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Abstract

Our current health care system is broken and unsustainable. Patients desire the highest quality care, and it
needs to cost less. To regain public trust, the health care system must change and adapt to the current needs
of patients. The diverse group of stakeholders in the health care system creates challenges for improving the
value of care. Health care providers are in the best position to determine effective ways of improving the
value of care. To create change, health care providers must learn how to effectively lead patients, those within
health care organizations, and other stakeholders. This article presents servant leadership as the best model
for health care organizations because it focuses on the strength of the team, developing trust and serving the
needs of patients. As servant leaders, health care providers may be best equipped to make changes in the
organization and in the provider-patient relationship to improve the value of care for patients.
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O ur current health care system is
broken andunsustainable. This article
provides a leadership-focused solu-

tion to address this challenge. The first section de-
fines the health care system stakeholders and then
discusses the complex challenges of creating a
more effective health care system that improves
the value of care for patients by both increasing
the quality of care and lowering its cost. The sec-
ond section analyzes how health care providers
canprovide the crucial leadership to achieve these
goals. In a trusting partnershipwith their patients,
health care providers understand patient needs
and available care; however, as the third section
explains, the providers need leadership education
and development to undertake their leadership
roles. The fourth section identifies servant leader-
ship as the best model for health care organiza-
tions and providers because it focuses on trust
and empowerment in both patient relationships
(so that patients canmakehealthdecisions in their
best interests) and health care provider team rela-
tionships that deliver their care.
CHALLENGES FACED BY HEALTH CARE
PROVIDERS AND ORGANIZATIONS

Competing Interests of health care System
Stakeholders
The health care system has a wide range of stake-
holders including patients; health care providers;
health care organizations; federal, state, and local
Mayo Clin Proc. n March 2014
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governments; health insurance companies; busi-
ness employers; health care-related businesses;
and academia. The separate interests of these
stakeholders frequently clash. The primary stake-
holders are patients. The main goal of patients is
to remain healthy by using the services offered by
the health care system. Patients seek health care
providers they can trust for preventive care and
safe and effective medical advice and treatment.
Patients can feel vulnerable as they place their
lives in the hands of the health care system in
times of desperate need. Interaction with the
health care system affects patients’ physical,
emotional, and financial well-being.

Health care providers are the stakeholders
driving the health care system through their
interaction with patients. This group includes
doctors, nurses, administrators, and allied
health staff (ie, physical therapists, laboratory
technicians, and respiratory therapists). Health
care providers seek a safe and organized envi-
ronment to serve patients effectively. They
dedicate their working lives toward helping
others to be healthy and overcome medical
challenges. This desire to serve others is at the
heart of the health care providers’ motivation.

Health care organizations are a large group of
stakeholders made of hospitals, clinics, outpa-
tient operation centers, and other care sites,
including themanagement and staff of these insti-
tutions. Themain interest of the health care orga-
nization is to provide health care services to the
;89(3):374-381 n http://dx.doi.org/10.1016/j.mayocp.2013.10.012
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regional community. Not-for-profit health care
organizations focus on using available funds effi-
ciently to provide care to patients. For-profit
health care organizationsmay focusmore on pro-
moting the business interests of the organization.

Federal, state, and local governments are
stakeholders in the health care system through
their concern for citizens’ well-being, payment
of health care costs and government employee
health care benefits, and their financial and legis-
lative effect on the system. To ensure effectiveness
and safety for its citizens, the government moni-
tors and regulates pharmaceuticals, medical de-
vices, and provider practices. In 2011, the
federal government spent $769billionon3health
insurance programsdMedicaid, Medicare, and
Children’s Health Insurance Programdaccount-
ing for 21% of the 2011 federal budget.1 In addi-
tion, in 2010, the US Census Bureau data
indicated that 49.9 million Americans were unin-
sured. Federal and state governments provide
subsidized health insurance for residents who
cannot pay on their own. With the new Afford-
able Care Act, subsidized health care will increase
markedly. Local governments provide health ser-
vices through county hospitals and local health
initiatives. All levels of government expend sub-
stantial resources to provide health care insurance
for their employees.With the health of its citizens
and somuchmoney at stake, our government has
a strong interest in lowering costs and ensuring
that citizens receive high-quality care through
preventive care and efficient treatments for
disease.

