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Executive
Summary



NATIONAL PRIORITIES AND GOALS: ALIGNING OUR
EFFORTS TO TRANSFORM AMERICA’S HEALTHCARE

The promise of our healthcare system is to provide all Americans with access to healthcare
that is safe, effective, and affordable. But our system as it is today is not delivering on that

promise.

In recent years, we have seen remarkable efforts
that demonstrate how well healthcare organiza-
tions can do in delivering on this promise, but
these examples stand out because they are the
exception, not the norm.

To improve our results, we must fundamentally
change the ways in which we deliver care, and this
will require focused and combined efforts by
patients, healthcare organi-
zations, healthcare profes-
sionals, community
members, payers, suppliers,
government organizations,
and other stakeholders.

The National Priorities Partnership—a collabora-
tive effort of 28 major national organizations that
collectively influence every part of the heath care
system—is doing just that. The Partners, convened
by the National Quality Forum to address the chal-
lenges of our healthcare system, represent multiple
stakeholders drawn from the public and private
sectors. These organizations believe that it will
require the work of many to achieve the transfor-
mational change that is needed for the United
States to have a high-performing, high-value
healthcare system.

Recent economic events, including instability of the
U.S. economy and what appears to be a wide and
deep recession, make addressing our healthcare
problems even more urgent. Many Americans have
seen their retirement savings decline markedly, and
millions of others have lost their homes and jobs. It
is clear that the health care status quo is unsustain-
able. Health care spending accounts for 16 percent
of the GDP (gross domestic product) and is increas-

ing at an average annual rate
of around 7 percent.i Ameri-
cans spend more per capita on
healthcare than any other
industrialized country, yet our
results on many important
indicators of quality fall

significantly below those of similar nations.ii

The time for serious and transformational change
is now.

As a first step, the Partners have identified a set
of National Priorities and Goals to help focus
performance improvement efforts on high-leverage
areas—those with the most potential to result in
substantial improvements in health and health-
care—and thus accelerate fundamental change in
our healthcare delivery system.
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We must fundamentally
change the ways in

which we deliver care.
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THE NATIONAL PRIORITIES AND GOALS

The National Priorities and Goals were selected because they collectively and individually address

four major challenges—eliminating harm, eradicating disparities, reducing disease burden, and

removing waste—that are important to every American.

Six Priority areas have been identified in which the Partners believe our combined and collective efforts
can have the most impact. While the Goals are aspirational, the success of many small scale improvement
projects offer direction on how we might proceed to bring this to scale nationally.

Engage patients and families in managing their health and making decisions about
their care.

We envision healthcare that honors each individual patient and family, offering voice, control, choice,
skills in self-care, and total transparency, and that can and does adapt readily to individual and family
circumstances, and differing cultures, languages and social backgrounds.

The Partners will work together to ensure that:

All patients will be asked for feedback on their experience of care, which healthcare organizations and
their staff will then use to improve care.

All patients will have access to tools and support systems that enable them to effectively navigate and
manage their care.

All patients will have access to information and assistance that enables them to make informed deci-
sions about their treatment options.

Improve the health of the population.

We envision communities that foster health and wellness as well as national, state, and local systems of
care fully invested in the prevention of disease, injury, and disability—reliable, effective, and proactive in
helping all people reduce the risk and burden of disease.

The Partners will work together to ensure that:

All Americans will receive the most effective preventive services recommended by the U.S. Preventive
Services Task Force.

All Americans will adopt the most important healthy lifestyle behaviors known to promote health.

The health of American communities will be improved according to a national index of health.

Improve the safety and reliability of America’s healthcare system.

We envision a healthcare system that is relentless in continually reducing the risks of injury from care,
aiming for “zero” harm wherever and whenever possible—a system that can promise absolutely reliable
care, guaranteeing that every patient, every time, receives the benefits of care based solidly in science. We
envision healthcare leaders and healthcare professionals intolerant of defects or errors in care, and who
constantly seek to improve, regardless of their current levels of safety and reliability.



The Partners will work together to ensure that:

All healthcare organizations and their staff will strive to ensure a culture of safety while driving to
lower the incidence of healthcare-induced harm, disability, or death toward zero. They will focus
relentlessly on continually reducing and seeking to eliminate all healthcare-associated infections (HAI)
and serious adverse events.

Healthcare-associated infections include, but are not limited to:

Catheter-associated blood stream infections Catheter-associated urinary tract infections

Surgical site infections Ventilator-associated pneumonia

(See the Centers for Disease Control and Prevention’s Infectious Diseases in Healthcare Settings for a
more inclusive list.)iii

Serious adverse events include, but are not limited to:

Pressure ulcers Wrong site surgeries

Falls Air embolisms

Blood product injuries Foreign objects retained after surgery

Adverse drug events associated with high alert medications

(See the National Quality Forum’s Serious Reportable Events for a more inclusive list.)iv

All hospitals will reduce preventable and premature hospital-level mortality rates to best-in-class.v

All hospitals and their community partners will improve 30-day mortality rates following hospitaliza-
tion for select conditions (acute myocardial infarction, heart failure, pneumonia) to best-in-class.

Ensure patients receive well-coordinated care within and across all healthcare
organizations, settings, and levels of care.

We envision a healthcare system that guides patients and families through their healthcare experience,
while respecting patient choice, offering physical and psychological supports, and encouraging strong re-
lationships between patients and the healthcare professionals accountable for their care.

The Partners will work together to ensure that:

Healthcare organizations and their staff will continually strive to improve care by soliciting and care-
fully considering feedback from all patients (and their families when appropriate) regarding coordina-
tion of their care during transitions.

Medication information will be clearly communicated to patients, family members, and the next
healthcare professional and/or organization of care, and medications will be reconfirmed each time a
patient experiences a transition in care.

All healthcare organizations and their staff will work collaboratively with patients to reduce 30-day
readmission rates.

All healthcare organizations and their staff will work collaboratively with patients to reduce preventa-
ble emergency department visits.
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Guarantee appropriate and compassionate care for patients with life-limiting illnesses.

We envision healthcare capable of promising dignity, comfort, companionship, and spiritual support to
patients and families facing advanced illness or dying, fully in synchrony with all of the resources that
community, friends, and family can bring to bear at the end of life.

The Partners will work together to ensure that:

All patients with life-limiting illnesses will have access to effective treatment for relief of suffering from
symptoms such as pain, shortness of breath, weight loss, weakness, nausea, serious bowel problems,
delirium, and depression.

All patients with life-limiting illnesses and their families will have access to help with psychological,
social, and spiritual needs.

All patients with life-limiting illnesses will receive effective communication from healthcare profes-
sionals about their options for treatment; realistic information about their prognosis; timely, clear, and
honest answers to their questions; advance directives; and a commitment not to abandon them regard-
less of their choices over the course of their illness.

All patients with life-limiting illnesses will receive high-quality palliative care and hospice services.

Eliminate overuse while ensuring the delivery of appropriate care.

We envision healthcare that promotes better health and more affordable care by continually and safely
reducing the burden of unscientific, inappropriate, and excessive care, including tests, drugs, procedures,
visits, and hospital stays.

The Partners will work together to ensure that:

All healthcare organizations will continually strive to improve the delivery of appropriate patient care,
and substantially and measurably reduce extraneous service(s) and/or treatment(s).

The recommended areas of concentration are as follows:

Inappropriate medication use, targeting:

Antibiotic use Polypharmacy (for multiple chronic conditions; of antipsychotics)

Unnecessary laboratory tests, targeting:

Panels (e.g., thyroid, SMA 20) Special testing (e.g., Lyme Disease with regional considerations)

Unwarranted maternity care interventions, targeting:

Cesarean section

Unwarranted diagnostic procedures, targeting:

Cardiac computed tomography (noninvasive coronary angiography and coronary calcium scoring)

Lumbar spine magnetic resonance imaging prior to conservative therapy, without red flags

Uncomplicated chest/thorax computed tomography screening

Bone or joint x-ray prior to conservative therapy, without red flags

Chest x-ray, preoperative, on admission, or routine monitoring

Endoscopy

Inappropriate non-palliative services at end of life, targeting:

Chemotherapy in the last 14 days of life Aggressive interventional procedures

More than one emergency department visit in the last 30 days of lifeN
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Unwarranted procedures, targeting:

Spine surgery Percutaneous transluminal coronary angioplasty (PTCA)/Stent

Knee/hip replacement Coronary artery bypass graft (CABG)

Hysterectomy Prostatectomy

Unnecessary consultations

Preventable emergency department visits and hospitalizations, targeting:

Potentially preventable emergency department visits

Hospital admissions lasting less than 24 hours

Ambulatory care sensitive conditions

Potentially harmful preventive services with no benefit, targeting:

BRCA mutation testing for breast and ovarian cancer – female, low risk

Coronary heart disease (CHD): Screening using electrocardiography, exercise treadmill test, electron beam
computed tomography – adults, low risk

Carotid artery stenosis screening – general adult population

Cervical cancer screening – female over 65, average risk and female, post-hysterectomy

Prostate cancer screening – male over 75

(From the U.S. Preventive Services Task Force D Recommendations List)vi

THE PATH FORWARD

Identifying a starter set of National Priorities and Goals is a major accomplishment, but it is only the
first step in what must be a more expansive and ongoing implementation aimed at achieving the

performance goals. Over the next year and beyond, we hope the National Priorities and Goals will spur
action and innovation, because without coordinated actions, these goals will not be reached. The Partners
have agreed to work with each other and with policymakers, healthcare leaders, and the community at
large, to build on the framework provided in this report, and to develop actions in each of the major areas
that will drive improvements needed: performance measurement, public reporting, payment systems,
research and knowledge dissemination, professional development, and system capacity.

Health care reform is well underway and the cur-
rent economic crisis makes solving the puzzles of
quality, equity, and value not just an ideal, but an
imperative. The National Priorities Partnership is
encouraging everyone to join not in calling for

reform, but in enacting it nationally and in local
communities across the country. The mere exis-
tence of a shared sense of responsibility to meet
specific goals can transform healthcare quality.
Acting to meet them can revolutionize it.

i Catlin A, Cowan C, Heffler S, et.al., National health spending in 2005: The slowdown continues. Health Aff,
2007;26(1):142-153.

ii The Commonwealth Fund, “Why Not the Best? Results from the National Scorecard on U.S. Health System
Performance, 2008”.

iii Centers for Disease Control and Prevention, Infectious Disease in Healthcare Settings.
Available at www.cdc.gov/ncidod/dhqp/id.htm

iv National Quality Forum, Serious Reportable Events. Available at
www.qualityforum.org/projects/completed/srz/fact-sheet.asp.

v “Best-in-class” may be determined by using an accepted methodology, such as Achievable Benchmarks in Care (ABC)™.
vi Agency for Healthcare Research and Quality, U.S. Preventive Services Task Force (USPSTF). Available at

www.ahrq.gov/clinic/prevenix.htm. N
at

io
na

lP
ri

or
it

ie
s

Pa
rt

ne
rs

hi
p

N
at

io
na

lP
ri

or
it

ie
s

an
d

G
oa

ls
:E

xe
cu

ti
ve

Su
m

m
ar

y
•

11



Delivering
on the

Promise



DELIVERING ON THE PROMISE

The promise of our healthcare system is to provide all Americans with access to healthcare that is

safe, effective, and affordable. In recent years, we have seen remarkable efforts that demonstrate

how well healthcare organizations can do in delivering on this promise, but these examples stand out

because they are the exception, not the norm.

