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TRANSFORMATIONAL GOVERNANCE
INTRODUCTION

Healthcare is undergoing rapid transformation. 
As a result, we are seeing many hospitals and 
healthcare systems partnering with larger 
healthcare systems to survive. Community 
hospitals are pursuing alliances with local health 
systems, just as local healthcare systems are 
joining together to form regional systems, which 
are in turn forming much larger, multi-state 
systems. This “systemness” is allowing growing, 
complex healthcare systems to continue to deliver 
seamless, patient-focused, high-quality care to the 
communities they serve. These partnerships also 
enable providers to achieve efficiencies of scale 
and share resources, including data, needed to 
survive in the new environment.

The need for change is occurring in part due 
to the shift in healthcare reimbursement that 
encourages greater provider coordination 
and integration. In addition, the move toward 
population health management, value-based 
payment, consumerism, and the pressure to 
reduce cost have forced healthcare systems 
to reconsider how and with whom they should 
partner to survive these tumultuous challenges. 

All of these changes have a significant impact on 
healthcare governance and board structure. Many 
hospitals and healthcare systems are examining 
their governance structure as they move to 
transition and refine the way their organizations 
operate. 

To examine the governance changes occurring in 
New York State, Healthcare Trustees of New York 
State (HTNYS) surveyed our member healthcare 
chief executive officers (CEOs) and board chairs 
about the changing role of governance, how it 
has impacted their board structure both from a 
system perspective and local, stand-alone hospital 
governing board perspective, and any additional 
governance changes they see occurring over the 
next three to five years. 

The aggregate results of HTNYS’ survey are shared 
in this publication. The publication also highlights 
four case studies that include specific thoughts 
from some of our healthcare executive and board 
leaders.

If you have any questions about this publication or want 
to share your comments, please contact Sue Ellen Wagner, 
Executive Director, HTNYS, at swagner@hanys.org or at 
(518) 431-7837.

While there is certainly not a “one-size-fits-all 
approach” to changes in governance structure, 
HTNYS hopes that the information contained in 
this publication will educate executives and board 
leaders about the different options that are being 
explored and undertaken for the future role and 
structure of governance.

“ The structure of healthcare boards  
in the future must be able to  
provide guidance to the organization 
and represent the communities  
they serve.” 
–  STEPHENS MUNDY, President and Chief Executive Officer,  

The University of Vermont Health Network-Champlain  

Valley Physicians Hospital and Immediate Past Chairman, 

HANYS Board of Trustees.
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TRANSFORMATIONAL GOVERNANCE
SURVEY RESULTS

RESPONSE RATE
The response rates were determined using the total number of CEOs and board chairs for each region. 
The Northeastern and Central New York, Western New York, and Rochester regions produced the highest 
percentage of response rates for both CEOs and board chairs participating in the survey. There was a total 
of 80 respondents to this survey (this includes CEOs and board chairs).
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PATIENT POINT OF VIEW
About 40% of participants (both CEOs and board chairs) cited having board members representing the 
“patient point of view”—as a consumer, or recipient of care. They stated that their board members have 
been a patient in their hospital themselves or have had a family member who has received care. A few 
board chairs identified having a patient resource such as a community representative, former ombudsman 
from a major academic center, physician, or general board member whose main priority is to ensure the 
patient’s needs are met. 

Are any of your board members 
specifically representing the 
“patient point of view”?

This chart represents the percentage 
of CEOs and board chairs that 
responded from the 80 total.



COMMITTEE STRUCTURE
About 54% of respondents indicated no change in their committee structure over the past three years, 
but instead emphasized improving existing committees. Those whose boards did change had added 
new committees or reorganized existing ones to meet the needs of the hospital, changes in healthcare, 
and evolving regulations. Some boards were also interested in increasing board members’ exposure 
to different departments and aspects of the hospital by creating new committees such as a strategic 
strengthening committee, facilities committee, and population health committee. Boards that decreased 
their committees did so recognizing a lack of board member manpower and time required to conduct 
multiple standing committees. Recent mergers and affiliations also forced boards to eliminate or modify 
existing committees. 

How has your committee structure
changed in the past three years?
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TERM LIMITS
About 70% of CEOs and board chairs stated that their board has set term limits for their board members. 
Most term limits consisted of either three three-year terms or three four-year terms. Those whose term 
limits totaled to about ten years required that their board members rotate off the board for a year before 
reapplying for a board seat. 

Do you have term limits?

  Board Chairs     

  Chief Executive Officers

  Board Chairs     

  Chief Executive Officers
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BOARD STRUCTURE
Respondents who saw an increase in their system board seats attributed this change to recent hospital 
affiliations and a need for a more diverse board. Several respondents stated a need for approximately 
two more seats on their board due to recent affiliations, while those who aimed to create a more diverse 
board sought out members with a better outside perspective. Respondents identified unfilled positions 
or governance reorganization for the decrease in system board seats. 

About 12% of CEOs and board chairs commented that there was no change in the number of system 
board seats. 

