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Tobacco Smoke Enema (1750s5-1810s)
The tobacco enema was used to infuse tobacco smoke into a patient's rectum for various medical

purposes, primarily the resuscitation of drowning victims. A rectal tube inserted into the anus was
connected to a fumigator and bellows that forced the smoke towards the rectum. The warmth of the
smoke was thought to promote respiration, but doubts about the credibility of fobacco enemas led to
the popular phrase "blow smoke up one's ass."

This Old Tool has been reintroduced in Washington D.C. by

the New Administration.
Are you starting to feel it
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“The institutionalization of leadership training is one
of the key attributes of good leadership.”

John P. Kotter,
Harvard Business School




... 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
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Medical Guesswork

From heart sui'gerz‘:t'?l prostate care, the medical industry
knowslittle a

t which treatments really work

BY JOHN CAREY (. 72)




Uneven Adherence to the Evidence

Percentage of Recommended Care Received, by Condition'

75.7% 68.5% 68.0%
. - 63.9%
Average 58.0%
549% -r-——-"1-~"-"rImr-—~t1-"¢Ff~—~|-"1-"~"~ - Y m T T T s —— ==
45 4% 39.0%
24.7%  92.8%
Breast Low Back CAD CHF COPD  Diabetes  CAP Acrial Hip
Cancer Pain Fibrillatien Fracture
I"“‘“.’“be'" of | o 6 37 36 20 I3 5 10 9 I
ndicatars

Source: MeGhmn EA, 2t al, "' The Cuality of Health Care Delvered to Adults in the

United States,” Mew England journal of Medicine, Jume 26, 2003: 26352645,




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.”

Institute of Medicine. Crossing the quality chasm: A new health system for the 215t century. March 2001




BUILDING A SAFER HEALTH SYSTEM
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Half of what
doctors know
is wrong

Can prevention kill you?

Is it ever QK. for a doctor to
refuse to treat a palic mt?

Are nurses expendable?

Should the results of an insidious
experiment be ignored?

Are men the str
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Today's debate: Medical errors

Why do so many still die
needlessly in hospitals? |
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INSIDETHEWHITEHOUSE SHAKE-UP  PREVIEW: HOT SUMMER MOVIES

WHAT DOCTORS
HATEABOUT =
HOSPITALS g

Aninsider’s view of what can go
wrong—and how you can improve your
odds of getting the right treatment
EYNANCY CIEBS EAMANDA BOWER
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Institute of Medicine Report 2001

Key Dimensions of the Quality Healthcare Delivery CROSINGLTLIL
QUALITY ClAST

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.

Institute of Medicine. Crossing the quality chasm: A new health system for the 21st century. March 2001; 5-6




(JJefferson.

pih This Pradavaraiind I apiae g Disaling ba Cacw Trardirkied

L 1wl Wa, d
Wy Wi Thad L .
A For B 59 Yo Chll T

AF Tull i FERSECT DN OF SEALT=, SiALTH Caml, AHD FOLIEY

[th Affairs

Hea

Two Perspectives
Omn The Costs

O0f Medical Errors
Joma £ Goodeen i o

JHWan Disa Beg #r 5l

Preventing
Deaths At
Ascension Health

D Pryor st

The Ongoing
Cruality
Improvement
Journey

migrte B Cagasm b Jeod M Looh

Adverse Events:
Ten Times More
OfF Them Than
We Thought?

Dasbi C Clrciasi gl o

Aszessing The
Premier Pay-For-
Performance
Experiment

Rochei M Werasi &5 5l

Making The
I'cade-CHT
With Costs

Our War On
Central-Line
Infections: A
Model For Quality
Improvement

Pried | Frorgeas) & Waryigiin
WThrianre L Gasgoasl

PLUED

Quakity in The
Pubiic Healtls Sysiem

o, Wright Bensick,
Chanog, Lee. Wowinaki & Kah

V. MR T H L PP D




J efferson.