All Americans should be receiving the very best of
care, because we spend more per capita on health-
care than any other industrialized country. Yet our
results on many important indicators of quality,
such as preventable deaths and timely access to
primary care, fall significantly below those of simi-
lar nations.1 To improve our results, we must funda-
mentally improve the ways in which we deliver
care, which will require joint efforts by patients,
healthcare organizations, healthcare professionals,
community members, payers, suppliers, govern-
ment organizations, and all other stakeholders in
healthcare.

Over the past decade, numerous
expert panels and a growing
body of evidence have docu-
mented serious gaps in safety
and quality.2 These gaps affect all
Americans, including children3

and the elderly,4 and they take
the greatest toll on low-income
individuals and racial and ethnic minorities.5

At the same time, a confluence of events, including
the recent instability of the U.S. economy, has
produced an environment that makes addressing
our healthcare problems not only timely, but imper-
ative. On the cost front in particular, the status quo
is unsustainable. Healthcare spending accounts for
16 percent of the GDP and is increasing at an aver-
age annual rate of around 7 percent.6 In short, the
time for serious and transformational change is now.

The good news is that many promising, evidence-
based improvements have begun to take hold,
representing progress that is saving not only money,
but lives. Across the country, new models of care
are emerging, built on expanding knowledge about
how to deliver effective and efficient care. They
include innovations for rapid reduction in blood-

stream infections, seamless transitional care for
patients with congestive heart failure and other
chronic conditions, exemplary palliative care for the
reduction of pain and depression among cancer
patients, and new models to reduce cardiac risks
and other complications for persons with diabetes.7

Still, despite a growing evidence base, most Ameri-
cans are not yet benefiting from what has been
learned through research and tens of thousands of
small-scale improvement projects, because “best
practices” all too often fail to spread. Of particular
concern, the healthcare workforce, already under
pressure from recruitment and retention challenges,

is showing signs of stress and
fatigue—there are simply too many
quality and performance improve-
ment initiatives and too little time
and too few resources to devote to
them.8

Our performance improvement
initiatives to date have been beneficial, but not
transformative; well intended, but disconnected.
We have yet to see the kind of fundamental change
in the delivery system that was called for in the
Institute of Medicine’s (IOM’s) Crossing the Quality
Chasm report in 2001.9 Most of our improvement
efforts have been narrowly focused on a single
setting, such as an intensive care unit or an ambula-
tory practice. Yet the root of so many of our
concerns about safety, quality, and waste in the
current delivery system stem from the lack of coor-
dination across settings and healthcare organiza-
tions. As a whole, the delivery system still lacks the
critical organizational supports necessary to achieve
higher levels of performance.

It is this sense of great promise, tempered by real-
ism, that led to the National Priorities Partnership.
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JOINING FORCES

The National Priorities Partnership is a collaborative effort of 28 major national organizations that

collectively influence every part of the healthcare system. Convened by the National Quality Forum

(NQF) to address the challenges of our healthcare system, the Partners represent multiple stakeholders,

including consumer groups, employers, government, health plans, healthcare organizations, healthcare

professionals, scientists, accrediting and certifying bodies, and quality alliances.

As a first step, the Partners have identified a set of
National Priorities and Goals to help focus
performance improvement efforts on high-leverage
areas—those with the most potential in the near
term to result in substantial improvements in
health and healthcare—and thus accelerate funda-
mental change in our healthcare delivery system.

As a second step, the Partners have agreed to work
together over the next year to align the drivers of
change, such as payment reform, accreditation and
certification, and performance measurement,
around common goals for improvement. We are
aware that the scaffolding we are constructing is
built on decades of effort and research, countless
major reports and commissions, and the thoughtful
work of thousands of healthcare leaders and front-
line workers. These examples of excellence and
success are what make our path clear. As demon-
strations of our ability to make progress, samples
of these efforts can be found throughout this report
as “Examples of Actions.” The Partners recognize,
however, that these good works have not been
enough to foster the systemwide improvements we
need. In 2009 and beyond, the Partners will work
with each other and with others to develop specific
actions to achieve the National Priorities and
Goals.

We recognize, too, that all of us share responsibility
for our nation’s health and healthcare system.
Although it is both necessary and appropriate that
we focus a great deal of attention on improving the
healthcare delivery system, we recognize with
humility that there are limits on our ability to affect
patient outcomes. The World Health Organization
has pointed out that health is affected also by
lifestyle, genetics, and public health efforts to
provide clean water and safe food.10 Although the
focus of the National Priorities Partnership is on

maximizing the contribution of healthcare, we
encourage a broad array of efforts in all of these
areas to improve the health of the American popu-
lation. The National Priorities and Goals discussed
in this document are areas in which we can make
the most impact through concerted joint efforts and
by actively working together over time in new and
innovative ways to improve access to high-quality,
affordable healthcare and to reduce the burden of
disease.

The Partners share a sense of urgency and believe
that repairing our broken healthcare system should
and will soon be a top national priority. The Part-
ners believe that solving this complex and costly
crisis will require leadership from both the public
and private sectors that crosses political bound-
aries, and we have committed to work together to
translate this agenda into action to achieve these
goals that have the power to vastly improve our
healthcare delivery system.

Additionally, in order to achieve the measures of
success called for by the Partners, investments
must be made in the healthcare system’s capacity
to improve and measure its performance. This
includes developing within healthcare organiza-
tions the capacity for achieving continuous
improvements in quality and safety, such as creat-
ing a culture of safety and sharing of best practices.
Building a workable and efficient healthcare infor-
mation infrastructure to collect, analyze, aggregate,
and report accurate and credible performance
information is critical to supporting these efforts.

The Partners urge all stakeholders to reevaluate
their investment priorities to ensure resources are
dedicated to improving safety and quality and are
not spent wastefully.
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Eliminating Harm

Patient safety is improving at a very slow pace,
with leading indicators showing gains of only
1 percent per year on average.11 Every year in
U.S. hospitals, there are 1.7 million healthcare-
associated infections (HAIs);12 other serious
adverse events, such as pressure ulcers, falls,
adverse drug events, and blood product injuries,
affect hundreds of thousands of patients.13

We believe the healthcare system should be relent-
less in continually reducing the risks of injury from
care, while aiming for “zero” harm wherever and
whenever possible.

Eradicating Disparities

Racial and ethnic minorities, as well as those in
low-income groups, face disproportionately higher
rates of disease, disability, and mortality.14 African
Americans have higher death rates from heart
disease, diabetes, AIDS, and cancer.15 American
Indians and Alaskan Natives have a lower life
expectancy and higher rates of infant mortality.16

There are significant variations in the rates of
potentially preventable hospitalizations for
nonwhite patients and patients in lower-income
areas.17 Much of the conversation about healthcare
centers on improving access to care for these
groups.

We believe this is not enough and that every Amer-
ican should have access not just to care, but to
quality care.

Reducing Disease Burden

The adverse impact of poor health and disease is
extraordinary. More than 72 million Americans are

obese, putting them at risk for serious healthcare
problems, such as high blood pressure, heart
disease, and diabetes,18 at a cost of nearly $120
billion in 2000.19 Tobacco use remains the leading
preventable cause of death and results in nearly
440,000 U.S. deaths annually. Between 1997 and
2001, tobacco use was estimated to have cost the
United States $167 billion annually in health-
related economic losses.20 According to the Centers
for Disease Control and Prevention (CDC), almost
half of all Americans live with a chronic disease—
for 1 in 10 it is disabling.21 Yet adult Americans
receive recommended preventive, acute, and
chronic care only about 55 percent of the time,
dramatically reducing healthcare’s effectiveness.22

To reduce disease burden, we believe the health-
care system must not only provide effective serv-
ices, but must work in partnership with consumers
and other stakeholders to achieve dramatic
improvements in health behaviors.

Removing Waste

Excessive, unnecessary, and often risky treatments
and tests jeopardize safety, increase already exorbi-
tant healthcare costs, and neglect the needs of
patients and their families. An estimated 30 to 40
cents of every dollar we spend on healthcare (more
than $500 billion dollars) is spent on unnecessary
and even unsafe care.23

At a time when one in seven Americans lacks
health insurance,24 and an estimated 57 million
American families are struggling to pay their
medical bills (43 million of whom have insur-
ance),25 we believe steps must be taken to ensure
that healthcare resources are focused on providing
high-quality care that is appropriate and timely.
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IDENTIFYING CHALLENGES

The National Priorities and Goals collectively and individually address four major challenges: elimi-

nating harm, eradicating disparities, reducing disease burden, and removing waste. The Partners

also considered the collective impact of the Priorities—if taken together as a set, would they be effec-

tive in achieving these results?



Listening to Patients and Families

Standardized information on patient experience of
care should be routinely captured in all healthcare
settings and should be analyzed and acted upon
for purposes of continuous improvement. Health-
care professionals should support patients in
setting realistic goals for maintaining and improv-
ing their health, and shared decisionmaking
between patients and healthcare professionals
should be the norm for most diagnostic and treat-
ment processes. Patient representatives should
participate in governance, quality oversight, and
other institutional processes throughout the
system.

Organizing Around the Patient’s Journey

The healthcare delivery system of the future must
accept responsibility for the patient’s lifelong
healthcare experience. This includes providing
health promotion and disease prevention resources
to minimize the need for acute and chronic care,
ensuring timely access to safe and effective diag-
nostic and therapeutic services, ensuring well-
coordinated transitional care, providing ongoing
care management, supporting patient and family
efforts to manage care, and ensuring compassion-
ate care for those with life-limiting illnesses.
Healthcare organizations and insurers must
capture and integrate relevant data from all
members of the care team, including the patient
and family caregivers. Attention should be focused
on measuring and improving value at every step
along the way.

Engaging All Stakeholders

All stakeholders must commit to advancing the
National Priorities and Goals, which must be rele-
vant at the national, regional, and local levels.
Although this is a national agenda, we all must
invest in the solutions. Patients and their advo-
cates, corporate purchasers of health benefits,

insurers and their administrators, and healthcare
organizations, including providers and suppliers,
must contribute. Patients need to adopt behaviors
that promote good health and become partners in
managing their health and making healthcare
decisions. Purchasers need to demand the best
outcomes for the money spent. Payers need to
bring simplification and accountability. Healthcare
organizations need to achieve higher levels of qual-
ity and efficiency. The entire healthcare workforce,
including administrators; medical, nursing, phar-
macy, and allied health professionals; paraprofes-
sionals; and service employees, need to be engaged
in advancing quality and efficiency. Community-
wide leadership is needed to advance population
health. We must work together to jointly define
and deliver solutions.
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SUCCESS WILL REQUIRE…

Listening to Patients and Families

Provide for direct, standardized meas-
ures of “patient voice” regarding the
experience of care.

Organizing Around the Patient’s Journey

Focus on the continuum of care, not just
individual provider performance.

Emphasize desired patient outcomes in
addition to desired care processes.

Incorporate measures of efficiency, as
well as of outcomes and experience of
care.

Engaging All Stakeholders

Emphasize local improvement as well
as external assessment.

Engage all providers of care, no matter
what their current level of achievement.

ESTABLISHING GUIDEPOSTS

There are a number of key elements that can serve as guideposts for the transformation needed to

achieve the National Priorities and Goals.



THE VISION

The challenges are daunting, but the prognosis is promising—if we act swiftly, thoughtfully, and

collectively. There are six National Priorities that address areas in which the Partners believe our

combined and collective efforts can have the most impact.
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Engaging patients and families in managing their health and making decisions about their
care. We envision healthcare that honors each individual patient and family, offering voice, control,
choice, skills in self-care, and total transparency, and that can and does adapt readily to individual and
family circumstances, and to differing cultures, languages, and social backgrounds.

Improving the health of the population. We envision communities that foster health and wellness as
well as national, state, and local systems of care fully invested in the prevention of disease, injury, and
disability—reliable, effective, and proactive in helping all people reduce the risk and burden of disease.