Have the number of system board 
seats increased or decreased over 
the past three years?
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More than 70% of CEOs and board chairs indicated no change in the number of board seats on their 
local hospital board over the past two years. Those that specified a decrease in the number of seats 
credited a reduction due to recent affiliations or seats left unfilled after members left. Most hospitals 
chose not to replace lost seats due to an anticipated transition to a system board. The few hospitals that 
identified an increase in the number of local hospital board seats specified the creation of a “mirror” 
board system where the same individuals from different regions would serve as the board members 
for multiple corporations. The mirror board system creates a single board of trustees composed of 
representatives from each hospital.

Has the number of stand-alone (local)
hospital board seats increased or 
decreased over the past two years?
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FUTURE OF LOCAL STAND-ALONE HOSPITAL BOARDS
On average, 78% of CEOs and board chairs envision the local stand-alone hospital board taking on an 
advisory role that focuses on specific issues within their individual communities. They believe important 
decisions will be made at the system level. Other participants see the local stand-alone hospital boards 
continuing to play an important role in the future, so long as the board meets hospital standards and the 
organization breaks even financially. A few others believe the role of the local stand-alone hospital board 
will depend on the model of system development a hospital pursues (i.e., passive parent model, active 
parent model, system-based board decision making).

What role do you see the stand-alone 
hospital board having in the future?

   The role of the stand-alone hospital board will 
go away in the next three to five years.

   The stand-alone hospital board will continue  
but in an advisory role with little or no decision-
making, but will focus on community issues, 
such as local advocacy and public health and 
emergency issues.

  Other
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   Continued alignment with system (system gets larger)

   Stand-alone hospital boards remain but in an advisory capacity

   Stand-alone hospital boards are eliminated (only system boards remain)

   System boards make most decisions (financial, strategic, etc.)

   Continuing difficulty in recruiting new board members (young board members and diverse board members)

   Other
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THE FUTURE OF GOVERNANCE
  A majority of CEOs and board chairs agree that hospital alignment with systems will continue to grow, 
with system boards making the majority of the decisions regarding finances and strategic planning, as 
the stand-alone hospital boards move toward an advisory role. 

  Those who found continuing difficulty in recruiting new board members emphasized the need for 
incentives to match an increased workload, a “hook” to encourage younger board members to 
participate, and an increased focus on the need for specific board competencies.

  Others commented:

•  There is a need for a smaller, more professional board that is open to exploring potential affiliations. 
•  There will be an increased focus on the need for specific board competencies.
•  Mirror boards will be the way some boards function.
•  The payment system will drive what model is needed moving forward.
•  Time will tell the wisdom of system affiliations.

 

0

5

10

15

20

25

30

35

BOARD CHAIRSCEOs 

P
E

R
C

E
N

T

23%
21%

3% 4%

32%

15%

6%

31%

15%

21% 21%

8%

What changes do you foresee in governance 
over the next three to five years?
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TRANSFORMATIONAL  
GOVERNANCE:
Case Studies

Interviews were conducted by  
Sue Ellen Wagner, Executive Director, 

Healthcare Trustees of New York State
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How has your governance structure changed 
over the past few years and why were these 
changes made?
I’d like to begin with some history. When I first 
came to Northern Westchester Hospital 17 years 
ago, our governance structure had just changed. 
That had nothing to do with joining a big system. 
Those changes had to do with modernizing our 
bylaws and embracing a number of governance 
best practices, such as downsizing the board and 
establishing term limits. 

For about 20 years, we were part of a four-hospital 
system called Stellaris Health, which was our big 
system. In theory, the Stellaris Board controlled 
the four hospitals. But things functioned more like 
a shared services organization. Each hospital still 
maintained a great deal of independence under 
the Stellaris structure.

Probably because it never sufficiently integrated, 
the Stellaris system began to come apart three 
or four years ago, and each of the four hospitals 
sought out a new system. Each of us believed we 
couldn’t go it alone as freestanding hospitals. 

At Northern Westchester Hospital, an important 
part of our review of potential big system partners 
was learning about their governance structure.  

NORTHERN WESTCHESTER HOSPITAL, PART OF NORTHWELL HEALTH

Joel Seligman
PRESIDENT AND CHIEF EXECUTIVE OFFICER

ABOUT NORTHERN WESTCHESTER HOSPITAL

Northern Westchester Hospital (NWH) is a not-for-profit, 245-bed, all private room facility in Mount Kisco, New York, 
serving residents of Northern Westchester, Putnam, and Southern Dutchess counties, as well as parts of Fairfield 
County, Connecticut. Northern Westchester Hospital is a teaching hospital nationally recognized for its leadership in 
patient-centered care. It is committed to creating innovative programs and services that are fundamentally attentive 
to the needs of patients and their families. It was the first hospital in New York to receive the highest 5-Star rating 
from the Centers for Medicare and Medicaid Services for patient satisfaction. The hospital includes an Evidence-
Based Practice and Research Council that serves as a resource for patient care services and facilitates the use of 
evidence-based practice knowledge to enhance patient outcomes. It has succeeded in developing practice changes to 
maintain normothermia in pre-operative patients as well as the creation of an evidence-based protocol for sedation 
in mechanically-ventilated patients.