P

Ten Commandments
Crossing the Quality Chasm

Current Rules
Care is based primarily on
Visits
Professional autonomy
drives variability
Professionals control care
Information is a record

Decision making is based
on training and experience

1.

3.

5.

New Rules

Care is based on continuous
healing relationships

Care is customized according to
patient needs and values

The patient is the source of
control

Knowledge is shared freely

Decision making is evidence-
based

Don Berwick 2002




10.

Ten Commandments (cont.d)

Current Rules New Rules

“Do no harm” is an 6. Safety is a system property
individual responsibility

Secrecy Is necessary 7. Transparency is necessary

The system reacts to needs 8. Needs are anticipated

Cost reduction is sought 9. Waste is continuously decreased
Preference is given to 10.Cooperation among clinicians is
professional roles over the a priority

system

Don Berwick 2002
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“Please listen carefully as our menu makes no sense.”
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Health Reform Builds on the Current
Quality Infrastructure

Improved Quality of Care &
Lower Overall Costs
]
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Prevention and Wellness




The Four Underlying Concepts of Cost Containment
Through Payment Reform.......

Tying payment to “Bundling” payments for
evidence and outcomes physician and hospital
rather than per unit of services by episode or
service condition

Reimbursement for the ~ Accountability for results
coordination of care in a - patient management
medical home across care settings




Range of Models in Existence or Development

Increasing assumed risk by provider

A 4

Increasing coordination/integration required

N\ \ Bundled
Incremental Bundled payments
FFS payments | for chronic
payments for acute care/
for value episode disease

/ j carve-outs

Accountability
for Population
Health

Current State:

Payments for
Reporting

P4P, “Never” Events




The Medical Home Is Something
Fundamentally Different

- Usual Care - Medical Home

Relies on the clinician —— Relies on the team

Care provided to those who: — Care provided for all

come in

Performance is assumed — Performance is measured

Innovation is infrequent = Innovation occurs regularly

Includes only primary care ' ~— Includes mental health, PharmD’s and
others

Navigation and care - —— Navigation and care

Management not available . — Management are required

H.1.T. may or may not support ______ H.l.T. must support care
care




Range of Models in Existence or Development

N\ \ Bundled
Incremental Bundled payments

FFS payments | for chronic
Reporting payments for _acute | care/
for value episode disease
/ carve-outs

Current State:
Payments for

Accountability
for Population
Health

Accountable Care Organizations

@]J Jefferson.

School of Population Health




Accountable Care Organizations

Key distinguishing characteristics:

Medicare patients
Provider driven
Includes specialists

= w e

No new S - shared savings




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

An integrated organization
Expending resources on improving quality
Limiting unnecessary services

Dedicated physician leadership
Central role of Health I.T.
Manage population health

o Uk e




The “Triple Aim” under CMS

Better care for individuals
Better health for populations

Slower growth in costs through
Improvements in care




ACCOUNTABLE CARE ORGANIZATIONS

By Susan DeVore and A Wesley Champion

[ G377 (hhihadt 2010.0935
HEALTH KFFAIRS 30

Driving Population Health S
Through Accountable Care
Organizations

s ad Susan DeVore [5uzan cevorel
ansTRACT Accountable care organizations, scheduled to become part of sl apmi

the Medicare program under the Affordable Care Act, have been

promoted as a way to improve health care quality, reduce growth in costs,

and increase patients’ satisfaction. It is unclear how these organizations

will develop. Yet in principle they will have to meet quality metrics, adopt & Westey chamgion < 5
improved care processes, assume risk, and provide incentives for SIS EIER 2
population health and wellness. These capabilities represent a radical

departure from today’s health delivery system. In May 2010 the Premier

healthcare alliance formed the Accountable Care Implementation

Collaborative, which consists of health systems that seek to pursue

accountability by forming partnerships with private payers to evolve from

fee-for-service payment models to new, value-driven models. This article

describes how participants in the collaborative are building models and

developing best practices that can inform the implementation of

accountable care organizations as well as public policies.
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DOCTORS
musst have a seat at the leadershlg table







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.

