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Major Biomedical Successes: 
in Hand

• Acute Lymphoblastic Leukemia

• Coronary Heart Disease 
• Acute Myocardial Infarction

• Erythroblastosis Fetalis
• Diabetes Mellitus

• Asthma
• Organ Transplantation



• “Miraculous” mitral valvuloplasty
• Torn urethra from intraoperative insertion
• Inappropriate dose of coumadin
• Transition home:  Lasix doubled at discharge

– Extreme difficulty rising  from bed
– Lost five kilograms in 24 hours
– “Lasix” to “furosamide” not understood
– Magnesium and potassium replacement
– No instructions to discontinue Lasix
– No information to primary care doctor
– Surgeon:  “I did my job; now it’s up to you.”

• Medications: Lasix, Lopressor, Magnesium, Potassium 
Iron, Coumadin, Simvastatin, Pain, Prostate

Complex Cardiac Surgery: 
A Case Study of Playing with Fire



Defects….for example…

• 45% of needed care is not received
• 22% of chronically ill adults report a “serious error”

in their care
• 74% of chronically ill adults say the system needs 

“fundamental change” or “complete rebuilding
• Case-mix adjusted hospital death rates vary 400%
• Resource use in the last six months of life varies 

>500% among 77 top-rated US hospitals
• Per capita annual health care costs:

– US: ~$6000
– Sweden: ~$2800



Difficulty Getting Care on Nights, Weekends, Holidays Without
Going to the ER, Among Sicker Adults in Six Countries, 2005
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GER=Germany; NZ=New Zealand; UK=United Kingdom; CAN=Canada; AUS=Australia; US=United States.
Data: 2005 Commonwealth Fund International Health Policy Survey of Sicker Adults (Schoen et al. 2005a).

Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2006
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Went to ER for Condition That Could Have Been Treated
by Regular Doctor, Among Sicker Adults, 2005

Percent of adults who went to ER in past two years for condition that could have been treated
by regular doctor if available

GER=Germany; NZ=New Zealand; UK=United Kingdom; AUS=Australia; CAN=Canada; US=United States.
Data: Analysis of 2005 Commonwealth Fund International Health Policy Survey of Sicker Adults; Schoen et al. 2005a.

Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2006
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Medical, Medication, and Lab Errors Among Sicker Adults, 2005
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Percent reporting medical mistake, medication error, or lab error in past two years

UK=United Kingdom; GER=Germany; NZ=New Zealand; AUS=Australia; CAN=Canada; US=United States.
Data: Analysis of 2005 Commonwealth Fund International Health Policy Survey of Sicker Adults; Schoen et al. 2005a.

Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2006
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Mortality Amenable to Health Care
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* Countries’ age-standardized death rates, ages 0–74; includes ischemic heart disease.
See Technical Appendix for list of conditions considered amenable to health care in the analysis.
Data: International estimates—World Health Organization, WHO mortality database (Nolte and McKee 2003);
State estimates—K. Hempstead, Rutgers University using Nolte and McKee methodology.

Mortality from causes considered amenable to health care is deaths before age 75 
that are potentially preventable with timely and appropriate medical care

Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2006

LONG, HEALTHY & PRODUCTIVE LIVES
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International Comparison of Spending on Health, 1980–2004
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* Estimate is statistically different from the previous year shown at p<0.05.
^ Estimate is statistically different from the previous year shown at p<0.1.
Note: Data on premium increases reflect the cost of health insurance premiums for a family of four. 
Historical estimates of workers’ earnings have been updated to reflect new industry classifications (NAICS).
Data: KFF/HRET Survey of Employer-Sponsored Health Benefits: 2005.
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Population under Age 65 Without Health Insurance
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* Did not get medical care because of cost of doctor’s visit, skipped medical test, treatment, 
or follow-up because of cost, or did not fill Rx or skipped doses because of cost.
UK=United Kingdom; CAN=Canada; AUS=Australia; NZ=New Zealand; US=United States.
Data: 2004 Commonwealth Fund International Health Policy Survey of Adults’ Experiences 
with Primary Care (Schoen et al. 2004; Huynh et al. 2006).
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Percentage of National Health Expenditures
Spent on Health Administration and Insurance, 2003

a 2002   b 1999   c 2001
* Includes claims administration, underwriting, marketing, profits, and other administrative costs; based on 
premiums minus claims expenses for private insurance.
Data: OECD Health Data 2005.

