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… all hospitals are accountable to the 
public for their degree of success…

If the initiative is not taken by the 
medical profession, it will be taken by 

the lay public.

1918 Am Coll Surg



Population Health: Conceptual Framework

Health outcomes
and their distribution
within a population

Health determinants
that influence distribution

Policies and interventions
that impact these determinants

Morbidity

Mortality

Quality of Life

Medical care

Socioeconomic status

Genetics

Social

Environmental

Individual











Institute of Medicine’s Definition of Quality

“The degree to which health services for 
individuals and populations increase the likelihood 

of desired health outcomes and are 
consistent with current professional knowledge.”

Institute of Medicine. Crossing the quality chasm: A new health system for the 21st century. March 2001.
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Safe: avoiding injuries to patients from the care that is intended to help them

Effective: providing services based on scientific knowledge to all who could 
benefit and refraining from providing services to those not likely to benefit 
(avoiding underuse and overuse, respectively).

Patient-centered: providing care that is respectful of and responsive to 
individual patient preferences, needs, and values and ensuring that patient values 
guide all clinical decisions.

Timely: reducing waits and sometimes harmful delays for both those who receive 
and those who give care.

Equitable: providing care that does not vary in quality because of personal 
characteristics such as gender, ethnicity, geographic location, and 
socioeconomic status.

Efficient: avoiding waste, including waste of equipment, supplies, ideas, and 
energy.

Institute of Medicine Report 2001 
Key Dimensions of Quality Healthcare Delivery

Institute of Medicine. Crossing the quality chasm: A new health system for the 21st century. March 2001; 5-6.





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



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



““Please listen carefully as our menu makes no sense.Please listen carefully as our menu makes no sense.””



The Legislative Process…..



Major Issues with the US Healthcare System
 (What the PPACA Bill Actually Addresses…)

• Poor and uneven access to medical care, especially for the 
uninsured

• Escalating costs and volume of services

• No link between cost and quality

• Excessive administrative costs

• Dysfunctional payment system

• United States is lagging internationally in health outcomes



Health Reform Builds on the Current 
Quality Infrastructure
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Improve Quality of Care, Access & 
Lower Overall Costs
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Tying payment to 
evidence and outcomes 

rather than per unit of 
service

“Bundling” payments
for physician and
hospital services 

by episode or condition

Reimbursement for the 
coordination of care

in a medical home

Accountability for results 
- patient management 
across care settings 

The Four Underlying Concepts of Cost Containment 
Through Payment Reform…



Incremental  
FFS 

payments 
for value

Bundled 
payments 
for acute 
episode 

Bundled 
payments 

for chronic 
care/ 

disease 
carve-outs

Accountability 
for Population 

Health

Current State: 
Payments for 

Reporting

Range of Models in Existence or Development

P4P, “Never” Events

Increasing assumed risk by provider

Increasing coordination/integration required



What is a Medical Home?
• A Medical Home is “a community-based primary care 

setting which provides and coordinates high-quality, 
planned, patient and family-centered health promotion, 
acute illness care, and chronic condition management”



The Medical Home Is Something
 Fundamentally Different

•

 

Usual Care

Relies on the clinician
Care provided to those 
who come in

Performance is assumed

Innovation is infrequent

Includes only primary care

Navigation and care
management not available
HIT may or may not 
support care

•

 

Medical Home

Relies on the team

Care provided for all

Performance is measured

Innovation occurs regularly
Includes mental health, PharmD’s
and others
Navigation and care management 

 are required

HIT must support care



Incremental  
FFS 

payments 
for value

Bundled 
payments 
for acute 
episode 

Bundled 
payments 

for chronic 
care/ 

disease 
carve-outs

Accountability 
for Population 

Health

Current State: 
Payments for 

Reporting

Range of Models in Existence or Development

Accountable Care Organizations



What is an Accountable Care Organization?
• MedPAC Report to Congress (June 2009) Defines ACOs as:

“A combination of hospital, primary care physicians and possibly 
specialists, associated with a defined population of patients accountable 
for total Medicare spending and quality of care for that patient population”

PPACA – “SHARED SAVINGS” PROGRAM (§ 3022):

Directs HHS to establish a Medicare “shared savings program” by January 2012 that:
“Promotes accountability for a patient population and coordinates items and 

services under [Medicare] parts A and B and encourages investment in 
infrastructure and redesigned care processes for high quality and efficient service 
delivery.”

Under this program “groups of providers of services and suppliers … may work 
together to manage and coordinate care for Medicare fee-for-service beneficiaries 
through accountable care organizations … and receive payments for shared 
savings”

MedPAC, Improving Incentives in the Medicare Program (June 2009)
http://www.medpac.gov/documents/Jun09_EntireReport.pdf











What Does This All Mean? 
Major Themes Moving Forward

1. Transparency
2. Accountability
3. No outcome, No income



How Might We Get There? 
Change the Culture

1. Practice based on evidence
2. Reduce unexplained clinical variation
3. Reduce slavish adherence to professional 

autonomy
4. Continuously measure and close feedback 

loop
5. Engage with patients across the continuum 

of care



What are the major hurdles?

1. Replace pernicious piecework payment system

2. Re-align incentives

3. Create rewards for collaboration, coordination

and conservative practice

4. Recognize the cultural barriers



Real Reform:  Real Leadership
Current Approach

‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐
Focus on current medical 

 problem
Primary care physicians
Care based on periodic visits
Short visits with little 

 information
Decisions by clinical autonomy
Information restricted
One size fits all
Patient a passive participant

New Approach
‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐
Focus on all risks

Cooperative team of providers
Continuous healing relationships
Emphasis on education and 

 coaching
Evidence‐based decisions
Electronic information flows freely
Care customized to needs/values
Patient/family active participants







JSPH Mission

• To prepare leaders with global vision to 
develop, implement, and evaluate health 
policies and systems that improve the 
health of populations and thereby enhance 
quality of life





Nash’s Immutable Rule

High quality care costs less!

High Quality 
 Care 

costs less!



Autonomy and Accountability

A Zero Sum Game?



John P. Kotter, 
Harvard Business School

“The institutionalization of leadership training is one 
of the key attributes of good leadership.” 

“The institutionalization of leadership training is one 
of the key attributes of good leadership.”
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