. From star athlete to player — coach
. Leaders change things

~ hazardous duty

. Leadership is not victim hood

. Leaders define reality

~ use of data




Physicians as Leaders

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

~ risk taking
/. 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

Treatment standards and protocols
Leapfrog criteria

Hospitalist programs

Technology- CPOE, ambulatory EMR
Practice Profiling

Safety culture engineering

External benchmarking

N o O R wDdPE







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




A need for unified governance

No American Quality Improvement Community

|
|
Develop Certify Implement
Performance——— | Performance | » Performance
Measures Measures Measures
. i
+ ) ' F Y i

NCQA

AQA, HQA
CAHPS

&

v |

Multiple Public and Private Sector Stakeholders
100+ different P4P Programs

——  Source: Tooker/ACP
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Commentary

* Mo harm from
care
(procedural
competence,
experience, medical
knowledge, svidence
based meadicine)

* No errors

pathology, etc...,

systems engineering,
information systems,
cognitive psychology)

(anatomy, physiology,

* No delays in
acute care
| p.-.':_"ut,".'.:-g'l_ PrOCEsE
mapRing;: team
function, Information
systems, procedural
competence]

* Access chronic

care
[information systems,
communications)

* Ongoing
preventive care
lepidemiology,
urveillance)

* Curative of
acute illness
|basic stience,
vocabulary, key
concepts mtf‘EI’ﬂ[Ed
around biolegic
homeostasis,

pathology, resiliance,

evidente based
medicing

* Prevention
(epidemiology,
syidence based
medicine)

* Reduce suffering
|psychology, refigion,
procedural
competence)

* Cost-benefit
analysis

|epidemiclogy,
eConOmics, statistics)

* Reduction of
waste
[process engineering)

* Justice
{philosophy, public
health, businass
sociology)

* Finance

(economics, business,

international healthj

* Cultural beliefs
{anthropology)

« Ethical values
{philasophy, religion)

* Communications
{psychology, Spanish
language skills,
humanities)

Safe

Timely

Effective

Efficient

Equitable

Patient-
Centered

\

Objectives of
Quality Medical Care

/

Figure 1 Attributes of the Institute of Medicine quality objectives with related curniculum areas

Ay Jciierson.

.




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

Evidence

Based Continuing

Medicine Medical

Education

_ Physician
Maintenance Performance

of Measurement
Certification




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




Convergence of Various Tools

Physician Continuing
Performance mm Medical
Measurement Education

Evidence Based | Maintenance of
Medicine Certification
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Changing The Culture
In Medical Education
To Teach Patient Safety

Im 1%H & seminal Institute of Medicine report estimated that
preventahle medical errors acoounted for 44, 000 DH, 00 patlent deaths
afnnwally in US, le, Im Fespromse this problem, the natlon’s
medical schools, teaching hospltals, and health systems recognizcd that

achieving

sreater patient salely requires more than a brief course in an
ded mendbcal school curricalum. It requires a fundamenial
culture change acrows all phases of medical educatic

This inclades
graduate medical education, which is already traching the next
generation of physicians to apprasch patient safety 10 2 new way, In this
paper the authors explore fve Betors eritical to transfio ing the culture
for patient safety and reflect on one real-world example at the University
of North Carclina School of Medlclne.
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Patient Safety Award
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Share your personal
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Report to Congress

MNational Strategy for Quality
Improvement in Health Care

Kearch 2011




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

Practice based on evidence
Reduce unexplained clinical variation
Reduce slavish adherence to professional autonomy

Continuously measure and close feedback loop

B~ W D E

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




Master of Public Health Master of Science . ¥ -
Master of Science in 1'..:~I-.' il SCIENCE 1n Master of Science in

in Health Policy
! Healthcare Quality and Safety amic Care Management _-'llqu'.“r_'d Health Economics
M S E H P M S I | Q S M S CC M 2 Outcomes Research
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Nash’'s Immutable Rule

High quality care costs less!
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