and	Implementation

responses

CHALLENgES FOR HEALtH CARE 
PROvIDERS

http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/index.html
http://www.kaiserhealthnews.org/Stories/2011/January/13/ACO-accountable-care-organization-FAQ.aspx
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patients and agrees to manage all of the health 
care needs of a minimum of 5,000 Medicare fee-
for-service beneficiaries for at least three years.5  

The sheer minimum number of Medicare patients 
required for an ACO, plus the revenue and reporting 
requirements, may prevent CAHs and rural health 
organizations from becoming an ACO by themselves. 
Medicare offers several ACO programs including: 

 » Medicare Shared Savings Program 
 » Advance Payment Initiative
 » Pioneer ACO Model

Evaluating collaborative options will be important 
and may substantially change the rural health care 
delivery and CAH model. The future delivery system 
under reform will leave behind process, activities, 
and volume as drivers and move to performance-
based services, outcomes, and value of care. It will 
become necessary for hospitals and clinics to have 
missions that focus on core services and emphasize 
physician alignments, quality outcomes, cost 
reductions, financial positions, and information 
technology (It) platforms, ultimately guiding their 
partnership needs.6

IdentIfyIng collAborAtIve needs In 
mIdWest crItIcAl Access HospItAls
to support the efforts of Illinois CAHs to provide high-
quality care, improve efficiency, manage population 
health, and evaluate their collaborative platforms, 

the Illinois Critical Access Hospital Network (ICAHN) 
asked the Center for governmental Studies (CgS) 
staff at Northern Illinois University to prepare three 
white papers about evolving rural health care issues 
as identified and prioritized by the CAHs.  

In April 2012, the first paper produced by ICAHN, 
“Illinois Critical Access Hospitals: Enhancing Quality 
of Care in Illinois,” argued that CAHs are essential 
to the delivery of rural health care and play an 
important role as a safety net for rural patients 
because they provide high-quality health care within 
a challenging environment. In fact, the research 
showed that CAHs rank high on several national 
patient outcome measures, patient satisfaction 
indicators, and provide a high-value, affordable 
option for rural patients.7 

Closely following the April 2012 ICAHN study 
about quality of care in Illinois, ivantage Health 
Analytics, a provider of health care business 
intelligence with specific expertise in rural health, 
updated its study of the performance of rural health 
care indicators for all rural hospitals in the U.S. as of 
June 2012.8  The performance indicators suggested 
that rural hospitals demonstrated high quality, high 
patient satisfaction, and operational efficiency for 
the types of care most relevant to rural communities. 
The report emphasized that  “value in health care 
is created by doing a few things well, not by trying 
to do everything,” and that new  delivery models 
will have to take into account the rural setting and 
include its impact on patient-centered care.

ivantage initiatives such as the Hospital 

PREvIOuS	MODEl

ACTIvITIES

vOluME

PERFORMANCE

OuTCOMES

vAluE

NEW	MODEl

PROCESS

http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/index.html?redirect=/sharedsavingsprogram/
http://innovation.cms.gov/initiatives/Advance-Payment-ACO-Model/
http://innovation.cms.gov/Files/fact-sheet/Pioneer-ACO-General-Fact-Sheet.pdf
http://www.icahn.org/
http://www.niucgs.org/
http://www.niu.edu/index.shtml
http://www.cgsniu.org/portfolio/pdf/icahn-04.10.2012-interactive.pdf
http://www.cgsniu.org/portfolio/pdf/icahn-04.10.2012-interactive.pdf
http://www.ivantagehealth.com/tracking-study-rural-healthcare-reveals-high-value-for-americans/
http://www.hospitalstrengthindex.com/about-the-index/
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Strength Index,™  can provide a comprehensive 
rating system to compare U.S. general acute-care 
hospitals across a continuum of financial, value-
based, and market-driven performance indicators. 
Ratings are based on publicly available data sources, 
including Medicare cost reports, Medicare claims 
data, and Hospital Compare quality reporting data. 
The Hospital Strength Index,™ as well as other 
initiatives measuring value, will be the impetus for 
payment decisions based upon value scores. In the 
new era of health care, maintaining a high level of 
care while stabilizing revenues means collaboration 
is fundamental to the ability of CAHs to increase 
their core services.

In the 2012 ICAHN study, Illinois CAH 
executives identified rural delivery models and other 
collaborative efforts as the second-priority issue and 
are therefore the topics of this paper. Collaborative 
initiatives were a natural extension of the first issue 
paper on quality of care, which emphasized that 
value in health care ultimately means achieving 
quality outcomes at a lower cost for the same level 

of care or value=Quality/Cost.9  Collaborative 
relationships can lead to improvement in quality, 
including clinical outcomes, safety indicators, and 
patient-reported satisfaction.

to better understand collaborative initiatives 
in CAHs throughout Illinois and other Midwestern 
states, ICAHN contracted with CgS to document 
how these efforts contributed to the overall health 
of populations served.  CgS surveyed executives 
of CAHs in six Midwestern states regarding 
innovative approaches to collaborating with other 
health care providers. This paper presents the scope, 
methodology, and findings of the Midwest CAH 
survey.  It also documents effective practices and 
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fIgure 1. u.s. census regIons mAp

“ value in health care is created 
by doing a few things well, not 
by trying to do everything.” 

-ivantage Health Analytics, June 2012 

http://www.hospitalstrengthindex.com/about-the-index/
http://www.medicare.gov/HospitalCompare/%28X%281%29S%28lxh3myilenhzvy1safkeuird%29%29/About/HOSInfo/Hospital-Info.aspx?AspxAutoDetectCookieSupport=1
http://www.mayoclinic.org/healthpolicycenter/pdfs/viewpoint4.pdf
http://www.census.gov/population/metro/
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components of successful collaborations based on 
interviews with hospital chief executive officers 
(CEOs) and partner organizations. Critical access 
hospital staff and network leaders already understand 
that collaboration is necessary, so this paper can 
guide CAH executives and staff in transitioning from 
initial conversations such as “what collaboration 
options are available to rural hospitals?” to engaging 
in collaborative initiatives and asking “how can our 
hospital collaborate successfully?”

survey scope And metHodology
The Midwest Region is the central hub of the United 
States and includes the third largest city in the U.S., 
Chicago, with more than 2.7 million people and 9.5 
million in the Metropolitan  Statistical Area (MSA).10  
The region also has many rural areas with an aging 
population, median household incomes below those 
of metro areas, and relatively high unemployment. 
In addition, the region is characterized by unique 
health care demands, service delivery approaches, 

and residents’ ability to pay, that all are challenging 
to CAHs already experiencing financial pressures.11  

The Midwest, therefore, with its geographic and  

U.S. Census Midwest Region
Illinois, Indiana, Iowa, Kansas, Michigan, 
Minnesota, Missouri, Nebraska, North Dakota, 
Ohio, South Dakota, Wisconsin.

economic diversity and large number of CAHs, is 
a suitable study region. The U.S. Census placed 12 
states in the Midwest Region and further subdivided 
the states into West North Central and East North 
Central (Figure 1). CAH associations and networks 
in all 12 states were contacted, and those in 6 
states (Illinois, Indiana, Minnesota, Ohio, South 
Dakota, and Wisconsin) agreed to gather data about 
collaborative projects underway.
    Within the six states participating in the 
collaboration survey, 295 CAHb  executives were 
invited to complete an online survey in July 2012. 
A total of 86 hospital executives (29.2 percent) 
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http://www.census.gov/geo/www/us_regdiv.pdf
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responded, and their geographic locations are 
shown in Figure 2 with the respondents and 
hospital locations listed in Appendix A. The survey 
collected data about CAHs currently involved in 
formal collaborations as well as those expecting 
to collaborate in the next 12 months. In addition, 
survey responses from those who answered  “no” 
to participating in, or planning to participate in, a 
formal collaboration provides important insight as to 
reasons for reluctance and helps identify strategies 
to increase success in future collaborative efforts.

The survey, included in Appendix B, asked those 
involved in formal collaborations for information 
about the following topics:
 » Organizational structure
 » Factors underlying decisions to collaborate
 » Methods of selecting partners
 » Management of collaboration
 » Associated costs and return on investment
 » Challenges of collaboration 
 » Satisfaction with results and outcomes
 » Measuring outcomes and “success” for all parties
 » Impacts of collaborations on outcomes

 » Innovative approaches/effective practices used 
by responding CAHs.
Defining formal collaboration in the survey was 

important in order to prevent misinterpretations by 
respondents (Figure 3). While collaboration occurs 
at many levels, the survey focused mainly on formal 
collaborative structures and/or models that could 
be replicated by other CAHs.

profIle of sIx-stAte study AreA
The 86 critical access hospital respondents were tested 
to determine whether they were representative of all 
295 CAHs in the six-state study area based on annual 
patient revenues. Data for participating hospitals’ 
patient revenues were obtained from the American 
Hospital Directory and sorted into three revenue 
categories: under $25 million, $25 to $50 million, 
and over $50 million. A t-testc   was used to compare 
differences between the average revenue of survey 
respondents and average revenues of all CAHs in 
the six-state study area. The average total patient 
revenue of respondents was below the average for 

tAble 1. demogrApHIc dAtA for sIx-stAte study AreA

Location
MHI 

(2010 $)

Population

2000 Pop 2010 Pop Growth
65 Years & 
Older (#)

65 Years & 
Older (%)

United States $51,914 281,421,906 308,745,538 9.7% 40,267,984 13.0%

6-State Study Area 51,000 6,815,153 7,109,338 5.5 941,559 13.4

12-State Midwest Region 49,593 5,374,286 5,581,321 3.9 752,237 13.5

Illinois 55,735 12,419,293 12,830,632 3.3 1,609,213 12.5

Sources: 2000, 2010 Decennial Census, ACS 5-Year Estimates, Bureau of Labor Statistics, Local Area Unemployment Statistics, June 2012.

Formal collaboration: two or more organizations working together to address a common objective 
with immediate or long-term impact.

Three components required for formal collaboration:
1.  Long-term agreements between participants with a commitment of two or more years;
2.  Established procedure(s) for managing partnership with written documentation  

               identifying partners and responsibilities or at least a memorandum of understanding among  
            partners; and

3.  Organizational policies, expected outcomes, and partner roles agreed to by all participants.

b  CAH counts based on the Centers for Medicare and Medicaid state CAH counts as of June 2012.

fIgure 3. defInItIon of formAl collAborAtIon from survey InstructIons

http://www.ahd.com/
http://www.ahd.com/
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all CAHs in the area; therefore, the survey results 
may be more representative of smaller critical access 
hospitals in the study area. Similarly, the sub-sample 
of those respondents indicating formal collaborative 
efforts may over-represent smaller hospitals with 
less total patient revenue than all CAHs in the study 
area. These lower- revenue-producing hospitals may 
seek partners for collaboration in order to maintain 
or increase services because of limited resources.

demogrApHIc compArIsons And 
trend ImplIcAtIons
The states within the six-state study area are 
demographically comparable in several ways, some 
with implications for CAHs and their collaborative 
initiatives. The average median household income 
(MHI) of the study area is above both the 12-state 
Midwest Region and the state of Illinois but slightly 
below the national MHI average (table 1). While all 
six states had population increases between 2000 and 
2010, the study area as a whole grew by 5.5 percent, 
which is above the Midwest Region growth rate of 
3.9 percent but only about half of the national rate of 
9.7 percent. The study area and the Midwest Region 
had nearly the same percentage of population aged 
65 years and older, 13.4 and 13.5 percent respectively, 
and had a slightly higher percentage than the nation 
at 13.0 percent.  

