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Procédure hybride
✴Utilisation de procédés ou techniques issues de 

différentes spécialités pour atteindre un but partagé (le 
traitement du patient)


✴Définition vague


✴Plutôt un concept, une manière de penser différemment 
et d’utiliser toutes les options sur la table pour résoudre 
un problème


✴Opportunité unique de collaborer, d’innover, pas toujours 
pour réaliser quelque chose de particulièrement complexe 



Mélody  
concept hybride
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Figure 1. Expanded Bare NuMED CP Stent 

 
The Mounted CP Stent (Figure 2) is the CP Stent mounted on the NuMED BIB balloon 
expandable catheter.  
 

 
Figure 2. Left: Mounted NuMED CP stent crimped  

Right: Mounted NuMED CP stent expanded. 
 
The Covered CP Stent (Figure 3) is comprised of the CP Stent that is covered with an 
expandable sleeve of ePTFE. The sleeve covers the entire length of the stent. The sleeve 
is attached to each end of the stent with a cyanoacrylate adhesive on a physically etched 
section of the sleeve. Upon balloon expansion of the stent, the covering remains intact 
and expanded with the stent to create a barrier around the stent.  
 



Hybride Que faut-il?



Buts de l’hybride

✴Faciliter l’accès au cathétériseur (stent PCA, stent RVOT)  

✴Traiter les lésions difficiles d’accès pour le chirurgien (CIV 
apicale)

✴Technique hybride per se (première palliation de 
l’hypoVG)



Premiers hybrides dans la 
littérature

Closure of patent ductus arteriosus during open-heart surgery. 
Surgical experience with different techniques

Bhati et al JTCVS 1972

Premiers cas de Norwood hybrides 1980

106 Zampi and Whiteside. Congenital cardiac catheterization innovation
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procedures are an example of using cross-discipline 
innovation, collaboration, and group-thought to solve 
complex problems. 

The first “hybrid” procedure was described in 1972 (31). 
Although never referred to as a hybrid procedure, what 
we would now refer to as hybrid techniques were utilized 
to facilitate patent ductus arteriosus closure. Interestingly, 
the authors comment that they were “impressed by the 
simplicity and quickness of the procedure,” which is often a 
main advantage of hybrid procedures over more traditional 
surgical and transcatheter techniques (31). Since that time, 

hybrid procedures have been used for a myriad of purposes 
(Figure 1). Here we will highlight two of these hybrid 
procedures; the hybrid approaches for hypoplastic left heart 
syndrome and pulmonary atresia with intact ventricular 
septum.

HLHS

Probably the most commonly discussed hybrid procedure 
in the field of pediatric cardiology is the use of a hybrid 
procedure for patients with HLHS. This alternative to 
the standard surgical Norwood palliation involves stenting 
of the ductus arteriosus, bilateral pulmonary artery band 
placement, and atrial septostomy, and was first described 
in 1993 (32,33). Now commonly referred to as the hybrid 
stage I palliation, or the hybrid Norwood, the procedure 
has undergone some modifications with time but the three 
main objectives of the hybrid stage I palliation for infants 
with HLHS are the same as the surgical approach: create 
unobstructed pulmonary return across the atrial septum, 
create unobstructed systemic arterial blood flow, and create 
restricted pulmonary blood flow (Figure 2).

From a technical standpoint, the hybrid stage I palliation 
can be completed by a surgeon and interventional pediatric 
cardiologist with minimal additional equipment or training. 
Several techniques have been developed to help ease the 
learning curve associated with the procedure, like the 
appropriate tightness when placing the pulmonary artery 
bands (34). Some centers across the country have adopted a 
strategy of using the hybrid Norwood in all single ventricle 
patients, while other centers use the hybrid Norwood 
only in high-risk patients, or patients felt to be at a higher 
risk of morbidity or mortality after the surgical Norwood 
palliation (35-42). In these high-risk patients, avoiding 
cardiopulmonary bypass during the neonatal period may 

Figure 1 Common current uses of hybrid procedures in congenital 
heart disease.