At the core of the health care system lies the
patient’s desire to be physically, emotionally,
and financially sound. Conflicts among stake-
holders emerge over the best way to reach those
goals. Government can clash with health insur-
ance companies over the legally required terms
in their policies and with businesses over the
safety of medical drugs and products. The regu-
lation of health care practices by the government
through its health insurance programs, such as
Medicaid, Medicare, and Children’s Health In-
surance Program, creates conflict with health
care providers trying to give patients the best
care while conforming to regulations and limited
payment structures. Health insurance com-
panies clash with health care providers and their
customers over the cost and value of services.
Health care providers and those in academia
debate the effectiveness of medical practices
Mayo Clin Proc. n March 2014;89(3):374-381 n http://dx.doi.org/10
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and treatments in the real world vs laboratory
research settings. Health care providers and pa-
tients may disagree over the treatments in the
patient’s best interest, the quality of care the pa-
tient receives, and the price of services. Patients
often discover unexpected financial conse-
quences to medical treatments despite insurance
coverage.

Conflicts among various stakeholders may
spur the positive outcome of critical examina-
tion of the interfaces among them; however,
this problem solving has yet to occur on a
wide scale and a greater examination of the is-
sues between stakeholders will be necessary
to reorganize a currently unsustainable health
care system.

Dimension of the Challenges
Let us examine the cost and the quality of care,
components that make up the value equation
for health care. Health care providers must
address the issue of quality of care: the need
for better and safer outcomes and higher patient
satisfaction. The goal of the entire health care
system is to cure disease and improve patient
health. Poor outcomes and low patient satisfac-
tion may decrease a patient’s perceived value
of the medical care provided. Each interaction
with a health care provider affects the patient’s
perception of the quality of care, affecting pa-
tient trust and adherence to treatments and
consequently the cost of care. Health care pro-
viders and organizations must focus on
increasing value by providing more effective
and safer treatments while increasing patient
satisfaction to remain trusted partners. The
cost of health care is predicted to increase by
7.5% in 2013, a rate 3 times higher than the
inflation rate.2 2012 was “the first year the
average cost of healthcare for the typical Amer-
ican family of four surpassed $20,000.”3 The
proportion of household income devoted to
health care costs is increasing considerably and
causing families to make tough financial deci-
sions.4 These costs impose a great burden on pa-
tients (insured or uninsured), businesses, and
the government. Innovations in medication
and technology provide newer more efficient
lifesaving tools, but they may simultaneously in-
crease costs.5 The cost of health care services
greatly affects the value of care; lowering the
cost is a critically important challenge that health
care providers and organizations must confront.
.1016/j.mayocp.2013.10.012 375
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Improving Quality and Lowering Cost to
Increase Value
The main challenge for health care providers is
to improve the overall value of health care. Value
can be measured through an equation com-
paring quality to the cost of the service provided
(Figure). Quality includes the outcomes, safety,
and service because it relates to an episode of
care. The cost of health care equals the amount
of resources used not only for an episode of
care but also over the entire time of treatment.
Resources used or costs will include health
care provider time, diagnostics, therapeutics,
and the use of a facility.6 Restoring sustainability
to the health care system requires health care
providers to increase the value of health care ser-
vices by improving outcomes, safety, and service
while lowering costs.6

Building trust between health care providers
andpatients has thepotential to increase the value
equation in health care. Increased trust will
improve the ability of stakeholders to collaborate
in their efforts to increase quality and lower costs.
Theprimary relationship inhealth care is between
health care providers andpatients. A patientmust
be able to trust that doctors, nurses, and other al-
lied health staff are competent and knowledge-
able and have the patient’s best interest at heart.
A high degree of professionalism among health
care providers builds trustworthinesswith thepa-
tient. In addition, trust between the health care
provider and the patient enables honest commu-
nication and may increase the likelihood that a
patient will follow through on treatment, leading
to a better outcome and lower long-term costs.7

Trust is also an important component of team-
work. Effective teams communicate more clearly
among themselves and with the patient, deliv-
ering a better outcome, safer experience, and a
higher level of service at a more efficient cost.
Health care administrators as an integral part of
the teammust trust the providers to deliver excel-
lent value, whereas health care providers must
trust the administrators to support their work
through effective clinic organization, policies,
Quality (outcome, safety, service)
Value =  

Cost (resources consumed)

FIGURE. The value equation measured over
time for a patient best reflects the individual’s
impact on the health care system.