Improving the safety and reliability of America’s healthcare system. We envision a healthcare
system that is relentless in continually reducing the risks of injury from care, aiming for “zero” harm
wherever and whenever possible—a system that can promise absolutely reliable care, guaranteeing that
every patient, every time, receives the benefits of care based solidly in science. We envision healthcare
leaders and healthcare professionals intolerant of defects or errors in care and who constantly seek to
improve, regardless of their current levels of safety and reliability.

Ensuring patients receive well-coordinated care within and across all healthcare
organizations, settings, and levels of care. We envision a healthcare system that guides patients
and families through their healthcare experience, while respecting patient choice, offering physical and
psychological supports, and encouraging strong relationships between patients and the healthcare
professionals accountable for their care.

Guaranteeing appropriate and compassionate care for patients with life-limiting illnesses.
We envision healthcare capable of promising dignity, comfort, companionship, and spiritual support to
patients and families facing advanced illness or dying, fully in synchrony with all of the resources that
community, friends, and family can bring to bear at the end of life.

Eliminating overuse while ensuring the delivery of appropriate care. We envision healthcare
that promotes better health and more affordable care by continually and safely reducing the burden of
unscientific, inappropriate, and excessive care, including tests, drugs, procedures, visits, and hospital
stays.

The Partners will continually evaluate and assess progress toward achieving these National Priorities and
Goals. We believe that significant, measurable progress can be made toward most of the National Goals in
the next three to five years, if we work together. The shift toward a focus on the health of the population,
rather than only on the healthcare delivery system, will require a significant change in strategy; the Part-
ners therefore recognize that the goals of the Priority related to population health may take longer to
achieve.



&&
The National

Priorities
Goals



NATIONAL PRIORITY: PATIENT AND FAMILY ENGAGEMENT
Engage patients and families in managing their health and

making decisions about their care

OUR VISION: We envision healthcare that honors each individual patient and family, offering voice,

control, choice, skills in self-care, and total transparency, and that can and does adapt readily to individual

and family circumstances, and to differing cultures, languages, and social backgrounds.

Why is Patient and Family Engagement
a National Priority?

Too many of us move through the healthcare
system as passive recipients of care, rather than as
central members of our healthcare team. Many
patients are not asked how they want to be treated
or what their experiences are like; they may not
feel adequately informed or involved in decisions
about their care; they frequently do not understand
important information healthcare professionals
discuss with them; and they often do not have the
knowledge or support to maintain and improve
their health.

Although most of our
national healthcare expen-
ditures are for the treat-
ment of chronic conditions,
patients and families bear
most of the burden for the
day-to-day management of
chronic care. Patients and
their families need access
to appropriate tools and
support that equip them with the knowledge,
skills, and abilities to effectively manage their
health. An understanding of self-management
strategies can help patients avoid exacerbations or
setbacks, which can lead to burdensome and
preventable treatments and hospitalizations.
Engaged patients—those who seek out information
about their condition and work collaboratively
with their providers—are more likely to demon-
strate healthy self-management behaviors (such as
diet, exercise, and weight management) as well as
disease-specific health management behaviors
(such as keeping a diary of glucose levels when
you have diabetes).26 Patients who are engaged as
active partners in their healthcare team, and who

participate in the management of their personal
health, are vital to achieving better health
outcomes, lower service utilization, and lower
costs.27

Patients can become more actively engaged in their
care with the help of their professional caregivers.
By seeking feedback on patients’ and families’ expe-
riences of care, healthcare professionals can make
improvements in quality and deliver care that is
more patient centered and responsive to their
patients’ needs. By providing the right kind of
information and decision support, patients can be
empowered to assume a more active role in deter-

mining their course of treat-
ment and can make choices
concordant with the
evidence-based recommen-
dations of their healthcare
professional and their own
personal values and
preferences.

Healthcare decisionmaking
can be complex. Many times

there is not one best treatment option; rather, there
are several that have varying risks and benefits that
require thoughtful consideration by the patient,
with the help of his or her healthcare provider.
Options for low back pain, for example, can range
from very conservative treatment, such as physical
therapy, to more aggressive interventions, such as
spinal surgery.

The choice a patient makes should be based on a
clear understanding of the options and their trade-
offs and should be consistent with his or her values,
preferences, and life situation. When fully aware of
the risks and benefits, patients may opt for care that
is less invasive in nature; this is particularly true for

N
at

io
na

lP
ri

or
it

ie
s

Pa
rt

ne
rs

hi
p

N
at

io
na

lP
ri

or
it

ie
s

an
d

G
oa

ls
:P

at
ie

nt
an

d
Fa

m
ily

E
ng

ag
em

en
t

•
19

Patients who are engaged
as active partners in their
healthcare team are vital
to achieving better health
outcomes, lower service

utilization, and lower costs.



those patients with
conditions that have
multiple treatment alter-
natives and tradeoffs to
consider.28

Some studies have
shown that shared deci-
sionmaking can reduce
the number of patients
choosing more invasive
surgical procedures by 21 to 44 percent without
adversely impacting health outcomes.29

More and more, healthcare professionals are using
decision aids to help their patients make the best
decision. The use of such aids has been demon-
strated to improve patient decisionmaking by
increasing knowledge and active participation,
creating more realistic expectations, reducing
uncertainty and decisional conflict, and improving
the alignment of value and choice.

Making Patient and Family Engagement a
National Priority Will:

REDUCE HARM. Many patients do not fully
understand the instructions given to them by
healthcare professionals. In the United States,
health literacy—the ability to obtain, process, and
understand information that is communicated
regarding health status and healthcare—is poor,
with only 12 percent of American adults having the
skills to manage their own healthcare proficiently.30

A recent study indicates that 78 percent of patients
discharged from the emergency department do not
adequately comprehend important information or
instructions, leaving them at risk of improperly
managing their condition(s) and potentially experi-
encing harm (e.g., adverse drug events). Perhaps
more concerning, the majority of these patients do
not realize that they are not understanding the
information presented to them.31

REDUCE DISPARITIES. Health outcomes are
known to vary widely among different groups
based on race, ethnicity, gender, socioeconomic
status, and other variables.32 Additionally, func-
tional health literacy is worst among the elderly
and low-income populations, leaving those who
are the most in need of healthcare the least able to

understand the infor-
mation intended to help
them.33 Today, almost
50 million Americans
speak a language other
than English at home,
and 23 million have
limited English profi-
ciency.34 In order to
identify opportunities
to improve the care

provided to different populations, healthcare
professionals need information regarding patient
experience of care. This information is essential for
identifying tools and strategies that are culturally
and linguistically appropriate and that will ideally
lead to better care.

REDUCE DISEASE BURDEN. Self-management
programs, which teach problem-solving skills,
have been more effective than information-only
patient education in improving clinical outcomes.35

One study targeting Hispanics indicates that such
programs also can produce good outcomes in
minority populations, including improved health
status (e.g., reduced health distress, fatigue, and
pain/physical discomfort), improved health behav-
iors (e.g., increased exercise, communication with
healthcare professional, and mental stress manage-
ment), and reduced healthcare utilization.36 Good
communication and education lead to better
results: Asthma patients who receive self-manage-
ment education and regular follow-up with a
healthcare professional have reported a reduction
in hospitalizations and emergency department
visits and fewer work days lost.37

REDUCE WASTE. Patients need a full understand-
ing of their treatment options, along with the bene-
fits, risks, and tradeoffs associated with those
options, to make informed decisions about their
care. There is growing evidence that patients who
receive this kind of decision support tend to make
more conservative (and potentially less costly and
less risky) decisions. One study of arthritis
patients, for example, found that only 15 percent of
those identified as possible candidates for knee
surgery actually wanted the surgery—a far greater
number were attracted to more conservative treat-
ment options.38
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One study of arthritis patients
found that only 15 percent of
those identified as possible
candidates for knee surgery

actually wanted the surgery—
a far greater number were

attracted to more conservative
treatment options.
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The concept of patient-centered care has become more mainstream in recent years, and more
healthcare organizations are striving to offer care that is individualized and tailored to their
patients’ needs and preferences. This can be challenging, given the diversity of our population,
but it is possible. Chronic disease self-management programs can be tailored to specific popu-
lations, such as those offered for Spanish-speaking Hispanics with chronic conditions in
Tomando Control de su Salud (Taking Control of Your Health) programs. These programs offer
workshops in community settings, such as churches, libraries, and hospitals, and they bring
together Spanish-speaking individuals with similar chronic conditions. Courses are taught in
Spanish (without the use of translators) and in ways that address cultural differences. Partici-
pants, when compared with other usual-care patients, have demonstrated improved health
status, health behavior, and self-efficacy (the belief that one has the ability to adopt certain
behaviors), as well as fewer emergency room visits.39

At the Dartmouth-Hitchcock Medical Center (DHMC) in Lebanon, New Hampshire, patients
with a positive breast biopsy are no longer contacted by the radiologist first and then immedi-
ately scheduled for an appointment with a surgeon. Instead, each patient completes a screening
questionnaire and uses web-based decision aids to gain a better understanding of their treat-
ment preferences. Healthcare professionals use this information to tailor their consultations to
each patient to ensure that the patient’s ultimate decision is consistent with her expressed pref-
erences. The healthcare professional provides additional information, as appropriate, to assist
the patient in better understanding the risks and benefits of the options as the patient makes her
decision. DHMC’s Center for Shared Decision Making offers additional decision aids developed
by the Foundation for Informed Medical Decision Making for a host of conditions, including
back pain, heart disease, and prostate disorders.40

More and more healthcare organizations are seeing the benefits of understanding how their
patients and families view their experience of care. Feedback from patients and their families is
critical to understanding the value of the services provided and offers invaluable information
about areas that may need improvement. Healthcare payers are also realizing the importance of
this information. Beginning in July 2007, the Centers for Medicare & Medicaid Services changed
its payments to hospitals to require use of the Hospital Consumer Assessment of Healthcare
Provider and Services (HCAHPS) survey instrument in order to receive their full payment. This
survey asks patients 27 questions pertaining to their hospital experience and produces data that
hospitals can use for quality improvement and that consumers can use to compare hospital
performance and get meaningful information for their own decisionmaking.41

Patient and Family Engagement:
Examples of Actions



HOW WILL WE GET THERE?

The Partners will work together to ensure that:

Goal: All patients will be asked for feedback on their experience of care, which healthcare organiza-
tions and their staff will then use to improve care.

To get there, all healthcare organizations and settings, including individual and group practices,

hospitals, nursing homes, assisted living facilities, community health centers, ambulatory settings,

and hospice, home health, end stage renal disease, and behavioral health providers will administer

and publicly report on patient experience surveys. Healthcare organizations and their staff will use

this information to improve the quality of care they provide and to eliminate disparities in quality

and outcomes. Benefit designs and payment methods will reward healthcare organizations that

demonstrate improved patient experience of care and reduction of disparities. This information will

be made available in ways that can inform the patient’s choice of healthcare organization.

Goal: All patients will have access to tools and support systems that enable them to effectively navi-
gate and manage their care.

To get there, healthcare organizations and their staff will offer or facilitate access to culturally and

linguistically appropriate tools and practices that have been demonstrated to support patient engage-

ment and self management. Benefit designs and payment methods will support the availability and

use of such tools and systems; reward healthcare organizations that demonstrate improvement in

outcomes and reduction of disparities; and provide incentives for patients to use such tools and

support systems.

Goal: All patients will have access to information and assistance that enables them to make informed
decisions about their treatment options.

