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results in improved access to care along 

with increased quality, safety, and effi-

ciency depends much more on whether 

we have incorporated important lessons 

from our recent past than increased 

spending. A recently released study by 

the McKinsey Global Institute found 

American’s spent more than $477 bil-

lion more on healthcare than we should 

have when compared to other peer 

countries.3 In addition, the U.S. health-

care system produces poorer clinical 

outcomes with greater costs compared 

to other industrialized countries.4, 5

More money is not and should not 

be our default solution for what ails 

healthcare today. A thoughtful and last-

ing approach to improving the quality 

and safety of care in combination with 

an effective health information technol-

ogy infrastructure is the treatment we 

believe our nation’s healthcare system 

desperately needs.

Throughout Lumetra’s 25 years of 

working with providers, payers, health 

plans, consumers, and government 

to improve the healthcare systems, 

we have seen what works and, quite 

frankly what has not worked. From this 

vantage point we learned that in order 
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The new Obama Administration and Congress have given 
every indication that healthcare reform is a priority area for 
legislative and regulatory action.1, 2 This coupled with the 
very real prospect that an important portion of the forthco-
ming economic stimulus package will designate significant 
resources for health information technology indicates that 
the healthcare industry is on the verge of another period of 
transition. Whether this is a positive transformation that
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for outcomes to improve and for change 

to take root, we must move beyond 

a singular focus on process improve-

ment and process quality. As suggested 

by Donabedian, a pioneer in defining 

healthcare quality improvement, con-

temporary quality should be evaluated 

and emphasized equally on three levels: 

structure, process and outcomes:6

Structure Quality - Looks at health-

care system characteristics (e.g. health 

information technology and facility de-

sign) and capacities, as well as availabili-

ty of resources to deliver healthcare (e.g. 

provider certification and training).

Process Quality - Assesses the 

delivery of healthcare services, and the 

extent to which appropriate procedures 

and treatments for a given condition are 

delivered, or professional standards are 

adhered to.

Outcomes Quality - Examines the 

effects of treatment by changes in 

patients’ health status, including im-

provement in condition or reduction of 

harmful effects.

Recently we are encouraged to ob-

serve Donabedian’s multi-dimensional 

concept of healthcare quality slowly 

be incorporated into physician office 

practices. Adopting and encouraging 

policies and incentives that accelerate 

the emergence of the Patient-Centered 

Medical Home Model could go a along 

way towards reducing the overpayment 

found in McKinsey not to mention pa-

tient safety vulnerabilities highlighted 

by the Institute of Medicine.7-9

Poorly designed healthcare systems 

are unacceptably common. Bad systems 

produce bad outcomes, compromise 

care quality and patient safety, and 

increase healthcare costs.7, 8 The vast 

majority of physician offices are orga-

nized around the outdated acute care 

model consisting of episodic visits, an 

abundance of paperwork, and ris-

ing costs, which restrict practitioners’ 

ability to provide the care patients and 

their caregivers need.10-14 This model’s 

shortcomings include:

Overburdened physicians with •	

insufficient time to provide best-

quality care

Low patient and provider satisfac-•	

tion in part due to limited quality 

communication

Poor model for preventive care and •	

chronic illness management

Insufficient time for the longer •	

visits that complex patients need

Inability to educate and activate •	

patients providing good answers to 

patients’ questions

Low patient awareness, subopti-•	

mal treatment and poor control of 

chronic illnesses

Common mistakes in prescribing, •	

missed diagnoses, wrong treatment

This ineffective model produces 

overuse, underuse, disparities, misuse, 

and errors in quality of services and 

treatment.15 Here are some examples:

Underuse•	 . Effective and appro-

priate care is often not delivered 

to patients. Underuse has been 

documented for preventive, acute 

and chronic care. About 50 percent 

of people received recommended 

preventive care. In fact, “the care 

delivered in the United States 

often does not meet professional 

standards.”18

Overuse•	 . Unnecessary care is 

often delivered resulting in waste 

of resources and time, as well as pa-

tient harm, and sometimes death. 