Population demographics including a growing 
elderly population and a shrinking youth population, 
not only affect payer mix for hospitals but also have 
an impact on collaborative efforts. These trends are 
especially important for collaborations focusing on 
providing health care services that allow rural seniors 
to remain in their communities, enhance funding 
of telemedicine and other health care information 
technology, strengthen long-term care services, and 
address rural health care worker shortages.

According to the National Rural Health 
Association (NRHA), only about 10.0 percent of 
physicians practice in rural America despite the fact 
that nearly one-fourth of the population lives in 
these areas, leaving many rural residents in Health 

Professional Shortage Areas (HPSAs).d  The Health 
Resources and Services Administration (HRSA) 
released the following statistics regarding HPSAs 
on December 27, 2012 12 :
 » 5,848 Primary Care HPSAs with 56.8 million 

residents. It would take 15,928 practitioners 
to meet their need for primary care providers 
(a population-to-practitioner ratio of 2,000:1);

 » 4,585 Dental HPSAs with 45 million residents. It 
would take 9,060 practitioners to meet their need 
for dental providers (a population-to-practitioner 
ratio of 3,000:1); and

 » 3,802 Mental Health HPSAs with 90.6 million 
residents. It would take 6,058 practitioners to 
meet their need for mental health providers (a 
population-to-practitioner ratio of 10,000:1).

These statistics document that many rural 
areas in the U.S. have a major need for practicing 
physicians, dentists, registered nurses, and other 
health care professionals. In March 2010, Matt 
Hunsaker, Director of the Illinois Rural Medical 
Education (RMED) Program, presented “Rural 
Physician Workforce 2010: Charting a Course to 
Reverse a Crisis Decade of Rural Physician Shortages” 
to the Illinois Physician Workforce Summit.13  In 
summary, Hunsaker emphasized that the trend 
of physician and other health care professional 
shortages will continue because the average age 
of physicians providing active patient care in rural 
Illinois was 56 years old in 2010.

Service delivery, workforce shortages, and 
employee recruitment and retention may become 
even more prominent issues as a large number of 
baby boomerse  soon reach retirement age. The baby-
boom generation, estimated by the 2010 U.S. Census 
to be at over 71 million people, nearly 10 million 
(14.0 percent) of which reside in the six-state study 
area, represents a unique demographic challenge for 
rural health care. According to an American Hospital 
Association (AHA) report, “When I’m 64, How Boomers 
Will Change Health Care,” the baby boomers represent 
a significant portion of the U.S. population, and as 
they age, the percentage of Americans 65 years and 
older, those who utilize the majority of health care 

c  The t-test shows the difference between two group averages in terms of standard deviations, weighted by the size of each group.

http://www.ruralhealthweb.org/go/left/about-rural-health
http://rockford.medicine.uic.edu/Departments___Programs/programs/md_program/rural_medical_education_program/
http://aging.senate.gov/crs/pension36.pdf
http://www.aha.org/
www.aha.org/content/00-10/070508-boomerreport.pdf
www.aha.org/content/00-10/070508-boomerreport.pdf
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resources, will increase. When the last of the baby-
boom generation reaches retirement age, almost 20.0 
percent of the U.S. population will be 65 years and 
older compared to less than 13.0 percent today.  By 
2030, there will be more than 70 million Americans 
in this age group.14  Thus, baby boomers pose the 
dual threat of:
1. Workforce shortages as a larger number of 

retirements occur over the next decade and
2. Rising health care costs because of deteriorating 

health status.

In addition, the report suggests that more than 37 
million baby boomers, 6 of 10, will manage more than 
one chronic condition by 2030.  Also by this date:
 » Fourteen million, or 1 in 4, baby boomers will 

have diabetes;
 » Almost half of the baby boomers will live with 

arthritis; and 
 » Over 21 million baby boomers, more than 1 in 3, 

will be considered obese.

The conclusions of the report suggest that 
baby boomers are more fragile, will have more 
cardiovascular disease, more instances of cancer, 
and declining cognitive functions. This demographic 
will represent a population largely dependent on 
Medicare that will continue to increase in size. 
According to the U.S. Census, since January 1, 2011, 
every single day more than 10,000 baby boomers 
reach the age of 65.  That will continue every 
single day for the next 19 years.15  CAHs that are 
preparing now for these shifts through research and 
collaboration will be better positioned to manage 
the changes in demand and delivery of services, as 
well as staffing issues, in the future.

unInsured And underInsured
As of October 2012, the six-state study area had 
a slightly higher unemployment rate than the 
Midwest Region, 6.8 and 6.2 percent respectively, 
but a lower unemployment rate than the national 

average (8.2 percent). The only state in the study area 
that exceeded the nation’s unemployment rate was 
Illinois with 8.7 percent. The unemployment rate 
has implications for CAHs because of uninsured 
and underinsured populations, as well as possible 
Medicaid recipients.

Lack of insurance affects not only the uninsured 
individuals but health care providers as well because 
uninsured populations may have higher rates of 
unmet medical needs caused by postponement of 
necessary medical treatment. The uninsured are more 
likely to use emergency rooms as a regular source of 
care either because they lack funds to pay for primary 
care services or because they have an advanced 
health problem. In 2010, non-metro areas in both 
the six-state study area and the Midwest Region had 
higher percentages of uninsured populations aged 
65 years and under than in the study area and the 
entire region (14.3 and 14.7 percent respectively).  
Each state in the six-state study area also had a higher 
percentage of uninsured in non-metro areas than 
the entire state, except Illinois which had a slightly 
lower percentage (table 2). Overall, the six states 
had approximately 1 in 7 individuals at 65 years or 
under without health insurance.

Although mandatory insurance coverage as 
proposed in the Affordable Care Act may address 
the problem of high numbers of uninsured, it may 
contribute to an equally important issue and one 
of special concern to CAHs, namely an increase 
in number of persons who are underinsured.  
Definitions of “underinsured” vary. typically an 
underinsured person is one with some form of  
health insurance but who still pays high out-of-
pocket fees when seeking medical care such as 10.0 
percent or more of his or her post-tax income or 5.0 
percent or more for individuals with incomes below 
200.0 percent of the federal poverty level.16   

Between 2003 and 2010, the number of 
underinsured Americans increased 80.0 percent from 
16 million to 29 million17, as noted in a study by The 
Commonwealth Fund, “Affordable Care Act Reforms 
Could Reduce the Number of Underinsured U.S. Adults 

d  Health Professional Shortage Areas are designated as having shortages of primary medical care, dental, or mental health providers and may 
be geographic (a county/service area), demographic (low-income population), or institutional (comprehensive health center, federally qualified 
health center, or other public facility).
e A baby boomer is a person born during the demographic post-World War II period between 1946 and 1964, according to the U.S. Census Bureau.

http://www.census.gov/prod/2010pubs/p25-1138.pdf
http://health.usnews.com/health-news/family-health/articles/2008/06/10/25-million-americans-are-underinsured
http://www.commonwealthfund.org/Publications/In-the-Literature/2011/Sep/Reduce-Uninsured.aspx
http://www.commonwealthfund.org/Publications/In-the-Literature/2011/Sep/Reduce-Uninsured.aspx
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by 70 Percent.” The underinsured group could include 
the previously uninsured affected by chronic or other 
serious health issues caused by lapses in care as well as 
previously insured individuals who opt for the lowest 
cost plans that usually have high out-of-pocket fees. 

The Commonwealth Fund report showed that 
“rates of forgone care” (e.g., not filling a prescription 
or not following up on recommended tests) were twice 
as high among the underinsured and three times as 
high among the uninsured as those rates reported 
by adults with more adequate insurance. In either 
situation, the growing uninsured population pressures 
rural hospitals to collect for services. This situation 
is especially worrisome for CAHs already concerned 
about the reduced and delayed reimbursement practices 
associated with an increase in Medicaid patients because 
of expanded coverage as well as a possible decrease in 
Medicare reimbursement. Collaborative initiatives 
focused on population health management may help 
reduce the costs associated with the underinsured.

mIdWest sIx-stAte study AreA 
survey results 
Cross-tabulationsf   and  Chi-Squareg   tests were 
conducted to analyze and validate the ICAHN 
collaboration survey responses and to examine the 
effects that factors such as CAH not-for-profit status, 
size (in terms of gross revenues), and ownership may 
have on responses to  questions such as the subject areas 

of collaborative efforts. The survey results show that 
CAHs use similar approaches and face similar challenges 
in achieving successful collaborative outcomes. The 
next section describes the overall findings and presents 
several especially interesting results.

survey fIndIngs
 » A collaborative partnership must include benefits/

outcomes that align with the CAH mission and 
in particular is patient-focused and outcome-
driven. The most important collaborative benefits 
are patient satisfaction, access to qualified staff, 
quality-of-care outcomes, and alignment with an 
existing CAH’s strategic plan.

 » Perceived quality of care in rural areas is an 
underlying issue for CAHs when deciding whether 
collaboration is necessary. Attracting rural 
patients and providing access to qualified staff 
with necessary expertise are the major factors in 
driving decisions to collaborate.

 » Expanding access to quality staff in order to 
effectively serve patients is the main reason for 
collaborating according to survey respondents. two 
key criteria that CAHs used to select collaborations 
were staff expertise that one organization needed 
but did not have and proximity to the partner 
organization.

 » Open dialogue is necessary to assure partner 
organizations that they will retain control of their 
operations. The primary obstacle to overcome for 
any collaborative arrangement is lack of trust.

tAble 2. non-metro unInsured persons (under Age 65) In 2010
Uninsured Persons (Under Age 65)

Location Number (#) Percent (%)

United States 46,556,803 17.7%

     Non-Metro Counties 7,342,636 18.3

6-State Study Area 5,112,320 14.2

     Non-Metro Counties 1,013,518 14.3

12-State Midwest Region 7,991,948 14.1

     Non-Metro Counties 1,863,201 14.7

Illinois 1,717,178 15.6

     Non-Metro Counties 180,898 13.6

Sources:  U.S. Census Bureau, Small Area Health Insurance Estimates (SAHIE), 2010.

http://www.commonwealthfund.org/Publications/In-the-Literature/2011/Sep/Reduce-Uninsured.aspx
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 » Small hospitals use collaborative strategies as 
frequently as large hospitals.  Lower patient 
revenue is not an obstacle for managing 
collaboration. 

 » Issues of autonomy and long-term viability are 
challenges to rural collaboration. Identifying 
effective practices that address these issues is 
important.