To get there, healthcare organizations and their staff will use proven and culturally and linguistically

appropriate strategies and tools to enable patients to understand all treatment options and to make

decisions consistent with their values and preferences. Benefit designs and payment methods will

support the use and availability of such strategies and tools; reward healthcare organizations that

demonstrate improvement in outcomes and reduction of disparities; and provide incentives for

patients to use such tools to make appropriate decisions about their care.
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NATIONAL PRIORITY: POPULATION HEALTH
Improve the health of the population

OUR VISION: We envision communities that foster health and wellness as well as national, state, and

local systems of care fully invested in the prevention of disease, injury, and disability—reliable, effective,

and proactive in helping all people reduce the risk and burden of disease.

Why is Population Health a National Priority?

With 60 percent of American deaths attributable to
behavioral factors, social circumstances, and
physical environmental exposures, we must ensure
the optimal use of preventive services and superior
clinical preventive care, provide support for
healthy lifestyle behaviors, and address social and
environmental issues that lead to poorer health
outcomes.42 The Partners strongly uphold that this
work must take place at the community level, with
national, state, and local involvement enabled
through the development of stronger partnerships
and coordination of care between the public health
and healthcare delivery systems. IOM’s 2002 report
The Future of the Public’s Health in the 21st Century
emphasizes that government public health

agencies are the backbone of the public health
system, but they cannot work in isolation; they
must partner with other organizations and sectors
of society to consolidate and optimize the resources
necessary to achieve better health outcomes.43

Making Population Health a National
Priority Will:

REDUCE HARM. More than 1,500 Americans die
from cancer each day,44 yet less than 50 percent of
adults are up to date with colorectal cancer
screening, and only 67 percent of women have
been screened for breast cancer in the past 2 years.45

Evidence suggests that having a regular source of
care can increase the likelihood of receiving these
recommended preventive services (see Chart 1).46
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An additional 36,000 people die and 200,000 are
hospitalized annually due to complications from
influenza, yet only 37 percent of adults over 50
get an annual flu vaccination. By immunizing
90 percent of adults over age 50 against influenza
annually, approximately 12,000 additional lives
could be saved each year.47

REDUCE DISPARITIES. Health status is known
to vary widely between communities and regions.
In 2007, approximately 68 percent of Hispanic and
56 percent of African American adults over the age
of 65 were identified as never having received a
pneumococcal vaccination, compared with only
38 percent of white adults in the same age group.48

African Americans are more likely to develop and
die from cancer than any other group, and death
rates are 17 to 37 percent higher than those of
whites.49

REDUCE DISEASE BURDEN. Tobacco use
remains the leading preventable cause of death and
contributes to the development of many serious
diseases, including coronary heart disease, stroke,
and peripheral vascular disease.50 Likewise, being
overweight or obese leads to many other diseases,
such as diabetes, hypertension, and stroke.51

Research shows, however, that certain services and
behaviors may help patients to improve their
health status and reduce the risk of disease.
Smoking cessation counseling for adult smokers
lowers the risk for lung and other types of cancer
and reduces respiratory symptoms, such as
coughing, wheezing, and shortness of breath.52

Good nutrition and regular physical activity may
also lower the risks for many chronic diseases,
including heart disease, stroke, osteoporosis,
diabetes, and some cancers, and may be associated
with fewer hospitalizations, physician visits, and
medications.53

REDUCE WASTE. The ultimate goal is to ensure
that all patients consistently receive the most
effective recommended preventive services. In
achieving this goal, it is hoped that patients will no
longer be subjected to tests for which there is
poorly documented evidence of benefit.
Unwarranted tests, based on U.S. Preventive
Services Task Force recommendations, have been
estimated to be ordered more than 40 percent of the
time during annual health exams.54
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The Eleventh Street Family Health Services of Drexel University is a nurse-managed, transdisci-
plinary health center founded in 1998 that serves residents of four public housing developments
and the surrounding urban community, where 57 percent of patients are covered by the state
Medicaid plan and 33 percent are uninsured. The program provides a full range of primary
care, dental services, behavioral health services, and health promotion and disease prevention
care. It provides one-stop shopping for both health and life concerns, offering not only health
services but a fitness center, a teaching kitchen serving persons with diabetes and other clients,
and weekly distribution of fresh fruits and vegetables. Eleventh Street Family Health Services
has led to significant improvements in basic care and health outcomes for the population it
serves by improving access to care for the underserved and uninsured in the community.
During 2006, there were 7,837 primary care visits—a 19 percent increase from 2005—which
resulted in improved diabetes management, improved control of hypertension, increased adult
immunization rates, and increased rates of breast cancer screening. 58

Healthy lifestyle education has been widely recognized as one key to a healthier society and
decreased healthcare costs. Most large employers are adding health and wellness promotion
programs to support their employees and their families as they strive to get and stay healthy.
Beyond the 83 percent of employers nationally that now offer health risk assessments, best
performers are increasingly providing direct financial incentives to their employees to partici-
pate in health risk reduction activities.59 The San Antonio-based financial services corporation
USAA, winner of the 2006 C. Everett Coop National Health Award, offers its 22,000 U.S.
employees a “Take Care of Your Health” program, which includes onsite health clinics, fitness
centers and personal trainers, healthy options in vending machines, and smoking cessation and
weight loss programs. In 2005, nearly 70 percent of USAA’s employees participated in at least
one of these programs. Together, these programs have reduced workplace absences and are esti-
mated to have saved the organization more than $105 million over a three-year period.60

The University of Wisconsin Population Health Institute has been publishing county health
rankings for the past five years. The Wisconsin County Health Rankings are designed to
summarize the overall health of its counties, as well as the factors that are key in determining
health status, such as health behaviors, socioeconomic factors, and healthcare. This information
is intended to stimulate all community stakeholders to partner with health departments and
healthcare organizations to improve the population’s health.57

HealthPartners, a consumer-governed nonprofit healthcare organization in Minnesota, has been
improving the health of its communities by working to ensure that all of its members receive
evidence-based preventive screenings based on age and gender. In 2006, 72 percent of its adult
members were up to date on all appropriate screenings in their composite measure.55 This
achievement is significant: On average, Americans only receive 50 percent of recommended
preventive care based on a similar composite measure (see Chart 2).56
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HOW WILL WE GET THERE?

The Partners will work together to ensure that:

Goal: All Americans will receive the most effective preventive services recommended by the
U.S. Preventive Services Task Force.

To get there, we will develop a composite measure of preventive services that can assess the extent to

which each individual in the population and the population as a whole receive all of the most

effective preventive services based on a prioritized list of recommendations of the U.S. Preventive

Services Task Force.61 We will develop an educational campaign for the general public and for

healthcare professionals, and tools to collect data and improve the measure in clinical practices and

populations across the country. We will develop support for individuals and clinical practices to

improve the use of these important clinical preventive services. We will develop and implement

benefit designs, payment methods for healthcare organizations, and incentives for consumers that

encourage the use of these effective preventive services.

Goal: All Americans will adopt the most important healthy lifestyle behaviors known to promote
health.

To get there, we will develop a composite measure of interventions known to be effective in helping

individuals adopt healthy behaviors and a composite measure that can assess the extent to which

each individual in the population and the population as a whole adopt all of the most important

healthy behaviors. We will develop a method for determining the most important healthy behaviors

and the interventions known to be effective in improving them. We will develop an educational

campaign for the general public and for healthcare professionals, tools to collect and improve the

measures in clinical practices and populations across the country, and support for individuals and

clinical practices to improve the use of these important interventions known to improve healthy

behaviors. We will develop and implement benefit designs, payment methods for healthcare

organizations, and incentives for consumers that encourage the adoption of these healthy behaviors.

Goal: The health of American communities will be improved according to a national index of health.

To get there, we will develop a national health index that addresses not only the contribution of

healthcare to good health, but also the health behaviors of individuals and the socioeconomic and

physical environment factors that affect health. We will calculate and report the index for all counties

in the United States, and will provide training in and knowledge of the interventions that are known

to be effective in improving health to all stakeholders. We will support the efforts of stakeholders to

demonstrate annual improvement in health in their communities and in particular for disadvantaged

populations. We will promote coordination and cooperation between public and private health

entities in working toward the achievement of this significant and challenging improvement in the

health of the population.

POPULATION HEALTH:



NATIONAL PRIORITY: SAFETY
Improve the safety and reliability of America’s

healthcare system

OUR VISION: We envision a healthcare system that is relentless in continually reducing the risks of

injury from care, aiming for “zero” harm wherever and whenever possible—a system that can promise

absolutely reliable care, guaranteeing that every patient, every time, receives the benefits of care based

solidly in science. We envision healthcare leaders and healthcare professionals intolerant of defects or

errors in care and who constantly seek to improve, regardless of their current levels of safety and

reliability.

Why is Safety a National Priority?

Patients should have the utmost confidence they
will not be harmed in the places where they go for
care. Still, each year more people die as a result of
avoidable medical errors than they do from car
accidents, breast cancer, or AIDS.62 Although the
odds of dying in a hospital certainly hinge on the
severity of a patient’s condition, they also simply
depend on the hospital in which that patient
receives care.63 Quality and safety vary from
healthcare organization to organization, yet few of
us have performance information we can use to

choose a healthcare organization; others have
limited choices due to place of residence, health
plan provider networks, and ability to pay.

The good news is that there is evidence that certain
practices can help prevent many of these errors—
some hospitals have reduced the incidence of
harms, such as wrong-site surgeries and
bloodstream infections to “zero” for sustained
periods of time64—the bad news is that there is still
a significant performance gap between what the
vast majority of healthcare organizations are doing
and the demonstrated good works of high
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performers.65 This performance gap is evident
when comparing preventable adverse event rates
in top-performing states to those in low-
performing states (see Chart 3).66 Safety has long
been a focus of quality improvement in the United
States, and many initiatives have been successful in
improving the safety of our healthcare system. Still,
we have not seen the degree of success that is
possible, in large part because the routine use of
evidence-based practices that can improve safety
has not been as widespread as it should be. For
example, studies have long shown that shaving
surgical sites prior to surgery actually increases the
risk of infection,67 but many surgeons still have not
adopted clipping as a preferred method of hair
removal; the percentage of patients receiving
appropriate hair removal continues to increase
steadily, but it is still less than 100 percent.68

National data suggest that although our healthcare
expenditures are growing at more than 7 percent
per year, patient safety is improving at only
1 percent per year.69

Critical to improving safety is the establishment of
a culture that supports the reporting of situations

that threaten, or potentially threaten, the safety of
patients or caregivers and that views the
occurrence of errors and adverse events as
opportunities to make the healthcare system better.
Although the primary concern of this Priority
relates to safety events resulting in harm, all
learning organizations must also focus on
opportunities to learn from experiences that have
the potential to cause harm, even though they may
not directly result in harm (e.g., “near misses”).
Although we may never be able to claim that no
patient ever suffers a preventable infection or
harm, or a preventable or premature death, to aim
for anything short of this is unacceptable.

