
The U.S. health care system has some 
of the best to offer. U.S. spend-

ing per person on health care surpasses 
every other industrialized country,1 and 
highly trained clinicians supply care in 
state-of-the art facilities equipped with 
the latest in medical technology.2 Yet, 
when compared to other industrialized 
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care will require concerted action from 
all stakeholders. Areas that must be 
addressed include: ensuring medical 
practice is consistent with the most cur-
rent research, coordinating care across 
settings and over time, and measuring 
and rewarding excellent performance. 

countries such as Australia, Canada 
and the United Kingdom, the U.S. has 
among the highest medical error rates, 
most inefficient coordination of care and 
the highest out-of-pocket costs for care, 
which impede patient access.3 

Addressing these issues to create a 
system that provides the highest quality 

Making Strides and Aiming Higher

The Institute of Medicine defines health 
care quality as “the degree to which 
health care services for individuals and 
populations increase the likelihood of 
desired health outcomes and are consis-
tent with current professional knowl-
edge.”4 In short: patients get exactly the 
care that they need, when they need 
it, without undergoing unnecessary or 
inappropriate treatments. 

In contrast, poor quality relates to 
underuse – patients do not get the care 
they should; overuse – patients get care 
they don’t need; or misuse – patients 
experience preventable complications of 
care.5 Recent attention to the gaps in qual-
ity, and opportunities to improve it, has 

led to a surge of activity among providers, 
insurers, employers and others with docu-
mented gains. But more work remains.

Adults today on average receive 
only about half of recommended care.6 
Recommended care may include screen-

ings or preventive care for those at risk 
for developing disease, care to manage 
a specific chronic disease like asthma 
or diabetes, or the optimal course of 
treatment for an acute condition like a 
stroke or heart attack.

Patients receive only about half of recommended care.

Chart 1:  Percent of Recommended Care Received, by Type of Care

Source: McGlynn, E., et al. (2003). The Quality of Health Care Delivered to Adults in the United States. New England Journal of 
Medicine, 348(26), 2642.
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Racial and ethnic disparities exist in care for people
with the same coverage.

Chart 2:  Percent of Medicare Beneficiaries Receiving Recommended Care by Race, 2002

highest quality care

Disparities in care due to race, ethnic-
ity, income and other factors also affect 
the likelihood of individuals receiving 
the care they need.7 For example, each 
year, diabetics should receive three  
preventive services: an eye exam, a  
foot exam and hemoglobin A1c testing. 
However, Hispanic adults with diabetes 
are much less likely than their non-
Hispanic white counterparts to receive 
all three services. Similarly, high-income 
adults are more likely than low-income 
adults to get this care.8 Differences in 
disease outcomes – for instance,  
African-American women are more 
likely to die from breast cancer once 
the disease is detected than are white 
women9 – also suggest disparities that 
must be addressed. 

But more care is not always better 
care. There is great variation across 
the country in the amount of care 
delivered for comparable conditions. 
For example, a senior citizen living 
in Kentucky is nearly twice as likely 
to have heart bypass surgery than one 
living in Colorado.10 However, more 
care does not necessarily lead to better 
health outcomes. 

While hospitals, doctors, nurses and 
other care givers aim to provide quality 
care every day, the safety of our current 
health care system can be improved. 

For example, medication errors, one 
of the most common types of medical 
errors, harm at least 1.5 million people 
every year.11 And a recent study found 
that more than one in six hospitalized 
patients experienced medical errors that 
prolonged their hospital stay.12 Errors 
can result in a tragic loss of life. And 
the societal costs of medical errors range 
from $17 to $29 billion annually due 

Source: Agency for Healthcare Research and Quality. (2006). National Healthcare Disparities Report. Gaithersburg, MD.
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Source: The Dartmouth Atlas of Health Care. (2005). Cardiac Surgery. Available at http://www.dartmouthatlas.org/atlases/bibliography.shtm.  
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Care patterns vary widely across the U.S.

Chart 3: Difference in Hospital Discharges for Heart Bypass Surgery, by State, 2003

to the additional costs of care to address 
the error, plus costs attributable to lost 
income, reduced productivity at home 
and work, and disability.13 

A number of factors impede the abil-
ity of our health care system to provide 
the best care possible. In some cases, we 
lack information about what the most 
appropriate care actually is. In other 
cases, we have the information, but have 
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difficulty getting it into the hands of 
clinicians. The U.S. has invested heavily 
in medical research, and advances in 
medicine abound. Yet it still takes 15-20 
years for research findings and new 
treatments to be fully incorporated into 
clinical practice.14 

The structure of the health care 
system – how care is organized and paid 

for – also can be a barrier to effective 
care delivery. About half of physicians 
deliver services in solo or small group 
practices, with limited or no access to 
patients’ full medical histories, includ-
ing care provided in other settings  
and medications or therapies pre-
scribed.15 Lack of coordination across 
providers can lead to duplicative, or 

even harmful care, and wasted resources. 
A recent study found that 22 percent of 
patients have received duplicative tests 
ordered by different doctors.16 Current 
payment systems reward providers for 
the number of services provided wheth-
er those services are needed or not and 
performed well or poorly. Additionally, 
some high-value services, like care coor-
dination, are not paid for at all. 