A key question was what role would remain for 
the local governing body and what degree of local 
leadership would likely continue? Northwell was 
one of the few systems that could introduce us 
to boards at some of their other hospitals, and 
to local board members who were still playing 
an important role after their hospitals had gone 
through this transition.

Our governance structure changed after we joined 
Northwell two-plus years ago. The bylaws of our 
hospital were changed to make Northwell the 
parent. Our arrangement with Northwell provides 
our board with a lot of control over who is on our 
board, but after five years it really becomes their 
call. 

The budget process has already changed quite a 
bit. As in the past, the hospital develops a budget 
based on initial guidelines from Northwell. And as 
long as we’re able to meet the guidelines, there 
has been general acceptance in how we do it. It 
is still our executive team doing that work. We do 
bring the budget to our board and they discuss it, 
but they don’t have the final authority anymore. 
After reviewing decisions with our board, we bring 
our budget to the executive team at Northwell, and 
that is where the final decisions are made.

continued



While financial responsibility really has shifted 
largely to Northwell, clinical quality is much more 
of a shared responsibility. Our board still spends a 
lot of time on quality, patient experience, patient 
safety, and access issues. They now have more 
time to provide oversight and direction in these 
crucial areas. 

The Northern Westchester Hospital Board is 
increasingly focused on community engagement 
and benefit, as described in our annual community 
service plan reports. We provide a long list of 
programs such as community screenings, youth 
education programs, and flu shots for seniors. 

Our Board is now helping us to look more closely 
at the health status of the community, identifying 
problems that we can help with, studying proven 
interventions to impact those problems, and 
helping to identify the best partners for the 
hospital to work with. Key to success is having the 
right high-quality partnerships. Also important to 
this work is understanding our role in providing 
charity care and other community benefits.

In our region, more than 100 organizations share 
these same goals, i.e., improving the health of 
the community. These include counseling and 
mental health organizations, targeted non-profits, 
physician groups, houses of worship, and other 
faith-based programs. But there is no single, 
integrated community-wide health strategy. We 
think this may present an opportunity for the 
hospital to act as a “convener” of the community, 
where we can help to build some consensus  
about the most important issues that we need  
to address, and how we can do that better if we  
work together. 

It’s interesting. We’re beginning to make this 
important pivot in our role as a community 
hospital going into the future. And we’re just at 
the beginning. Our Board is making it clear that 
our responsibility is not just to oversee things like 
infection rates in the hospital, but to see how we 
can work with community partners to prevent 
disease from happening in the first place. This is 
a very strong position for the Board to take on; 
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stewardship of the hospital with and on behalf 
of the local community. I really believe that 
community health will be an even more important 
part of the role for the hospital in the future, and 
for its board of trustees. 

Do you see any recruiting challenges in the 
future because the board role is changing?
Yes, and I think it all will come down to how well 
we execute this transition we’re talking about.  
We need to continue to make the role of the local 
hospital board meaningful for people to want to 
serve. Having the board invested in quality and 
community service will be two ways of ensuring 
this critical commitment. 

Many stand-alone hospital boards are becoming 
more of an advisory board, so their roles are 
changing. Given this reality, what do you see the 
role of the local hospital board in the next three  
to five years? 
As discussed above, I see the local hospital board 
keeping its focus on quality and community 
engagement, and on leading the way to ensure 
effective two-way communication with all 
constituencies in the community.

But there is another critical role. As local board 
members, these trustees are also candidates 
to populate the system-level board and its 
committees. This level of system governance 
involvement assures that an important voice of 
their community is heard at the system level. 
Communities have a variety of issues and priorities 
at any given time. Having that local perspective 
and being an advocate is critical to ensuring an 
approach that values the community perspective. 
By the way, system engagement will also turn out 
to be a critical asset to fundraising, as local donors 
generally look for some assurance that the needs 
of their community are well represented. 

continued
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How can HTNYS help meet your governing 
board’s needs in the future?
I think sharing new and best practices from 
elsewhere in the country is always helpful, 
because it does seem like some parts of the 
country are ahead of us on these things. And it 
is always interesting to see how some of the large 
systems are governing. 

It seems to me that trustees who give so 
much of their time and energy to serve our 
communities appreciate the chance to discuss 
governance and related topics like health 
reform with their peers. HTNYS continues to 
create wonderful opportunities for this learning 
to happen.

JOEL SELIGMAN
PRESIDENT AND CHIEF EXECUTIVE OFFICER 

During his tenure as president and CEO of Northern Westchester Hospital since 2001, Joel Seligman has 
focused on providing clinical excellence, improving quality, and expanding community outreach. 

Under his leadership, Northern Westchester opened a new neonatal intensive care unit, an Interventional 
Radiology Suite, two operating rooms, a Breast Institute, and a women’s imaging center. The hospital also 
opened a cancer treatment and wellness center in 2005, a state-of-the-art emergency department in 2011,  
and a parking garage in 2012. In March 2016, Northern Westchester opened a surgical suite with six  
state-of-the-art operating rooms and 14 pre- and post-ambulatory care patient rooms. 

