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What Outcome Are 
We Aiming For?

To improve health and the 
value of health care.



The Assumptions

1.
 

The outcome can be
 

defined and measured using 
the IHI Triple Aim as an operating definition.

2.
 

Bundled payment can be
 

important as an incentive 
to improve value and as a fair system of 
compensation



The Assumptions, continued

3.
 

ACOs can be
 

an effective structure to accept 
bundled payment and improve the value of health 
care.

4.
 

The effective application of improvement science 
will be critical to the success of bundled payment 
as a system and ACOs as a structure to improve 
value.



THE ROLE OF 
IMPROVEMENT SCIENCE



Deming’s System of Profound Knowledge

Profound 
Knowledge
Profound 

Knowledge



System of Profound Knowledge
 (Deep Insight)

The Interplay of:
•Appreciation of a System

─

 

Interdependent group of items, people, or processes working toward a 
common purpose.

•Understanding Variation
─

 

Making interpretations based on observations

•Building Knowledge
─

 

Comparing predictions to results

•The Human Side of Change
─

 

Understanding motivations of people and their behavior.



The Model for Improvement
What are we trying to 

accomplish?

How will we know that a change is 
an improvement?

What change can we make that will 
results in improvement

The Improvement Guide



Improvement Science
 (Summary)

•
 

Disciplined process

•
 

Outcome is defined and measured

•
 

The systems and processes are identified and 

documented

•
 

Small tests of change are planned, piloted, 

studied, and acted upon in a continuous cycle 

(PDSA)



THE OUTCOME: DEFINED AND 
MEASURED USING THE 
IHI TRIPLE AIM

Assumption 1



The IHI Triple Aim

•
 

Improve Population Health
•

 
Enhance the patient experience of care

•
 

Lower, or at least maintain, per capita cost 
of health care. 



Goals at the Macro Level:
 Population Health



Variation in Global Life 
Expectancy





“Richer”

 

counties mean “Poorer”

 

counties

Poorer Counties Have Poorer Health



“Richer”

 

counties mean “Poorer”

 

counties

But Some Do Better Than Expected



Health and Mortality



Consumer Confidence in
 Effective Treatment

Percent responded, if they became seriously ill, confident/very confident they would get most-effective 
treatment, including drugs and diagnostic tests

2010 International Health Policy Survey in Eleven Countries
The Commonwealth Fund, November 2010



Qualitative Assessment of
 US Health System

Strengths Weaknesses

Adoption of New Technologies Adopting new technology without 

 
evaluating marginal benefits

Innovating in the delivery and 

 
management of health care

Below average Life Expectancy based on 

 
per capita wealth

Premium care Preventable Mortality is Higher

Aggressive end of life treatment Future implications of Obesity

Notable Measures of Convenience

Cancer Care

“The system may deliver superior quality for only a select group of the population”
McKinsey & Company

A nice way of saying we have a disparity problem



Goals at the Macro Level:
 Experience of Care

•
 

Institute of Medicine –
 

Six Aims
─Safe
─Effective
─Patient Centered
─Timely
─Efficient
─Equitable



Goals at the Macro Level:
 Per Capita Costs

Prevent health care costs from increasing as 
a share of GDP.



We Cannot Afford Rising Costs

Year National Health 
Expenditures NHE % GDP GDP

2008 $2,338,700,000,000 16.2% $14,441,400,000,000

2009 $2,473,000,000,000 17.3% $14,282,500,000,000

2010 $2,600,200,000,000 17.5% $14,853,800,000,000

2015 $3,538,200,000,000 18.2% $19,431,100,000,000

2019 $4,571,500,000,000 19.6% $23,283,000,000,000

Total National Debt
$13,796,668,548,103

National Health Expenditure Projections 2009-2019
cms.gov, September 2010



If Costs Remain Constant

Year National Health 
Expenditures NHE % GDP GDP

2010 $2,406,315,600,000 16.2% $14,853,800,000,000

2015 $3,147,838,200,000 16.2% $19,431,100,000,000

2019 $3,771,846,000,000 16.2% $23,283,000,000,000

Year Savings 
Per Year NHE % GDP GDP

2010 $193,884,400,000 16.2% $14,853,800,000,000

2015 $390,361,800,000 16.2% $19,431,100,000,000

2019 $799,654,000,000 16.2% $23,283,000,000,000

National Health Expenditure Projections 2009-2019
cms.gov, September 2010



We Cannot Afford Costs to Grow as 
a Share of GDP



Percent of Median Family Income Required to 
Purchase Family Health Insurance

Source: Len Nichols’

 

calculations, using KFF and AHRQ premium data, CPS income data,
plus projections from Carpenter and Axeen. The Cost of Doing Nothing, 2008.