Net costs of health administration and health insurance as percent of national health expenditures
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Data: International estimates—OECD Health Data 2005;
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Variations in Spending Across Regions (Elliott Fisher)

Variations in per-capita spending across U.S. regions.  Each color grouping 
includes approximately one fifth of the Medicare population.

Fisher et al. Ann Intern Med: 2003; 138: 273-298 



Variations in Spending Across Medical Centers
Variations in spending for patients with severe chronic disease across U.S.
News and World Reports top 15 “Honor Roll” Academic Medical Centers.
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(Last 2 years of life, 2000-2003)

UCLA Medical Center 72,793
New York-Presbyterian 69,962
Univ. of Pennsylvania 61,290
Johns Hopkins 60,653
UCSF Medical Center 56,859
Brigham and Womens 53,123
Univ. of Washington 50,716
Univ. of Michigan 49,367
Mass. General 47,880
Barnes-Jewish 44,463
Duke University Hosp. 37,765
Mayo Clinic (St. Mary's) 37,271
Cleveland Clinic 35,455

Dartmouth Atlas of Health Care: www.dartmouthatlas.org

Most of the differences in spending are due to differences in volume (or  intensity), not pr ice. 
For  example, 66% of the var iation in spending across academic medical centers can be explained 

by the number of inpatient days and physician visits alone.  



What Do Highest Quintile Cost Regions Get 
for an $3000 Extra per Capita per Year?

COSTS AND RESOURCE USE….
• 32% More Hospital Beds per Capita
• 65% More Medical Specialists
• 75% More Internists
• More Rapidly Rising per Capita Resource Use

QUALITY AND RESULTS…
• Technically Worse Care
• No More Major Elective Surgery
• More Hospital Stays, Visits, Specialist Use, Tests, and Procedures
• Slightly Higher Mortality
• Same Functional Status
• Worse Communication among Physicians
• Worse Continuity of Care
• More Barriers to Quality of Care
• Lower Satisfaction with Hospital Care
• Less Access to Primary Care
• Lower Gains in Survival



Aims

• Safety
• Effectiveness
• Patient-centeredness
• Timeliness
• Efficiency
• Equity



What Should We Aim for?

• No Needless Deaths
• No Needless Pain or Suffering
• No Unwanted Waits
• No Helplessness
• No Waste

……For Anyone



Scores: Dimensions of a High Performance 
Health System
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Unprecedented Month-by Month 
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Starts Here



The “100,000 Lives Campaign”



The Campaign “Planks” --
Six Changes That Save Lives

• Deployment of Rapid Response Teams

• Delivery of Reliable, Evidence-Based 
Care for Acute Myocardial Infarction

• Medication Reconciliation

• Prevention of Central Line Infections

• Prevention of Surgical Site Infections

• Prevention of Ventilator-Associated 
Pneumonias



Preventing Central Line Infections

• Hand hygiene
• Maximal barrier precautions
• Chlorhexidine skin antisepsis
• Appropriate catheter site and 

administration system care
• No routine replacement



Central Line Associated Bloodstream Infections (CLABs)
(from Rick Shannon, MD, West Penn Allegheny Health System)
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Rapid Response Results: 
Benedictine Hospital

Benedictine Hospital
Average Number of Codes Per Month 
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MRT Preventable Code Rates - Outside Critical Care Areas 2.1.07
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Birth Trauma in Ascension Health 
Seton Medical Center – Austin, TX 