Figure 2 Comparison of the surgical and hybrid Norwood palliation for patients with hypoplastic left heart syndrome.



L’hybride a priori



Faciliter l’accès

✴Valvulations (voies droites larges; petits enfants)


✴RVOT stent petits enfants, prématurés


✴Stenting canal dans certaines anatomies



Valves pulmonaires

JTCVS 2014



Stenting du canal



Technique hybride per se 
Hypoplasie du coeur gauche

106 Zampi and Whiteside. Congenital cardiac catheterization innovation
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procedures are an example of using cross-discipline 
innovation, collaboration, and group-thought to solve 
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The first “hybrid” procedure was described in 1972 (31). 
Although never referred to as a hybrid procedure, what 
we would now refer to as hybrid techniques were utilized 
to facilitate patent ductus arteriosus closure. Interestingly, 
the authors comment that they were “impressed by the 
simplicity and quickness of the procedure,” which is often a 
main advantage of hybrid procedures over more traditional 
surgical and transcatheter techniques (31). Since that time, 

hybrid procedures have been used for a myriad of purposes 
(Figure 1). Here we will highlight two of these hybrid 
procedures; the hybrid approaches for hypoplastic left heart 
syndrome and pulmonary atresia with intact ventricular 
septum.

HLHS

Probably the most commonly discussed hybrid procedure 
in the field of pediatric cardiology is the use of a hybrid 
procedure for patients with HLHS. This alternative to 
the standard surgical Norwood palliation involves stenting 
of the ductus arteriosus, bilateral pulmonary artery band 
placement, and atrial septostomy, and was first described 
in 1993 (32,33). Now commonly referred to as the hybrid 
stage I palliation, or the hybrid Norwood, the procedure 
has undergone some modifications with time but the three 
main objectives of the hybrid stage I palliation for infants 
with HLHS are the same as the surgical approach: create 
unobstructed pulmonary return across the atrial septum, 
create unobstructed systemic arterial blood flow, and create 
restricted pulmonary blood flow (Figure 2).

From a technical standpoint, the hybrid stage I palliation 
can be completed by a surgeon and interventional pediatric 
cardiologist with minimal additional equipment or training. 
Several techniques have been developed to help ease the 
learning curve associated with the procedure, like the 
appropriate tightness when placing the pulmonary artery 
bands (34). Some centers across the country have adopted a 
strategy of using the hybrid Norwood in all single ventricle 
patients, while other centers use the hybrid Norwood 
only in high-risk patients, or patients felt to be at a higher 
risk of morbidity or mortality after the surgical Norwood 
palliation (35-42). In these high-risk patients, avoiding 
cardiopulmonary bypass during the neonatal period may 

Figure 1 Common current uses of hybrid procedures in congenital 
heart disease.

Figure 2 Comparison of the surgical and hybrid Norwood palliation for patients with hypoplastic left heart syndrome.
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Norwood modifié Necker

Modification de la chirurgie 

Optimisation de la crosse de l’aorte

Optimisation des artères pulmonaires


Hybride différé



Technique hybride per se 
APSI
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physical properties, coils and vascular occlusion devices, 
and devices designed to close atrial septal defects, 
ventricular septal defects, and the patent ductus arteriosus. 
However, a significant drawback of all these devices is their 
permanence. Outside of surgical excision, these devices 
are implanted permanently. For some patients, there are 
potential benefits to permanent implantation. For example, 
left pulmonary artery stenosis secondary to compression by 
the aorta likely will require a permanent stent to maintain 
patency. But a major consideration for the majority of 
patients with congenital heart disease undergoing cardiac 
catheterization procedures early in life is somatic growth. A 
stent placed in the aorta or pulmonary artery at 8 years of 
age will undoubtedly require further dilation in adulthood. 
And besides somatic growth, many heart lesions would be 
much better treated with a temporary implant. For example, 
at the current time closure of a patent ductus arteriosus 
or atrial septal defect requires implantation of a device 
(coil, vascular occlusive device, septal occlude, etc.) which 
generally results in immediate and complete occlusion. 
But in a relatively short time period, endothelialization 
forms a permanent “natural” covering over the defect. 
At this point, the implanted device, which really served 
as a scaffold to facilitate the endothelialization process, 
is an unnecessary remnant of the procedure. So how can 
we get the excellent results we expect from our current 
medical devices but limit the negative consequences related 
to their permanence? One possible solution may come 
in the form of biodegradable technology. Biodegradable 
materials have been used for years in medicine (for example, 
absorbable sutures), however, more recently, there has been 
tremendous effort by several research teams to develop 
these materials for use in patients with congenital heart 