 » Hospitals in the study area that are actively 
involved in formal collaborations strongly agree 
their efforts have improved service delivery. 
 

Factors leading to collaboration in a 
primary subject area. Respondents rated which 
factors affected their decision to participate in a 
specific subject area of collaboration such as mental 
health or acute care. The two key factors in selecting a 
primary area of collaboration were the availability of 
staff in the subject area and needs of the population 
served by the organization.  Respondents also rated 
the reasons behind participation in their primary 
area of collaboration. Perceived quality of care in 
rural areas was the most frequently cited reason 
(77.3 percent), followed by addressing shortages 
in health care professionals (75.5 percent), staying 
competitive in attracting rural health care patients 
(55.5 percent), and addressing primary care 
physician shortages (53.3 percent). Interestingly, 
collaborating to fulfill PPACA requirements was 
selected as important/very important by only 15 
CAHs, suggesting that collaboration is more about 
quality, access, coordination, and financial stability.  
 
Ownership characteristics. Respondents were 
asked whether their hospitals were owned publicly, 
independently, corporately, or through another 
ownership form.  No significant variations were 
found between hospitals that currently collaborate 
and all hospitals surveyed, which suggests that no 
specific ownership type makes a hospital more likely 
to engage in collaboration Thirteen respondents 
indicated their hospitals were county-owned, and 
more than half of them were involved in formal 

collaboration. Compliance with regulations was 
reported as a significant challenge. 

Respondents from county-owned CAHs who 
reported no collaborative projects underway 
cited concerns related to long-term viability 
and organizational structure issues, such as tax-
exempt status, as reasons for not engaging in 
collaboration. Subsequent CEO interviews indicated 
that ownership, whether public or corporate, can 
affect the collaborative focus and structure because 
the collaboration is often chosen by decision 
makers external to the CAH. While some of the 
concerns are beyond the control of the organization, 
understanding how ownership affects collaboration 
and how concerns can be overcome is important. 
 
Focus of primary collaboration. Executives 
in hospitals involved in formal collaborations 
were asked about the primary focus of the 
collaboration. Similarly, executives at hospitals 
not engaged in collaborations were asked about 
areas where collaboration could be most useful. 
The survey findings show the primary objectives 
of collaborations involved acute care, primary care, 
collaborative patient care, and mental and behavioral 
health. Similarly, the interests of hospitals not 
currently engaged in formal collaborations were 
mental health,  behavioral health, chronic disease, 
and primary care.h 

Main Areas of Current Collaboration:  
Acute care, primary care, and collaborative 

patient care

Collaborating hospitals displayed distinct 
patterns in choosing a primary collaboration focus, 
based on CAH size as measured by total patient 
revenues. Somewhat surprising, hospitals with 
less than $25 million in total patient revenues were 
significantly less likely to choose mental health, 
behavioral health, or stroke care as a primary focus 
for collaboration. Often in rural areas served by CAHs, 
these areas may represent a greater collaborative 

f  A cross-tabulation technique shows relationships between two groups.
g Chi-Square measures the difference between an expected result and an observed result. The technique is used to test whether 
the differences between two variables could be attributed to random occurrences. 
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need because there is neither enough demand, nor 
funding, for a full-time, in-house specialist. However, 
the more immediate needs for these hospitals may 
be in the areas in which they collaborate including 
chronic disease, primary care, and collaborative 
patient care.

The only hospitals collaborating in home health care 
and hospice care were larger hospitals (more than $50 
million in annual revenues), which could mean that 
elderly patients represented a higher proportion of 
their patient base. Large hospitals often have more 
resources and can employ specialists or own a hospice 
or long-term care facility. This finding suggests that 
having more or less total patient revenue may affect 
the area of collaboration chosen. However, it does 
not affect the likelihood of collaboration in general, 
which is a likely outcome as CAHs, despite their size, 
face many of the same challenges, especially in terms 
of health care reform and service delivery demands. 
 
Selecting the right partner(s). Selecting 
a collaboration partner(s) is not always easy.  It 
is important to assess what each collaborating 
organization has to offer the partnership and whether 
the missions are aligned sufficiently to make long-
term sustainability possible. Nearly 90.0 percent of 
respondents selected partners based on staff expertise 
needed by the organization, and 76.1 percent of 
respondents chose partners because of proximity to 
the collaborating organization. Both of these criteria 
targeted improving a rural hospital’s ability to deliver 
effective services and the access to quality staff close to 
home. For all hospitals in the study area, the primary 
goal of collaboration was to expand the hospital’s 
breadth of skills and knowledge about serving 
patients. However, interviews with CEOs challenged 
whether proximity is necessary for every collaborative 
partnership; instead, the best collaborative partner may 
be several counties, or even states, away.  Proximity 
can play an essential role in collaborative initiatives 
and providing certain services, but it is important to 
keep an open mind about partnerships beyond county 
or state borders as well.

Top Two Reasons for Selecting Partner (s):
1. Partner had staff expertise that the  

organization needed 
2. Close proximity of the partner  

organization 
 

Expected benefits and outcomes. All hospitals 
focused on patients and positive outcomes. Survey 
respondents reinforced that any collaborative effort 
must serve those ends.  Respondents were asked which 
benefits they wanted most from their collaboration, 
and the main benefit cited was patient satisfaction 
(93.5 percent), followed by access to qualified staff (93.4 
percent), and quality-of-care outcomes (88.9 percent). 
     Another important expectation of CEOs was 
assurance that collaborative initiative aligned with 
the CAH’s strategic plan (77.7 percent). The CEOs 
interviewed agreed that potential collaborations 
and/or partners that were not aligned with the 
mission and long-term plan of the CAH should 
not be considered.  Those interviewed suggested  
that strategic planning can be undertaken by 
individual organizations but that it can, and 
should, include all partners when possible. 
 

Achieving Benefits from Collaboration
1. Patient satisfaction scores
2. Access to qualified staff
3. Quality-of-care outcomes 

Challenges to overcome. Any new venture 
faces challenges, and collaboration is no different.  
Respondents reported several challenges including 
a perceived competition for patients (55.6 percent), 
concerns about long-term viability of collaboration 
(53.3 percent), and issues regarding how organizational 
structure changes would affect the CAH (46.7 percent).  
In addition, acceptance of the collaboration by staff 
was an obstacle experienced by many respondents 
(44.5 percent). The questions of staff acceptance, 

 h  “Not engaged in formal collaboration” is defined as respondents indicating they are not currently involved in a formal collaboration, and/
or they do not plan to collaborate in the next 12 months. Respondents indicating they were not currently in a collaboration were asked to 
answer questions regarding reasons for not collaborating, interest in collaboration areas and partners, challenges, and strategies to encourage 
collaboration in the future.
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organizational changes, and long-term viability are 
addressed later in the Effective Practices section 
which describes how several CEOs overcame them. 
 
Management strategies. Nearly half of the 
respondents cited management and organizational 
structure as significant challenges in pursuing a 
collaborative partnership. Management techniques 
ranged from quarterly meetings and reports to formal 
contracts with an assigned point of contact or person(s) 
responsible.  The smallest and largest hospitals used 
distinctive strategies to manage collaborations. 
Hospitals with less than $25 million in patient 
revenues were significantly more likely to hold monthly 
meetings and deliver monthly reports to collaboration 
partners and were also more likely to use independent 
performance metricsi  designed specifically to measure 
the outcomes of the collaborative initiative. 

Large hospitals with over $50 million in 
patient revenues often used other, more formal 
management, tools such as legal contracts between 
organizations and/or had a dedicated staff person 
who managed the collaboration. It is possible that 
the larger revenue hospitals need more resource 
management or may engage in more complex, or a 
larger number of, collaborative projects that require 
formal management techniques.

The findings regarding management strategies 
have encouraging implications for all CAHs 
because most of the suggested strategies are viable 
regardless of hospital size. Collaboration seems to 
be especially useful for smaller hospitals because 
it expands their resources. Interviews with CEOs 
confirmed that the more partners involved in the 
collaboration and/or a higher level of interaction 
requires more formal management techniques 
such as legal contracts, independent boards (made 
up of collaborative partners), and agreed-upon 
metrics for measuring outcomes to assure success. 
 
Sources of funding. Over half of respondents 
(53.3 percent) reported long-term viability as a 
major concern when considering collaborative 
partners and initiatives. With financial concerns for 

CAHs at an all-time high, apprehension about how 
collaborative efforts will be funded is an issue. Over 
half of survey respondents (55.0 percent) funded 
their collaboration through contributions from all 
partner organizations. CEOs interviewed explained 
that whether the cost was minimal or high, it was 
essential that collaborative partners contributed 
financially, if needed, and with their time. 

In addition to partner contributions, CAHs most 
often used hospital reserve funds and/or operating 
revenues to support the collaborations (37.5 percent). 
Interestingly, smaller hospitals that responded were 
more likely than mid-to-large-size hospitals to rely 
on state and foundation grants and less likely to 
use grants from critical access hospital networks 
(CAHNs) or the federal government. Smaller hospitals 
may not have the resources to search for funding 
opportunities or to apply for and administer grants.  
 
Not engaged in collaboration. While the new 
health care reform legislation encourages collaboration 
and even integrated system management, 23 
executives surveyed (26.7 percent) reported that they 
were not engaged in a formal collaboration and did 
not intend to do so in the next 12 months for the 
following reasons: 
 » Fear of loss of control over organization (52.6 

percent),
 » Concerns over long-term viability of collaborative 

efforts (47.3 percent),
 » Lack of acceptance by the board (42.1 percent),
 » Not familiar with potential partners (36.8 percent), 

and
 » Competition for patients (36.8 percent).

 It is worth noting that 31.6 percent of respondents said 
they have no need for collaboration. Whether or not a CAH 
was involved in a collaborative initiative, respondents had 
similar fears and challenges that centered on autonomy, 
trust, awareness of partners, and long-term viability. 
Sharing effective practices through discussions with CEOs 
who have successfully overcome these challenges could 
help build confidence and point the direction for others 
to engage in these efforts in the future.

i  Independent performance metrics are those created specifically to measure outcomes of the chosen collaboration and are not already measured 
by the hospital prior to the collaboration, such as national quality measures or Hospital Consumer Assessment of Healthcare Providers and 
Systems (HCAHPS).



-13-

Illinois Critical Access Hospitals: Collaborating for Effective Rural Health Care January 2013

CEOs not engaged in formal collaborative 
activities were asked which organizations they would 
be most interested in working with and also on which 
collaborative topic areas.  Respondents indicated 
most interest in working with mental and behavioral 
health agencies (each 58.8 percent), county health 
departments (47.1 percent), and health professional 
education programs (41.2 percent). This response is 
consistent with the collaboration topic areas selected 
as of most interest by those not engaged: mental 
and behavioral health (47.4 percent). 

