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Editorial 

The future of academic medical centres in the US: Consolidation or 

extinction? 
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What does the future hold for academic medical centres (AMCs)

n the US? Can they survive? Dr. Stephen Klasko, President and

EO of Jefferson Health, called the closure of the Hahnemann

chool of Medicine a “national warning sign” [1] . Other academic

nstitutions, such as Emory University and Vanderbilt University,

ave begun to distance themselves from their associated hospi-

al systems due to financial constraints. Our institution, the Uni-

ersity of Louisville School of Medicine, has been involved in a

everal year process to save programs in heart disease and solid

rgan transplantation at a financially constrained, affiliated urban

ospital. 

How did we get to the present state of AMCs in the US? Before

980, AMCs were defined as a medical school with one educa-

ional program and hospital [2] , [3] . In the two decades after 1980,

any AMCs reorganised and created “autonomous subsystems

or education, hospitals, and physician services to isolate revenue

treams for the university, simplify transfer payments, and reduce

he risk of sending subsidy payments across campus” [2] , [3] . This

pproach led to leadership silos, internal competition, and redun-

ancy on the AMC level, and difficulty meeting enterprise-wide

trategic goals [2] . 

Fast forward to the present. The current direction and reorgan-

sation of AMCs is essentially in the opposite direction: towards

eintegration [2] . Slade et al. not only noted the “turmoil and in-

fficiencies” of “management silos” and “competition among the

ubsystems,” but also noted the “economic downturn” and “na-

ional push for healthcare reform” [2] . Slade et al. described in

etail the example of the successful integration of Georgia Re-

ents University and the Health Systems University of Georgia and

rovided “lessons learned” [2] . 

The current number of AMCs in the US is not entirely clear.

hatfield et al. in their 2017 study noted that 275 member hos-

itals of the Council of Teaching Hospitals and Health Systems

ere AMCs [4] . Fleishon et al. stated that there are less AMCs

han teaching hospitals, and “just over 130” AMCs in the US” [5] .

arzansky and Etzel noted 151 accredited schools of medicine in

he US [6] . Many American College of Surgeons (ACS)-verified level

 trauma centers in the US are part of an AMC. Although US

rauma centers are a separate subject, it has been noted previously

hat, “There is much uncertainty about the future of the American

rauma system” [7] . 

AMCs are expensive and complex health care delivery systems

8–10] . Fleishon noted that AMC costs were 10–20% higher on

 case-adjusted basis [5] . The funding of AMCs is also complex.
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linical revenue often accounts for 80% of available revenue, and

esearch funding accounts for 12% [5] . The US federal government

s also the largest source of these research dollars [5] , [11] . Medi-

are provided nearly $10 billion of financial support for training

rograms in 2010 [5] . However, much of this government funding

ppears to be at risk. The proposed American Health Care Act of

017 suggested an $834 billion reduction of federal spending on

edicaid until 2026. Under this bill, the federal dollars received

t the state level would continue to decline; thus, hospitals would

ee an increase in uncompensated care - potentially as much as

8%. This suggested bill reiterates the overwhelming concerns of

uture governmental support for AMCs. Nancy Andrews, during a

009 American Society for Clinical Investigation Presidential ad-

ress, stated that “success has fueled expansion beyond what rela-

ively fixed revenue sources available to academic medical centers

an provide for” [12] . 

AMCs are disproportionately targeted by health care reform

nitiatives [5] , [13] . AMCs also have a disproportionate share of the

ninsured and under-insured patients and function as a “safety

et” within their communities and region. Current value-based

ayment models place AMCs at a disadvantage because of the

atient populations they serve. The current revenue cycle is not

ustainable. AMCs can no longer rely on clinical productivity to

upplement the research and educational goals of the institutions. 

What actions can be taken to strategically improve the future

f AMCs in the US? Various experiences with AMCs have been

iscussed and may provide some answers. 