Mayo Clin Proc. n March 2014
and management. Building trusting relationships
across stakeholders can create synergy and in-
crease the value equation.

CHANGES IN HEALTH CARE NECESSITATE
LEADERSHIP
As discussed previously, the diverging purposes
and goals of the various stakeholders increase
the complexity of the issues that confront the
health care system. Making effective and lasting
changes to increase quality of care and lower
costs and thus improve value requires leader-
ship. Of all the stakeholders, health care pro-
viders should be at the forefront as leaders
because of their unique understanding of and
interaction with the patient. Health care pro-
viders can improve patient outcomes by encour-
aging patient adherence to therapy. They can
also decrease patient costs by avoiding unneces-
sary tests, procedures, and medications. Health
care providers can identify gaps in technology
and medical procedures to lead change that in-
creases the value of health care. Last and most
importantly, health care providers should al-
ways be aligned with the best interests of the pa-
tient. Although the constant and rapid changes
in the current health care landscapemay be putt-
ing pressure on this bedrock concept of health
care, it remains the primary value of the entire
profession. As hands-on service professionals,
health care providers are capable of effecting
change in health care delivery.

Health care providers serve as leaders in their
relationship with patients. Patients seek their
leadership for diagnosis, assessment, advice,
and treatment. Health care providers lead pa-
tients by educating and delivering appropriate
care, enabling patients to make well-informed
decisions that the patient determines are in his
or her best interest. Trust is an essential compo-
nent in the relationship between health care pro-
viders and patients. That relationship is caring,
intimate, and crucial for the patient’s well-
being, the health care experience, and can
improve the value equation in health care.

In addition, health care providers must as-
sume a leadership role beyond their relationship
with patients. Teams are integral to health care
delivery. A health care provider working as a
leader will nurture the development of his or
her fellow health care providers and ensure pro-
fessional, ethical, and value-driven standards. A
strong leader enables teams to function safely
;89(3):374-381 n http://dx.doi.org/10.1016/j.mayocp.2013.10.012
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and efficiently and keeps the best interests of pa-
tients an utmost priority. Health care providers
must also serve as leaders within health care or-
ganizations. Strong relationships between health
care providers and health care organizations can
facilitate changes to improve the value of care for
patients. By assuming a leadership role, health
care providers can guide the health care system
to improve not only value but sustainability as
well.

Leadership is equally important within the
health care provider network of peers. Health
care providers rely on their professional peers to
relay important scientific and health care delivery
developments.Within the group, individuals can
serve as leaders through their commitment to
professional and ethical behavior. This kind of
leadership is valuable within a single health
care organization, regionally among professional
peers, and even nationally, because they have the
opportunity to share their work.

HEALTH CARE PROVIDERS NEED
LEADERSHIP EDUCATION AND
DEVELOPMENT
Health care providers need leadership educa-
tion and development to implement effective
change. There are many different leadership
models that define effective leadership, describe
leadership behavior, and suggest paths of lead-
ership development. Some models may work
best in particular situations and be less useful
in others. Health care providers need the op-
portunity and the resources to identify the
models that best fit the health care industry
and to develop effective leadership skills.

Although there is now a trend to obtain a
Master of Business Administration degree,
most physicians with a Doctor of Medicine
degree acquire leadership training on the
job or from individual courses in leadership
and management from organizations such as
the American College of Physician Execu-
tives, Harvard, Stanford, and Wharton. A
2011 review of 26 studies on student atti-
tudes found that “medical students perceive
a need for leadership and management educa-
tion.”8 Some medical schools are seeking to
expand leadership development opportu-
nities through dual-degree programs such as
the Creighton University School of Medicine
Program for Leadership Development and
Boonshoft School of Medicine’s Physician
Mayo Clin Proc. n March 2014;89(3):374-381 n http://dx.doi.org/10
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Leadership Development Program. Mayo
Clinic in Arizona has proposed a simulta-
neous master’s degree in Science of Health
Care Delivery in collaboration with Arizona
State University. All these are important steps
toward building leadership development pro-
grams for health care providers.