Hospitals not engaged in collaboration considered 
trust more of an obstacle than financial constraints, 
technology barriers, or data-sharing difficulties. 
Open communication at all staff levels was essential 
for building collaborative agreements; hospitals in 
the study area wanted assurance that they would 
retain control over their organizations when 
resources were shared.  Several effective practices 
reported later address the issue of local control and 
autonomy, helping those not currently collaborating 
as well as those currently involved in different phases 
of collaboration.  In addition, 76.5 percent of those 
not collaborating responded that documented 
effective and/or promising practices would help 
most in moving towards formal collaboration.

In-deptH IntervIeWs And  
effectIve prActIces
 twenty-six hospitals responded that they would 
share additional information about their formal 
collaborations (11 in Illinois, 3 in Indiana, 6 in 
Minnesota, 1 in Ohio, 1 in South Dakota, and 4 
in Wisconsin). Most of those willing to share 
information participated in collaborative projects 
focused on mental and behavioral health, home 
health care, acute care, and stroke care. CgS staff 
conducted on-site and telephone interviews with 
CEOs of 10 CAHs in Illinois, Indiana, Minnesota, 
and Wisconsin. In addition, one collaborative partner 
from Missouri was also interviewed (Appendix 
C has a list of all interviewees and affiliations). 
While collaborative initiatives are occurring at 

many different levels, from formal partnerships to 
negotiating corporate ownership structures, several 
common components of successful partnerships 
were identified.  

One of the most interesting findings in the survey 
that was reinforced in subsequent CEO interviews 
was that CAHs are not engaged in one specific “model” 
of collaboration; rather, they are active in multiple 
collaborations, each with components that other 
CAHs may find useful.  A “one size fits all” model does 
not exist because no two hospitals or communities 
are exactly alike in terms of resources available 
or needs of the population served. Hospitals are 
currently piloting several models including patient-
centered care, bundled payments, home health, 
and ACOs, but they are not the best approach for 
every hospital. And while corporate ownership may 
offer access to a more integrated system of care or 
potential access to an ACO, it may not be the answer 
for every hospital either. 

Whether a formal model is in place or a 
collaboration is more organic, the survey results, 
CEO and collaborative partner interviews, and other 
research by CgS offer insights into effective practices 
and successful components of rural collaboration 
and enhanced service delivery. The next sections 
provide information obtained from the CEO and 
collaborative partner interviews. They include both 
effective practices and a summary section discussing 
overall components that exemplify fundamental 
elements of successful collaboration.  

Specifically, five collaborative topic areas 
discussed with interviewees are highlighted in 
detail including recruitment and retention of 
emergency department staff, rural health network 
affiliations, providing home health care services 
utilizing telemedicine to enhance service delivery, 
and forming a multi-state collaborative network. 
Each topic area includes a description of the effective 
practice by the hospital CEO and/or collaborative 
partner. While not all interviews are presented as 
an effective practice, all interviews contributed to 
the summary section that focuses on successful 
components of collaborative efforts at the conclusion 
of the paper.
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recruItment And retentIon: 
emergency depArtment stAffIng
Access to high-quality health care services for rural 
Americans continues to depend on an adequate 
supply of rural physicians. A specific area of concern 
for rural areas is the provision of an emergency 
department (ED) and services. Emergency 
department physician staffing in rural areas is 
difficult for many reasons including perceptions of 
quality of life and lower salaries offered and lack of 
support staff, specialties, and/or trauma centers 
nearby when a patient cannot be treated at the local 
facility.18   For these reasons, CAHs often turn to ED 
staffing centers that provide staff to underserved 
areas on a contractual basis. While this approach can 
address the problem of staff shortages, it can also 
cause problems with physician turnover, a disconnect 
between patients and staff because there are few ties 
between physicians and the community, and the 
hospital may have little control over who the staffing 
agency sends to the ED. Crawford Memorial Hospital 
decided to take control of the situation and ensure 
quality emergency department staff that would 
help readmissions and increase patient satisfaction.

crAWford memorIAl HospItAl,  
robInson, IllInoIs
Crawford Memorial Hospital is located in Robinson, 
Illinois (pop. 7,726), operated by Crawford Memorial 
Hospital District, and managed by Quorum Health 
Resources. It is a fully licensed and accredited 25-bed 
not-for-profit critical access acute care facility. Don 
Annis, CEO, described the issue of emergency room 
staffing at Crawford: “Emergency room staffing is 
always an issue, and maintaining quality service 24 
hours, 7 days a week with local family physicians 
and staffing firms is not ideal.” He elaborated by 
saying several factors including physician burnout, 
staffing agency physicians lacking a connection 
to the community, and a need for higher patient 
satisfaction in the emergency department led 
the hospital to consider collaboration with Carle 
Foundation Hospital in Champaign-Urbana, Illinois.  
 

Don’t short change the process, buy-in is 
vital. Annis explained how important it was for 
the hospital to consider the big picture; it was not 
just a matter of staffing the emergency department 
but a bigger objective of developing a long-term, 
multi-faceted partnership. He also explained that 
the collaboration was not implemented too quickly 
because moving ahead before evaluating potential 
partnerships and sharing plans with staff can result 
in a worse outcome than if the hospital did not move 
ahead at all. 

Nearly all survey respondents noted that staff 
resistance can be a challenge, and Annis used the 
Crawford staff to first evaluate several national 
organizations that staff EDs and then used the 
management team to summarize strengths and 
weaknesses and vote on whom they would contact 
first. Having the options, input, and evaluation 
were important, and in the end Carle Foundation 
Hospital already provided extensive outreach in 
the community, had an award-winning emergency 
department, and had much to gain from referrals 
and much to lose if the physicians did not perform. 

These attributes differ from an outside staffing 
agency that has less pressure to monitor patient 
satisfaction and referrals or with limited “buy-in” 
regarding the community. Annis’ advice to other 
CAHs, “Expect the best, prepare for the worst. If the 
collaboration does not work or the annual evaluation 
shows that change is needed, then flexibility and 
reflection allow for the changes to happen. Don’t just 
do what you did before, be creative, look at all options.”   
 
Bigger hospitals can offer more expertise. 
Carle Foundation Hospital (CFH) is a regional 
trauma center. The 345-bed hospital has achieved 
Magnet® designation, the nation’s highest honor 
for nursing care. It offers the area’s only Level 
I trauma center as well as Level III perinatal 
services and admits more than 55,000 patients 
per year through the emergency department. 
Because of its size, expertise, and reputation in 
the area of emergency room care, Crawford saw 
Carle Foundation Hospital as an ideal partner for 
physician emergency room staffing. The basis of the 
partnership was for Crawford Memorial Hospital, 

http://crawfordmh.org/
http://www.carle.org/Locations/CarleFoundationHospital.aspx
http://www.carle.org/Locations/CarleFoundationHospital.aspx
http://nursecredentialing.org/Magnet.aspx
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approximately two hours from Urbana, to contract 
with Carle Foundation Hospital for staffing in the ED.  
 
Manage collaboration by organizational 
strengths and limitations. Management 
practices and financial complications can be major 
concerns in partnering with a larger entity if the two 
organizations are reimbursed in different ways. Carle 
Foundation Hospital has its own insurance products, 
and it does not accept Blue Cross Blue Shield (BCBS) 
insurance payments, so it cannot administer billing 
and collections.  The solution was to have Crawford 
Memorial Hospital perform the billing functions 
and is an example of the flexibility needed to adjust 
to each situation that arises. Crawford Memorial 
Hospital uses a written agreement with CFH to 
perform all service billing and account collection, 
and CFH physicians are paid for travel, hours worked, 
and housing if necessary. 

The Director of Nursing at Crawford Memorial 
Hospital is the point person and has authority over 
the ED, CEOs, CFOs and CNOs from both hospitals. 
They have frequent conference calls with site visits 
from Carle Foundation Hospital staff several times 
a year. Annis explained that the on-site visits help 
to ensure accountability by both organizations and 
are vital to maintaining open communication and 
collaborative morale.

Outcomes and expectations. When 
benchmarking its quality measures, Crawford 
Memorial Hospital noted that the lowest patient 
satisfaction scores came from the emergency 
department, and while there could be many reasons, 
Annis wanted to make changes to improve perception 
of patients about staff abilities, access to staff, and 
staff attitudes towards the community. In contrast, 
Carle Foundation Hospital had outstanding ED 
patient satisfaction scores, so using its staff could 
help create that same atmosphere. 

According to Annis, in the first month of the 
collaboration, patient satisfaction scores for the 
emergency department improved from ranking in 
the 50th percentile to the 83rd percentile according 
to results from Press ganey, a health care consulting 
organization that assists with performance 
indicators and quality improvement measures. 

While not yet a trend, patient satisfaction showed 
a notable improvement in a relatively short time. 
The collaboration outcomes, thus far, meet the 
expectations of the partners and may expand to 
include other specialty services. Annis believes that a 
reason for the quick success is that the physicians are 
from an award-winning hospital, and they have been 
vetted before arriving in the Crawford Memorial 
Hospital ED. He explained, “The more the partnership 
goes well and achieves the outcomes intended, the 
more the collaborative initiative can grow, expand, 
and encompass other services.”  

rurAl HeAltH netWork AffIlIAtIons
In essence, CAHs provide primary, low acuity, and 
emergency care for populations. Often, they also 
represent a revenue base for a larger system. Just as 
important, CAHs provide coverage for a service area 
that the larger system may need to position itself as 
the ACO candidate for a region. A partnership can, 
and should, be reciprocal allowing CAHs to embrace 
clinical affiliations with a tertiary provider or a larger 
health system if it allows them to grow within their 
communities and provide much-needed core services. 
Flambeau Hospital in Park Falls, Wisconsin has been 
involved in a corporate affiliation for nearly three 

“ expect the best, prepare for the 
worst. If the collaboration does 
not work or the annual evaluation 
shows that change is needed, then 
flexibility and reflection allow 
for the changes to happen. don’t 
just do what you did before, be 
creative, look at all options.” 

-don Annis, ceo crawford memorial Hospital

http://www.pressganey.com/ourSolutions.aspx
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decades, and CEO David grundstrom explains how 
the collaboration has stood the test of time.

flAmbeAu HospItAl,  
pArk fAlls, WIsconsIn
Flambeau Hospital is a critical access hospital located 
in Park Falls, Wisconsin (pop. 2550),j  and serves a 
patient base of 17,650 people in four counties. It 
has 501(c)(3) status and provides 24-hour inpatient 
and outpatient services, emergency ambulance 
services, and home health and hospice services. It 
is licensed for 25 beds, including the intensive care 
and medical/surgery units. Flambeau Hospital has 
been sponsored jointly by two corporate members 
Ministry Health Care and Marshfield Clinic since 
1994 and is located nearly 45 minutes from the closest 
hospital, with two-thirds of all of its specialists based 
in Minocqua nearly an hour away.  For nearly three 
decades, its affiliation with two corporate members 
has given its patients access to resources that many 
rural hospitals do not have, including specialists 
who regularly come to Park Falls. Most important, 
Flambeau Hospital CEO David grundstrom 
emphasized that all partners share a common goal, 

“Flambeau Hospital, Marshfield Clinic and Ministry 
Health Care share similar philosophies, values, and 
missions and our whole reason for being here is to 
raise the health status of the community we all serve.”  
 