disease. This includes development of vascular stents and 
occlusion devices, which can be applied across a wide variety 
of cardiovascular diseases.  

Grossly, current biodegradable materials can be broken 
into two major categories based on their composition: 
bioabsorbable polymers and biocorrodible metals (63). 
Each material has advantages and limitations and each may 
have an important role in various devices. Polymers, for 
example poly L-lactic acid, break down by hydrolysis. The 
material strength and rate of bioabsorption can be altered 
by engineering the composition of the individual monomers 
and how they are inter-connected (63,64). Because 
bioabsorption occurs by hydrolysis and the monomers are 
commonly occurring and/or inert substances, these are 
likely to be very safe. One drawback, especially from the 
perspective of the interventional cardiologists, is that these 
materials are completely radiolucent unless modified. In 
contrast, biocorrodible materials, like zinc or magnesium, 
break down by biocorrosion. Biocorrosion is potentially 
inflammatory or toxic at the cellular or tissue level, although 
some research indicates Zinc may actually suppress 
inflammation at the cellular level. For the development of 
stents, this may be beneficial in lowering rates of neointimal 
proliferation, which is problematic for current small and 
medium diameter bare metal stents (65,66). Being metallic, 
there are radio-opaque and may have more similar physical 
properties, including radial strength and deployment 
characteristics, to currently commercially approved medical 
devices. 

Many biodegradable stents and occlusion devices are in 
various stages of development with potential applications 
within the congenital heart disease space (63,65,67). The 
first commercially approved bioabsorbable stent became 

Figure 3 Comparison of the various approaches for right ventricular decompression in pulmonary atresia with an intact ventricular septum. 
Adapted from Zampi, et al. (34). 1, data presented as median (interquartile range). Zhampi et al. Transl Pediatrics 2018



