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Midwest Business Group on Health

Poor quality care costs the nation $500 to $600 billion annually

$1,350 Direct Health Care Expense and Waste
$   350 Individual Cost
$1,700 Total Cost of Poor Quality per Employee, per year
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Restructure Health Care 
Around Priority Conditions

�
AHRQ should identify 15-25 priority conditions 

(mostly chronic conditions)
Cancer
Diabetes
Emphysema
High cholesterol
HIV/AIDS
Hypertension
Ischemic heart disease
Stroke

�
“Purchasers, health care organizations, and professional 
groups should develop strategies and implement action 
plans to substantially improve quality for priority 
conditions over the next 5 years.”

Arthritis
Asthma
Gall bladder disease
Stomach ulcers
Back problems
Alzheimer’s disease/other dementias
Depression and anxiety disorders

Ten Commandments
Crossing the Quality Chasm

Current Rules
1. Care is based primarily on 

visits
2. Professional autonomy 

drives variability
3. Professionals control care
4. Information is a record
5. Decision making is based 

on training and experience

New Rules
1. Care is based on continuous 

healing relationships
2. Care is customized according to 

patient needs and values
3. The patient is the source of 

control
4. Knowledge is shared freely
5. Decision making is evidence-

based

Don Berwick 2002
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Ten Commandments (cont.d)

Current Rules
6. “Do no harm” is an 

individual responsibility
7. Secrecy is necessary
8. The system reacts to needs
9. Cost reduction is sought
10. Preference is given to 

professional roles over the 
system

New Rules
6. Safety is a system property
7. Transparency is necessary
8. Needs are anticipated
9. Waste is continuously 

decreased
10. Cooperation among clinicians 

is a priority

Don Berwick 2002
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CURRENT STATE OF THE ART

FEATURES OF COMPREHENSIVE DM PROGRAMS:

�
Monitoring, reporting on and communicating with participants

�
Primary care provider support

�
Outcomes measurement and reporting

�
Powerful information systems and technological support

“In God we Trust – All others bring data”
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WHAT OUTCOMES NEED MEASURING?

Clinical Outcomes

Process Outcomes

Behavioral Outcomes

Financial Outcomes

Satisfaction Outcomes

STANDARDIZATION OF OUTCOMES 
MEASUREMENT

�
Standard health status and health screening tools

�
HEDIS methodology

�
DM Accreditation Standards (JCAHO, URAC, NCQA)

Convergence of IOM Principles 
and Accreditation Standards

1. Safe DM Programs must have systems for 
acting upon safety problems.

2. Effective DM Programs must offer 
performance feedback to providers 
and be evidence based.

3. Patient Centered DM Programs must address 
patient self management.

4. Timely DM Programs must meet standards 
for timely administration of services.

5. Efficient DM Programs must define scope of 
service, measure, and report.

6. Equitable DM Programs must define the rights 
of all stakeholders.
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SHOW ME THE “EVIDENCE”!!!

“Sometimes we learn just as much about how to 
improve care from carefully observing experiences as 

we do from randomized, controlled tests.”
Jencks, Berwick and others
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WHAT DOES THE BODY OF EVIDENCE 
TELL US?

�
Credible reports show that DM does improve quality 
significantly

�
Improved quality does not translate into immediate 
reduction in direct costs

�
The most effective interventions for improving health and 
reducing use of health care resources are those focused on 
developing patient self-management skills
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FUTURE TRENDS IN DM

1. MORE CONSOLIDATION OF DM ORGANIZATIONS
�

Manage a variety of inter-related DM programs
�

Keep administrative costs down

FUTURE TRENDS IN DM

2. INCREASED STANDARDIZATION
�

DM Program components
�

Outcome measure methodologies
�

Financial predictive models

FUTURE TRENDS IN DM

3. RAPIDLY IMPROVING TECHNOLOGY
�

More facile data linkages
�

Improved call-center technology
�

Prompt systems for physicians, patients, ancillary 
health care personnel
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FUTURE TRENDS IN DM

4. EXPANDED KNOWLEDGE BASE
�

Peer reviewed publications
�

“Best practices”