Aligning missions and sharing benefits. 
According to grundstrom, one of the reasons the 
affiliation works so well is because each partner 
understands its role. Marshfield Clinic and Ministry 
Health Care maintain some administrative control 
including approval of Flambeau Hospital’s strategic 
plan, budget, and CEO appointment, as well as two 
seats (of 12) on the hospital’s board of directors. 
However, Flambeau Hospital is included in the 
strategic plans of both Marshfield Clinic and 
Ministry Health Care, allowing all partners to each 
benefit from the inclusive planning process with each 
also retaining its own strategic plan that addresses 
unique issues within each organization. 

grundstrom stressed that Flambeau Hospital 
has an ongoing strategic relationship with both 

partners, allowing Flambeau to focus on core 
services knowing that, “Independence can be 
maintained while benefits can also be leveraged 
for a small rural hospital that may not otherwise 
have access to group purchasing, new technology, 
expert staff, and data capabilities, and others. He 
emphasized, “It is important to take advantage of 
the opportunity of being part of a system when the 
benefits outweigh the costs.” In fact, Marshfield 
Clinic currently participates in the CMS transition 
Demonstration Project with the goal of becoming an 
Accountable Care Organization for the service area. 
 
Access to specialized staff often drives 
affiliations. Respondents from nearly 95.0 percent 
of the CAHs surveyed identified access to specialized 
staff as one of the top reasons for collaborating. At 
Flambeau Hospital, one important improvement 
needed from the collaboration was an increased 
physician presence. grundstrom admitted that 
Flambeau Hospital encountered the same difficulties 
as many CAHs in both recruiting and retaining 
physicians before the collaboration. grundstrom 
believes that being engaged with a larger system 
can take away some of the uncertainty explaining, 

“Collaboration can increase the quality of care and 
negate many difficulties with recruitment and 
retention because the physicians are already vetted 
due to their employment at a quality facility like 
Marshfield Clinic before coming to Flambeau Hospital.” 

The larger system affiliation also allows Flambeau 
Hospital to respond to needs as they arise.  For 
example, four years ago, adequate access to dental 
services, like in many rural areas, was unavailable in 
the Flambeau Hospital service area. Representatives at 
Marshfield Clinic and Flambeau Hospital recognized 
this unmet need, and a dental clinic was added as a 
part of the affiliation. The hospital hired five dentists, 
and leased available office space. The dental clinic 
receives full cost reimbursement from Medicaid.  
 
Addressing challenges and creating 
solutions. Corporate partnerships have their 
advantages, such as access to specialists and 
equipment, but they bring challenges as well.  

j All 2011 population estimate data for effective practice communities was obtained from the U.S. Census Bureau.

http://ministryhealth.org/FH/home.nws
http://ministryhealth.org/MinistryHealth.nws
http://www.marshfieldclinic.org/patients/
http://www.marshfieldclinic.org/patients/?page=newsreleases&id=4536
http://www.marshfieldclinic.org/patients/?page=newsreleases&id=4536
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grundstrom explained that he is familiar with some 
of the negative reactions CAHs have to corporate 
partners including a reluctancy of their board 
members or staff which can deter CAHs from even 
exploring the advantages of joining a larger system. 
He explains that while joining a larger system is 
never an easy decision, “if there is trust among 
the partners, alignment of missions, and inclusive 
strategic planning, it can be mutually beneficial.” 

Partnerships can be created using a variety of 
formats from simple partnership agreements to 
joint or corporate ownership. Every hospital board 
of directors must do what is best for its patients 
and staff. For Flambeau Hospital, it was essential to 
maintain its name, vision statement, and strategic 
plan. However, it was easy to share a mission 
with their partners: to raise the health status of the 
populations served. Both organizations involved in the 
partnership with Flambeau Hospital are also not-for-
profit, which grundstrom suggests is an important 
reason for their success.  Operating with more than 
one “boss,” was a collaborative challenge cited by 
nearly half of the CEOs surveyed. grundstrom 
explained that this can be a challenge for certain 
aspects of the partnership, but in general, day-to-
day operations are conducted by each organization, 
independent of the others.  Evaluation of the 
partnership is on-going and allows for a continuous 
feedback loop which helps ensure flexibility. 
 
Formal agreements, funding, and budgets.  
Flambeau Hospital operates two clinics located in 
hospital-owned buildings and offers leased office 
space to 10 different specialists from Marshfield 
Clinic and Ministry Health Care. grundstrom 
explained that formal agreements are in place with 
both partners that address the management of the 
two clinics. This contractual arrangement provides 
rural patients access to services and physicians 
that otherwise would not exist. In addition, the 
affiliation agreement requires Flambeau Hospital 
to perform all ancillary services in part because 
of the reimbursement fee structures. grundstrom 
explained that larger collaborations, in terms of 
number of partners and/or complexity of structure, 
require a greater emphasis on formal agreements, 

board inclusion, and shared strategic planning. 
grundstrom acknowledges that some additional 

costs are incurred by the hospital and partners when 
providing access to the various specialties; however, 
the specialties address needs in the service area and 
increase the quality-of-care provided.  An increase in 
revenues that will eventually come with the higher 
patient counts and improved quality-of-care creates 
a win/win situation, “It is about stepping up to the 
next higher level to obtain specialty care and access 
to needed equipment with a much lower cost than 
doing it on your own.  Collaboration is about making 
that win/win situation for patients and partners.”

provIdIng Home HeAltH cAre In 
rurAl servIce AreAs
Home health agencies are structured to transition 
patients as seamlessly as possible from the hospital 
to home. Home health agencies provide health care 
to patients including customer service, such as 
contacting patients for follow-up and hiring and/
or contracting nurses and physicians to work directly 
with patients through home visits. As home health 
care demands expand with the expected population 
changes in the next decade, agencies will be better 
able to fulfill their function of preventing premature 
institutionalization of the elderly and increasing 
quality of life for people of all ages. In the rural 

“ It is about stepping up to the next 
higher level to obtain specialty 
care and access to needed 
equipment with a much lower 
cost than doing it on your own.  
collaboration is about making  
that win/win situation for 
patients and partners.” 

–david grandstrom, ceo, flambeau Hospital
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communities that CAHs serve, with large and often 
increasing elderly populations, hospitals can face 
a choice of providing hospice care, nursing home 
facilities, and/or home health care or finding an 
agency or partner that can provide the service.  While 
affiliation with a larger health system works for 
Flambeau Hospital, for others it can be a long road 
from collaboration to integration. glencoe Regional 
Health Services faced the decision of providing 
home health care in its service area and proved 
that collaboration is an evolving process if long-term 
sustainability is to be an outcome.

glencoe regIonAl HeAltH servIces,  
glencoe, mInnesotA
glencoe Regional Health Services (gRHS) is a critical 
access hospital in glencoe, Minnesota (pop. 5,598) 
located 60 miles west of the Minneapolis-St. Paul 
metro area. gRHS includes a 25-bed critical access 
hospital; medical clinics in the towns of glencoe, 
Lester Prairie, and Stewart; a 110-bed long-term 
care facility; and a 40-unit senior assisted living 
complex. It is the largest employer in the community 
and gRHS was designated as a CAH in the mid ’90s 
when one of the main interests of the hospital was 
to fulfill the unmet or underserved needs for home 
health care in the community. gRHS proposed a 
three-way collaboration with the county health 
department and a local nursing home to meet the 
home health care needs in the hospital’s service 
area. At the time, the nursing home and the county 
health department provided limited home health 
care services but could not meet the demands 
of the entire service area, nor provide all of the 
services necessary.  gRHS did not succeed on the 
first try, and a local partner was not found.  gRHS 
recognized that home health care was still a need 
and had to make the difficult decision to address 
the need on its own and find additional partners. 
 
Evolution of collaboration. As with most new 
ventures, a maturation process must take place.  
Initially, gRHS saw a need for vital home health 
services and asked the important question, “Can 
we have viable clinical service to ease transition to 
the home?”  The decision was made to start a home 

health agency, open Monday thru Friday, which 
could address the needs in the hospital service area. 
gRHS collaborated with Hutchinson Medical Center 
in Hutchinson, Minnesota to provide home health and 
hospice services through ConnectCare, a not-for-profit 
company providing home health care and hospice 
services to the glencoe and Hutchinson communities. 

While the organization eventually would become 
financially self-supporting, originally it was funded 
with a state of Minnesota grant that subsidized the 
cost of planning by health care collaboratives.  The 
process included continuous evaluation of potential 
partners, shrinking or growing home health care 
needs in the service area, and the addition of hospice 
care in response to a community needs assessment.  
In 2002, gRHS converted to a CAH and provided 
home health care services as well as assisted living 
facilities. Joe Braband, CEO, explained, “The decision 
to provide home health and hospice care was not 
driven by the health care reform or any reason other 
than we saw them as a community need, and serving 
that need is part of our mission.”

  
Proximity of partners does matter. 
Hutchinson Medical Center is the headquarters 
of ConnectCare, and the selection of Hutchinson 
Medical Center as a partner was the result of an 
existing positive working relationship, its similar 
size, and its location in the same county. Hutchinson 
Medical Center also used the same county public 
health services and experienced the same lack 
of home health care in its service area. Braband 
acknowledged that sharing a program can be 
daunting in terms of control and decision making, 
but ConnectCare created an independent board with 
eight voting members, four appointed by each facility, 
to ensure that both organizations had an equal stake 
in the success of the partnership. The board includes 
the CEOs and chief nursing officers (CNOs) from 
each hospital and two additional voting members 
from the board of directors of each hospital. 

While the hospitals routinely collect and review 
quality measures and benchmarks on a quarterly 
basis, Braband explained that the two hospitals 
did not feel they had the resources to adequately 
understand and implement the large number of 

http://grhsonline.org/
http://hahc-hmc.com/
http://www.connectcaremn.org/
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policy changes for home health that were on the 
horizon.  Joint ownership, corporate ownership, or 
being part of a larger system brings greater resources 
for interpreting, understanding, and implementing 
policy changes. This is a major difference for CAHs 
with or without the resources of a larger system to 
provide general guidance and policy analysis. Braband 
explained the lack of resources was one reason why, in 
August 2012, ConnectCare was sold to a larger system 
that could better serve the organization and allow 
the hospitals to focus more on their core services. 
 
Recognize when success may mean moving 
on. Many CEOs interviewed noted that there were 
bumps, challenges, and even failures along the 
way before successful outcomes could be achieved.  
Braband said that in the case of ConnectCare, the 
outcome of providing home health care to the 
hospital’s service area was achieved, and the county 
health department decided to no longer provide 
home health care services in about January 2012. The 
next step for the hospital in the evolution of home 
health services was transitioning the services to an 
organization that specialized in home health care 
services and was better able to manage the growing 
program. On August 2, 2012, Allina Health announced 
it had acquired ConnectCare. In a recent press 
release, Steven Mulder, MD, President, Hutchinson 
Area Health Care described the transition, “As the 
business of home care and hospice has become more 
specialized, regulated, and complicated, we felt the 
need to explore resources beyond Hutchinson Area 
Health Care and glencoe Regional Health Services 
to assure these services would continue at a very 
high level in our communities.”