Rising Expenditures



Variation: Nationally



Exploring Variation 
Internationally
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BUNDLED PAYMENT IS 
IMPORTANT TO IMPROVE 
VALUE

Assumption 2



The Status Quo

•
 

Fee For Service provides little incentive for 
aggressive cost management related to 
units of service and the relationship of the 
service to each other.



Bundled Payment

Miller, Harold. How to Create Accountable Care 
Organizations, 2009



Goals of Payment Reform

Miller, Harold. How to Create Accountable Care 
Organizations, 2009



Payment Reform

Why is this not scaling?



ACCOUNTABLE CARE 
ORGANIZATIONS

Assumption 3



The Assumption

•
 

Integrated care generates higher value 
and integrating structures facilitates 
integrating care. 

•
 

Is this being realized?
•

 
What data do we have?



Accountable Care Organizations

Miller, Harold. How to Create Accountable Care 
Organizations, 2009



Accountable Care Organizations

“…
 

is not a structure, or even 
a process, but an outcome –

 
reducing or 

controlling the costs of health care for a 
population of 

individuals while maintaining, or preferably 
improving, the quality of that care.”

Miller, Harold. Pathways for Physician Success Under Healthcare 
Payment and Delivery Reforms, 2010



Accountable Care Organizations

•
 

Table of Contents: The Brookings 
Institution Toolkit
─Part 1: Overview and Key Principles of ACOs
─Part 2: Organization and Governance
─Part 3: Accountability for Performance
─Part 4: ACO Infrastructure
─Part 5: Health Care Delivery Transformation 

for Achieving High-Value Health Care
─Part 6: Legal Issues for ACOs

McClellan & Fisher, The Dartmouth Institute, 2001



HFMA Value Project, 2011







Push Back

•
 

Employers and health plans fear that 
ACOs are more about market 
concentration than improving value.
─Does that suggest higher costs?



The Construct For
 The Aim and Aspiration

Structure Process Outcomes

Improvement Science

Hoffer-Gittlell, Heller School
Brandeis University



Conclusion

Bundled Payment and ACOs
 

show promise.

But, it depends
on whether the Will-Ideas-Execution

Will be directed to improving health and health care
Vs.

Consolidating and integrating for market control



Conclusion

The health of our people and the health of 
our nation depend on our 

willingness and capacity to improve.


	ACOs, Bundled Payment, and Improvement Science:�The Aims and The Aspirations
	What Outcome Are �We Aiming For?
	The Assumptions
	The Assumptions, continued
	THE ROLE OF �IMPROVEMENT SCIENCE
	Deming’s System of Profound Knowledge
	System of Profound Knowledge�(Deep Insight)
	The Model for Improvement
	Improvement Science�(Summary)
	THE OUTCOME: DEFINED AND MEASURED USING THE �IHI TRIPLE AIM
	The IHI Triple Aim
	Goals at the Macro Level:�Population Health
	Variation in Global Life Expectancy
	Slide Number 14
	Poorer Counties Have Poorer Health
	But Some Do Better Than Expected
	Health and Mortality
	Consumer Confidence in�Effective Treatment
	Qualitative Assessment of�US Health System
	Goals at the Macro Level:�Experience of Care
	Goals at the Macro Level:�Per Capita Costs
	We Cannot Afford Rising Costs
	If Costs Remain Constant
	We Cannot Afford Costs to Grow as a Share of GDP
	Percent of Median Family Income Required to Purchase Family Health Insurance
	Rising Expenditures
	Variation: Nationally
	Exploring Variation Internationally
	Slide Number 29
	BUNDLED PAYMENT IS IMPORTANT TO IMPROVE VALUE
	The Status Quo
	Bundled Payment
	Goals of Payment Reform
	Payment Reform
	ACCOUNTABLE CARE ORGANIZATIONS
	The Assumption
	Accountable Care Organizations
	Accountable Care Organizations
	Accountable Care Organizations
	Slide Number 40
	Slide Number 41
	Slide Number 42
	Push Back
	The Construct For�The Aim and Aspiration
	Conclusion
	Conclusion