Overuse of antibiotics is expensive 

and exposes patients to unneces-

sary risk.16, 17 About 51% of patients 

diagnosed as having colds, 52% 

of patients diagnosed as having 

upper respiratory tract infections, 

and 66% of patients diagnosed as 

having bronchitis were treated with 

antibiotics, despite the fact that 

antibiotics offer little or no benefit 

for these conditions.

Disparities•	 . Racial or ethnic dis-

parities in healthcare are persistent 

across a range of illnesses and 

Modernize the System to Lower Costs and Improve Quality

“America spends almost twice as much as other industrialized countries on health 
care spending per capita with poorer health outcomes. And yet, health care spend-
ing is expected to double within the next decade.  A growing body of research 
points to substantial opportunities to improve quality of care while reducing costs. 
Some researchers estimate that as much as 30% of health care spending does not 
contribute materially to patient outcomes.  We must dramatically redesign our 
health system to reduce inefficiency and waste and bring down costs for families 
and individuals.”

— Barack Obama. Affordable Health Care for All Americans.
    The Obama-Biden Plan, JAMA, October 22/29, 2008(30),16, 1927-1928.
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healthcare services. These dispari-

ties remain even after adjustment 

for socioeconomic differences and 

other healthcare access-related 

factors.”9 For example, racial differ-

ences in invasive cardiac proce-

dures persist despite severity of 

disease. African Americans receive 

disproportionately fewer treatments 

(catheterizations, percutaneous 

transluminal coronary angiogra-

phy (PTCAs), and coronary artery 

bypass grafting (CABGs)) than 

white patients. Disparities are 

also observed for Hispanics and 

whites, although these were less 

consistent.19

Misuse and Error•	 . Errors in treat-

ment are widespread, and misuse 

is characterized as the failure to 

execute procedures and plans cor-

rectly.20 In fact, 44,000 to 98,000 

people die each year because of 

preventable medical errors, making 

hospital-based errors the eighth 

leading cause of death in U.S. cost-

ing the healthcare system between 

$17 to $29 billion annually.7 In 

a survey of primary care experi-

ences in five countries, authors 

find “Across dimensions of care, 

the United States stands out for its 

relatively poor performance. With 

the exception of preventive mea-

sures the US primary care system 

ranked either last or significantly 

lower than the leaders on almost 

all dimensions of patient-centered 

care: access, coordination, and phy-

sician-patient experiences. These 

findings stand in stark contrast to 

U.S. spending rates that outstrip 

those of the rest of the world.”21

Public Perceptions of Healthcare •	

Quality. Consumers are dissatis-

fied with the healthcare system. 

In a national survey, 55 percent 

of respondents said that they are 

currently dissatisfied with the qual-

ity of healthcare in this country. 

About 40 percent believe that the 

quality of healthcare has “gotten 

worse” in the past five years, where 

as only 17 percent think it is better. 

Half are worried about the safety 

of their care.22

Redesigning Physician Office 
Practices: The Patient-Centered 
Medical Home (PCMH)

A patient-centered medical home is 

an innovative model for primary care 

more effectively structured to provide 

superior quality of care in physician 

practices by delivering comprehen-

sive, ongoing and coordinated care 

for people of all ages and all clinical 

conditions.5, 23, 24 Within this frame-

work, every patient has a medical home, 

a personal physician who leads a team 

of qualified professionals at the practice 

level who are in charge of providing on-

going, comprehensive care at all stages 

of life including preventive, acute care, 

chronic care and end of life care.23

Transformation to a PCMH Model 

enables practices to replace the brief 

visit model with a new vision of office 

practice that reduces costs, improves 

quality and enhances service. The 

cornerstones of this system are patients’ 

continuous access to care, proactive care 

and activated patients.5, 23

This promising care model focuses in 

enhancing access and providing high 

quality of healthcare services through 

open-access scheduling, online ap-

pointments, enhanced hours, improved 

physician-team-patient-caregiver 

communication, group visits, e-mail 

communication, coordinated chronic 

disease management, web-based health 

information, better clinical decision 

support systems, use of electronic health 

record systems and outcome analyses.13, 

14, 25

Patient-Centered Medical 
Home Improves Healthcare 
Quality, Communication, 
Coordination and Equality

The PCMH model focuses on qual-

ity, communication and coordination. 