Making Safety a National Priority Will:

REDUCE HARM. Approximately 1.7 million
healthcare-associated infections (HAIs) occur
annually in U.S. hospitals and are responsible for
nearly 99,000 deaths;70 patients who survive them
frequently have longer and more expensive hospital
stays and longer recovery times.71 Beyond HAIs, an
estimated 44,000 to 98,000 Americans die each year
as a result of preventable medical errors.72 Compared
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to other developed countries, American patients
experience more medical mistakes, medication
errors, and laboratory errors (see Chart 4).73 But
known interventions can make a difference.
Evidence suggests that use
of computerized physician
order entry and
perioperative antibiotic
protocols may result in up
to an 81 percent reduction
in medication errors and a
93 percent reduction in
surgical site infections,
respectively.74

REDUCE DISPARITIES.
Racial, ethnic, and
socioeconomic minorities
still do not receive equal
care, and they face higher rates of disease,
disability, and mortality resulting in part from a
greater likelihood of suffering from avoidable
errors that occur in the delivery of healthcare.75 For
example, African Americans have higher rates for
postoperative surgical and central venous catheter
complications and are more likely to have adverse
drug events associated with insulin or oral
hypoglycemics; Hispanics and Asians have lower
rates of appropriately timed antibiotics.76 It has also
been demonstrated that the hospitals that care for
the vast majority of elderly African American and
Hispanic patients often provide a lower quality of
care.77 Additional quality issues may arise because

of bias, racism, or intercultural communication
difficulties, which may be reflected in greater
disparities more in communication-sensitive areas,
such as patient counseling.78

REDUCE DISEASE
BURDEN. More than
70 percent of adverse events
may result in disability
lasting up to six months, and
more than 15 percent of
serious adverse events may
lead to permanent disability
or death.79 Ventilator-
associated pneumonias
(VAPs), which in many cases
are preventable, result in an
estimated additional length
of stay of nearly 2 weeks and

an additional cost of $40,000 to a hospital
admission.80 The use of a VAP bundle protocol may
decrease VAP by 62 percent.81

REDUCE WASTE. Beyond the toll of human life,
preventable errors have been estimated to cost the
United States $17 billion to $29 billion per year in
healthcare expenses, lost worker productivity, lost
income, and disability.82 Preventable errors have
opportunity costs as well—healthcare dollars spent
to counter adverse drug events or to treat
complications is money that is not available for
other interventions.

N
at

io
na

lP
ri

or
it

ie
s

Pa
rt

ne
rs

hi
p

N
at

io
na

lP
ri

or
it

ie
s

an
d

G
oa

ls
:S

af
et

y
•

29

More than 70 percent of
adverse events may

result in disability lasting
up to six months, and

more than 15 percent of
serious adverse events
may lead to permanent

disability or death.



Since October 2008, the Centers for Medicare & Medicaid Services will no longer pay for the
costs associated with several preventable serious adverse events, such as falls and trauma and
foreign objects retained after surgery.84 Many other payers have been quick to follow suit,
including state Medicaid agencies and private payers. Hospital groups in nearly half of U.S.
states have now developed policies to discourage hospitals from billing for such events, indicat-
ing a decreasing tolerance for preventable harms.85

The World Health Organization has identified safe surgery as its second global patient safety
challenge, intended to improve the safety of surgical care worldwide. Working groups of inter-
national experts reached consensus on four areas in which dramatic improvements could be
made in the safety of surgical care: surgical site infection prevention, safe anesthesia, safe surgi-
cal teams, and measurement of surgical services. Resources, including a surgical safety check-
list, are available to the public. To date, 284 worldwide organizations have endorsed this
campaign.86

For certain heart attack patients, rapid treatment with angioplasty can be lifesaving, but timing is
essential. Studies indicate that faster door-to-balloon (D2B) times (the time between a patient’s
arrival at the hospital to the deployment of the balloon or device) are associated with meaningful
differences in survival. Each 15-minute decrease in D2B time from 150 minutes to less than 90
minutes, results in approximately six fewer deaths per 1,000 patients treated. Strategies to reduce
D2B times are not only available, but have been successfully implemented by hospitals across the
country and are one example of how preventable mortality can be reduced in hospitals.83

Consumers Union has launched a nationwide campaign, Stop Hospital Infections, that encour-
ages consumers to lobby their congressional representatives to mandate the public reporting of
infection rates, reflecting the widely held perception that there is a correlation between public
awareness and overall health and performance.87

A project conducted over 2 years in more than 100 hospitals in Michigan demonstrates that
implementing evidence-based practices can lead to impressive results. Participating hospitals
implemented a bundle of five practices aimed at decreasing catheter-related bloodstream infec-
tions, including hand washing; full barrier protection; skin cleansing with chlorhexidine; place-
ment of catheters in the chest or neck rather than in the groin; and the removal of unnecessary
catheters as soon as possible. The results: The average infection rate fell from 7.7 per 1,000
catheter days to 1.4 per 1,000 catheter days after 18 months, and more than half of the hospitals
reported that they had no infections after implementing the program. 88 This project is estimated
to have saved the state of Michigan more than $100 million and 1,500 lives over an 18-month
period by simply teaching doctors and nurses to use checklists. Importantly, no new staff was
added to perform the interventions, and the work can be generalized to other hospitals regard-
less of size or type.89
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HOW WILL WE GET THERE?

The Partners will work together to ensure that:

Goal: All healthcare organizations and their staff will strive to ensure a culture of safety while driving
to lower the incidence of healthcare-induced harm, disability, or death toward zero. They will focus
relentlessly on continually reducing and seeking to eliminate all healthcare-associated infections and
serious adverse events.

HAIs include but are not limited to:

Catheter-associated bloodstream infections Catheter-associated urinary tract infections
Surgical site infections Ventilator-associated pneumonia

(See CDC’s Infectious Diseases in Healthcare Settings at www.cdc.gov/ncidod/dhqp/id.htm for a more inclusive list.)

Serious adverse events include but are not limited to:

Pressure ulcers Wrong-site surgeries
Falls Air embolisms
Blood product injuries Foreign objects retained after surgery
Adverse drug events associated with high
alert medications

(See NQF’s Serious Reportable Events at www.qualityforum.org/projects/completed/sre/fact-sheet.asp for a more
inclusive list.)

To get there, we will develop and endorse standardized individual and composite measures for HAIs
and serious adverse events that build on current datasets. We will develop effective reporting
mechanisms and broadly disseminate information to increase consumer understanding of the
importance of these measures and how they can be used to choose healthcare organizations. We will
increase support for training about interventions known to be effective in reducing harm. We will
change private and public payment policies and contracting to support healthcare systems with better
performance in safety and reliability.

Goal: All hospitals will reduce preventable and premature hospital-level mortality rates to best-in-class.*

To get there, we will promote consistency and transparency in performance by first encouraging hospi-
tals to choose a standardized, risk-adjusted mortality measure for the purposes of internal quality
improvement; based on this experience, we will endorse and universally adopt a single standardized
measure that will be used for public reporting. We will provide training and knowledge of interven-
tions known to be effective in reducing mortality. We will develop payment mechanisms that reward
substantial improvement and outstanding performance.

Goal: All hospitals and their community partners will improve 30-day mortality rates following
hospitalization for select conditions (acute myocardial infarction, heart failure, pneumonia) to best-in-class.

To get there, all hospitals and their community partners will collect standardized, risk-adjusted
mortality rates and 30-day mortality rates. Mortality rates will be used for the purposes of internal
quality improvement and for public reporting. We will provide training in and knowledge of
interventions known to be effective in reducing mortality. We will develop payment mechanisms that
reward substantial improvement and outstanding performance.

* “Best-in-class” may be determined by using an accepted methodology, such as Achievable Benchmarks in Care (ABC)™,
available at http://main.uab.edu/show.asp?durki=14527.

SAFETY:



Why is Care Coordination a National
Priority?

In 2000, 125 million people in the United States
were living with at least one chronic illness, a
number that is expected to grow to 157 million by
2020; the number of individuals with multiple
chronic conditions is expected to reach 81 million
by 2020.90 Patients with multiple chronic conditions
often receive care from numerous healthcare organ-
izations in multiple care settings, and may see up
to 16 physicians annually.91 As these patients
attempt to navigate our complex healthcare system
and transition from one care setting to another,
they are often unprepared or unable to manage
their care. Incomplete or inaccurate transfer of
information, poor communication, and a lack of
appropriate follow-up care lead to confusion
and poor outcomes,
including medication
errors and preventable
hospital readmissions
and emergency
department visits.

Care coordination is
an important aspect of
healthcare that helps
ensure that patients’
needs and preferences for services are understood
and that they are shared as patients move from one
healthcare setting to another or to home, as care is
transferred from one healthcare organization to
another or as care is shared between a primary care
professional and specialists. Care must be well
coordinated to avoid waste, conflicting plans of
care, and over-, under-, or misuse of prescribed
medications, tests, and therapies.92

The coordination of care involves making funda-
mental changes to the current healthcare delivery
and payment systems. To address the challenges
involved, tools and practices are available to help
healthcare professionals improve care coordination
for their patients. Medication reconciliation prac-
tices, for example, can have a positive impact on
outcomes by reducing medication errors and
adverse drug events; some have demonstrated
reductions in medication errors by 70 percent and
reductions in adverse drug events by more than 15
percent.93 Still, compared with other industrialized
countries, the United States ranks last in simply
reviewing medications with patients prior to
discharge (see Chart 5).94

Having consistent access to the same healthcare
professional over time is an essential element for

care coordination and
may be the most
important factor in
obtaining optimal
preventive care.95

Having a regular
source of care is also
associated with better
health outcomes and
lower total costs.96 Both
the cost of care and the

potential for medical errors are greater when
patients receive care from many healthcare
professionals and do not have an identified and
accountable primary source of care.97 Primary care
practices that offer easy access to care, a long-term,
personal relationship with the primary care
professional, integrated and comprehensive team
care, and the coordination of specialty care and
referrals may have the greatest potential to provide
the level of care coordination that all Americans
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32 NATIONAL PRIORITY: CARE COORDINATION
Ensure patients receive well-coordinated care within and

across all healthcare organizations, settings, and levels of care

OUR VISION: We envision a healthcare system that guides patients and families through their healthcare

experience, while respecting patient choice, offering physical and psychological supports, and encouraging

strong relationships between patients and the healthcare professionals accountable for their care.

Patients with multiple chronic
conditions often receive care
from numerous healthcare

organizations in multiple care
settings, and may see up to 16

physicians annually.
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Percent of hospitalized patients with new prescription who reported prior medications were reviewed at discharge

deserve, but that patients with multiple complex
health issues so desperately need.98

Transition programs geared toward patients with
chronic illness that include ongoing plans directed
by advance practice registered nurses to address
discharge planning and home follow-up can
decrease hospital readmissions, increase the length
of time between discharge and readmission,
increase patient and
family satisfaction,
decrease caregiver
burden, and decrease
healthcare costs.99

Hospitals can use tools
such as the Care Tran-
sition Measure (CTM-
3), a survey that
includes three simple
questions to assess the
hospital’s performance
in honoring patient preferences, helping patients to
understand how to manage their health, and help-
ing patients to understand the purpose of taking
their medications.100

Making Care Coordination a National
Priority Will:

REDUCE HARM. Nearly one in five patients
discharged from the hospital to home experience an
adverse event within three weeks, and two-thirds of
them are due to adverse drug events.101 Annually,
more than 700,000 patients were treated for adverse
drug events in U.S. emergency departments in 2004

and 2005, and 1 of every 6
required admission,
transfer to another facility,
or an emergency
department observation
admission.102

REDUCE DISPARITIES.
There are significant
variations in the rates of
hospitalizations by
ethnicity and patient

income, with nonwhite patients and patients in
lower-income areas admitted much more
frequently.103 Improvement in primary healthcare
services is considered one of the most promising
ways to reduce avoidable hospitalizations and
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Nearly 18 percent of Medicare
patients are readmitted to the
hospital within 30 days, and
75 percent of those 30-day

readmissions were identified
as potentially preventable.



emergency department visits; however, access to
primary care organizations also remains variable
depending on race, income, and insurance (see
Chart 6).104

REDUCE DISEASE BURDEN. Nearly 18 percent
of Medicare patients are readmitted to the hospital
within 30 days, and 75 percent of those 30-day
readmissions were identified as potentially
preventable.105 Nearly 20 percent of patients
admitted to the hospital with a preventable
admission had at least one preventable
readmission within six months,106 and emerging
evidence suggests that many patients are not
receiving timely follow-up with their primary

source of care after being discharged from the
hospital.107 Despite the high cost of healthcare, the
United States consistently ranks behind other
industrialized countries in the frequency of
emergency department use for conditions that
could have been treated with appropriate primary
care.108

REDUCE WASTE. The cost to Medicare of
preventable hospital readmissions that occur
within 30 days of discharge is estimated to be
upwards of $15 billion.109 For those 20 percent that
have another preventable admission within six
months, the costs skyrocket to $729 million, or
$7,400 per readmission.110
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Adults with an Accessible Primary Care Provider

Percent of adults ages 19 – 64 with an accessible primary care provider*

QUALITY: COORDINATED CARE

* An accessible primary care provider is defined as a usual source of care who provides preventive care, care for new and
ongoing health problems, referrals, and who is easy to get to.