Dzau et al. noted that a focused and clear mission with spe-

ific goals within areas of excellence will be necessary for AMC

uccess [14] . They recognised that the ever-changing medical field

as raised significant concerns, “a risk of extinction.” Research

ill necessarily shift towards clinical and translational research,

ocusing on the “discovery-to-care continuum,” integration of the

ciences, collaboration, and elimination of intellectual isolation

14] . Rather than broad, decentralised research, AMCs will need

o create centralised, focused goals to address hospital care and

esearch direction [14] . 

AMCs will need to provide preventative medicine in addition

o the traditional role of providing highly specialised acute care.

mphasis will need to be on efficiency and population health

utcomes with improved coordination of care. Gourevitch and

horpe recently reported on a framework for population health

t AMCs with goals of population health improvement, improving

atient experience, and reducing costs [15] . Davis et al. noted the

https://doi.org/10.1016/j.injury.2019.10.021
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continuing professional development of faculty as a possible key

to success for AMCs in the future [16] . 

The University of Arizona Health network used a “transforma-

tive approach” to create a partnership with Banner Health via an

academic affiliation agreement (AAA) to create Banner-University

Medicine [17] . They abolished the traditional departments, and re-

placed them with institutes focused on a specific disease, disease

process, or anatomic region. These institutes allow for delivery

of coordinated, multi-specialty care focused on individualised care

with the addition of nurse navigators to assist in the coordination

of care. Each institute identifies five areas of focus within the spe-

cialty to coordinate research efforts, establish community identity,

and improve patient satisfaction and outcomes [18] . 

The governance structure and organisational chart of AMCs

is also another area for change. Pellegrini et al. noted that “the

governance structure” of AMCs is “of critical importance” [19] .

These authors noted the often cited anonymous quote, “If you’ve

seen one academic health center, you’ve seen one academic health

center” [19] . They also noted the heterogeneous nature of AMC

governance [19] . Nonetheless, these authors noted that the essen-

tial elements of AMC governance going forward are, “Preservation

of academic oversight of the faculty practice plan, a unifying

central focal point of organisational decision making, and genuine

physician leadership…” [19] . 

Itri et al. discussed challenges with funds flow at AMCs,

and emphasised that, “Funds flow is the mechanism used by

health systems to ensure alignment, drive accountability, support

enterprise-level goals and financial sustainability, reinforce excel-

lence in academic missions, and preserve flexibility to adapt to

changing needs” [20] . 

Fleishon et al. noted that there is a “nationwide trend toward

consolidation with academic medical centres leveraging their sub-

stantial assets to merge, acquire or establish partnerships with

their community peers” [5] . These authors also noted that “nearly

all sectors of the health care industry are rapidly consolidating” [5] .

Consolidation would allow for development of a cohesive institu-

tional strategy, methods for action and adaptation, along with the

ability to truly implement it [21] . 

AMCs may also need to identify additional sources of rev-

enue and explore financial alignments with organisations in the

surrounding communities. Pharmaceutical and implant companies

have made substantial profits from the research directly performed

at AMCs. More industry partnerships could provide additional

revenue streams. 

Partnerships within local communities will become increas-

ingly necessary to focus on population health and community

engagement. Smaller community hospital partnerships or affilia-

tions would allow for satellite locations for the AMC and lower

acuity care with transfers of more ill to the more expensive AMC

when necessary. This allocation of resources would exponentially

offset the higher costs of an advanced care facility and avoid

inappropriate utilization [21] . 

The attractiveness of academic medicine as a career to med-

ical students and young physicians has also come into question.

There may be varying reasons for this in addition to genera-

tional differences. Com pensation can vary substantially between

academic practice and private practice. Itri et al. noted that “aca-

demic radiologist salaries were only 60% of their private practice

peers” [20] . When the academic physician is financially compen-

sated significantly less than physicians in private practice with

the newer physician employment model (e.g., specialist group,

hospital-employed, etc.), how can this be sustainable? As AMCs

look to drive physician productivity and revenue from patient

care, there is increased pressure on the academic faculty at AMCs.

Of course, this pressure is added on top of the other compo-

nents of the AMC mission: research, education, and community
ngagement/service. There may be a silver lining in the intellectual

apacity area. Viviano noted that AMCs attract individuals “who

re visionaries in their respective areas – people who expect to be

eaders in their practice, in the field of medicine, and in the indus-

ry” [4] . In addition, it has been noted that there is less interest

n physician-scientist career pathways, and that most researchers

ith medical degrees did not receive their first major National

nstitute of Health (NIH) grant until they were 45 years old [22] . 