In 2015, Northern Westchester Hospital became a proud member of Northwell Health.

Mr. Seligman has served as state delegate of the Regional Policy Board 2 of the American Hospital Association, 
chair of the Northern Metropolitan Hospital Association, and treasurer of the Board of Trustees of the 
Healthcare Association of New York State. He is a former member of the Planetree Board of Directors and is 
currently on the Advisory Board of Hope’s Door, an organization that seeks to end domestic abuse. 

Mr. Seligman was recently selected to the Board of Directors for Nonprofit Westchester. He is the 2004 recipient 
of Visiting Nurse Association of Hudson Valley’s Ellen Wood Health Care Award, the 2005 Mount Kisco Chamber 
of Commerce Citizen of the Year, and the 2007 American Diabetes Association’s Father of the Year.

Mr. Seligman received a Bachelor’s degree from Boston University and a Master’s degree in Business 
Administration and Public Health degree from Columbia University.
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ABOUT ST. PETER’S HEALTH PARTNERS

St. Peter’s Health Partners is the Capital Region’s largest private-sector employer, with more than 12,500 employees 
and 170 locations across seven counties. The system has an annual budget of nearly $1.3 billion. St. Peter’s Health 
Partners was created in 2011 by the merger of St. Peter’s Health Care Services, Northeast Health, and Seton Health. 
The merger created a comprehensive not-for-profit network of high-quality, advanced medical care, primary care, 
rehabilitation, and senior services. These services and programs are provided through Albany Memorial Hospital and 
St. Peter’s Hospital in Albany; Samaritan Hospital and St. Mary’s Hospital in Troy; Sunnyview Rehabilitation Hospital 
in Schenectady; as well as The Eddy system of continuing care and The Community Hospice. St. Peter’s Health 
Partners also includes the physician-governed St. Peter’s Health Partners Medical Associates, one of the region’s 
largest multispecialty physician group practices. 

St. Peter’s Health Partners has downsized its board several times, and now uses a “mirror board” structure— 
the board membership is the same membership for each of its affiliate corporations.

ST. PETER’S HEALTH PARTNERS, ALBANY

James Reed, M.D.
PRESIDENT AND CHIEF EXECUTIVE OFFICER

How has your governance structure changed 
over the past few years? 
The most significant modification we have gone 
through since the merger has been the downsizing 
of the board. At the time of the merger, the original 
discussions were between Northeast Health and 
St. Peter’s Healthcare Services. At that point, we 
decided to initially populate the board by simply 
putting our two boards together, despite the 
unequal sizes of the two boards. Board members 
from both sides saw themselves as members of 
the community here to serve the community and it 
was not an issue of who came from what side.

That was the initial plan in populating the board, 
but then Seton Health became part of the 
discussion and the question of representation 
became more difficult, as Seton was about 10% 
of the new entity’s total net assets. We basically 
identified, 10% of the seats as Seton seats. As a 
result, when we initially put the board together, it 
was a very large board of about 40 people. That 
was intentional, so we could get the maximum 
input from everyone as we put this very large 
system together. It was also agreed that we would 
resize the board within the first three years. 
However, it was interesting that after one year 
everybody on the board realized we needed to 
have a smaller board, although it was functioning 

quite well the way it was structured. After about 
a year, we went through a process where we 
downsized the board to about 23 seats. This was 
a substantial decrease in the size of the board and 
was the most significant governance change since 
we’ve been created.

Do you see any additional changes in the future? 
As far as board size, if anything, we would like 
to eventually get smaller. I would say the biggest 
emphasis is on diversity. That’s a top priority in any 
board seat change at this point. Those are difficult 
goals and would be arrived at gradually over time. 

Board meeting structure is something we are 
working on. We are the largest private employer  
in the Albany region, with 12,500 employees.  
But add to that the fact that we have 170 different 
locations and the full continuum of integrated 
healthcare, and it is a really complicated business.  
So a board meeting could run for months. And it 
is challenging for board members because they 
feel like they are often drinking from a fire hose. 
We constantly work to get our arms around a large 
complicated organization in a very complicated 
business. It makes structuring board meetings 
very challenging.

continued



We have made changes to our committee structure 
by adding an ambulatory care committee along 
with the already existing continuing care and acute 
care committees of the board. This enables us to 
have at least one subset of the board with a more 
complete knowledge of that particular part of the 
business.

What do you see as some of your biggest board 
governance challenges over the next couple  
of years?
I would say diversity. I would also say education— 
trying to keep board members educated about 
a field that I can barely keep up with, and I’m 
living it every day. This education happens in 
several ways. It includes education about all we 
encompass, education on all the changes that are 
occurring in healthcare, and education on all the 
drivers that impact us. 

Do you see any of the processes that your board 
follows today being different in the future? 
To answer that question, let me give some 
background. Healthcare has historically been built 
in silos because that worked well for providers. 
If you look at me, I came out of Cornell Medical 
College at the New York Hospital in Manhattan. 
When I graduated, I had M.D. at the end of my 
name and could practice medicine, but I had 
never, ever in my life been in a nursing home. I’m 
not saying that’s always true now, but it was a way 
we basically educated and built—in silos.