ConnectCare will become part of the Home and 
Community Services division of Allina Health, which 
currently provides home care and hospice services to 
28 counties throughout Minnesota. ConnectCare’s 37 
employees will join Allina Health, and its operations 
will be integrated into Excellian, the Allina Health 
electronic medical record system.19   gRHS is an 
example of a CAH responding to a community need, 
recognizing its own strengths and limitations, and 
partnering with a larger health system, allowing 
it to focus on core services. Braband agreed that a 

focus on the core services is important and that it 
was never the intention of the hospitals to be the 
source of home health, but like other CAHs they 
are often placed in that role. He explained further, 

“The recommendation was always to partner with 
someone with expertise in home health, like the 
nursing home, but that option did not work out. 
With the new reform and electronic health record 
requirements, a new level of expertise was needed, 
so this partnership was a win/win for all involved.”

telemedIcIne enHAnces servIce 
delIvery And sustAInAbIlIty
Improved technology in hospitals, whether 
equipment, telemedicine capabilities, or 
computerized management of health information 
systems, is an important component of improving 
overall quality, safety, and efficiency within health 
care delivery.  Hospital executives understand that 
health information technology (HIt), electronic 
health records (EHR), and telemedicine have the 
potential to reduce costs; increase communication 
between consumers, providers, government, and 
insurers; and prevent avoidable errors. While 
hospitals embrace the potential improvements that 
these technological capabilities can bring to rural 
health care, implementing them can be a challenge 
for small, rural hospitals due to lack of funding, staff, 
broadband access, and training.  

 The following two examples of collaborative 
ventures used telemedicine to overcome the common 
challenge of providing mental and behavioral health 
services in rural communities, as well as other 
applications of telemedicine. Rural residents often 
have inadequate access to mental and behavioral 
health services.20  For many CAHs, providing these 
specialties is beyond their core services, but they 
are often asked to deliver a wide range of services, 
including mental and behavioral health services, 
with inadequate staff and funding. A situation of 
inadequate coverage can also arise with the closure of 
a county health facility or other mental or behavioral 
health organization in the area. Developing new 
services beyond those commonly provided by a CAH 

http://allinahealth.org/
http://www.allinahealth.org/ahs/news.nsf/newspage/Allina_Health_to_acquire_ConnectCare
http://www.allinahealth.org/ahs/news.nsf/newspage/Allina_Health_to_acquire_ConnectCare
http://www.allinahealth.org/ahs/excellian.nsf/
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requires perseverance to find and engage partners 
with the needed expertise. 

mAson dIstrIct HospItAl,  
HAvAnA, IllInoIs
A crisis situation can sometimes create opportunities, 
and for Mason District Hospital (MDH) CEO, Harry 
Wolin, that is what happened.  MDH is located in 
Havana, Illinois, (pop. 4,868), which is the county 
seat of Mason County.  This rural community 
is similar to many areas that experienced the 
economic downturn of the recession. Cost-cutting 
measures were introduced including closing 
desperately needed mental and/or behavioral 
health facilities and/or decreasing the number of 
professional mental and behavioral health staff.  
However, the hospital CEO and staff and community 
residents worked together to address the problem, 
and more importantly, collaborated to find a 
solution to serve the needs in their service area. 
 
Identify solution partners with perseverance. 
In Havana, the local behavioral health center closed, 
and Mason District Hospital quickly formed a task 
force including representatives from the county health 
department, local schools, probation department, 
sheriff’s office, and others who often are the first 
contact with residents experiencing mental or 
behavioral health difficulties. This task force was 
asked to inventory resources available and leverage 
those resources in order to recommend viable service 
options for community-wide partners.

Although Mason District Hospital treated patients 
with mental and behavioral problems and was perhaps 
the most qualified provider in the area after the 
behavioral health center closed, Wolin noticed an 
increase in physician burnout that could potentially lead 
to turnover and retention issues. Patients seen were 
often outside of the scope of expertise of physicians 
within the hospital or clinic, and other patients could 
not be seen due to the volume of mental and behavioral 
health appointments. The task force determined that the 
most viable option for the hospital and the community 
was to collaborate with the Southern Illinois University 
(SIU) School of Medicine in a telemedicine program. 

Create a win/win strategy. MDH approached 
SIU with a proposal that outlined what each partner 
would gain from the collaboration. SIU gained a new 
partner in its ongoing program to train physicians, 
nurses, and technicians in telemedicine. MDH 
alleviated physician burnout because patients 
previously seen at the primary care clinic or 
emergency room for mental or behavioral health 
issues were being referred to the telemedicine/
psychiatry service. An additional benefit is that 
more patients could be treated at the primary care 
clinic, potentially increasing revenues. 

Mission-driven equals sustainability. While funding 
is often an issue when small hospitals implement 
EHR or telemedicine initiatives, Wolin explained that 
if an initiative is part of the hospital’s mission, then 
it is important to find a way, “If the health of your 
community is your mission, the collaboration must 
come; not partnering is too costly.  to stay viable and 
sustainable, CAHs must know what they have to offer 
and also join with partners who have a similar mission 
or end goal.” MDH benefited from an equipment 
grant through the Illinois Critical Access Hospital 
Network and also budgeted $30,000 of local funds 
to operate the program. The program has succeeded 
for three years, with an increase in both patient 
revenues and staff and physician satisfaction. Most 
notably, physician retention improved and, according 
to Wolin, the savings associated with not having 
to hire another physician are $300,000 - $500,000 
per physician. Because of the success and possible 
patient demand, MDH is considering expanding 
to other telehealth applications as needs arise. 
 
Hindsight is 20/20. Every collaboration has 
challenges, and embarking on telemental and 
behavioral health was no exception. “A lot of doors 
were closed in my face before the partnership 
with SIU took hold,” said Wolin.  His lesson is that 
perseverance and a confidence in the overall mission 
will lead to the right partner(s) as long as projects 
and partnerships are proposed that make sense to 
all organizations involved. He also explained that 
if he were to do it again, he would have connected 
earlier with the now-closed mental health center as 

http://www.masondistricthospital.org/
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a partner and a resource to make sure it remained 
in the community. “Reinventing the wheel is never 
the best option, and had several other community 
resources reached out, we may have been able to save 
the center and partner in a different way.”  

sullIvAn county communIty HospItAl,  
sullIvAn, IndIAnA
For recent Quorum Health Resources “Best Overall 
Performance for a CAH” recipient Sullivan County 
Community Hospital (SCCH) in Sullivan, Indiana 
(pop. 4,280), the key in choosing a partner to enhance 
its mental and behavioral health services meant 
searching for technological capabilities beyond its 
current core service availability. Michelle Smith, 
CEO, explained that as in many rural areas, it was 
the availability of mental and behavioral health 
support that influenced their collaborative efforts. 

SCCH’s emergency room was becoming 
overwhelmed with patients experiencing mental 
and behavioral health issues, and they were being 
admitted when outpatient visits would have 
been sufficient and preferred. As with other CAH 
emergency departments, SCCH staff did not want 
to send patients to another hospital or lose referrals. 
They found a solution and a partner in the Richard 
D. Lugar Center for Rural Health, a nationally 
recognized leader in the development of telemedicine 
services. Smith commented that the Lugar Center 
offered a proven telemental health program tailored 
to the needs of small rural hospitals, and its staff 
possessed an awareness of the staff training needs, 

adaptability, and finances of the CAHs. SCCH 
initiated a telehealth program in August 2009 using 
federal funds from the Health Resources and Services 
Administration (HRSA) through the telehealth 
Network grant Program (tNgP) to purchase 
equipment and cover the costs of maintenance.  
 
Leadership and management. Smith 
acknowledged that another fear expressed by 
many CAHs’ executive staff is losing control or 
identity in a formal partnership. More than one-
third of Midwestern survey respondents cited 
this as a major challenge in their collaborative 
efforts. Only 13.0 percent of survey respondents 
have independent boards in their collaborative 
efforts, but Smith explained, “It is important to 
have a formal board or advisory panel, especially 
for larger collaborations. Having one representative 
from each hospital or organization keeps the goals 
and missions of the network or collaboration on 
the forefront for all partners.” It is also important 
to have regular meetings to discuss common 
challenges and to have access to experts who can 
help with issues requiring immediate attention. 
 
Expected Outcomes. The true test of any 
collaboration is whether the intended outcomes 
are achieved.  Many survey respondents noted 
that understanding the goals and mission of the 
collaboration, as well as what each partner can offer, 
are vital in the beginning of the partnership. At 
SCCH, reducing lengths of stays in the ER and ICU, 
medical-surgical staff satisfaction, time saved, and a 
quick disposition plan for patients were the primary 
outcomes. Smith noted that an especially pleasant 
outcome was that the introduction of the equipment, 
training, and staff to achieve telemental health 
services allowed SCCH to expand and include other 
disciplines such as telecardiology. The technology 
was already in place, and it was then a matter of 
finding specialists to use it to deliver services. 
Learning from challenges. Challenges 
always arise with collaborative efforts, but they 
also represent important lessons for other CAHs.  
In the case of SCCH, Smith explained that the 

“ to stay viable and sustainable, 
cAHs must know what they 
have to offer and also join with 
partners who have a similar 
mission or end goal.” 

–Harry Wolin, ceo, mason district Hospital

http://www.qhr.com/
http://www.schosp.com/sullivan.nsf/View/Smithawardedbestoverallperformanceforcah
http://www.schosp.com/sullivan.nsf/View/Smithawardedbestoverallperformanceforcah
http://www.schosp.com/
http://www.myunionhospital.org/unionhospital/index.php/lugar-center-for-rural-health
http://www.myunionhospital.org/unionhospital/index.php/lugar-center-for-rural-health
http://www.hrsa.gov/ruralhealth/about/telehealth/telehealth.html
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only major challenge involved establishing and 
maintaining physician “buy-in.” In addition to their 
successful telemental health program, SCCH also 
tried teleneurology and stroke initiatives but had 
little interest or support from available consulting 
physicians. Smith explained that “learning from 
failure is success,” and SCCH was able to parlay 
telemental health into teleoncology, hematology, and 
cardiology because of the equipment and training 
afforded to them by the partnership. Smith had 
advice for other CAHs undertaking telehealth or other 
collaborations, “take advantage of all opportunities, 
as long as you have a specialist willing to help. You 
can start with one, and then success breeds success.” 
 
Long-term viability. One of the main concerns 
of survey respondents and agencies providing grant 
funds is the sustainability or long-term viability of 
the program after funding is finished.  Fortunately 
for SCCH, what started as simply a partnership with 
the Lugar Center has now grown into the Wabash 
valley telehealth Network representing dozens of 
telehealth disciplines and medical specialties and 
encompassing 26 health organizations in Indiana and 
Illinois. A network fee of $2,500 includes upgrades 
to infrastructure (servers, ports), maintenance, and 
technical support. The fee also entitles each member 
to a vote on the board. Sustainability and cost can 
be managed because the larger group of hospitals 
work together and include tertiary facilities and 
small rural hospitals. 