Hospitals, doctors, nurses and oth-
ers are more focused today on quality 
improvement. They have instituted 
patient safety initiatives to decrease 
the frequency of medical errors and to 
improve quality of care. The National 
Healthcare Quality Report has found 
steady improvement across a variety of 
measures across multiple dimensions of 
quality and different provider types.17 

Accelerating the pace of improve-
ment, however, will require broader 
change at the system level to improve 
our knowledge of what is the best qual-
ity care; to measure whether doctors, 
hospitals and others are applying this 
knowledge in practice; and to reward 
excellent performance.

Source: The Commonwealth Fund. (August 2006). Public Views on Shaping the Future of the U.S. Health Care System. New York, NY.

Medical errors and unnecessary treatment occur.

Chart 4:  Percent of Adults Reporting a Time They Experienced Errors or Duplicative 
Care in the Past Two Years

Health Care System Changes to Consider

Using Research to Guide  
Treatment Decisions 
Proven treatments are often referred to 
as evidence-based care. Recognizing the 
need for better information on evidence-
based care, many health care leaders 

have called for a national investment in 
research comparing the benefits and risks 
– and sometimes costs – of the multiple 
health care options that exist for given 
conditions.18 Such research could elevate 
quality of care by helping both clini-

cians and patients make better-informed 
treatment decisions.19 Where scientific 
knowledge about the best treatments 
does exist, providers need ready access to 
it. Tools that make it easier for clinicians 
to incorporate new research findings 

“ our challenge is not to continue debating the existence of disparities; the evidence is 
overwhelming. our challenge now is to develop and implement strategies to reduce 
and eliminate those disparities.” 

  – John c. Nelson, MD, MPh, aMa immediate Past President, and randall W. Maxey, MD, PhD, NMa Past President

“ ”from the f ield
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into their care delivery can help improve 
quality of patient care. For instance, 
clinical guidelines – specific recom-
mendations on the appropriate course of 
care for patients with a given condition 
– help providers deliver effective and 
efficient care.20 Patients and their fami-
lies also benefit from publicly available, 
easy-to-access, trustworthy information, 
that compares treatment options. For 
example, access to the results of a recent 
study comparing older, generic blood 
pressure drugs and the newer, more 
expensive ones can help patients make 
an informed medication choice.21 

Encouraging Improvement  
Through Measurement 
Measuring and reporting quality indica-
tors is one strategy to narrow the gap 
between the care that is recommended 
and that which is delivered. Making 
physicians aware of their performance 
can help them detect opportunities for 
improvement and encourage change 
for the better. For example, after the 
state of New York began collecting and 
reporting information about the qual-
ity of heart bypass surgery, the death 
rate from the procedure declined.22 
The Hospital Quality Alliance, along 
with the Medicare program, has suc-
cessfully begun to collect quality data 
from hospitals and clinicians.23 Public 
reporting of quality information also can 
help patients and their families “shop” 
for their care and discuss concerns 
about quality of care with their physi-
cians.24 Increasingly, public agencies 
and independent organizations are 
publishing quality information about 
hospitals, physicians and health plans for 
consumers. For example, mortality rates 
for patients with heart failure and heart 
attack at more than 4,500 hospitals 
across the country are available on the 
Hospital Compare Web site.25 

Source: Krumholz, H.M., et al. (1995). Aspirin in the Treatment of Acute Myocardial Infarction in Elderly Medicare Beneficiaries:  
Patterns of Use and Outcomes. Circulation, 92(10), 2841-2847.

Source: Norling, R.A. (May 7, 2007). The Impact of Pay for Performance. Presented at the 2007 AHA Annual Membership Meeting.

Providers that implement evidence-based interventions 
deliver higher quality care.

Chart 6:  Performance of Hospitals Participating in Premier Hospital Quality Incentive 
Demonstration (HQID) on Composite of 18 Measures

Evidence-based care can improve patient outcomes.

Chart 5: Mortality Rates Following Hospital Admission for Heart Attack
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Changing Financial Incentives 
Rewarding doctors, hospitals and oth-
ers who deliver high-quality care can 
encourage accountability for patient 
care, offer incentives for clinicians 
to work together to coordinate care 
delivery and, most importantly, lead 
to better care processes.26 Since 2003, 
the number of programs that reward 
providers for high-quality care has more 
than tripled.27 Programs are diverse: 
they are both publicly and privately run 
and offer varying incentives including 
financial rewards or penalties, increased 
patient referrals, or public recognition 
of providers’ performance.28 One of the 
most common types of quality improve-
ment programs – referred to as pay-for-
performance programs – links payment 
to specific steps taken or results achieved 
in care.29 According to a survey of health 
care purchasers, government agencies 
and health plans, at least half of evalu-
ated pay-for-performance programs  
have significantly improved clinical 
performance.30 

Redesigning Care Delivery 
As the number of Americans with 
chronic conditions such as diabetes  
and heart disease climbs, more  
individuals will have complex health  
care needs, requiring care from multiple 
providers. Coordinating that care can 
strengthen the continuity of patients’ 
care across these multiple providers and 
assist patients in better managing their 
diseases.31 A primary care physician  
or other professional might serve as  
the quarterback responsible for coordi-
nating the many aspects of a patient’s 
health care. Patients participating in 

Source: Hannan, E.L., et al. (1994). Improving the Outcomes of Coronary Artery Bypass Surgery in New York State.  
JAMA, 271(10), 761-766.  