From our side, and what sort of dawned on us and 
what gave rise to St. Peter’s Health Partners was 
that’s not the way people want to be taken care of. 
They want all of that knit together. So, what we’re 
trying to do in many of our initiatives is to blur the 
lines of traditional healthcare. Someone has very 
complicated GI surgery at St. Peter’s Hospital, 
we’ll sometimes move them for their recovery right 
next door to St. Peter’s Nursing and Rehabilitation 
Center, which is a skilled nursing facility, because 
the surgeon can come over and round on them 
there. That helps relieve acute care side capacity 
and it also changes the atmosphere in which they 
are recovering. 

So now, all of a sudden, the lines get a little 
blurred. St. Peter’s Nursing and Rehabilitation 
Center is a licensed skilled nursing facility, and yet 
we have complicated surgical patients recovering 
there. We are trying to blur these lines so that we 
look more at the patient rather than what would 
have been convenient for us. We also run into this 
with population health where we are actively trying 
to keep people from winding up in our facilities. 
How does a board deal with that strategically and 
from an education standpoint? 

It’s a challenge for the board going forward in 
terms of structure. How do you structure yourself 
around an industry when the industry itself and 
the organization you’re responsible for are really 
redefining their role, what they do, and where 
they draw the lines? The whole business model is 
changing.

Do you see any recruitment challenges for your 
board in terms of just recruiting, or recruiting 
some younger folks or people with different skill 
sets that you might need in the future? 
Yes, and therein lies the challenge—finding people 
who are going to be really willing to devote the 
time to deal with all the issues that you and I just 
talked about. And there is no quick and easy 
way. If we were just a stand-alone hospital, that 
would be complicated, but not that bad. But for 
us, because we are trying to put all these pieces 
together, the challenge is where are the people, 
particularly younger people who are working very 
hard in their careers, who want to spend the time 
to wrap their arms around something that difficult, 
that complicated, and changing that rapidly? So 
finding people who are willing to commit the time 
is certainly a challenge. And, just the willingness to 
take that level of responsibility. 

What do you see for the future of the 
stand-alone hospital board, if there is a future 
for them, or do you see everything moving to  
the system level?
As you know, we are part of Trinity Health. So 
the role of the board is going to move, I think, 
particularly in the direction of strategy and quality. 
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Those two areas are big because the strategy 
really is very local, and if you look at our parent 
company, they really look at us to drive the local 
strategy. They are not coming in here and saying 
well here’s what you are going to do about this 
and that. Also, the quality of what we do, while 
that is certainly monitored, even if you are in a 
system, there is a crucial role for the local board 
in ensuring that we provide high-quality care. 
Another very important role for the local board is 
representing the organization in the community. 
No system board located beyond our community 
can do that. 

How do you best see HTNYS meeting your 
governing board’s needs in the future? 
There are two areas that board members would 
benefit from—one is education about healthcare, 
and one is education about being a board trustee. 
The challenge is getting people to carve out 
multiple days to attend. 

One thing that would be valuable is to provide 
boards with brief educational updates during their 
board meetings on key issues healthcare trustees 
currently are facing. Another interesting topic 
would be to share what HTNYS sees other boards 
in the state or across the country doing—sharing 
some best practices. 

JAMES REED, M.D.
PRESIDENT AND CHIEF EXECUTIVE OFFICER

Dr. James Reed is the President and CEO of St. Peter’s Health Partners. Dr. Reed received his undergraduate 
degree in economics from Amherst College, and then attended the Wharton School of the University of 
Pennsylvania where he received his Master of Business Administration degree. He joined the International Paper 
Company, held a variety of finance positions, and became the company’s Director of Corporate Finance. He 
moved to the Union Pacific Corporation as Manager of Strategic Planning and became Director of Acquisitions 
and Divestitures. 

He then attended Cornell University Medical College, where he received numerous clinical prizes and became 
president of the school’s academic honor society. He completed residency training in Family Practice, receiving 
the Mead Johnson Award as one of the nation’s 20 best family practice residents, and spent nine years as a 
partner in a private group family practice in Albany, New York. In 1999, he was named Chief Medical Officer 
of Northeast Health. In 2001, he added the responsibilities of Chief Operating Officer, and in 2005, he became 
President and CEO. 

Dr. Reed is Chairman of the Board of Medical Liability Mutual Insurance Company, and also chairs its executive 
and finance committees. He is a board member of Pioneer Bank, a member of the board and executive 
committee of the Center for Economic Growth (CEG), a board member of HealthNow New York Inc., and the 
Capital Region Chamber. Previously, he served as a member of the New York State Hospital Review and Planning 
Council and was a governor’s appointee to the Regional Advisory Committee of the Commission on Health Care 
Facilities in the 21st Century (“Berger Commission”). 