The program also has the ability to go beyond 
state borders to expand the network and provide 
tested telehealth services to CAHs. Paris Community 
Hospital in Paris, Illinois and Crawford Memorial 
Hospital in Robinson, Illinois are members of the 
network, which is important to note because not 
all collaborations must be formed within the same 
county or even the same state. While proximity is 
a plus for many collaborative efforts, partnerships 
can be formed across the Midwest and/or the U.S.

formIng multI-stAte collAborAtIves
Successful multi-state collaboration can increase 
efficiency and effectiveness when limited expertise 

or resources are used to benefit diverse clienteles and 
stakeholders with similar needs or problems. While a 
partnership can increase the number of stakeholders 
and/or the area and number of patients covered, it 
also allows for greater shared expertise and resources. 
Creating a formal partnership involving multiple 
states, systems, and hospitals offers an opportunity 
to increase population health and explore shared 
savings programs. 

Health care organizations in Illinois, Kansas, and 
Missouri recently formed a formal partnership, BJC 
Collaborative, LLC, hoping to improve the quality 
of care in their respective communities and the 
multi-state region. The collaborative is new, and 
outcomes can be evaluated only as the collaboration 
matures. However, the process for forming a multi-
state collaboration and the initiatives currently 
underway can guide hospitals, systems, universities 
and colleges, and other organizations that are 
considering multi-state, multi-region, or even multi-
county collaborations

bJc collAborAtIve, llc
In October 2012, four health agencies announced 
that they had formed the BJC Collaborative, LLC.  
The partners include:
1. BJC HealthCare is a 13-hospital system serving 

eastern Missouri and southern Illinois, including 
Clay County Hospital in Clay County, Illinois. BJC 
has nationally recognized adult and pediatric 
teaching hospitals affiliated with the Washington 
University School of Medicine. It is among the 
largest not-for-profit health care organizations 
in the country and employs 28,000 people.

2. CoxHealth is Springfield, Missouri’s only 
locally owned not-for-profit health system.  
It is accredited by the Joint Commission, 
distinguished as one of the nation’s top 100 
Integrated Health Care Systems (2006 – 2012), 
and recognized as a U.S. News and World Report 
best regional hospital.  

3. Memorial Health System is a three-hospital, 

“learning from failure is success,”
 –michelle smith, ceo, sccH

http://www.ruraltelenet.org/index.php/about-us
http://www.ruraltelenet.org/index.php/about-us
http://www.pariscommunityhospital.com/
http://www.pariscommunityhospital.com/
http://crawfordmh.org/
http://crawfordmh.org/
http://www.bjc.org/
http://www.claycountyhospital.org/
http://www.coxhealth.com/
http://www.coxhealth.com/body.cfm?id=5259
http://www.coxhealth.com/body.cfm?id=5259
http://www.coxhealth.com/body.cfm?id=5263
https://www.memorialmedical.com/
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not-for-profit health care organization serving 
Illinois patients in a 40-county region. Memorial 
Health System has a teaching hospital affiliated 
with the Southern Illinois University School 
of Medicine and two critical access hospitals, 
Abraham Lincoln Memorial Hospital in Lincoln, 
Illinois and taylorville Memorial Hospital in 
taylorville, Illinois. Memorial Health System is the 
largest private employer in the greater Springfield 
area, with approximately 6,000 employees.

4. Saint Luke’s Health System is the largest not-
for-profit health care provider in the Kansas 
City metropolitan area. The system includes 11 
area hospitals, 9,700 employees, and is affiliated 
with the University of Missouri – Kansas City 
School of Medicine. Saint Luke’s is well-known for 
programs in heart and stroke care and was the 2003 
recipient of the National Institute of Standards and 
technology’s (NISt) Malcolm Baldrige National 
Quality Award for excellence in quality.

While remaining independent, the four partners 
staff 4,821 hospital beds in Illinois, Kansas, and 
Missouri, with combined annual revenues of 
nearly $7 billion.21  An interesting component of 
the collaboration is that each partner represents a 
system including CAHs, large hospitals, and other 
health care organizations.  Partners representing 
systems were contacted rather than individual 
organizations because systems represented 
better organized and centralized resources. 
 
Mergers and acquisitions are not the only 
options. CAHs responding to the survey were 
concerned about being absorbed by larger systems, 
including ACOs, because independence can be lost, 
and legal tax status issues can arise. According 
to Jane Fowler, BJC HealthCare, vice President 
Corporate and Public Relations, “The intent of the 
collaboration is to share knowledge and resources in 
a way that allows each organization to maintain its 
own identity, ensuring each still serves the unique 
health care needs of local communities.”  

This approach also allows each organization 
to have the quality of care and financial benefits 

that come from being part of a larger collaborative 
partnership. Each system continues to operate 
independently through local governance and local 
leadership teams. An initial seed contribution of 
$25,000 from each member organization covered 
additional costs of travel and other expenses, but 
the collaboration will not have direct employees or 
an administrative location. This was an intentional 
move as Fowler explains, “The collaborative is focused 
on strategic agility with little or no overhead. Instead, 
it promotes creativity through virtual teams and 
operating committees.” 

Formation of the partnership is not the end goal, it 
is the beginning. Often, forming the partnership is 
recognized as achieving an outcome. In reality, while 
the four health systems have achieved superior quality 
scores in different clinical service areas, they can 
learn much from each other. The board is committed 
to comparing different approaches and measuring 
patient-specific outcomes as well as continuing to 
pursue cost-saving initiatives such as group purchasing. 
Fowler discussed how expanding the list of what 
can be purchased together as a collaborative and 
encouraging the standardization of innovation allows 
for greater economies of scale as well as improvements 
in patient care services. Utilizing the teams to identify 
gaps in knowledge or service offerings will help each 
system determine how to best meet the needs in their 
respective communities.

essentIAl components for 
collAborAtIve pArtnersHIps: top ten 
It is important to celebrate the successes that critical 
access hospitals have achieved as they navigate 
through a challenging environment to ensure the 
quality of care provided to rural residents meets 
or exceeds desired standards. Using this Midwest 
survey and research, CgS identified several effective 
practices.  The in-depth interviews also allowed 
CEOs to share their thoughts about what made 
their hospital’s collaboration succeed and more 
importantly how their experiences can be applied 
to other collaborative efforts.  

http://www.siumed.edu/
http://www.siumed.edu/
http://www.almh.org/
https://www.taylorvillememorial.org/About-TMH/Default.aspx
https://www.saintlukeshealthsystem.org/
http://www.med.umkc.edu/
http://www.med.umkc.edu/
http://www.nist.gov/index.html
http://www.nist.gov/baldrige/publications/upload/St-Lukes_Hospital.pdf
http://www.nist.gov/baldrige/publications/upload/St-Lukes_Hospital.pdf
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The following section describes the lessons 
learned from the interviews conducted with CEOs 
and/or collaborative partners. These represent the 
common threads that can increase the success of 
collaborative efforts among health care organizations.

1.  A common end goAl or mIssIon Is vItAl.
Health reform does not mean that CAHs have to 
change their focus; instead, it means that being 
mission-driven is even more important. Retaining 
the identity of the CAH in collaborative partnerships 
requires an understanding of the current core services, 
as well as how those services might evolve in the 
future. to be a strong partner, the CAHs must have 
an updated strategic plan for the next several years, a 
culture of collaboration, and purposeful mission and 
vision statements. Several CEOs explained that the 
first thing to look for in a partner is an organization 
that shares a vision for what the collaboration would 
accomplish and for how the collaboration aligns with 
the overall missions of each organization.  If one 
agency enters the partnership mainly to increase 
revenues while the other wants to decrease emergency 
room physician turnover, then it will be hard to find 
success. Reconciling these differences could be part 
of a shared strategic planning process or could be 
included in formalizing the partnership through a 
contract or memorandum of understanding.

2.  strAtegIc plAnnIng Is essentIAl.
The survey results show that CEOs of many CAHs fear 
loss of control and/or are unsure how to structure 
an administrative group for collaboration. Several 
CEOs interviewed by CgS staff explained that this 
fear is natural but can be overcome. An important 
component is that each organization retains its 
autonomy, including separate boards with seats 
reserved for partner organizations or corporate 
partners. In addition, strategic work groups can be 
formed including executive officers such as the CFO 
and CEO from the partner organizations, clinical 
division representatives, and others as needed. 
Several CEOs emphasized that implementing 
separate strategic plans for their hospital, but also 
participating in the larger strategic planning for 

the system, was essential. More than 70.0 percent 
of CAH CEOs surveyed said that strategic planning 
with their partners was “useful” or “very useful.” 
Collaborative activities will be more successful if 
the end goals and partnership are understood by 
all parties, while individual planning and budgeting 
occurs at the CAH level. 

3.  buIldIng A culture of collAborAtIon: 
     decIsIon mAkIng Is A group effort.
Strategic planning and decision-making about 
collaborative efforts must include all hospital staff. 
A stakeholder strategic planning session with 
hospital staff, health care practitioners, executive 
leaders, and board members encourages staff 
alignment with potential collaboration. Cultivating 
staff buy-in cannot be overemphasized. While the 
decisions about collaboration ultimately may be 
made by a small group of leaders from participating 
organizations, gaining staff input as part of the 
process helps establish a culture of collaboration as 
well as a positive attitude about sharing resources. 
This is vital because hospital staff are involved in 
day-to-day operations and understand how processes 
can be standardized, what equipment is needed, 
capacity of staff, and other issues.

4.  evAluAtIon of pArtners sHould be tHorougH.
While there may be a sense of urgency from the Patient 
Protection and Affordable Care Act, decisions cannot 
be made solely to meet a requirement or a standard. 
CEOs interviewed emphasized that taking time to 
understand options, even scoring different vendors or 
partners, will help explain the success or failure of the 
collaboration. If the focus of a collaborative venture 
is on managing care and not cost, the partners and 
affiliations will be clearer. Strategic planning and staff 
input can help identify the most pressing needs of the 
hospital and assist in efforts to proactively plan for 
future needs. Many rural hospitals, especially CAHs, 
have been trying to survive amidst fiscal challenges. 
With health care reform, they have an opportunity 
to take control of planning with whom and how they 
will partner to provide quality services.
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5.  pArtnersHIps requIre flexIbIlIty And must be  
     mutuAlly benefIcIAl.
When a partnership is being considered, the question 
is often asked, “What can they give us that we 
need?” This seems like a logical question, but CEOs 
interviewed suggested that the more important 
question is, “What does each organization have 
that will make us stronger through collaboration?”  
The expectation is that each partner understands 
the strengths of each organization and that long-
term sustainability is based on mutually beneficial 
outcomes. Also, this encourages CAH executives to 
make a list of the strengths and assets they offer to 
potential partners.