Traiter lésions difficiles 
d’accèsFigure2B

Click here to download high resolution image

Figure2C
Click here to download high resolution image

Figure2D
Click here to download high resolution image



L’hybride a posteriori



Cathétérisme cardiaque 
post-opératoire précoce 

✴Revue rétrospective 5 ans Necker


✴Cathétérisme post opératoire avant la sortie


✴Démographie, indications, traitement, complications, 
mortalité


✴210 dossiers, 46 exclusions



Démographie-diagnostic
Diagnostic Diagnostic NNÉ

Cardiopathie n n

biventriculaire 131 51

univentriculaire 21 4

hlhs 12 5

totale 164 60

Demographie

moyenne mode range n

age mois 16,87 1 164-378 164

poids kg 7,6 3,4 1,4-63,4

taille cm 68,45 55 0,73-173

Temps de 
Scopi min 12,27 7 1 - 239

Nouveau né 60

Age 0,52 1 0,1-1

Poids kg 3,16 1,4-4,5

40 ECMO

29 BEX


Délai chirurgie-KT: 1 jour



Chirurgie
Type de chirurgie n

Derivation cavo 
pulmonaire 12 univentriculaire 33

Blalock 5

Cerclage ap 4

Chirurgie du hlhs 12

Cure complete 131

Type de chirurgie n Moyenne Range Niveau de 
complexité %

Aristotle 164 9,5 8-11 3

Ari 1,5-5,9 3 1 2,82

Aris 6,0-7,9 36 2 21,95

Aris 8,0-9,9 36 3 21,95

Aris 10,0-15,0 89 4 53,26



3 groupes

✴Lésions résiduelles


✴Lésions associées


✴Diagnostic



Résultats

21 %

34 %

45 %

KT diagnostique
Lésions associées
Lésions résiduelles

KT diagnostique 
Coro TGV 24

         Autre 14

AP 9

Autre 24

Lésions résiduelles 
AP 12


Crosse 3 

Coronaires 12


BTS 3

VCS 2

CIV 1


Cerclage 1

Valve Ao 1

Lésions associées 
Septectomie 12


Septectomie/embol 3

Embolisations 41


TGV 16

APSO/TOF 15

Sequestres 4


Autres 6



Résultats  
mortalité/complications

• Pas de mortalité en salle de cathétérisme


• Complexité cathétérisme C3PO score moyen 6


• 13/164 complications


• ACR 3


• Infarctus 1


• troubles du rythme 2


• Sepsis avéré 1


• Embolisation prothèse 2


• Lésions vasculaires 2


• Insuffisance respiratoire 1


• Mortalité hospitalière 13%



✴Peu de risques


✴Pathologies graves


✴Précocement


✴Modification du diagnostic (17%): traitement endovasculaire 
dans 70% des cas, chirurgie dans 14% des cas


✴Traitement endovasculaire possible des lésions associées 
prévisibles et des lésions résiduelles


✴Modification de nos stratégies (CIA)

Résultats



Stratégies hybrides



Stratégies hybrides

✴Diminuer les risques de la procédure


✴Diminuer ou éviter la CEC


✴Faciliter le traitement des lésions


✴Optimiser le résultat



Stratégies hybrides

Quelques exemples


✴Cerclage de l’AP quand cure de Fallot


✴CIA et HTAP


✴RVAo - Coarctation


✴Stenting des lésions pulmonaires distales après 
traitement chirurgical des lésions proximales



Stratégies hybrides
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See Article by Pluchinotta et al

Unreconstructable mitral valve disease in the infant or child is not as rare as 
would be hoped. We have all had the 6-month-old with significant residual 
insufficiency after difficult AV canal repair or the 5 kg patient with persistent 

and severe mitral stenosis, despite repeated attempts to repair a dysplastic mitral 
arcade or parachute mitral valve. These patients have few remaining options, often 
failing to wean from mechanical ventilation with poorly compensated heart fail-
ure, despite maximal medical therapy. Although the potential for more esoteric 
approaches, such as combined mitral-aortic annular enlargement, placement of a 
Contegra conduit in the mitral position,1 conversion to a single ventricle strategy, or 
even the Ross II operation in larger patients can be considered at specialized centers, 
the reality is that replacement of the mitral valve with a mechanical prosthesis is likely 
to be the best option in most centers. This is particularly the case when the annular 
size is sufficient to accept a valve of at least 17 mm. However, what is the appropri-
ate course of action for those patients who need valve replacement but in whom the 
surgical options are limited to a less ideal 15 mm or even 17 mm prosthesis that must 
be placed in the supraannular position? What about the very small infant for whom 
no mechanical prosthesis can realistically be placed regardless of size or position?

In the accompanying article in Circulation: Cardiovascular Interventions, 
Pluchinotta et al2 make a strong and cogent argument that in these situations, 
consideration should be given to the use of the stented bovine jugular vein graft 
(Melody valve) in the mitral position. This cohort study included 68 patients treated 
at 17 institutions, the youngest of whom underwent valve implantation at 3 days 
of life. Freedom from mortality or transplantation was 72% at 2 years, despite the 
fact that most of the early deaths (6 of 8) occurred as attempts to salvage patients 
from extracorporeal membrane oxygenation  support, and all 3 transplant recipi-
ents had their valve as a planned bridge to transplantation. A majority of the late 
deaths (4) also occurred in patients receiving a tricuspid replacement, at least some 
of whom were systemic AV valves in children with single ventricle anatomy.