Source: Centers for Medicare and Medicaid Services. (2007). Groundbreaking Medicare Payment Demonstration Results in Sub-
stantial Improvement for Hospital Patient Care. CMS Press Release. Available at http://www.cms.hhs.gov/apps/media/press/release.
asp?Counter=2076. 

“ the Premier hospital alliance is showing that even limited additional payments, 
focused on supporting evidence-based quality measures, can drive across-the-board 
improvements in quality, fewer complications and reduced costs.”

  – former cMs acting administrator leslie V. Norwalk, January 26, 2007

“ ”from the f ield

Measuring quality can lead to improved performance.

Chart 7:  Risk-adjusted Mortality Rates for Heart Bypass Surgery in New York, 
1989-1992

Measuring and rewarding quality can improve care…

Chart 8:  Average Quality Scores Before and During Participation in Premier Hospital 
Quality Incentive Program, by Clinical Area
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care coordination programs can see their 
health improve, and they have fewer 
hospitalizations and emergency depart-
ment visits.32 But, providers typically are 
not paid for taking steps to coordinate 
care.33 Payment systems can be revised 
to encourage clinicians to focus on all of 
a patient’s health care needs rather than 
only a slice of the required care.

Focusing on Mental Health Care 
Co-occurring mental and physical ill-
nesses are common: up to 75 percent  
of people with schizophrenia suffer 
from serious physical illnesses such as 
diabetes or high blood pressure.34 Yet 
the care systems for these conditions are 
typically separate. Coordinating mental 
and physical health care is sometimes 
difficult within the current health 
system, but doing so is in patients’ 
best interest. For example, patients 
who participated in psychotherapeutic 
interventions saw their average length 
of hospital stay fall by 78 percent, 
hospitalization frequency decrease by 
two-thirds and emergency department 
visits decline by almost half.35 Coverage 
and payment policies greatly complicate 
getting treatment. Redesigning them to 
ensure that mental and physical condi-
tions are covered equally can lead to 
improvement in outcomes.

Source: Audet, A., et al. (May 2005). Physicians’ Views on Quality of Care. The Commonwealth Fund National Survey of Physicians and 
Quality of Care. New York, NY.

Note: CAD=coronary artery disease; CHF=congestive heart failure. 
Source: MedPAC. (June 2006). Report to the Congress: Increasing the Value of Medicare. Washington, DC.

highest quality care

15-20
years

time for new treatments to be 
fully incorporated into practice

…but the payment system currently offers little reward.

Chart 9: Extent to Which Physicians Believe Factors Affect their Compensation

People with chronic conditions see many physicians…

Chart 10:  Percent of Medicare Enrollees with Claims Billed by Number  
of Physicians, 2003
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1  A higher score indicates greater need.  
2   Program for All-Inclusive Care for the Elderly (PACE) provides integrated acute medical care and long-term care services  

to frail seniors.

Source: Felvert, B., et al. (2005). PACE: An Evaluation. Olympia, WA: Washington State Department of Social and Health Services 
Research and Data Analysis Division.

Delivering Care Consistent with 
Patient Wishes 
As patients deal with a serious illness 
such as cancer or approach the end of 
life, we can better align treatment with 
personal preferences. Allowing patients 
to direct their own care makes them feel 
more in control and more satisfied with 
the care they receive.36 Care that treats 
and prevents the side effects of serious 
and complex illness – referred to as  
palliative care – can improve the quality 
of care delivered at all phases of life. 
Palliative care includes pain manage-
ment, symptom management and  
emotional and spiritual support for 
patients and their families.37 Recently, 
some states have started programs to 
help patients at the end of life remain 
at home longer. California offers one 
such program that includes home visits 
by nurses. Approximately 89 percent of 
patients (or families) believe this pro-
gram has improved quality of life.38 

Putting the best evidence into practice, 
coordinating care and rewarding excel-
lent performance can improve the qual-
ity of our nation’s health care.

•  Patients could receive more timely, safe and effective health care; 
• Disparities in the provision of care could be reduced; 
•  Health professionals could have tools to improve the quality of care that they 

deliver, and would be reimbursed for providing the best possible care; and
•  Employers could benefit from a more stable workforce, as care coordination 

not only improves clinical outcomes, but also can increase job retention  
and productivity.39 

…but coordinated care can improve patient outcomes.

Chart 11:   Level of Assistance Needed with Daily Activities1, Patients Receiving  
Coordinated Care2 versus Patients Receiving Traditional Home and 
Community-based Services, by Follow-up Year
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