6.  A formAl orgAnIzAtIonAl structure Improves       
     lIkelIHood of success.
While not all collaborations are formal, CEOs agreed 
that having formal structures and agreements in place 
from the beginning provided a better understanding 
of the expectations from both, or all, organizations 
involved. These agreements can be reviewed annually 
if needed and offer each entity greater confidence 
in the longevity of the partnership. While not 
every CEO suggested that an independent board 
was needed for every type of collaboration, several 
of the effective examples have boards with voting 
members from each organization. Formal contracts 
were suggested, especially when multiple partners 
were involved and in more complex collaborations. 

7.  stAff And pHysIcIAn buy-In Is A must.
Whether the proposed collaboration involves 
technology adoption, emergency department 
staffing, telemedicine opportunities, or the option of 
corporate ownership or ACO affiliation, staff buy-in 
is an essential component in the decision making 
process. CEOs mentioned that the success or failure 
of collaboration can be based on the collaborative 
culture in place. In other words, the more input by 
staff, the more likely they will feel a part of the change 
and adapt to it more quickly. Survey respondents 
who were not involved in a collaboration cited lack 
of staff and board buy-in as one reason they were not 

involved. This challenge can be overcome through 
inclusive strategic planning, allowing staff to have 
input about potential collaborative partner options, 
and transparent decision making processes. 

8.  AffIlIAtIon does not HAve to creAte feAr.
Critical access hospital executives and boards of 
directors should evaluate whether a clinical affiliation 
with a tertiary provider or larger health system is 
the right approach to preserve and enhance services 
in their service areas. This does not imply that every 
CAH should join a larger health system; instead, 
it means that collaborating with larger health 
systems in areas where CAHs may not have adequate 
resources such as home health, mental health, or 
emergency room staffing can be a solution for some 
hospitals.  It may also free time and resources for 
CAHs to focus on core services which will continue 
to be important in the future. Strategic planning 
may be used to identify core services and determine 
appropriate capacity for the future. An assessment 
of all possible regional providers may also help 
determine collaborative partners.

9.  collAborAtIon does not HAve borders.
More than three-quarters of the survey respondents 
noted that choosing a partner was facilitated by the 
proximity of that partner to their location. However, 
identifying collaborative partners for support 
services such as telemedicine, emergency department 
staffing, EHR adoption, home health care, and more 
can occur beyond the hospital’s service area and 
state. Broadband and video technologies enable 
CAHs to interact with larger hospitals, telemedicine 
networks, and colleges of medicine throughout 
the nation, and these partnerships can prove as 
valuable as those with local groups.

10.  fAIlure Is success, WHen one leArns from It.
Not every effective practice identified in the survey 
and subsequent interviews with a select group of 
CAH CEOs was a complete success. Perhaps an idea 
for collaboration was rejected by a potential partner, 
an outcome was not achieved, or a CAH could no 
longer provide the expertise needed in an area due 
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to a lack of resources. CEOs who were interviewed 
had one overarching answer to naysayers, “Failure 
is success, when one learns from it.” The reason is 
simple: no one path to collaborative success will work 
for every hospital.  The most important approach is 
to explore core service areas and evaluate how other 
services can be provided in innovative, collaborative 
ways. If a collaborative effort is important, and 
mission-driven, approaches can often be found to 
accomplish it.  

movIng forWArd
Some problems are too complex, or the solutions 
too costly, for one organization to manage alone. 
CAHs experiencing budget challenges must focus 
on their core mission and programs. However, 
collaboration may offer opportunities to gain 
access to more financial resources, equipment, 
technological capabilities, and staff so that services 
can be enhanced with better health outcomes in 
the communities served. As was shown through 
the survey, research, and interviews, many benefits 
of collaboration go beyond financial. Through 
collaboration, CAHs can build their capacity to deliver 
more services that their patients and communities 
need, and the complex issues involved in health care 
reform can be addressed by a community of health 
care organizations.

While quality of care improvements and 
collaboration initiatives are essential for small 
rural hospitals, managing population health and 
implementing community health strategies will be 
just as important for CAHs as health care reform 
focuses on outcomes rather than activities. The first 
issue paper about quality of care documented that 
Illinois CAHs are consistently improving quality 
outcomes and are partners in the health of the 
communities in their service areas. The current 
paper about collaboration indicates that CAHs want 
to better understand their patients and increase 
their ability to focus on core services.  

In the next issue paper, ICAHN and CgS will 
explore how CAHs can proactively manage their 
population health and understand potential market 
opportunities, revenue streams, and community 
care possibilities in order to continue on the path 
of providing quality rural health care. For sure, 
achieving better health care will be a never-ending 
effort which makes it important to understand and 
learn from effective practices and successes that 
CAHs have had along the way.

As always, the findings and conclusions presented in this report are those of the authors/project team alone and do not necessarily reflect 
the views, opinions, or policies of the officers and/or trustees of Northern Illinois University. For more information, please contact Melissa 
Henriksen, mhenriksen@niu.edu or 815-753-0323.

mailto:mhenriksen%40niu.edu?subject=
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Hospital Name City County State
Adams County Memorial Hospital Decatur Adams IN

Adena greenfield Medical Center greenfield Highland OH

Advocate Eureka Hospital Eureka Woodford IL

Albany Area Hospital and Medical Center Albany Stearns MN

Avera De Smet Memorial Hospital De Smet Kingsbury SD

Avera gregory Hospital gregory gregory SD

Avera Hand County Memorial Hospital Miller Hand SD

Avera St. Benedict Health Center Parkston Hutchinson SD

Baldwin Area Medical Center Baldwin Saint Croix WI

Boscobel Area Health Care Boscobel grant WI

Clay County Hospital Flora Clay IL

Columbus Community Hospital Columbus Columbia WI

Community Hospital of Bremen Bremen Marshall IN

Community Memorial Hospital Staunton Macoupin IL

Community Memorial Hospital Redfield Spink SD

Coteau des Prairies Hospital Sisseton Roberts SD

Crawford Memorial Hospital Robinson Crawford IL

Cumberland Memorial Hospital Cumberland Barron WI

Decatur County Memorial Hospital greensburg Decatur IN

Dr. John Warner Hospital Clinton DeWitt IL

Fayette County Hospital vandalia Fayette IL

Fayette County Memorial Hospital Washington Court House Fayette OH

Ferrell Hospital Eldorado Saline IL

FirstLight Health System Mora Kanabec MN

Flambeau Hospital Park Falls Price WI

Franklin Hospital Benton Franklin IL

gibson Area Hospital and Health Services gibson City Ford IL

glacial Ridge Health System glenwood Pope MN

glencoe Regional Health Services glencoe McLeod MN

grant Regional Health Center Lancaster grant WI

greene County general Hospital Linton greene IN

Hamilton Memorial Hospital District McLeansboro Hamilton IL

Hammond-Henry Hospital geneseo Henry IL

Hayward Area Memorial Hospital Hayward Sawyer WI

Highland District Hospital Hillsboro Highland OH

Hoopeston Regional Health Center Hoopeston vermilion IL

Illini Community Hospital Pittsfield Pike IL

Indiana University Health Blackford Hospital Hartford City Blackford IN

Landmann-Jungman Memorial Hospital Scotland Don Homme SD

Lead-Deadwood Regional Hospital Deadwood Lawrence SD

AppendIx A: cAHs respondIng to mIdWest collAborAtIon survey 
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Hospital Name City County State
Lifecare Medical Center Roseau Roseau MN

Madelia Community Hospital Madelia Watonwan MN

Madison Hospital Madison Lac qui Parle MN

Mason District Hospital Havana Mason IL

Massac Memorial Hospital Metropolis Massac IL

Mayo Clinic Health System, Franciscan Health Care - Sparta Sparta Monroe WI

Meeker Memorial Hospital Litchfield Meeker MN

Memorial Hospital Carthage Cathage Hancock IL

Memorial Hospital Chester Chester Randolph IL

Memorial Hospital of Lafayette County Darlington Lafayette WI

Mendota Community Hospital Mendota LaSalle IL

Mercer County Hospital Aledo Mercer IL

Midwest Medical Center galena Jo Daviess IL

Morrow County Hospital Mount gilead Morrow OH

Moundview Memorial Hospital and Clinics Friendship Adams WI

North valley Health Center Warren Marshall MN

Northern Pines Medical Center Aurora Saint Louis MN

Orrville Hospital Foundation dba Aultman Orrville Hospital Orrville Wayne OH

Pana Community Hospital Pana Christian IL

Parkview Lagrange Hospital Lagrange Lagrange IN

Paynesville Area Health Care System Paynesville Stearns MN

Philip Health Services Philip Haakon SD

Pinckneyville Community Hospital Pinckneyville Perry IL

Pulaski Memorial Hospital Winamac Pulaski IN

Reedsburg Area Medical Center Reedsburg Sauk WI

Riverwood Health Care Center Aitkin Aitkin MN

Rochelle Community Hospital Rochelle Ogle IL

Salem township Hospital Salem Marion IL

Sanford Medical Center vermillion vermillion Clay SD

Sarah D. Culbertson Memorial Hospital Rushville Schuyler IL

Shawano Medical Center Shawano Shawano WI

St. Francis Medical Center Breckinridge Wilkin MN

St. Mary’s Warrick Hospital Boonville Warrick IN

St. vincent Salem Hospital Salem Washington IN

St. vincent Frankfort Hospital Frankfort Clinton IN

Sullivan County Community Hospital Sullivan Sullivan IN

Thomas H. Boyd Memorial Hospital Carrollton greene IL

tomah Memorial Hospital toman Monroe WI

tri-County Memorial Hospital Whitehall trempealeau WI

tyler Health Care Center - Avera tyler Lincoln MN
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Hospital Name City County State
Union County Hospital Anna Union IL

Union Hospital Clinton Clinton vermillion IN

valley West Community Hospital Sandwich DeKalb IL

Wagner Community Memorial Hospital - Avera Wagner Charles Mix SD

Washington County Hospital Nashville Washington IL

Windom Area Hospital Windom Cottonwood MN
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AppendIx b: IcAHn HeAltH cAre delIvery And collAborAtIon survey
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AppendIx c: folloW-up on-sIte And telepHone IntervIeWees
Interviewee, Title Hospital or Affiliation County State
Bob Sellers, CEO Clay County Hospital Flora IL

Don Annis, CEO Crawford Memorial Hospital Robinson IL

Hervey Davis, CEO Franklin Hospital Benton IL

Harry Wolin, CEO Mason District Hospital Havana IL

Mark Batty, CEO Rochelle Community Hospital Rochelle IL

Lynn Stambaugh, CEO Sarah D. Culbertson Memorial Hospital Rushville IL

Michelle Smith, CEO Sullivan County Community Hospital Sullivan IN

Jon D. Braband, CEO glencoe Regional Health Services glencoe MN

June Fowler, BJC HealthCare, 
vP Corporate and Public 
Communications

BJC HealthCare St. Louis MO

David grundstrom, CEO Flambeau Hospital Park Falls WI

Brian Theiler, CEO tri-County Memorial Hospital Whitehall WI
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