I think that for the seriously ill child that has failed medical management and 
whose mitral annular size precludes any surgical options, this technique represents 
a clear advance, offering a therapeutic option where there was not one previously. 
Whether or not the Melody should be offered in lieu of either a marginally sized or 
suboptimally positioned mechanical valve remains an issue that is best left to the 
individual surgeon and cardiologist. However, the evidence we now have suggests 
that the Melody valve in the mitral position is safe, effective, and reproducible. At 
least in the short term, the morbidity and mortality risks are comparable to that of 
a mechanical prosthesis.3,4 The technical aspects of placing the valve are not highly 
demanding, there is the potential to enlarge the valve to match somatic growth, 

Richard W. Kim, MD

EDITORIAL

Melody Mitral Valve Replacement Is No 
Longer an Experimental Procedure

© 2018 American Heart Association, Inc.

https://www.ahajournals.org/journal/
circinterventions

Circulation: Cardiovascular Interventions

The opinions expressed in this article are 
not necessarily those of the editors or 
of the American Heart Association.

Key Words: Editorials ◼ child ◼ heart 
failure ◼ mitral valve ◼ patients
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Pré-stenting précoce des voies d’éjection droites avant une dilatation  
trop importante qui rend impossible la mise en place d’une valve percutanée»

Percutaneous pulmonary valve implantation for free pulmonary regurgitation following 
conduit-free surgery of the right ventricular outflow tract

Journal internal Cardiol 2015

There was no obstruction to the pulmonary venous flow. The
invasive blood pressure measurements of the left ventricle and
the aorta revealed a gradient of <10 mmHg. Postoperative trans-
thoracic echo did demonstrate gradients up to 40 mmHg, which
reduced on swapping adrenaline with noradrenaline (reducing
the hypercontractility and increasing afterload). In the subsequent
course during the first postoperative week, the left ventricular
outflow tract gradient stabilized at 10 mmHg. The mean gradient
across the Melody® valve remained <5 mmHg and the previous
pulmonary venous congestion resolved completely.

Therapeutic heparinization was instituted. Because of spon-
taneous thrombocytopenia related to the myeloid leukaemia,
use of an antiplatelet agent was avoided. Chemotherapy could
be initialized 3 weeks after valve replacement without any hae-
modynamic impairment. Repeated echocardiographic assess-
ments always revealed low Doppler gradients without any relevant
regurgitation.

DISCUSSION

The surgical treatment of mitral valve stenosis in paediatric
patients remains very challenging. Understanding the mechanism
is the key to a successful reconstruction. A hypoplastic annulus
does not have dependable solutions. While the surgical options
are limited, balloon valvuloplasty is also palliative. Although
improvements may be achieved acutely, there is a high risk of
restenosis or severe mitral regurgitation [3].

Since the chances of successful reconstruction or balloon valvu-
loplasty are uncertain, valve replacement remains the ultima ratio.
There exist, however, few options for valve replacement in small
children [4]. Mechanical valves are very durable, but need lifelong
anticoagulation. Biological valve substitutes such as homograft or
xenograft are difficult to get in small sizes (14 or 16 mm), do not
grow and degenerate/calcify quickly.
Percutaneous pulmonary valve replacement using stented

valves like the Melody® valve or the Edwards SAPIEN® pulmonic
valve (Edwards Lifesciences, LLC, Irvine CA, USA) has become an
established alternative to surgery [5]. Hence, it seems logical that a
stented valve might also be placed in the mitral position, even in
children.
The Melody® valve offers many advantages: the circular stent

provides a large effective orifice area and hopefully protects from
pannus ingrowth. Additionally, the bovine jugular vein leaflet
tissue is thin and pliable, which is suitable for the low cardiac
output in infants. And most importantly, it could be redilatated
corresponding to the growth of the child via a minimally invasive
approach.
Our technique is a step forwards in standardizing and sim-

plifying the Melody® valve implantation procedure in a hybrid-
surgical setting. In contrast to the reported Boston group approach,
our technique avoided resection of the subvalvular left ventricular
apparatus which helped to position and stabilize the valve into
the correct inflow position, also making a distal fixation dispens-
able. Furthermore, we did not use an additional pericardial
sewing ring to prevent paravalvular leaks. We experienced that

