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Major Biomedical Successes:
iIn Hand

Acute Lymphoblastic Leukemia
Coronary Heart Disease

Acute Myocardial Infarction
Erythroblastosis Fetalis
Diabetes Mellitus

Asthma

Organ Transplantation




Complex Cardiac Surgery:
A Case Study of Playing with Fire

“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: “l did my job; now it’s up to you.”
Medications: Lasix, Lopressor, Magnesium, Potassium
Iron, Coumadin, Simvastatin, Pain, Prostate




Defects....for example...

45% of needed care iIs 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

Percent of adults who sought care reporting “very” or “somewhat” difficult
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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



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
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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

Percent reporting medical mistake, medication error, or lab error in past two years
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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

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

Deaths per 100,000 population*
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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.

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



International Comparison of Spending on Health, 1980-2004
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Data: OECD Health Data 2005 and 2006.

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



Increases in Health Insurance Premiums
Compared with Other Indicators, 1988-2005
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* Estimate is statistically different from the previous year shown at p<0.05.

A 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.

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



Population under Age 65 Without Health Insurance

Percent Uninsured Millions Uninsured
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Data: Analysis of Current Population Survey, March 1995-2005 supplements; P. Fronstin. 2005.
Sources of Health Insurance and Characteristics of the Uninsured: Analysis of the March 2005
Current Population Survey. Employee Benefit Research Institute (Figures 1, 2, and 3).

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



Access Problems Because of Costs in Five Countries,
Total and by Income, 2004

Percent of adults who had any of three access problems* in past year because of costs
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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).

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



Percentage of National Health Expenditures
Spent on Health Administration and Insurance, 2003

Net costs of health administration and health insurance as percent of national health expenditures
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* Includes claims administration, underwriting, marketing, profits, and other administrative costs; based on
premiums minus claims expenses for private insurance.
Data: OECD Health Data 2005.

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



Infant Mortality Rate, 2002

Infant deaths per 1,000 live births
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*2001.
Data: International estimates—OECD Health Data 2005;
State estimates—National Vital Statistics System, Linked Birth and Infant Death Data (AHRQ 2005a).

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



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 a. 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.

2 120,000 Spending per Medicar e beneficiary
3 ° with severe chronic disease
ko 100,000 (Last 2 years of life, 2000-2003)
g_ UCLA Medical Center 72,793
2 New York-Presbyterian 69,962
S 80,000 - Univ. of Pennsylvania 61,290
g o Johns Hopkins 60,653
- °0 UCSF Medical Center 56,859
< 60,000 OOO‘:OOO Brigham and Womens 53,123
g ©000CO0000 Univ. of Washington 50,716
+ OOOOOOOOO".OOOOOOOOO Univ. of Michigan 49,367
*8‘ 40.000 Q0000000 Mass. General 47,880
% ’ 000 OOOOOOOOOOOOC?::)OOOOOOOOOOOO (ONoNo) Barnes-J eWi S h 4 4, 463
o o000 Duke University Hosp. 37,765
— Mayo Clinic (St. Mary's) 37,271
20,000 Cleveland Clinic 35,455

Most of the differencesin spending are dueto differencesin volume (or intensity), not price.
For example, 66% of the variation in spending acr oss academic medical centers can be explained
by the number of inpatient days and physician visits alone.

Dartmouth Atlas of Health Care: www.dartmouthatlas.org



32% More Hospital Beds per Capita

65% More Medical Specialists

75% More Internists

More Rapidly Rising per Capita Resource Use

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









Scores: Dimensions of a High Performance
Health System

Long, Healthy & 69
Productive Lives
Quality 71

Access

Efficiency

Equity

OVERALL SCORE 66

0 100
Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2006



Organ Donors

Unprecedented Month-by Month
Increases in Number of Organ Donors
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Benedictine Hospital

Average Number of Codes Per Month
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0.25

MRT Preventable Code Events

Mean Code Rate = 0.14
(13 per 92188 days)

0.2

Mean Code Rate
0.06
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0.15 | Mean Code Rate = 0.038

(2 per 52494 days)
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Rapid Response Results: Cincinnati Children’s "~
Hospital and University of Cincinnati




MRT Preventable Code Rates - Outside Critical Care Areas 2.1.07

—— MRT Preventable Codes Outside Critical Care w BVMV or CC or Both / 1000 Pt Days
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0.2 * ***************** Results at Two
" : Y
2 : ears
© : : :
= : :
2015 -\
3 &rT—==== 0.14
= 0.11 0.11
= 0.1
s 01 W\ N,
o
&
©
(@]
@)

0.05 -

The New Baseline
I I for Phase Il

O-D03 J-M04 A-J04 J-S04 O-D04 J-M0O5 A-JO5 J-S05 O-D0O5 J-M0O6 A-JO6 J-S06 O-D0O6 J-M 07

Rapid Response Results: Cincinnati Children’s
Hospital and University of Cincinnati



Percent Delive

3. MaysBrihTraunes-CYyAXk

Do

B

B3

33
B

S

%)

9

%39 ey

/"
y
=g 363/

2

1.2
W o o 0 AP Q“&.y Ql-aas-ljg
SRR

I R M A My In U Ag Sp @t Nv Dz

K

A
== reine@t-Assged Digies == Snlds Deaia=—d=Hith Tauna

Birth Trauma Rate
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Ascension Health System

CareScience Observed minus Expected Mortality Rate per 100 Discharges
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Scores: Dimensions of a High Performance
Health System

Long, Healthy & 69
Productive Lives
Quality 71

Access

Efficiency

Equity

OVERALL SCORE 66
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Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2006









 High Cost

— Steady stream of new drugs and technologies loosely
connected to outcome

— No population budget
— Providers control demand
— Supply-driven demand
e Low Quality
— Over-reliance on doctors
— No foreign competition
— Under-valuing system knowledge

94 -









% of

patients who
receive al
components
of care

+

Hi red performance improvement cI|n|C|an /\‘\'/0

\ Documented current processes : /

Engaged remaining stakehoﬂers
Confirmed

“ProvenCare CABG”
processes & 5
| 10 :

VUV

°25°25°25°25°25°25°25°2541:¢t41:¢t¢t¢t¢t¢t

)

&b H . P — S — ¥ : & H . &+

%P0
%

S




What Goes Here?? > = s

[




Tier 1:
$ |

Tier 2:

Tier 3:



















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)
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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.




Population Segments

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

HEALTHY
MATERNAL & INFANT
ACUTELY ILL MOSTLY CURABLE

CHRONIC CONDITION, NORMAL
FUNCTION

STABLE, SIGNIFICANT DISABILITY

SHORT PERIOD OF DECLINE NEAR
DEATH

ORGAN SYSTEM FAILURE
LONG, DWINDLING COURSE



Driver Diagram for the Triple Aim

Primary Drivers

Measurement that is
Transparent

Public Health
Interventions

Optimization considering all

three components
simultaneous

1. Individual’s Healthcare

Experience
2. Population Health
3. Per Capita Cost

Design and
Coordination of Care
at the Patient Level

\ Universal Access to

Care

«—

Financial Management
System

AWAWAYAWA

Secondary Drivers

Evidence based care

Improved dissemination and uptake of medical knowledge
Collaboration on standardization of definitions

Trusted body to assemble evidence

Education

Community Outreach
Government Regulation

City planning design and redesign

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

Primary Care Access

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

Operational Cost

Capitol Expense

Waste Reduction and coordination resources
Appropriate use of technology and procedures
Supply side management






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

CUMULATIVE READMISSION RISK

MEDICARE HOSPITAL DISCHARGES 2003
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Improve post-hospital care In

