Data: B. Mahato, Columbia University analysis of Medical Expenditure Panel Survey.

Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2008.
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Changes in emergency department utilization patterns prompted researchers from the NYU Center
for Health and Public Service Research and the United Hospital Fund of New York to develop an
algorithm to analyze administrative data. Using the algorithm, patients are assigned into one of
four categories:

nonemergent;
emergent/primary care treatable;
emergent/emergency department care required but preventable/avoidable; and
emergent/emergency department care required, not preventable/avoidable.

The implementation of this classification system showed extremely high rates of emergency
department use for nonemergent care and for care that could otherwise be provided in a primary
care setting. Such information can be helpful in predicting patients at greatest risk of hospitalization
and tailoring interventions to meet the needs of particularly vulnerable populations.112

The Transitional Care Model (TCM), led by master’s-prepared advanced practice nurses (APNs) in
conjunction with the patient’s entire healthcare team, targets patients at increased risk for poor
postdischarge outcomes and focuses on transitional care. TCM assures that APNs establish a rela-
tionship with patients and their families soon after hospital admission; design the discharge plan
in collaboration with the patient, the patient’s physician, and family members; and implement the
plan in the patient’s home following discharge, substituting for traditional skilled nursing follow-
up. TCM reduces the incidence of poor communication among healthcare professionals and
healthcare agencies, inadequate patient and caregiver education, and poor quality of care, and
enhances access to quality care. Findings from three clinical trials consistently demonstrate that
the APN TCM improves quality of care and substantially decreases healthcare costs. Compared to
standard care there are longer intervals before initial rehospitalizations, fewer rehospitalizations
overall, shorter hospital stays, and better patient satisfaction. Following a four-year trial with a
group of elderly patients hospitalized with heart failure, the APN TCM cut hospitalization costs
by more than $500,000, compared with a group receiving standard care, of an average savings of
approximately $5,000 per Medicare patient.111 Ongoing National Institutes of Health (NIH)-funded
studies are examining the impact of TCM among older adults with cognitive impairment and
setting the stage for its application between the acute and long-term care.

Two community hospitals in Southern California, Sharp Chula Vista Medical Center and Sharp
Mary Birch Hospital for Women, implemented a culturally sensitive medication reconciliation
program for residents of their community. Under the supervision of a staff pharmacist, phar-
macy technicians bilingual in English and Spanish were trained to obtain comprehensive
medication histories within 24 hours of a patient’s admission into the hospital using a specially
designed medication history form for this population. As a result of this intervention, medica-
tion errors on admission, mostly involving drugs that were omitted, were reduced.113
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An evaluation of one care coordination model utilizing a disease management program (DMP)
for patients receiving mechanical ventilation was conducted at University Hospitals of Cleve-
land. The objective of the DMP was to reduce hospital readmissions of chronically critically ill
patients requiring mechanical ventilation. Prior to patient discharge, an advanced practice nurse
met with the patient and family to engage them in the development of the discharge plan. The
discharge summary included the plan of care, the patient’s goals, the existence of advance direc-
tives, and the assessment of family support and coping skills. At discharge, the summary was
provided to all relevant out-of-hospital healthcare organizations and professionals (e.g.,
extended care facility or home care staff, family physician, or consulting specialist). Patients
who received the services had significantly fewer days of rehospitalization (11.4 days compared
to 16.7 days for the control group). Total costs savings were approximately $480,000.115

The Santa Cruz County Health Services Agency’s Project Connect was developed to specifically
target frequent users of the county’s two emergency departments. Enrolled patients receive
community-based health and related services via case management along with chronic disease
management, preventive care, and access to social services. In early 2006, Project Connect tracked
changes in emergency department utilization of 78 adults who were referred by one or both of
the hospitals and who in the year prior to enrollment were responsible for a total of 785 emer-
gency department visits. In the 12 months following enrollment in the project, they recorded a 51
percent reduction in emergency department visits for the group, along with a decrease in the
number of hospital inpatient days and ambulance transports by 50 percent and 47 percent,
respectively. They also estimated a cost avoidance of $803,946 as a result of the reductions in
emergency department visits, hospital inpatient days, and ambulance transports.114
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36 Care Coordination:
Examples of Actions
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HOW WILL WE GET THERE?

The Partners will work together to ensure that:

Goal: Healthcare organizations and their staff will continually strive to improve care by soliciting
and carefully considering feedback from all patients (and their families, when appropriate)
regarding coordination of their care during transitions.

To get there, all healthcare organizations and their staff will gather input regarding coordination of

care using a valid and reliable tool (e.g., the CTM-3) for all discharged patients.

Goal: Medication information will be clearly communicated to patients, family members, and the
next healthcare professional and/or organization of care, and medications will be reconfirmed each
time a patient experiences a transition in care.

To get there, an active process that fully engages the patient will be implemented by all healthcare

organizations and their staff. This will include documentation by the healthcare professional(s) of

analysis of the medication list; resolution of any discrepancies; and a monitoring component of

high-risk drugs and relevant laboratory tests.

Goal: All healthcare organizations and their staff will work collaboratively with patients to reduce
30-day readmission rates.

To get there, all healthcare organizations and their staff will implement evidence-based models,

such as the TCM,116 beginning with patients diagnosed with heart failure, acute myocardial

infarction, and pneumonia. This will include a process for discharge planning, a focus on self-care,

and plans for a postdischarge visit with the healthcare professional.

Goal: All healthcare organizations and their staff will work collaboratively with patients to reduce
preventable emergency department visits.

To get there, the patient’s plan of care will be jointly created and managed by the patient/family

and the healthcare professional(s) and coordinated by the patient’s primary source of care. Both the

patient’s current and longstanding needs will be assessed; goals will reflect those needs in a

culturally appropriate manner, consistent with the abilities and desires of the patient; medications

will be actively reconciled; and patients will be educated as to appropriate rationales for

emergency department visits.

CARE COORDINATION:



Why is Palliative and End-of-Life Care a
National Priority?

Patients who are diagnosed with life-limiting
illnesses and those facing the end of their lives
deserve high-quality and compassionate care that
addresses all of their needs. During this time,
patients need support and assistance to prevent
and treat pain, ensure continuity of care, make
informed decisions, and meet their own spiritual
needs.117 Instead, many patients and families
struggle to manage pain and other symptoms,
coordinate care among
many different
healthcare
organizations in many
different settings, and
ensure that treatments
reflect the patient’s
personal preferences.
Far too often, patients
at the end of their lives
spend their final days
in hospitals full of unfamiliar faces instead of in
their homes surrounded by loved ones. Caregivers
and family members face many hardships and
need specialized support to overcome emotional
and financial challenges.118

Palliative and hospice care programs give patients
and family members the opportunity to help
develop and guide care programs in a manner that
is most comfortable for them and that meets their
physical, social, and spiritual needs. Hospital-
based palliative care teams can have a major
impact on how end-of-life care is managed in
hospital systems by clearly identifying transitions

from aggressive and curative plans of care to
palliative plans, by clarifying resuscitation status,
by discussing benefits and harms of treatment
options, and by ensuring that their patients’
informed choices are well articulated.119

Multidisciplinary palliative teams in the inpatient
setting also frequently recognize problems that
otherwise can go unmet by other inpatient staff.
Such team consultations have been associated with
lower utilization of expensive intensive care units,
lower likelihood of dying in an intensive care unit,
and overall lower costs of care. Evidence suggests

that patients enrolled in
palliative care programs
are more satisfied with
their care and have fewer
emergency room visits,
fewer hospital and
nursing facility days, and
fewer physician visits
than those in a
comparison group.

Enrolled patients in one study averaged a 45
percent decrease in costs as compared to usual care
patients.120

Making Palliative and End-of-Life Care
a National Priority Will:

REDUCE HARM. Pain is one of the most
debilitating and feared symptoms that patients
with life-limiting illness face, and many cancer
patients have reported under-treatment and
inequitable access to pain treatment. Suffering at
the end of life can be prevented or alleviated for
many patients through palliative care and an
emphasis on effective pain management.121 Other
symptoms, such as shortness of breath and
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38 NATIONAL PRIORITY: PALLIATIVE AND END-OF-LIFE CARE
Guarantee appropriate and compassionate care for patients

with life-limiting illnesses

OUR VISION: We envision healthcare capable of promising dignity, comfort, companionship, and spiritual

support to patients and families facing advanced illness or dying, fully in synchrony with all of the resources that

community, friends, and family can bring to bear at the end of life.

Currently, more than 1 million
Americans die each year of

chronic and debilitating
illnesses without receiving

hospice services.



depression, can also be managed through effective
clinical support to prevent unnecessary distress.
Regular assessment of symptoms combined with
skilled clinical care and supportive resources can
reduce these types of suffering.

Although the use of hospice and palliative care
services has increased in recent years, these
services are still underutilized, and many patients
who could benefit from these services are never
referred at all, or are referred too late for the
services to truly help. Currently, more than
1 million Americans die each year of chronic and
debilitating illnesses without receiving hospice
services.122

REDUCE DISPARITIES. In a 2008 study, less
than 50 percent of U.S. hospitals had palliative
consultation teams, limiting access to care for many
who could greatly
benefit.123 In 2000, the
vast majority of
patients receiving
hospice services were
white (82 percent), 8
percent were identified
as African American,
and 8 percent were
Hispanic, indicating a
clear disparity in the
provision of end-of-life
care. Cultural, language, and religious differences
may present barriers to appropriate referrals to
palliative or hospice care, and difficult subjects
regarding death and dying may not be adequately
discussed.124

REDUCE DISEASE BURDEN. On top of the
losses experienced by their loved ones facing life-
limiting illnesses or death, families and caregivers

are confronted with emotional, physical, and
economic challenges and need support to cope
with added responsibilities. Caregivers can
experience significant physical and psychological
stress, contributing to a decline in their own health
and in some cases even death. Palliative care, with
its holistic focus, has the potential to reduce this
burden on family members and caregivers.125

REDUCE WASTE. Approximately 25 percent of
Medicare’s expenses are paid for patients in their
last year of life, and these expenses will continue to
rise as we face an aging population.126 Some of
these expenses are for procedures that will
ultimately have only marginal if any benefit to the
patient in terms of increased quality of life or
productivity. These costs have fueled studies to
determine how to improve the efficiency and
effectiveness of end of life care.

Palliative care consultation
teams have been associated
with significant hospital
savings. Patients receiving
palliative care in the
hospital who were
discharged alive saw a net
savings of nearly $1,700 in
direct costs per admission
and nearly $300 in direct
costs per day. They also

recognized significant reductions in laboratory and
intensive care costs compared with patients
receiving usual care. When palliative care patients
die in the hospital, the savings are nearly $5,000 in
direct costs per admission, and nearly $400 in
direct costs per day including significant
reductions in pharmacy, laboratory, and intensive
care unit costs.127
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Approximately 25 percent of
Medicare’s expenses are paid
for patients in their last year
of life, and these expenses
will continue to rise as we
face an aging population.