Dr. Reed was inducted into the Tech Valley Business Hall of Fame in May 2017 and was named Executive of the 
Year by The Business Review in 2008.
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ABOUT UNIVERSITY OF ROCHESTER MEDICAL CENTER AND STRONG MEMORIAL HOSPITAL

Strong Memorial Hospital is within the University of Rochester corporate structure. It was directly governed by the 
University of Rochester Board of Trustees, ultimately through a Hospital Committee of the Board of Trustees and with 
an advisory Board of Overseers, until 1985, when the Strong Memorial Hospital Board of Managers was formed. The 
Board of Trustees delegated the hospital’s governance to the Board of Managers, including approval of medical staff 
appointments, routine Certificate of Need applications, quality assurance plans, management plans, and hospital 
operation review; the Board of Managers was also advisory to the Executive Committee of the Board of Trustees 
on other matters such as annual operating and capital budgets and strategic plans. The name of this body was 
subsequently changed to the Strong Memorial Hospital Board of Governors.

In 1996, the Board of Governors became the University of Rochester Medical Center Board and Strong Memorial 
Hospital Board of Governors, with the expanded role of advising senior Medical Center leadership on matters related 
to the Medical Center (which also includes the School of Medicine and Dentistry, School of Nursing, Medical Faculty 
Group, and Health Affairs), in addition to governing Strong Memorial Hospital. It also was delegated the role of 
governing body for Eastman Dental Center when it became part of the University.

How has your governance model changed the 
past few years and why were these changes 
made?
Unlike a community hospital, we are a medical 
center within a university. What is evolving for us 
is the governance structure as we think about our 
new affiliates. 

We have affiliated with two hospitals in the 
Southern Tier, Nicholas H. Noyes Memorial 
Hospital in Dansville and Jones Memorial Hospital 
in Wellsville, and we are in conversations with 
others. And then more historically, we originally 
affiliated with Highland Hospital in Rochester, and, 
subsequently, F.F. Thompson in Canandaigua. 
Each of these hospitals continues to have their 
own boards. Obviously, for each of these hospitals, 
just like Strong Memorial, which is the main 
hospital under the University of Rochester Medical 
Center Board, all major capital expenditures, all 
affiliation agreements, etc., find their way up to the 
University of Rochester Trustees for final approval.

I think governance will continue to evolve as our 
system continues to grow and become more 
complicated. 

The board seats of URMC have decreased over 
the past three years. 

What do you see as the biggest governance 
challenge for you over the next two to three 
years?
Continuing to work with all of these affiliate boards 
in the most effective and efficient manner so 
that everyone, whether it is a board member or 
a hospital CEO, isn’t spending all of their time in 
board meetings, may be the biggest challenge.

Do you see any of your operational processes 
that your board follows today different in the 
future—less meetings, changing your committee 
meetings around, more virtual participation? 
We created a Regional Advisory Board, which 
is meeting on a regular basis. It includes each 
hospital’s CEO, chief financial officer, chief medical 
officer, and board chair, along with leadership 

continued

UNIVERSITY OF ROCHESTER MEDICAL CENTER (URMC)—STRONG MEMORIAL HOSPITAL

Susan Holliday 
BOARD CHAIRWOMAN



from URMC. We are working on areas where we 
would have synergies that could create efficiencies 
across all of the hospitals. 

So to your point of reducing meetings, we’ve 
actually added one in this structure. Communica-
tions across our system components and finding 
ways to create efficiencies across the system are 
keys to our future success.

We have also recently enhanced our technology, 
which allows for higher quality virtual participation 
at URMC board meetings.

Do you foresee challenges in recruiting board 
members in the future (including young people, 
providing more diversity)?
Yes, absolutely. Representing the communities that 
we serve is a very important goal. Not unlike other 
boards, serving on the board of URMC requires a 
significant time commitment. This is particularly 
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SUSAN HOLLIDAY 
BOARD CHAIRWOMAN

Susan Holliday is the Chairwoman of the Board of the University of Rochester Medical Center. Ms. Holliday 
serves as a Vice Chair of the Common Ground Health’s Regional Consortium on Health Care Work Force. She 
previously served on its Regional Commission on Community Health Improvement and the 2020 Performance 
Commission.

Ms. Holliday is the former President and Publisher of the Rochester Business Journal, a company that she owned 
for 28 years.

She is a member of the boards of Financial Institutions, Inc. (NASDAQ:FISHI), and Complemar Partners, Inc.  
She is a Vice Chair of the board of Rochester Institute of Technology and a member of the board and  
Past Chair of the Greater Rochester Chamber of Commerce. She has served on the boards of a number of  
other community organizations and is a Past Chair of the Board of the Rochester Museum and Science Center. 
Ms. Holliday also serves on the Healthcare Trustees of New York State Board of Governors.

Ms. Holliday received her Bachelor of Science degree from Cornell University and a Master of Business 
Administration degree from Rochester Institute of Technology.

challenging for young professionals who are also 
building their careers. Yet, this is obviously a 
constituency that is very important to us and a 
perspective that we need on our boards.

How do you see HTNYS meeting your system’s 
governing board needs in the future? 
I believe that the organization will certainly 
continue to play an important advocacy role. But I 
also believe that the education of board members 
will continue to be a primary need and certainly 
a primary service that HTNYS can provide. As 
healthcare becomes more and more complicated, 
our hospitals need board members who 
understand these issues sufficiently so that they 
can provide guidance in tackling the challenges 
that our organizations will face. 