Leadership skills are not learned over the
course of a day, a week, or even a semester.
Rather, leadership develops over the course of
an individual’s career and lifetime. Leadershipop-
portunities could be explored at the undergradu-
ate level. Medical schools, nursing programs, and
other health care educators should enable stu-
dents to pursue leadership development through
programs tailored to their professional needs
and integrated when possible to promote team
learning. A current example is the plan to offer
modules of the master’s degree in the Science of
Health Care Delivery from Arizona State Univer-
sity to medical students and other trainees in
health care. This plan adds to the learning experi-
ence by instilling skills and tools to improve value
and to better deliver care. Leadership develop-
ment should continue throughout their working
careers. These opportunities must be in line
with current research on the best methods for
leadership development. Because leadership de-
velopment is an ongoing process, health care in-
stitutions must provide resources, opportunities,
and encouragement for health care providers to
develop and grow as leaders.

A 2006 qualitative study on leadership
development in health care found that there
was a perception within health care that health
care leadership development lagged 10 to 15
years behind leadership development in other
industries.9 Several factors account for this lag.
The study identified conflict within organiza-
tions on the best practices for leadership devel-
opment and the lack of a specific model of
leadership for health care. Health care providers
are also disinclined to participate because of time
constraints, interference with their clinical work-
load, and decreased productivity from lost pa-
tient visits. Financial constraints on health care
organizations have put leadership development
on the back burner. The attitudes and challenges
described indicate the need for greater rather
than less commitment to leadership develop-
ment throughout the health care system.

The commitment to develop health care
leaders must come from both health care
.1016/j.mayocp.2013.10.012 377
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organizations and individual health care pro-
viders. Providers need to take control of their
leadership development. When people “feel a
sense of autonomy over their environment,”
they are more motivated to change and
grow.10 By taking personal responsibility for
their growth, health care providers will be
motivated to demand leadership development
opportunities from their employers and seek
opportunities for their personal growth. Build-
ing a system of leadership development
throughout the health care system that spans
early training to end of career will be an
ongoing process. Research will reveal the effec-
tiveness of leadership models and leadership
development practices.

ALIGNMENT OF LEADERSHIP MODELS TO
THE HEALTH CARE INDUSTRY
Health care providers can assume many lead-
ership roles as a part of their professional re-
sponsibilities. A summary of 4 leadership
models that have been used in the health
care industry is given in the subsections that
follow. An examination of their goals and stra-
tegies can help identify a model that can best
lead to the reforms necessary to achieve the
primary goal of increasing value by improving
care and lowering costs.

It is important to state that there are many
components of leadership that are critical to
success including integrity and professional-
ism, setting vision, strategy, operating tactics
and aligning resources, inspiring others, and,
most importantly, executiondactually moving
the ball in a positive direction. A particular
model of leadership implicitly includes all these
components but may promote different ways in
how execution of the plan is accomplished.

Transactional Leadership
Transactional leadership is a model based on
systems of reinforcement and punishment.
This model has been considered the most
prevalent leadership model used in health
care.11 Transactional leaders set goals and per-
formance standards for their employees and in
return promise to provide rewards (usually
monetary) if those standards are met. An
employee who does not meet standards may
face discipline or punishment. The model re-
lies on extrinsically motivating the employee
to work for his or her personal interest.
Mayo Clin Proc. n March 2014
Many health care providers enter their pro-
fession because they primarily want to help
people. The intrinsic motivation to improve
the lives of others by providing excellent care
conflicts with transactional leadership. In a
transactional leadership model, the employee’s
“personal interests” are the sole motivating fac-
tor for gaining a specified performance. In do-
ing so, the employee’s performance may be
undermined, especially in employees with
“high initial levels of intrinsic motivation.”12

Because of this conflict, an employee’s perfor-
mance may suffer, leading to negative out-
comes for the organization and ultimately
lack of employment.12

The transactional leadership model is un-
able to account for the complex motivations
of health care providers and the professional
and ethical duties to their patients. Transac-
tional leadership fails to build trust between
the leader and the follower, an essential part
of the health care provider-patient relation-
ship. This model does not require a leader to
take the ethical and moral road and to provide
high-value care to the patient. In health care,
leadership must take the ethical considerations
of a patient’s life into account.