Quality and patient safety are at the 

core of this model because outcomes are 

defined in partnership between the care 

team and the patient and caregivers, 

and continuously monitored by popula-

tion management tools that provide 

real-time feedback to the care team.5, 

25 In addition, the provision of clinical 

decision support systems such as up-to-

day evidence-based clinical guidelines 

at the point-of-care, improves health-

care quality and reduce medical errors.26 

Equally important is the establishing of 

quality standards and related metrics to 

monitor, report and improve medical 

healthcare outcomes.26

Communication is enhanced via 

face-to-face, group visits and online 

communications between and among 

healthcare professionals, patients and 
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caregivers. Better care coordination is 

attained by sharing information across 

clinical settings and by supporting cli-

nicians with up-to-date medical infor-

mation using electronic medical record 

systems and other health information 

technology tools.

The PCMH model focuses on patient 

activation. The care team works in very 

close partnership with the patient and 

their families. Patients have a central 

role in managing their chronic illness 

using effective self-management and 

problem-solving strategies.27 They are 

empowered to ask questions and to 

learn about how to navigate the com-

plex healthcare system. Also, the care 

team supports patient-self-management 

strategies by helping patients to set 

realistic goals and specific action plans 

to reach these goals. In addition, the 

care team provides emotional support, 

condition-specific information and 

disease management strategies, and 

ensures adequate follow-up increasing 

patient satisfaction and better medical 

outcomes.27

Patient-centered medical homes 

promote equity in healthcare.28 When 

adults have a medical home – health-

care settings that provides timely, 

well-organized and enhanced access 

to healthcare providers - and health 

insurance coverage, racial and ethnic 

disparities are reduced or eliminated.28 

A national study among 2,830 adults 

found that linking patients to medi-

cal homes increase access, preventive 

screenings and management of chronic 

conditions.28 The survey found that 

cholesterol rates and breast cancer and 

prostate screening tests were higher 

among adults who received patient 

reminders.28 When adults from dif-

ferent minority groups have medical 

homes, they are as likely to receive these 

reminders.28

Other important outcomes of the 

Patient-Centered Medical Home are:

Technology-enabled communica-•	

tions and ability to interact with 

more patients per day

Fewer appointments per day, saved •	

for patients who need more of his/

her time

Improved quality of care, fewer •	

prescribing errors and missed 

diagnoses

Enhanced convenience for •	

physicians and patients through 

continuous communication access, 

decreased waiting time, and auto-

mated prescription refill

Increase overall savings to the •	

healthcare system through reduced 

hospitalizations and complications 

of chronic illness

A Medicaid PCMH program, the 

Community Care of North Caro-

lina, that focused on superior qual-

ity and cost outcome using disease 

management, evidence-based clinical 

guidelines, and a physician-led team ap-

proach, showed a saving of $195 to $215 

million in 2003 and between $230 and 

$260 millions saved the state in 2004.28 

A report on financing the new model of 

family medicine estimated that if every 

American used a primary care physi-

cian as their usual source of care, there 

would be a 5.6% reduction in healthcare 

costs and a national saving of $67 bil-

lion dollars per year.25

Recognizing Physician 
Practices as Medical Homes

The National Committee for Quality 

Assurance (NCQA) released standards 

for Physician Practice Connections 

– Patient Centered Medical Homes 

(PPC-PCMH).23 This program rec-

ognizes primary care practices that 

provide superior quality of care using 

evidence-based standards of care. Some 

of the dimensions of care measured in 

the program are:

