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John P. Kotter, 
Harvard Business School

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



… 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. College of Surgery







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

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.”













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.

Key Dimensions of the Quality Healthcare Delivery

Institute of Medicine Report 2001

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.”



Health Reform Builds on the Current 
Quality Infrastructure
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Improved Quality of Care & 
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



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

H.I.T. 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

H.I.T. 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



Accountable Care Organizations

Key distinguishing characteristics:

1. Medicare patients

2. Provider driven

3. Includes specialists

4. No new $ - shared savings



What did we learn from the Physician 
Group Practice (PGP) demonstration?

1. An integrated organization

2. Expending resources on improving quality

3. Limiting unnecessary services

4. Dedicated physician leadership

5. Central role of Health I.T.

6. Manage population health



The “Triple Aim” under CMS

1. Better care for individuals

2. Better health for populations

3. Slower growth in costs through 
improvements in care



















Old 

• We don’t have time

• Quality costs money

• Use intuition and 
anecdote

• Defects come 
from people

New

• We don’t have time not to

• Quality saves money

• Collect and analyze data

• Defects come from 
defective processes



Physicians as Leaders
Reinersten JL. Annals Internal Medicine

1998; 128: 833-838.

1. From star athlete to player – coach
2. Leaders change things

~ hazardous duty
3. Leadership is not victim hood
4. Leaders define reality

~ use of data



Physicians as Leaders

5.  Leaders develop and test changes
6. Leadership takes courage

~ risk taking
7. Leaders persuade
8. Leaders are not daunted by the loudest negative 

voice
9. Leaders do much of their work outside of their 

immediate area of responsibility



Tools for Physician Leaders

1. Treatment standards and protocols
2. Leapfrog criteria
3. Hospitalist programs
4. Technology- CPOE, ambulatory EMR
5. Practice Profiling
6. Safety culture engineering
7. External benchmarking





How to Build Measurement 
into Practices

• Seek usefulness, not perfection in the 
measurement

• Use a balanced set of measures
• Keep measurement simple
• Use qualitative and quantitative data
• Write down operational measures
• Measure small samples
• Build measurement into daily work
• Develop a measurement team







Evolution and Convergence of Physician 
Performance Measurement, CME, EBM and 

Maintenance of Certification

Physician
Performance
Measurement

Evidence
Based
Medicine

Maintenance 
of 

Certification

Continuing
Medical
Education

CME Credits



Continuing Medical Education (CME) and 
Continuous Physician Professional 

Development (CPPD): Evolution and Change
CME
Intermittent
Class room lectures
Face-to-face
Content unrelated to practice
Medical science only
Focused on individuals
(General) needs assessment
Evaluation of knowledge

CPPD
Continuous
Self learning
Web based
Integrated into work-flow
Also management; finances
Also focused on team
Performance based
Change in performance; ROI



Physician 
Performance
Measurement

Evidence Based
Medicine

Maintenance of 
Certification 

Continuing
Medical

Education

CME Credits

Convergence of Various Tools











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





Nash’s Immutable Rule

High quality care costs less!
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