St. Mary’s Medical Center – Evansville, IN

St. Mary's Birth Traumas - CY2005
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CareScience Observed minus Expected Mortality Rate per 100 Discharges
Ascension Health System
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The Campaign Platform
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• Rapid Response Teams
• Acute Myocardial 

Infarction
• Medical Reconciliation
• Central Line Infections
• Ventilator Associated 

Pneumonia
• Surgical Site Infection

The 5 Million Lives 
Planks

• Pressure Ulcers
• Congestive Heart Failure
• High Alert Medications
• Surgical Complications 

(“SCIP”)
• Methicillin-Resistant 

Staphylococcus aureus
• “Boards on Board”



The Campaign Platform

…plus numerous other 
interventions that hospitals 
must introduce in order to 
contribute to meeting our aim. 



Improving Patient Safety at Mayo Clinic
(Adverse Events per 1000 Patient Days – All Sites)



Scores: Dimensions of a High Performance 
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Drivers of a Low-Value System
(Tom Nolan, PhD)
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The Current “Canon”

• Market Forces
• Public Reporting
• Pay for Performance
• Consumer “Power”
• Shifting Costs to Patients



Drivers of a Low-Value System
(Tom Nolan, PhD)

• High Cost
– Steady stream of new drugs and technologies loosely 

connected to outcome
– No population budget
– Providers control demand
– Supply-driven demand

• Low Quality
– Over-reliance on doctors
– No foreign competition
– Under-valuing system knowledge
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A Case Study at Geisinger
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But, Wait a Minute…..???
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Improving a Larger System
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Improving a Population-Based System
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The “Triple Aim”
(John Whittington, et al.)
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The Old Improvement Agenda
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The New Improvement Agenda
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The Two Agendas Are Both Worthy, 
but Not the Same
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The “Triple Aim”

• Improve Individual Experience

• Improve Population Health

• Control Inflation of Per Capita Costs 

The root of the problem in health care is that the business 
models of almost all US health care organizations depend on 
keeping these three aims separate.  Society on the other hand 

needs these three aims optimized (given appropriate 
weightings on the components) simultaneously.

--- (Tom Nolan, PhD)



The “Triple Aim” and Acute Care

“Health care systems have evolved around the concept of infectious 
disease, and they perform best when addressing patients’ episodic 
and urgent concerns. However, the acute care paradigm is no 
longer adequate for the changing health problems in today’s world. 
Both high- and low-income countries spend billions of dollars on 
unnecessary hospital admissions, expensive technologies, and the
collection of useless clinical information. � � 
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World Health Organization. Innovative care for chronic conditions: building 
blocks for action: global report. (Geneva: WHO; 2002.)



“Triple Aim” Components

• The health of a defined population
• The experience of care by people in this 

population
• The cost per capita of providing care for 

this population



� )

� � )

� � )
* � )

+� )

, � )

- � )

. � )
� � )

� � )

� � � )

� /� /
 � � 
 � 	 � � � � � 0 � � 	 � � 
1 %
 � � � � � � � � �

0 � � 	 � � 
2 � � � 
2 � � � � 
2 � � � � � � � � � � � 
 � � 
 � � � 3 
4 � 5 6
� � � 3 � � � 
 � � 
 � � � � � � � 
 � � � � � � � 
&� � 
- +
� � � � � � � 
 � &
1 %
 � � � � �

� )
, )

� � )

+� )

- +)

� +)

Source: The Commonwealth Fund. Data from S. H. Zuvekas and J. W. Cohen, “Prescription Drugs and the 
Changing Concentration of Health Care Expenditures,” Health Affairs, Jan./Feb. 2007 26(1):249–57.