As American medicine continues to grow to a quintile of the

S economy, what will happen to AMCs? Is it possible for the

istoric academic medical centre to survive as focus shifts toward

rofit and productivity, and away from cutting edge patient care,

esearch, and medical education? Can AMCs be made profitable?

s Robert Field asked (and this may be more of an American ques-

ion), is medicine a for-profit commodity or an essential public

ervice, and government responsibility? [23] 

AMCs within the US have been the catalyst for medical progress

nd advancements. Whether it is consolidation by merger or clo-

ure, there will be fewer AMCs. One health care consultant has ap-

lied the term “margin meltdown” to the future plight of AMCs

24] . One can only hope that any meltdown is limited to the mar-

in. The Hahnemann closure is only one of several examples that

he process of AMC closure and consolidation has already begun.

rivate equity, US employers, and the healthcare industry will not

ait for physicians to fix AMCs. The bell has already tolled. Physi-

ians must rise up and be real leaders in the reorganization of

MCs in the US. 

The future of AMCs remains unclear; however, options for suc-

ess exist. At this time, it is necessary to identify and merge the

oals of an institution and individual departments, consolidate and

eallocate resources aligning with the overarching goals, and de-

elop an action plan with a focus on efficiency. We, as physicians,

eed to begin locally: attend the meetings with Deans/CEOs, help

stablish institutional goals, and initiate change within our own

epartments. These small measures could initiate a wave of change

ithin the entire AMC. 

Brandi Hartley

Craig Roberts ∗

Department of Orthopaedic Surgery, University of Louisville School of

Medicine, 550 S. Jackson Street, Louisville, KY 40292, United States

∗Corresponding author.

E-mail address: craig.roberts@louisville.edu (C. Roberts)

eferences 

[1] Klasko S. Jefferson CEO: Hahnemann’s closure is another canary in the health-
care coal mine-Opinion. Philadelph Inqu LLC 2019. https://www.inquirer.com/

opinion/commentary/hahnemann- closure- residents- jefferson- stephen- klasko . 

[2] Slade CP , Azziz R , Levin S , Caughman GB , Hefner DS , Halbur KV , et al. Health
system creation and integration at a health sciences university: a five-year fol-

low-up. J Healthc Manag 2017;62(6):386–402 . 
[3] Weiner BJ , Culbertson R , Jones RF , Dickler R . Organizational models for medical

schools–Clinical enterprise relationships. Acad Med 2001;76(2):113–24 . 
[4] Chatfield JS , Byrd HF Jr , Longenecker CO , Fink LS , Gold JP . Ten CEO imperatives

for healthcare transformation: lessons from top-performing academic medical

centers. J Healthc Manag 2017;62(6):371–83 . 
[5] Fleishon HB , Itri JN , Boland GW , Duszak R Jr . Academic medical centers

and community hospital integration: trends and strategies. J Am Coll Radiol
2017;14(1):45–51 . 

[6] Barzansky B , Etzel SI . Medical schools in the United States, 2018-2019. JAMA
2019;332(10):986–95 . 

[7] Roberts CS . The US trauma system: model or misadventure? Injury
2010;41:319–20 . 

[8] Gupta R , Sehgal N , Arora VM . Aligning delivery system and training mis-

sions in academic medical centers to promote high-value care. Acad Med
2019;94(9):1289–92 . 

[9] White C , Reschovsky JD , Bond AM . Understanding differences between high-
and low-price hospitals: implications for efforts to rein in costs. Health Aff

(Millwood) 2014;33(2):324–31 . 

mailto:craig.roberts@louisville.edu
https://www.inquirer.com/opinion/commentary/hahnemann-closure-residents-jefferson-stephen-klasko
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0002
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0002
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0002
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0002
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0002
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0002
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0002
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0002
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0003
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0003
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0003
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0003
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0003
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0004
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0004
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0004
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0004
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0004
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0004
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0005
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0005
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0005
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0005
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0005
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0006
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0006
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0006
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0007
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0007
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0008
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0008
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0008
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0008
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0009
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0009
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0009
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0009


Editorial / Injury 50 (2019) 2149–2151 2151 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

[  

 

[  

[  

[  
[10] Mechanic R , Coleman K , Dobson A . Teaching hospital costs: implications for
academic missions in a competitive market. JAMA 1998;280:1015–19 . 