Adaptive Leadership
Adaptive leadership is used to enable a group to
overcome challenges created by change. Adap-
tive challenges occur when core beliefs and
values lead to failures or when a competing
value becomes more relevant.13 Difficulties
executing teamwork and complex systematic
problems resulting from industry changes are
typical adaptive challenges for organizations.
An adaptive leader identifies adaptive chal-
lenges and confronts difficult realities of the sit-
uation and old values or beliefs contributing to
the adaptive challenge. The leader helps to
regulate the distress of the group and facilitates
collaborative efforts to create solutions. A solu-
tion to an adaptive challenge often involves
new values, behaviors, relationships, roles,
and approaches to work.13,14 An adaptive
leader is not focused on providing technical so-
lutions to problems, but rather seeks to effect
change through a process of individual and
group reflection and collaboration.14

Health care providers have been encouraged
to use the adaptive leadership model in the clin-
ical, research, and health care policy settings.14
;89(3):374-381 n http://dx.doi.org/10.1016/j.mayocp.2013.10.012
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Patients frequently face adaptive challenges when
confronting a high-risk illness. Through adaptive
leadership, a health care provider enables pa-
tients to effect lifesaving changes by confronting
them with the reality of their medical condition
and the effects of failure to overcome their adap-
tive challenge; however, adaptive challenges can
create a high level of distress for those involved;
patients in a fragile medical condition or with
emotional sensitivity may not be well served by
a blunt confrontation. Such interaction could
harm trust in the health care provider-patient
relationship.

Teamwork in the health care setting can
require more technical solutions and decisive
actions than adaptive leadership allows. In
an emergency situation, a direct chain of com-
mand serves to create the organization that
sudden chaos demands. Although all group
members certainly help to overcome obstacles
in these setting, there is likely not enough time
for wide group collaboration and conversation
to address a dire situation.

Despite the potential risks of applying adap-
tive leadership, the practice of collaborative
problem solving and honest confrontation could
promote innovation and effective changes at
various levels of the health care system; howev-
er, adaptive leadership may not match the
ethical requirements of health care service.
Adaptive leadership fails to provide an explicit
requirement that change and action to overcome
an adaptive challenge must take into account
moral and ethical aspects of human life.

Transformational Leadership
Transformational leaders work to inspire their
followers to look past their own self-interest
and to perform above expectations to promote
team and organizational interests. The transfor-
mational leader’s vision and values are central
to the mission of the group. The leader believes
deeply in the vision and values central to the
group’s purpose. To gain the participation of
followers, a transformational leader must advo-
cate for his or her vision and persuade followers
to adopt it.15

Transformational leadership includes 4 fac-
tors: idealized influence, inspirational motiva-
tion, intellectual stimulation, and idealized
consideration. Idealized influence refers to the
charismatic nature of the transformational
leader that causes followers to believe that the
Mayo Clin Proc. n March 2014;89(3):374-381 n http://dx.doi.org/10
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leader is passionate about the cause and worthy
of the followers’ attention. Inspirational motiva-
tion refers to the leader’s ability to articulately
persuade and inspire others to join in the
mission. Through intellectual stimulation, the
transformational leader challenges others to
fully embrace the mission and to give up old
values in competition with the new mission.
The leader also inspires them to create innova-
tive solutions and ways to carry out the
mission. A transformational leader addresses
each follower’s doubts with a new mission
through individual consideration.15

Transformational leaders provide large-
scale inspiration and motivation for a vision
or mission; however, the transformational
leader’s vision is central to this model and
this may inhibit its ability to effect change in
health care. Fulfilling the health needs and
wishes of patients is the goal and duty of
health care providers. At the same time, health
care providers must educate patients for them
to make well-informed choices about their
own health care. Patient treatment must be
individualized and not forced to conform to
a single vision dependent on a transforma-
tional leader’s singular mission.

Servant Leadership
Servant leadership, a model first articulated by
Greenleaf,16 focuses on serving the highest
needs of others in an effort to help others
achieve their goals. Servant leadership focuses
on the leader’s development through awareness
and self-knowledge. Self-reflection and aware-
ness enable a leader to understand his or her
purpose, beliefs, and individual characteristics.
This process of reflection leads to moral in-
sights that develop one’s personal conscience
as well as core ethical and moral beliefs. As a
component of the moral core, Greenleaf called
for servant leaders to take into consideration
the effects of their actions and the actions of
the individuals that they serve “on the least
privileged in society.” As a moral core develops,
the servant leader implements those internal-
ized virtues and attitudes to the skills, behav-
iors, and interactions involved in leadership.17