, � )

� . )

" * - �� � �

" � � � � +-

" - �� � �

" . � ,

( � � � � � � � � � � � 
 � &
� � � 	 � � 
 � %
 � � � � � � � � � 
&� � 
 � � � 
 � /� /
 
 � 
 � 	� � � � � �
� � 
 � �  � � � � � � 
 � &
� %
 � � � � � � � � � 
 � � � *

1 %
 � � � � � � � � 

� � � � � � � 	 � 
 
 

 

 

 
 

 
 

 

 

! � � � * 
 � � 	 	 � � � #



Population Segments 
(Lynn J, Straube BM, Bell K, Jencks SF, Kambic RT 

in Milbank Quarterly, in press)

13%LONG, DWINDLING COURSE

5%ORGAN SYSTEM FAILURE

2.5%SHORT PERIOD OF DECLINE NEAR 
DEATH

14.5%STABLE, SIGNIFICANT DISABILITY

40%CHRONIC CONDITION, NORMAL 
FUNCTION

15%ACUTELY ILL MOSTLY CURABLE

3%MATERNAL & INFANT

6.5%HEALTHY

% OF COSTSSEGMENT



Driver Diagram for the Triple Aim

.

Optimization considering all 
three components 
simultaneous
1. Individual’s Healthcare 
Experience
2. Population Health
3. Per Capita Cost

Measurement that is  
Transparent

Public Health 
Interventions

Design and 
Coordination of Care 
at the Patient Level

Universal Access to 
Care

Financial Management 
System

Education
Community Outreach
Government Regulation
City planning design and redesign

Primary Care Access
At least a minimally defined set of benefits for the 
population including secondary and tertiary care
Incentives support design

Primary Drivers Secondary Drivers

Operational Cost
Capitol Expense
Waste Reduction and coordination resources
Appropriate use of technology and procedures
Supply side management

Identification of provider responsible for 
coordination
Handoff management
Execution of a shared treatment plan (all 
providers and patient and family)
Incorporate family and patient involvement
Information technology support

Evidence based care
Improved dissemination and uptake of medical knowledge
Collaboration on standardization of definitions
Trusted body to assemble evidence
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Primary Drivers

• Measurement That Is Transparent
• Public Health Interventions
• Design and Coordination of Care at the 

Patient Level
• Universal Access to Care
• Financial Management System



� � � � �� � �� � 
 � 
 	 � 
 � � �
(Lynn J, Straube BM, Bell K, Jencks SF, Kambic RT in Milbank Quarterly, in press)

13%� &# 7� 

! 8 1# ! � 1# 7 


� & ) ' � �

5%&' 7 � # 
 � 9� � � 0 

( � 1� ) ' �

2.5%� � & ' � 
 � � ' 1& ! 

& ( 
 ! � � � 1# � 

# � � ' 
 ! � � � �

14.5%� � � $� � � 

� 17# 1( 1� � # � 

! 1� � $1� 1� 9

40%� � ' &# 1� 

� &# ! 1� 1&# � 


# & ' 0 � � 

( ) # � � 1&#

15%� � ) � � � 9
 1� � 

0 & � � � 9
 � ) ' � $� �

3%0 � � � ' # � � 
 : 

1# ( � # �

6.5%� � � � � � 9

% OF 
COSTS

(J. Lynn)

Financial 
Management

Universal 
Access

Care 
Coordination 
and Design

Public 
Health

Transparent
Measurement

� � 70 � # �



Who May (Now or Soon) Have the 
Triple Aim on Their Screen?

• A few employers (e.g. Quadgraphics)
• A few states (e.g. Maine, California, Massachusetts, 

Oregon)
• Powerful insurers
• Federal systems (e.g. VA, DoD, IHS)
• Classical HMO’s (e.g. Kaiser Permanente, Group Health 

Cooperative of Puget Sound, HealthPartners…)
• Single-payer European systems (e.g. Jönköping County, 

Sweden)
• (?A large primary care group that establishes 

appropriate partnership with its payers)
• (?A hospital, offering services through its Physician 

Hospital Organization, that performs well on all three 
dimensions and thereby attracts payers)



The “Integrator’s” Tasks

1. Design care models, financial models, and 
approaches to engaging the population to 
reach the three aims.

2. Establish essential business relationships.
3. Measure performance in new ways.
4. Test and analyze effects of this approach, 

continually learning what works to reach their 
goals.