[11] Campbell EG . The future of research funding in academic medicine. N Engl J
Med 2009;360(15):1482–3 . 

[12] Andrews NC . Can we keep the “academic” in academic medicine? 2009
American society for clinical investigation presidential address. J Clin Invest

2010;120(1):390–3 . 
[13] Rajaram R , Chung JW , Kinnier CV , Barnard C , Mohanty S , Pavey ES , et al. Hos-

pital characteristics associated with penalties in the centers for Medicare

& Medicaid services hospital-acquired condition reduction program. JAMA
2015;314:375–83 . 

[14] Dzau VJ , Cho A , Ellaissi W , Yoediono Z , Sangvai D , Shah B , Zaas D , Udayaku-
mar K . Transforming academic health centers for an uncertain future. N Engl J

Med 2013;369:991–3 . 
[15] Gourevitch MN , Thorpe LE . Advancing population health at academic medi-

cal centers: a case study and framework for an emerging field. Acad Med

2019;94:813–18 . 
[16] Davis DA , Rayburn WF , Smith GA . Continuing professional development for

faculty: an elephant in the house of academic medicine or the key to future
success? Acad Med 2017;92:1078–81 . 

[17] Cairns CB , Bolinger K , Garcia JGN . A transformative approach to academic
medicine: the partnership between the University of Arizona and Banner

Health. Acad Med 2017;92:20–2 . 
[18] Betbeze P. The academic medical center model is broken. here’s how to fix
it. Health Leaders Media 2017. https://www.healthleadersmedia.com/strategy/ 

academic- medical- center- model- broken- heres- how- fix- it . 
[19] Pellegrini VD Jr , Guzick DS , Wilson DE , Evarts CM . Governance of academic

health centers and systems: a conceptual framework for analysis. Acad Med
2019;94:12–16 . 

20] Itri JN , Mithqal A , Arun Krishnaraj A . Funds flow in the era of value-based
health care. J Am Coll Radiol 2017;14:818–24 . 

[21] Will academic medical centers sink or swim? Becker’s Hospital Review

2015. https://www.beckershospitalreview.com/finance/will- academic- medical- 
centers- sink- or- swim.html . 

22] Jain MK , Yamada T , Lefkowitz R . More doctors should do research. New York:
New York Times; 2019. p. A27 . 

23] Keeping the lights on: why are the U.S. hospitals closing? Knowledge@Wharton
2019. https://knowledge.wharton.upenn.edu/article/us- hospitals- closing- 

hahnemann/ . 

24] The future of the academic medical center: strategies to avoid a margin
meltdown 2012. http://www.pwc.com/us/en/health-industries/publications/ 

the- future- of- academic- medical- centers.jhtml . 

http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0010
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0010
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0010
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0010
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0011
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0011
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0012
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0012
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0013
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0013
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0013
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0013
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0013
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0013
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0013
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0013
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0014
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0014
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0014
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0014
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0014
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0014
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0014
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0014
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0014
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0015
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0015
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0015
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0016
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0016
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0016
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0016
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0017
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0017
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0017
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0017
https://www.healthleadersmedia.com/strategy/academic-medical-center-model-broken-heres-how-fix-it
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0019
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0019
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0019
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0019
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0019
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0020
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0020
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0020
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0020
https://www.beckershospitalreview.com/finance/will-academic-medical-centers-sink-or-swim.html
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0023
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0023
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0023
http://refhub.elsevier.com/S0020-1383(19)30602-3/sbref0023
https://knowledge.wharton.upenn.edu/article/us-hospitals-closing-hahnemann/
http://www.pwc.com/us/en/health-industries/publications/the-future-of-academic-medical-centers.jhtml