After realizing that 50 percent of Kaiser Permanente TriCentral patients with heart failure, chronic
obstructive pulmonary disease, and cancer were dying in hospital care units, Kaiser created a
palliative care program to address the needs of those patients and to facilitate the patient’s choice
to die at home instead of in an inpatient setting. The program emphasizes evidence-based medi-
cine and has developed protocols and guidelines to ensure consistent care for all of their patients,
including home visits by all team members, ongoing care management, telephone support, and
advance care planning that empowers patients and their families to make informed decisions.
Their model has been shared with more than 200 healthcare teams and agencies throughout the
United States.130

The National Hospice and Palliative Care Organization has created a consumer-focused
website—Caring Connections—that offers extensive resources for patients and caregivers coping
with end-of-life issues. Resources include free information on healthcare decisionmaking, living
with an illness, caring for the caregiver, finding local services, and more.131

Delaware Hospice’s nationally recognized New Hope program provides counselors to assist chil-
dren and adolescents in coping with the emotions associated with the loss of a loved one. Coun-
selors listen, empathize, acknowledge feelings, and provide comforting support through
one-on-one counseling, group support, workshops, therapeutic activities, ongoing communica-
tions, and a four-day summer camp where the children get to know peers who are facing similar
hardships. Camp New Hope was created to provide an environment for children and adolescents
to come together with others who have experienced a similar loss so that they know they are not
alone.132

The American Board of Internal Medicine recently launched a certification program in Hospice
and Palliative Medicine through collaboration with 10 specialty areas and is incorporating pallia-
tive care into core competencies for Maintenance of Certification for specialists. Core competencies
include issues such as clinical care, interpersonal and communication skills, and practice-based
learning.128 The American College of Physicians has developed guidelines specifically aimed at
improving care at the end of life, which include regular assessment of and the use of proven thera-
pies to manage pain, shortness of breath, and depression. These actions will supply an increased
number of healthcare professionals trained and qualified to provide hospice and palliative care
services to patients.129

The American Association of Colleges of Nursing, the national voice for America’s baccalaureate-
and higher-degree nursing education programs, administers an end-of-life care educational proj-
ect in concert with the City of Hope, Los Angeles, California. The End-of-Life Nursing Education
Consortium project provides undergraduate and graduate nursing faculty, continuing education
providers, staff development educators, specialty nurses in pediatrics, oncology, critical care, and
geriatrics, and other nurses with training in end-of-life care so they can teach this essential infor-
mation to nursing students and practicing nurses.133
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40 Palliative and End-of-Life Care:
Examples of Actions
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HOW WILL WE GET THERE?

The Partners will work together to ensure that:

Goal: All patients with life-limiting illnesses will have access to effective treatment for relief of
suffering from symptoms such as pain, shortness of breath, weight loss, weakness, nausea, serious
bowel problems, delirium, and depression.

To get there, we will need a workforce with the skills, knowledge, and demonstrated performance to

provide palliative care and hospice expertise across a broad range of specialties of medicine and other

healthcare disciplines, especially nursing, social work, and chaplaincy. Specialty board certification

beginning in 2008 will allow the recognition of medical experts in hospice and palliative care for

10 different physician specialties. Funding support will be needed for fellowship training in these areas,

as well as for comparable programs in other disciplines. Adequate funding for clinical services will be

needed to attract trainees to this discipline.

Goal: All patients with life-limiting illnesses and their families will have access to help with
psychological, social, and spiritual needs.

To get there, we will need healthcare professionals able to recognize and respond to the psychological

and spiritual needs of patients. We will provide ways to make accurate information available to

patients and families and ways to enlist community support around families in need. Payment will

need to be available beyond the current Medicare Hospice Benefit for patients who need this broader

range of care, especially at home, but who do not qualify for the Medicare Benefit because of the stage

of their illness, the unpredictability of their clinical trajectory, or the requirement for the use of selected

treatment modalities not accepted in the Medicare Hospice Benefit.

Goal: All patients with life-limiting illnesses will receive effective communication from healthcare
professionals about their options for treatment; realistic information about their prognosis; timely, clear,
and honest answers to their questions; advance directives; and a commitment not to abandon them
regardless of their choices over the course of their illness.

To get there, healthcare professionals will need to have the communication skills to elicit values and

advance directives. Information will need to be meaningfully recorded and accessible to and respected

by every clinical contact the patient might make (including emergency medical teams and emergency

departments). Communities and healthcare organizations and their staff will need to be accepting of

different cultural and religious choices.

Goal: All patients with life-limiting illnesses will receive high-quality palliative care and hospice services.

To get there, all communities and/or institutions will ensure that high-quality palliative and/or

hospice care programs are available and that all patients eligible for such care and with access to such

services will receive a timely referral. All healthcare professionals will need to understand the value of

palliative and hospice care and the advantages of such care throughout many stages of illness, and

communities will need to have an adequate number of certified hospice and palliative care specialists

available.

PALLIATIVE AND END-OF-LIFE CARE



Why is Overuse a National Priority?

A significant amount of attention on healthcare
focuses on the care that Americans do not receive,
but there is growing evidence that a significant
portion of the care we receive is actually redundant
and unwarranted—and beyond that, in some cases,
even harmful.

Since the problem of overuse was defined more
than 10 years ago—as when “the potential for harm
exceeds the possible benefits of care”—a growing
body of evidence has emerged documenting its
pervasiveness and consequences.134 Perhaps the
most compelling
evidence of this
problem lies in the
work of researchers at
Dartmouth Medical
School, who for many
years have studied
variation in healthcare
service delivery and its
relation to quality and
costs. Their studies
have shown that there
is significant variation
in healthcare spending between regions of the
United States, only 40 percent of which can be
attributed to different rates of illness and price. The
remaining variation can be explained in part by
practice variations that have little or nothing to do
with evidence-based medicine, but rather with the
capacity to provide healthcare, such as the number
of hospitals, physicians, and physician specialists.
Areas with more specialists have more
consultations and consequently provide more
surgeries and procedures and have higher

expenditures, regardless of whether such care is
warranted.135

The Partners identified targeted areas of potential
waste, building on a broad evidence base, including
recent work by the New England Health Institute,136

which compiled a comprehensive compendium of
evidence of overuse, underuse, and misuse from
1998 to 2006 that emphasizes high-value
opportunities for tackling this problem. The
Partners solicited and received important feedback
from a broad array of stakeholder groups, including
specialty societies, nursing organizations, hospital
associations, and health plans.137

The resulting list of
nine targeted areas
encompasses multiple
Priorities, care settings,
and target populations
and builds on the
momentum of growing
public and media
attention to the issue.

The idea that “more does
not necessarily mean

better” is starting to resonate outside of the quality
community and is entering into broader public
consciousness. In the past year, a best-selling book
on the topic was read by millions,138 and reputable
news outlets and national consumer organizations,
including the New York Times, U.S. News & World
Report, the Wall Street Journal, AARP, and
Consumers Union, all ran articles that have
increased public awareness of this issue.139
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42 NATIONAL PRIORITY: OVERUSE
Eliminate overuse while ensuring the delivery of

appropriate care

OUR VISION: We envision healthcare that promotes better health and more affordable care by

continually and safely reducing the burden of unscientific, inappropriate, and excessive care, including

tests, drugs, procedures, visits, and hospital stays.

Areas with more specialists
have more consultations and
consequently provide more

surgeries and procedures and
have higher expenditures,
regardless of whether such

care is warranted.



The time is right to tackle
this area, particularly
given the potential for
savings amidst the dire
financial situation of our
healthcare system and the
number of under- and
uninsured. It is important
to emphasize, however,
that for all of the
identified target areas,
there are patients for whom these tests and
procedures are absolutely appropriate and
necessary. This goal is therefore not limited just to
reducing overuse, but one that equally stresses the
provision of appropriate care for each and every
patient. Importantly, the other five Priorities
explicitly focus on underuse and ensuring that safe,
effective, and culturally sensitive care is delivered.

Making Overuse a National Priority Will:

REDUCE HARM. The inappropriate use, misuse,
or overuse of medical interventions poses many
serious threats to our population. Beyond the
negative impact of wasted resources that we can ill
afford, the areas of inappropriate use identified
may cause unnecessary harm to millions of

Americans.140

Inappropriate use of
antibiotics contributes to
the emergence of
antibiotic-resistant
bacteria, making all of us
more susceptible to
infections and leaving us
with fewer options to
combat them.141 Such
antibiotic use also puts

patients at unnecessary risk for adverse drug
reactions, yet many patients, particularly children,
are still inappropriately prescribed antibiotics for
the common cold (see Chart 7).142 Unwarranted
surgeries and procedures present opportunities for
medical errors and serious adverse events,
including surgical errors and infections, yet many
women still receive unwarranted cesarean sections
(c-sections)143 and hysterectomies,144 and patients
with stable coronary disease receive coronary
revascularization procedures when pharmacologic
therapy may suffice.145 Unnecessary testing exposes
patients to additional risks as well—inappropriate
imaging exposes patients unnecessarily to
radiation, unwarranted endoscopies increase a
patient’s risk of internal injuries, and unnecessary
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The idea that “more does not
necessarily mean better” is
starting to resonate outside
of the quality community

and is entering into broader
public consciousness.



laboratory tests may induce more testing or
exploratory procedures exposing patients to
further potential harms.

REDUCE DISPARITIES. Effectively addressing
the burden of unnecessary care is one way to
remedy the problem of disparities in how care is
and is not provided. The discussion of healthcare
disparities typically focuses around the lack of
access to healthcare services and the lack of
appropriate care; however, assuring access to
appropriate healthcare services early on can also
help to reduce more costly utilization downstream.
Studies indicate that the overutilization of
emergency departments and unnecessary
hospitalizations, which have been associated with
poor access to primary care, are more common in
minority populations.146 A study of neonates seen
in an urban emergency room found that 60 percent
of all emergency department visits were nonurgent
and that patients of younger maternal age, patients
with Medicaid, and patients of nonwhite race all
had more frequent nonurgent emergency
department use.147 Separate research indicates,
however, that 50 percent of hospitalizations for
children who are admitted for any one of six

diagnoses, including asthma, dehydration, and
skin infections, may be avoidable through better
parent education and follow-up clinical care.148

Minority populations may also suffer more from
certain unnecessary procedures than nonminority
patients. In a phone survey of women in seven
different U.S. cities, the highest rates of
hysterectomy were found in disadvantaged African
American and Hispanic subgroups, which could
not be explained by known risk factors.149

REDUCE DISEASE BURDEN. The rising number
of cesarean sections can have long-term
unintended consequences for women and their
offspring. For example, women who have
c-sections are at increased risk for chronic pelvic
pain or even bowel obstruction as a result of
abdominal adhesions. Subsequent pregnancies
following a c-section introduce dual risks for
mother and child, including placenta previa,
uterine rupture, low birth weight, preterm birth,
stillbirth, and admissions to neonatal intensive care
units. Babies that do not experience vaginal
delivery may be at increased risk of respiratory
problems such as allergies and asthma.150
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On the other end of the spectrum, approximately
20 percent of patients are given chemotherapy in
the last 14 days of life,151 at which point the disease
has progressed to such an extent that the
chemotherapy has essentially no chance of helping.
Receiving chemotherapy at this point can be
detrimental to incurable patients, who may still
suffer the negative side effects of the medication
and who may forego limited opportunities for
spiritual growth, quality family time, and an easier
transition to death.152