Who better to provide this service than HTNYS.
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ABOUT UPMC CHAUTAUQUA WCA 

UPMC Chautauqua WCA of Jamestown is Southwestern New York’s largest not-for-profit healthcare provider. The 
317-licensed bed hospital was chartered in 1885 and offers an extensive range of inpatient and outpatient acute and 
rehabilitation services. WCA Hospital recently integrated in University of Pittsburgh Medical Center’s (UPMC) system, 
as an effort to continue to provide strong healthcare in the region and serve and provide access to a world-class 
academic medical center for its communities. This important decision to integrate into UPMC was a remarkable 
five-year journey, designed to assure residents that healthcare continues to be strong in this region and to serve the 
communities well over the long term and provide access into a world-class academic medical center. 

WCA is accredited by The Joint Commission and American College of Radiology and is approved by the American 
College of Surgeons Commission on Cancer. It has been recognized at the state and national level for high-quality 
care outcomes. 

UPMC CHAUTAUQUA WCA

Betsy T. Wright, F.A.C.H.E.
PRESIDENT AND CHIEF EXECUTIVE OFFICER

How has your governance structure changed in 
the past few years?
We have become a hospital within a much larger 
system. We are part of a 25-hospital system now. 
In working through those governance changes, 
we have significantly changed our governance 
structure. We have term limits—the first term is 
two years followed by a staggered three-year term.

Do you foresee additional changes to your 
governance structure in the future?
We have several significant changes happening 
right now that were negotiated as part of the 
definitive agreement between WCA Hospital 
and UPMC. I do not foresee specific additional 
changes within the next ten years. Of course, we 
will continue to adapt to changing times. 

What do you think your biggest governance 
challenge will be over the next two to three 
years?
Continuing to adapt to the rapidly changing 
healthcare environment will remain a challenge. 
Our structure is pretty well spelled out as far as 
who nominates the different board members, what 
decisions have to be made at the hospital board, 

and what decisions have to be made at the New 
York State Parent board. I believe the challenge of 
the new board governance will be to continue to 
lead in a way that responds to the very dynamic 
changes in healthcare as well as the fact that we 
have joined a system that operates in other states. 
Therefore, we need to learn more about these 
other states and board members will need to learn 
more about New York State.

Do you see any of your board processes 
changing in the future? 
I believe that we have made a number of those 
changes already. Our board traditionally met 
monthly and we had four standing committees. 
Some committees met monthly, some met 
quarterly, but we’ve mixed it up a bit. We are now 
using a model that in my opinion more closely 
simulates a higher education board. We have 
moved our full board meetings to every other 
month. We are accomplishing more on one day 
in light of the fact that we have people traveling 
from longer distances. We have transitioned from 
holding committee meetings on different days to 
holding committee meetings on the same day as 
the full board meets.

continued



attend the board meeting, each one hour meeting 
requires them to block out the hour before and 
after. This really breaks up their day and is difficult 
with their travel schedule. If they know that they 
will only have five or six half days in a year to 
attend meetings, they believe they are more apt to 
fulfill their meeting obligations. 

Do you see any recruiting challenges for board 
members in the future? 
I believe there will continue to be recruiting 
challenges. Peoples’ lives are busier, healthcare is 
complex, and there are financial challenges. My 
belief is recruiting volunteer community members 
to commit to that undertaking will continue to be 
challenging. We are facilitating something new that 
one of the other hospitals in the system has done 
since the late 1880s and they have done it very 
successfully. The concept is called a “corporator’s 
board”—a group of community members who are 
advocates for the hospital. They are invited four 
times per year for breakfast with the president 
and foundation board leaders to hear what is 
happening at the hospital and what challenges 
exist in healthcare. They use this concept as a way 
to identify future board members. Therefore, there 
is always a group of possible candidates. It has 
worked very well for this hospital. We are working 
to launch this concept, but on a smaller scale. 

What do you see the role of the local 
stand-alone hospital board being in the next  
three to five years? 
It is going to be a bit harder for me to answer 
this question since we were so prescriptive in the 
affiliation agreement about what that role was—for 
example, credentialing, quality, first approval on 
the budget, the parent board gets final approval 
on capital expenditures. I believe the role of the 
hospital board is going to be to ensure that you 
are meeting the needs of the community—i.e., 
evaluating the community needs assessment, 
the community health improvement plan, quality, 
recruitment, credentialing, and patient safety. 

At the time of this interview, we are only four 
months into it, but it is actually working quite 
well. We start the meeting at noon with one of the 
committees and serve lunch. At 1:30 p.m., we 
hold another committee meeting and at 3 p.m., 
we hold the full board. At 5 p.m. or immediately 
following the full board, we hold the New York 
Parent Corporation board meeting. There are 
several items that necessitate approval by the 
parent corporation, but since the hospital board 
and the parent have exactly the same board 
members, we have decided to hold that board 
meeting immediately following so the information 
is fresh in everyone’s mind and they can act on 
those items now that require approval. It is  
working quite well!