Figure 1: (A) Melody® transcatheter pulmonary valve. (B) Preparation of the Melody® valve. (C) Fixation of the Melody® valve. (D) Intraoperative transoesophageal
echocardiography.

M. Hofmann et al. / European Journal of Cardio-Thoracic Surgery2



Conclusions
✴Hybride sans le savoir


✴Indications


✴Innovations techniques


✴Innovations chirurgicales, nouveaux défis


✴Recherche médicale, nouvelles indications


✴Etudier les résultats de ces nouvelles approches



Hybrid cardiac procedure: the ultimate
cooperation

In medical terms, a hybrid therapy or procedure is a
mixture of therapies from different subspecialities.

By these definitions, a hybrid cardiac procedure is a
combination of surgical and catheter-based inter-
vention to the heart. Hybrid coronary artery revascular-
isation is a combination of surgical and catheter-based
intervention to the diseased coronary arteries.

In the daily practice of both cardiologists and
cardiac surgeons, the hybrid procedure can resolve
certain cardiac and revascularisation problems in
patients. The hybrid procedure can be divided into
‘planned’ and ‘unplanned’ procedures. 

A ‘planned’ hybrid procedure is a treatment of the
patient discussed in a heart team and is a combined
approach by the interventional cardiologist and the
cardiac surgeon. The goal is to make the overall
treatment of the patient more feasible and to reduce
the risk.

Examples are:
- Revascularisation with a left internal mammary artery

(LIMA) to the left anterior descending artery (LAD)
by a small anterolateral thoracotomy and a per-
cutaneous coronary intervention (PCI) for a circum-
flex artery (CX) and/or right coronary artery (RCA)
stenosis. This treatment can be done in both a
primary and redo operation.

- Primary operation LIMA LAD and a vein graft to
CX and RCA. After many years, the patient suffers
from aortic stenosis with a patent LIMA and a
diseased vein graft. Reoperation is only planned for
an aortic valve replacement (AVR) and PCI on
native CX. Also, performing surgical revascular-

isation on CX gives a potential extra risk to the patent
LIMA. In this particular case, percutaneous aortic
valve replacement and PCI of the coronary vessel is
another option or the hybrid approach with
transapical aortic valve replacement and PCI.

An ‘unplanned’ hybrid procedure is a treatment for
either a planned PCI or a planned cardiac procedure,
but with an unexpected outcome and therefore the
patient is treated with an additional therapy of cardiac
surgery or PCI.

Examples are: 
- The patient presents with an inferior infarction and

is scheduled for a primary PCI. During catheter-
isation, a left main (LM) stenosis is also diagnosed.
Primary PCI is performed on the RCA and during
the same recovery, advanced treatment with CABG
for LM stenosis is carried out. 

- Failure of grafts in the direct postoperative period
after a CABG operation is treated with PCI on the
failed graft itself or on the native vessel where the graft
was anastomosed.1

- During CABG one of the target vessels is not found
or is too small but represents an important ischaemic
area with a severe proximal stenosis in the main
vessel. In these cases an additional PCI of the native
coronary vessel is performed.