5. Develop and deploy information technology for 
use by patients and suppliers.



The Future State – Most 
Can Be Winners
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The Transition State –
Hard for All
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“The Royal Road to Patient-Centered Care”

Reducing Rehospitalizations
(Steve Jencks, CMS)

� ' &$� � 0
A third of Medicare beneficiaries are 

rehospitalized within 90 days of hospital 
discharge to home.
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CUMULATIVE READMISSION RISK 
MEDICARE HOSPITAL DISCHARGES 2003
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Dissecting the Readmission 
Problem

� The risk is highest in the first days after 
admission, before most patients have a follow-up 
visit.

� About 9% of discharges home are next seen in 
an emergency department. 

� Half of Medicare beneficiaries in a medical DRG 
who are discharged to home and readmitted within 
30 days have not seen a physician in office or 
clinic setting before readmission.



Patients with Outpatient Visit 
before Readmission

Medicare Medical Discharges 2003
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Five Linked Projects
(Steve Jencks – CMS)

1. Improve the hospital discharge process.

Improve post-hospital care in
2. Home health agencies,
3. Clinics and physician offices,
4. Dialysis facilities, and
5. Skilled nursing facilities.



An Example: Rehospitalization
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Transition State Burdens

• Hospitals –
– Cannot protect revenue or size
– Actively seek to reduce dependence on their 

services

• Physicians –
– Specialists become suppliers and avoid supply-

driven demand
– Primary care becomes integrator
– All invite new job roles into the system

• Nurses –
– Support new roles for themselves and others



Transition State Burdens

• Patients –
– Unlearn “ more is better”
– Actively exert control over values in decisions

• Employers and Other Payers –
– Actively favor integrators and integration
– “ Decouple” volume from the definition of 

productivity and quality

• Insurers –
– Reduce transaction costs and heterogeneity

• Suppliers of Equipment, Drugs, and Services
– Cease making profit on complexity



The Context Is Shifting

• Activated Purchasers: Leapfrog, NBGH
• Employer-Sponsored Models: Quadmed
• Disruptive Innovations: Minute Clinics
• Off-Shore Care
• Contingent Payment:  CMS “P4P”, Bridges to 

Excellence
• Transparency: Pennsylvania, Massachusetts
• Employers Backing Out
• Shifting Costs to Patients
• Information Technology and EMR as a Standard



Conditions for Pursuing the Triple Aim

• Population budget
• Discipline of a cap on total budget
• Population view of health status and care needs
• Measurement capacity
• Capacity to integrate care experience through 

time and space
• Capacity for proactivity
• “Memory” of the person
• Capacity for system redesign and execution
• Leverage to mold the environment



Tests for “Triple Aim-ness”

• Hospitals try to decrease the use of their 
beds.

• Elliott Fisher is happy.
• Patients say, “They remember me.”



Doug Eby’s Challenge

“The very BIGGEST impact on healthcare in EVERY 
DIMENSION - quality of life, effectiveness of treatments, 
financial costs of care, satisfaction, etc, etc. – and would 
drive down hospital days, drive down ER use, decrease 
medication costs, decrease medication misadventures, 
etc, etc. --- is to � � 
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 � as their advisor, coordinator, 
interpreter, counselor, cheerleader.”



For Clinical Office Practice

• Are you prepared to help achieve the 
Triple Aim…
– As an Integrator?

– As a Supplier?

• What disruptions will you embrace 
voluntarily to remain vital in an era when 
the Triple Aim has become the formula?



For Clinical Office Practice

• Can you unite…
– Disciplines?

� Nursing and medicine
� Medical care and public health
� Specialties and primary care
� Pediatrics, Family Medicine, and Internal Medicine

– Cost reduction and quality improvement?
– Hospital care and community care?
– Families and professionals?
– Purpose from the heart and accountability to others?
– Pride in the present and improvement for the future?
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