We are discovering that having the committee 
meetings on the same day as the board meeting 
has increased member participation. The first 
two meetings that we held had 100% board 
attendance at all of the committees’ meetings as 
well as the full board meeting.

What has been happening is that board members 
sit in on different committee meetings. If the 
quality committee meets at noon and strategic 
affairs meets at 1:30 p.m., if the board member is 
present for the quality committee and might not 
be on strategic affairs, they join the committee and 
say, “Well, this is important, I’m here. I could go in 
an office for an hour and a half and get some work 
done or I could participate and be well-prepared 
for the board meeting.” We also have the chair of 
each of those committees report a summary to 
the full board, so anything that requires full board 
authorization can take place on that same day. 

This model is different, but it is working great 
so far! People who have to travel a distance love 
it. We have several board members who live 
and work right here in Jamestown, but travel 
significantly for their work and feel like they can be 
more active board members if they know that one 
half-day, every other month, is doable to schedule 
into their busy calendar. What they are expressing 
is that even though they work in Jamestown, to 
attend an hour meeting and then two weeks later 
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BETSY T. WRIGHT, F.A.C.H.E.
PRESIDENT AND CHIEF EXECUTIVE OFFICER

Betsy Wright has more than 35 years of healthcare experience. Under her leadership, UPMC Chautauqua 
WCA has received numerous awards and recognition. UPMC Chautauqua WCA was honored for two 
consecutive years as a 100 Top Hospital for Performance Improvement by Solucient (now Thompson/
Reuters). UPMC Chautauqua WCA is The Joint Commission-accredited and recently received a three-year 
approval with commendation from the American College of Surgeons Commission on Cancer. 

Ms. Wright was named President and CEO in 1999. At this time, she became President of WCA Services 
Corporation, STARFLIGHT, Inc., and WCA Group. She began her tenure at WCA Hospital in 1989 and 
served as Executive Vice President and Chief Operating Officer from 1995 to 1999.

Ms. Wright received a Master of Business Administration degree with honors from the William E. Simon 
Graduate School of Business Administration of the University of Rochester. She holds a Bachelor of 
Science degree in Medical Technology from Hartwick College. She is a Fellow and Past Regent of the 
American College of Healthcare Executives and is a board member of the Healthcare Association of New 
York State, Medical Malpractice Insurance Company, Chautauqua County Health Network, a Past Chair 
of the Western New York Healthcare Association, Past Chair of VHA Empire Metro Board of Directors, 
and is the Past Chair of the Southern Tier Health Network and Secretary of Hartwick College Board of 
Trustees. She was also a recipient of the American Hospital Association Grassroots Award and Buffalo 
Business First 40 Under 40 Award.

Ms. Wright was chosen by Buffalo Business First as one of the 2013 Power 200 and 2014 Power 250. In 
2015 and 2016, she was chosen as one of the Top 100 Most Influential Women in Western New York.

Although there will certainly be resources from 
the corporate structure and a lot of research and 
evidence-based resources available, I believe that 
meeting the community need, connecting with the 
community, and quality and patient safety, are key 
roles of the hospital board.

How do you see our organization HTNYS, meeting 
your governance needs in the future? 
What I look to HTNYS for is certainly education, 
and advocacy.

I am encouraging the Pennsylvania board 
members to attend the HTNYS Conference so 
they can learn more about New York State policy. 
Education and advocacy are the two critical things 
HTNYS can provide. 





Conclusion

HOW HTNYS WILL HELP
HTNYS will continue to be a leader and partner in providing trustees with information and 
education to continue to meet governing boards’ growing needs. The survey respondents identified 
the following key needs for HTNYS to provide to boards: 

  continue to provide education to boards, including short webinar educational sessions and an 
Annual Trustee Conference; 

  identify and share emerging board trends and best practices; and 

  provide information on how to understand, advocate for, and educate on policy issues to key 
stakeholders at local, state, and federal levels.

We will continue to see dramatic modifications in governance over the next three to five years 
as the healthcare system continues to undergo significant changes. Boards will continue to 
change their structures by examining how their meetings are run (agenda, discussion items, 
strategy), their size, whether they use term limits or not, the skills and competencies of their 
board members, and their Committee structures. These are healthy governance practices that 
will lead to higher functioning boards.
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KEY TAKEAWAYS
  The decision to align or partner with another healthcare organization is one of the most important 
undertakings of a board. Selecting the right partner, strategy, and structure all are critical decisions 
boards will continue to be challenged with in determining the success of their organization. 

  We will continue to see systems grow, which will impact the structure of boards in the future, and board 
structure will continue to vary for each system.

  While the role of the local community hospital board remains uncertain, it is important that the local 
community perspective be represented whether that is at both the system board level and community 
board level or at a minimum at the local community hospital board level. 

  Recruiting younger, more diverse board members will continue to be a challenge for boards. A great 
benefit of recruiting millennials to become a board member is that they can provide insight into how the 
younger generation approaches healthcare.

  Engaged boards that are prepared with information have the best chance to achieve success.
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