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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













A World of Hurt



It is possible to improve care 

and dramatically lower costs.

Berwick Annals
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Imperatives of the New Century

•
 

Accountable for the health status 
 of defined populations

•
 

Global Budgets/Targets

•
 

Incentives to actively manage clinical care

•
 

Incentives to provide a coordinated 
 continuum of care

•
 

Incentives for continuous quality improvement

•
 

The demand for value
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Shortell
 

Stages of Integration

•

 
Functional 

–

 
bring partners together

•

 
Physician ‐

 
System Integration 

–

 
bring together doctor groups

•

 
Clinical integration



What will clinical integration require?

•

 
Centralization of process

•

 
Evidence based medical practice

•

 
Commitment to self evaluation



Cultural Barriers to Integration
 (and Industrialization)

•

 
Autonomous decision making

•

 
Socialization

•

 
Uneven evidence about outcomes

•

 
Fear of performance assessment



Definition of Quality 
 Institute of Medicine

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

 are consistent with current professional 
 knowledge.”





















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.

Outlines Key Dimensions of the Healthcare 
Delivery System:

Source: Institute of Medicine 2001; 5-6

Institute of Medicine Report 2001





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







“Unexplained Clinical Variation”

•
 

Major roadblock to:

–
 

Lowering costs

–
 

Improving quality

–
 

Establishing accountability



The Assumption of Financial Risk

•

 
Creates need for accountability.

•

 
Makes me care what my partners order!

•

 
Most importantly, it obviates need 

 for external control.

–

 
Yes, but now we have to do it ourselves!



Old Quality Tripod

StructureStructure ProcessProcess OutcomeOutcome



What is Outcomes Management?

•Three tiered definition



Tier One Outcomes (Traditional)

•
 

Morbidity

•
 

Mortality

•
 

Return to the O.R.

•
 

Nosocomial
 

Infections



Tier Two Outcomes (Modern)

•
 

Patient satisfaction

•
 

Functional status

•
 

Return to work



Tier Three Outcomes (Ellwood)

Linking tiers one 
and two to payment

=

Tier 1

Tier 2

Tier 3



Autonomy and Accountability

A Zero Sum Game?



A Real Integrated System
•

 
Performs no scientifically groundless treatments

•

 
Formally searches for effective, 

 proven care practices

•

 
Is the safest health care organization

•

 
Involves patients and families fully 

 in their own care

•

 
Is an open health care organization

ACT





Health Reform Builds on the Current 
 Quality Infrastructure
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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
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Incremental  
FFS 

payments 
for value

Bundled 
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Range of Models in Existence or Development

Medical Homes



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”
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Accountable Care Organizations





Humana’s Accountable Care Organization pilot 

• Unites expertise of Humana and Norton Healthcare of Louisville
• One of only five pilots in the U.S. authorized by Dartmouth 

and Brookings
• Accountability of measured outcomes, cost, and patient delivery
• Industry-standard performance measures including financial, 

quality, regulatory
• Core principles:

– Integrated care delivery among provider teams
– Defined patient population to measure
– Pay-for-results based on improved outcomes and cost

59

http://www.brookings.edu/
http://tdi.dartmouth.edu/




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









President, L.B. Johnson

“It’s always better to 

have them in the tent 

pissing out, than outside 

the tent pissing in.”



Nash’s Immutable Rule

High quality care costs less!High Quality 
care 

costs less!





Contact Information

Jefferson School of Population Health
901 Walnut Street, 10th

 
Floor

Philadelphia, PA  19107
215‐955‐6969 (Office)
David.Nash@jefferson.edu

Visit JSPH online at
Webpage:

 

http://jefferson.edu/population_health

Blog:

 

http://nashhealthpolicy.blogspot.com

Facebook: www.facebook.com/jeffersonjsph

Twitter:

 

https://twitter.com/JeffersonJSPH

mailto:David.Nash@jefferson.edu
http://jefferson.edu/population_health
http://nashhealthpolicy.blogspot.com/
http://www.facebook.com/jeffersonjsph
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