Spears18 identified the qualities and charac-
teristics of servant leadership: listening, empathy,
healing, awareness, persuasion, conceptualiza-
tion, foresight, stewardship, commitment to the
growth of people, and building community.
.1016/j.mayocp.2013.10.012 379
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These characteristics, along with a moral core,
drive servant leaders to help people meet their
goals and overcome challenges. Many of these
characteristics involve interpersonal interaction
and contribute to strong relationships and trust
between leaders and others. If, as discussed in
the section on Improving Quality and Lowering
Cost to Increase Value, a patient has a high degree
of trust in the health care provider and the health
care team has a high degree of mutual trust, then
that trust will improve the quality of care and
lower the cost of care, thus improving value. For
example, ongoing provider-patient high-trust re-
lationships will facilitate more efficient and lower
cost care because repeated diagnostic procedures
and treatments can be prevented. These strong
trust relationships can create a steady stream of
patients for health care providers and decrease
the need for provider marketing, thereby poten-
tially decreasing the cost of care to the patient.

Servant leadership aligns well with the needs
for leadership in health care because health care
providers’ work, and their life calling, is to serve
their patients. The ethical and moral aspects of
servant leadership require a health care provider
to put the physical, emotional, and financial
needs of the patientfirst. The skill set of listening,
empathy, awareness, healing, and persuasion all
contribute to a healthy health care provider-
patient relationship. These interpersonal skills
overlap with patient-centered communication,
which has “been linked to outcomes such as pa-
tient satisfaction, adherence, and more positive
health outcomes.”19 Servant leadership, as it
overlaps with patient-centered communication,
would build trust between health care providers
and patients.

Servant leadership will enable health care
providers to create positive patient outcomes
by promoting change in patient health behavior.
Self-determination theory describes how factors
such as autonomy, competence, and relatedness
interact to motivate individuals to change.20 Au-
tonomy refers to the level of intrinsic motivation
driving behavioral change. Competence refers to
the patient’s confidence and ability to change.20

Relatedness refers to the patient’s perception “of
being respected, understood, and cared for.”20

Health care providers can affect these factors
and motivate patients to change.20 Health care
providers, functioning as servant leaders, can
provide patients with the skills, tools, and feed-
back necessary for self-determination.
Mayo Clin Proc. n March 2014
As discussed earlier, teamwork is an essen-
tial element of health care delivery. Doctors,
nurses, administrators, and allied health staff
work together in teams to diagnose and treat pa-
tient illness. Servant leaders can build a commu-
nity in which team members are committed to
putting the patient’s interest first and organize
team members to achieve the goal of providing
high-value patient care. By helping other health
care providers pursue and achieve their goals,
servant leaders can inspire high performance
and innovation throughout health care. More
efficient medical procedures, innovative medi-
cal equipment technology, and new treatments
are possible in an environment in which servant
leaders encourage and serve other health care
providers to achieve their goals, which in turn
will translate to better safety, outcomes, service,
and efficiencies within the health care system,
increasing the value equation for the patient.

Although there is a great deal of alignment of
servant leadership when working with a team
(big or small) in caring for patients, it does not
fit every situation. It may lack the speed needed
when an issue is urgent, such as a code or an
operating room emergency. Depending on the
leaders’ abilities, this model can at times present
lack of clarity and not be the best to address con-
flict. In the final analysis, it depends on how the
leader leads and the strength of the team that has
been developed.

CONCLUSION
The challenges facing health care require strong
leadership. The model of leadership will vary
depending on the situation, and in reality a
leader may exhibit a blend of leadership
models. The purpose of leadership is to work
with others to improve the situation. Because
health care is about people caring for others
and there should be alignment with how we
treat patients and how we work together as
staff, servant leadership may be considered a
dominant model. Servant leadership is best
aligned with the professional and ethical duties
of health care providers in delivering the high-
value care patients deserve. Servant leadership
focuses on trust and empowerment in both
the patient relationship and the health care pro-
vider team relationships. The challenges faced
by the health care system extend beyond the
clinical setting. Servant leadership can also
stimulate necessary change so that all health
;89(3):374-381 n http://dx.doi.org/10.1016/j.mayocp.2013.10.012
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care stakeholders focus on serving others: their
patients and their staff. By aligning health care
stakeholders to serve patients and each other,
a more sustainable health care system pro-
viding an improved value equation of high-
quality care and lower cost is possible.
Correspondence: Address to Victor F. Trastek, MD, Pro-
gram in Professionalism and Ethics, Mayo Clinic Support Ser-
vices Bldg, 5777 East Mayo Blvd, Phoenix, AZ 85054
(trastek.victor@mayo.edu).
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