In the early period of beating-heart surgery, when it
was still difficult to revascularise the posterior part of
the heart, more hybrid revascularisations were carried
out. Another reason for this is the expected results of
drug-eluting stents (DES). There was and is nothing
better than a LIMA to the LAD2 and the DES should
beat the vein graft in other territories of the heart.3

Nowadays, with the modern tools and the experience
of the surgeons in performing off-pump revascular-
isation, it is possible to reach all territories of the heart,
even with arterial grafts.4-6 In our daily practice we are
doing less hybrid coronary interventions and more and
more complete total arterial off-pump CABG
operations for three-vessel disease. Numbers of distal
anastomoses vary from three to six, even in patients

J.G. Grandjean

J.G. Grandjean
Department of Cardiothoracic Surgery, Thorax Centre Twente,
Medical Spectrum Twente, Enschede, the Netherlands

Correspondence to: J.G. Grandjean
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leading ideas

weekend hike, his fitness tracker 
can automatically update his elec-
tronic health record with detailed 
data such as distance traveled, heart 
rate, and blood pressure. When he 
takes his daily statin pill (or fails to 
do so), or needs to refill his pre-
scription, his entire care team may 
get an update. The result will be a 
much richer profile, with more — 
and more specific — contextual in-
formation, which could ultimately 
lead to better healthcare outcomes 
at lower costs.

To achieve this, organizations 
must collaborate, even though today 
they sit in long-standing industry  
silos. Some companies are beginning 
to forge partnerships with other 
players in the healthcare value chain. 
The French drugmaker Sanofi, for 
example, is working with Apple. 
San ofi makes diabetes medications 
and a line of products, such as blood 
glucose meters, that help patients 
monitor their insulin levels. Sanofi’s 
iPhone app allows diabetic patients 
to be remotely monitored by their 
physicians and insurers. Sanofi also 
has a partnership with Google to  
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apply analytics capabilities to help 
patients and clinicians better under-
stand and manage the disease.

Health insurers also are realiz-
ing the need to work with others. 
Companies are combining technol-
ogies and treatments to ensure ad-
herence to and compliance with 
care plans for rare diseases and 
manage overall health. Eisai’s drug 
and app combination for the man-
agement and treatment of Gauch-
er’s disease, a genetic disorder that 
affects the liver and spleen, was de-
veloped by the Japanese pharma-
ceutical company in collaboration 
with patients and their physicians. 
Together, they won payor coverage 
for a co-prescription of the app  
and therapy.

And organizations are learning 
to reap benefits by working with net-
works of collaborators. The YMCA 
of the USA won a coveted Health 
Care Innovation Award from the 
Centers for Medicare and Medicaid 
Services for the success of its diabetes 
prevention program delivered by 
trained YMCA staff and eight part-
ner organizations. The $11 million 

award grant will expand the program 
to 17 communities in eight states.

Managing Risks and Data
Succeeding in the New Health 
Economy isn’t just a matter of start-
ing and managing complex partner-
ships. In order to deliver care that is 
preventive, personalized, and pre-
dictive, and incorporates nonmedi-
cal information, the industry will 
need to determine how to share risk 
across several dimensions.

Currently, financial risk in the 
U.S. healthcare system sits with  
the payors, though it is shifting to 
providers in some cases and to con-
sumers. But in many ways, the sys-
tem sets up a zero-sum game be-
tween participants that should be 
working toward the same goal. Be-
cause in many instances, every dol-
lar for the radiologist is one less  
dollar for the insurer, and vice versa, 
incentives to collaborate on reduc-
ing costs aren’t always in place. For 
collaborative, coordinated care to 
truly work, all players should be re-
sponsible for some element of a pa-
tient’s financial risk, and they should 
be able to generate some gain from 
potential savings.

This is tricky because the eco-
nomics of prevention and wellness 
are dramatically different from 
those of traditional healthcare. 
When a patient requires surgery af-
ter a heart attack, the hospital makes 
money, and so do the surgeon, the 
anesthesiologist, and the makers of 
all devices and products used during 
his surgery and subsequent care. But 
if the same patient had bought some 
fitness equipment such as a heart-
rate monitor, joined a health club, 
visited a nutritionist for coaching, 
and thus avoided a heart attack, the 
doctors and manufacturers would 
capture a much smaller amount of 