Access and communication•	

A New Vision of Office Practice

The redesign of physician offices requires fundamental changes related to:
•     Continuous management and monitoring of a patient population prioritizing
        conditions
•     Patient-centered care home managing needs and demands in a new
        web-based platform of services 
•     Planned and proactive care
•     Best evidence-based clinical knowledge at the point-of-care
•     Continuous access to face-to-face and electronic multimodal communication
•     Taking the time to be effective (time to heal)
•     Fewer time intensive visits
•     Culturally appropriate patient education tools to activate patients/caregivers
•     Teamwork approach that provide comprehensive primary care across the
        lifecycle for children youth and adults and interpersonal skills
•     Focus on comprehensive and personal care
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Patient Tracking and Registry •	

Functions

Patient Self-Management•	

Electronic Prescribing•	

Test Tracking•	

Referral Tracking•	

Performance Reporting and •	

Improvement

Advanced Electronic •	

Communications

For PPC-PCMH recognition, prac-

tices must pass at least five dimensions 

of quality care. NCQA broadly publi-

cizes those physician practices that are 

recognized as a patient-centered medical 

home.23 Quality and professional medi-

cal organizations such as the American 

Academy of Family Physicians (AAFP), 

the American Osteopathic Associa-

tion (AOA), the American College of 

Physicians (ACP) and the Institute for 

Healthcare Improvement (IHI) support 

the Patient-Centered Medical Home. 

These organizations and many payers 

are looking for more efficient and safer 

structure-processes-outcomes at the 

physician practices level that use the Pa-

tient Centered Medical Homes model 

to produce better quality healthcare at 

reduced costs.
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✦

NAHQ has published the second 

edition of Q-Solutions.  The entire 

references is :

Pelletier,L.R. & Beaudin, C.L. 

(Eds). (2008).  Q Solutions: Essential 

Resources for the Healthcare Quality 

Professional, Second Edition. Glenview, 

IL: National Association for Healthcare 

Quality.

The book can be accessed through 

the online order information at http://

www.association-office.com/NAHQ/

etools/products/products.cfm

Plan ahead!  NAHQ’s 34th Annual 

Educational Conference; Dates: Sunday 

September 13th, 2009 through Wednes-

day September 16th, 2009.  Gaylord 

Texan Resort Hotel & Convention 

Center, Grapevine, TX

Special Interest Groups (SIGs)  Start-

ing in early February, six new Special 

Interest Groups (SIGs) will be available 

as a NAHQ members-only benefit—

in the areas of acute care, behavioral 

health, critical access/rural healthcare, 

home care, long-term care, and man-

aged care. SIGs connect individuals 

with similar interests and allow them to 

share knowledge, promote specialties, 

identify professional challenges, and 

advance the profession. Watch for an e-

mail in early February with instructions 

for joining the SIG of your choice and 

signing up for an individual Listserv. 

If you checked a specific organiza-

tion or facility type on your NAHQ 

membership application, you will be 

automatically added to the appropriate 

SIG Listserv. If you did not identify an 

organization or facility type, you will 

need to sign up through the Members-

Only section of the NAHQ Web site. 

You may join as many SIGs as you like. 

For more information, go to www.

nahq.org.

NAHQ e-news Readership Survey 

Results:  NAHQ says thanks to the 

nearly 300 NAHQ e-news readers 

who recently responded to the online 

readership survey. Ninety-two percent 

of readers said the newsletter is meeting 

their needs, and 60% said they share it 

with others, including personnel from 

infection control, risk management, 

patient safety, and nursing. Survey 

respondents also provided feedback 

on issues they’d like to see covered 

this year. Among the most requested 

topics were Centers for Medicare and 

Medicaid Services regulations and core 

measures, Joint Commission standards 

and changes, and SIG-related issues. 

Other suggestions were technology 

and the electronic health record; pay 

for performance; infection control and 

National Patient Safety Goals; public 

reporting and transparency; insurance, 

risk management and national health 

insurance; Lean/Six Sigma; and issues 

related to the election and the economy. 

NAHQ  appreciates your input and 

promise to address your concerns!

✦
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