REDUCE WASTE. Drawing on the Dartmouth
research, individuals who live in “high-spending”
areas receive approximately 60 percent more in
services than those who live in “low-spending”
areas, which is at least in part attributed to
differences in the supply of healthcare providers in
the area as well as practice variation. Furthermore,

and contrary to intuition, the low-spending regions
perform as well or better on a range of quality
indicators.153 This “over spending” is substantial. In
fact, one report indicates that Medicare spending
would decrease by 29 percent if spending in
medium- and high-spending regions reached the
level of that in low-spending regions.154 Evidence
shows that Americans are more likely to be seen in
an emergency department for a condition that is
treatable by a primary care professional than in six
other developed countries (see Chart 8).155

Reducing preventable hospitalizations by 5 percent
for ambulatory care-sensitive conditions could
result in savings of more than $1.3 billion.156 The
waste of healthcare resources also can be attributed
to such things as duplicate testing that could be
remedied by systems that allow better tracking of
ordered tests and results (see Chart 9).157
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UnitedHealth’s “advanced notification,” program requires many of its physicians to notify
United before proceeding with a nonurgent scan. The company then reviews the case in advance
to make sure the test makes sense. Although it sounds like prior authorization, the company says
the distinction is that doctors risk not being paid only if they do not provide the notification.
Once they have done that, it does not matter for payment purposes whether the doctor follows
the company’s advice. United says that doctors have changed what test they have ordered 3
percent of the time, and 9 percent of the time they have canceled the order altogether.159

The home health community has been targeting preventable hospitalizations and emergency
department visits through the Centers for Medicare & Medicaid Services’ QIO Program. Many
home health agencies have implemented interventions such as telemonitoring to better keep an
eye on a high- or moderate-risk patient’s medical condition, especially when the patient is first
discharged home from the hospital. Others are emphasizing better education for patients that
historically have higher rehospitalization rates or emergency department visits to help them
understand when a condition is a true emergency as opposed to when it is more appropriate to
call the home care agency for assistance.160

In collaboration with medical groups, HealthPartners, a Minnesota insurer, has developed a
“decision support” tool that medical groups can embed in their electronic medical records. The
tool allows physicians to enter a planned diagnostic procedure, such as a CT scan, into the
computer while a patient is in the exam room and receive immediate feedback regarding whether
that particular procedure makes sense; if not, alternatives are suggested. HealthPartners empha-
sizes that it will pay for the diagnostic procedure even if the physician does not follow its recom-
mendation. Still, the company says its efforts have helped it avoid some 7,000 inappropriate
scans.158

AARP has been informing its membership about the issue of overuse and about the potential
dangers of inappropriate medical care. An article in the Health section of its magazine, “Why
Does Health Care Cost So Much?,” provided an overview of the problem as well as some of the
potential causes. AARP went one step further to speak to this issue by including five tips for
consumers of things to do now to lessen the risk of receiving care they do not need.161
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Examples of Actions
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HOW WILL WE GET THERE?

The Partners will work together to ensure that:

Goal: All healthcare organizations will continually strive to improve the delivery of appropriate
patient care and substantially and measurably reduce extraneous service(s) and/or treatment(s).

The recommended areas of concentration are as follows:

Inappropriate medication use, targeting:
Antibiotic use
Polypharmacy (for multiple chronic conditions;
of antipsychotics)

Unnecessary laboratory tests, targeting:
Panels (e.g., thyroid, SMA 20)
Special testing (e.g., Lyme Disease with regional
considerations)

Unwarranted maternity care interventions,
targeting:

Cesarean section

Unwarranted diagnostic procedures, targeting:
Cardiac computed tomography (noninvasive coronary
angiography and coronary calcium scoring)

Lumbar spine magnetic resonance imaging prior to
conservative therapy, without red flags

Uncomplicated chest/thorax computed tomography
screening

Bone or joint x-ray prior to conservative therapy,
without red flags

Chest x-ray, preoperative, on admission, or routine
monitoring

Endoscopy

Inappropriate nonpalliative services at end of
life, targeting:

Chemotherapy in the last 14 days of life

Aggressive interventional procedures

More than one emergency department visit in the last
30 days of life

Unwarranted procedures, targeting:
Spine surgery

Percutaneous transluminal coronary angioplasty
(PTCA)/Stent

Knee/hip replacement

Coronary artery bypass graft (CABG)

Hysterectomy

Prostatectomy

Unnecessary consultations

Preventable emergency department visits and
hospitalizations, targeting:

Potentially preventable emergency department visits

Hospital admissions lasting less than 24 hours

Ambulatory care-sensitive conditions

Potentially harmful preventive services with
no benefit, targeting:

BRCA mutation testing for breast and ovarian cancer
– female, low risk

Coronary heart disease screening using electrocardio-
graphy (ECG), exercise treadmill test (ETT), electron-
beam computed tomography (EBCT) – adults, low risk

Carotid artery stenosis screening – general adult
population

Cervical cancer screening – female over 65, average
risk and female, posthysterectomy

Prostate cancer screening – male over 75

(See U.S. Preventive Services Task Force D Recommen-
dations List at www.ahrq.gov/clinic/prevenix.htm)

To get there, we will continue to pursue a collaborative, multidisciplinary approach with the healthcare
organizations and healthcare professionals who played a major role in the development of the targeted
areas. We will work with the practicing and academic professional communities and the medical
specialty societies to identify strategies to achieve this goal (e.g., embedding performance measurement
in the maintenance of certification requirements). We will engage all key stakeholders, including
patients, payers, employers, suppliers, and the media to promote an understanding of the nine targeted
areas. We will support patient shared decisionmaking to ensure that the patient’s needs are met, ensure
that there are evidence-based resources for the targeted areas, and assist in the development of payment
and consumer information processes to discourage inappropriate and unnecessary care. We will
provide tools for successful implementation where possible and appropriate. We will develop metrics
to measure successful implementation and outcomes and publicly report this data on a timely basis.

OVERUSE:



ofThe Drivers
Transformation



Performance Measurement

The ability to measure and track performance over
time is essential to gauge progress toward our
goals. The use of harmonized and consistently
applied measures across settings of care linked to
the National Goals can help reduce the cacophony
of the current measurement environment to
ultimately drive improvement.

Standardized measures that allow results to be
monitored and tracked uniformly are the building
blocks of performance improvement and public
reporting. Four principles, which build on the
work of the NQF Strategic Framework Board,162

should guide the selection of measures.

MEASURES SHOULD BE LINKED DIRECTLY
TO THE NATIONAL PRIORITIES AND GOALS.
NQF endorsement is the gold standard for
measures, and many NQF-endorsed® measures
map directly to the National Priorities and Goals.
Where gaps exist, measure developers should work
to close them by submitting appropriate measures
for endorsement.

MEASURES SHOULD HAVE A CLEAR AND
COMPELLING USE. Measures can be used for
multiple purposes—internal quality improvement,
accountability and payment, surveillance, and
public reporting.For a measure to receive NQF
endorsement, it must be appropriate both for quality
improvement and public reporting. At the most core
level, measures should help healthcare
organizations improve care delivery and help
stakeholders make informed decisions.

MEASURES SHOULD BE PARSIMONIOUS
AND NOT IMPOSE UNDUE COSTS OR
BURDEN ON THOSE PROVIDING DATA. To be
respectful of the many competing demands on
healthcare organizations’ time, the set of measures
collected and reported for the National Priorities
and Goals must strike a balance between being
comprehensive enough to capture what matters
while imposing the least possible burden on busy
healthcare professionals. Aggressively moving
toward more electronic data sources will allow
measures to be more easily collected as part of the
care process.

MEASURES SHOULD BALANCE THE NEED
FOR CONTINUOUS IMPROVEMENT WITH
THE STABILITY NEEDED TO TRACK
PROGRESS OVER TIME. Measures should not be
static but rather evaluated regularly to ensure their
relevance and to monitor for unintended
consequences.

Among the many challenges related to performance
measurement, two are important to underscore.
First, the existing measures are not typically used
or adopted in an integrated fashion. In many
instances, the current portfolio of measures reflect
narrow silos specific to certain settings,
professions, or diseases rather than a broader view
of patient care. It is important that future
endeavors apply the existing measures in a manner
that captures the quality of care more broadly.
Second, future measures need to be developed to
look at patients—not as diseases but as human
beings. This will involve ensuring that the patient’s

THE DRIVERS OF TRANSFORMATION

The National Priorities Partnership recognizes the only way to achieve the bold goals we have set is

for each of us to take bold actions.

How can we bring about a transformation of this magnitude? There are a handful of extremely effective

mechanisms that can truly drive change in the healthcare system: performance measurement, public

reporting, payment systems, research and knowledge dissemination, professional development, and

system capacity. These will all require leadership and commitment to support change at the federal,

state, and local levels, and they will require the driver that is sometimes the most difficult to achieve—

partnership.
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perception of care is adequately assessed along
with his or her preferences for care. Future
measurement development efforts also would
benefit from using an integrated approach from
their inception.

All of the National Priorities have at least some
NQF-endorsed measures that are ready for use now,
but there are substantial measure gaps that will
require a unified effort among measure developers,
NQF, and others to close. A number of the Partners
have initiatives under way to address measure gaps
in areas that include care coordination; population
health, including healthy lifestyle behaviors;
palliative care; and areas of overuse, such as
inappropriate medication use and unwarranted
diagnostic procedures. In 2009, a comprehensive
plan for closing measure gaps will be developed
and implemented.

Public Reporting

The public reporting of performance information,
if done in a way that is understandable and
meaningful to consumers, will assist them in
making informed choices among treatments and
healthcare organizations, and it also will help them
to be better equipped to get the care they need.
Public reporting programs also should ensure that
performance results are based on complete and
accurate data and that they provide fair
comparisons. To achieve our goal of eliminating
disparities, we also need to encourage routine
assessment of disparities in our public reporting
programs.

In April 2008, the Consumer-Purchaser Disclosure
Project released a national set of principles—The
Patient Charter—to guide the measuring and
reporting of physician performance data for
consumers.163 Similar principles should guide
public reporting.

MEASURES SHOULD BE MEANINGFUL TO
CONSUMERS AND REFLECT A DIVERSE
ARRAY OF HEALTHCARE PROFESSIONALS’
CLINICAL ACTIVITIES.

Measures should reflect IOM’s six aims for
improving the quality of healthcare, including
patient experience when feasible, and should
be meaningful and useful to consumers.

Reporting programs should not solely rely on
cost-efficiency information, and they should
reveal the proportionate weighting given to
cost and quality elements.

Consumers and consumer organizations
should be involved in the development of
programs that use these measures to provide
information to consumers. Such programs
should provide consumers with the appropri-
ate context for understanding and using the
information. Any such program should have a
clearly defined process for receiving and
addressing consumer concerns about such
information.

THOSE BEING MEASURED SHOULD BE
ACTIVELY INVOLVED.

Healthcare organizations and healthcare
professionals should be involved in developing
reporting programs.

Healthcare organizations and healthcare
professionals should be given reasonable prior
notice before information is released and
should be given the opportunity to correct
inaccurate results.

Healthcare professionals should get feedback
to improve their own practices.

MEASURES AND METHODOLOGY SHOULD
BE TRANSPARENT AND VALID.

Measures and related ranking methodologies
should be made available to the public.

Consumers should get clear information that
allows them to compare healthcare profession-
als’ performance.

The public should be told of any limitations on
the usefulness of the results, and the overall
program should be regularly evaluated, includ-
ing a review of any unintended consequences.

Sponsors of reporting programs should be
encouraged to aggregate data and to align and
harmonize measures where possible to reduce
redundancy and burden for healthcare organi-
zations.
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MEASURES SHOULD BE BASED ON
NATIONAL STANDARDS TO THE GREATEST
EXTENT POSSIBLE.

The primary source of measures for reporting
programs should be NQF.

Supplemental measures also should be used
when national standards do not yet exist or
when existing measures are unduly burden-
some, but these measures should follow NQF
criteria to the greatest extent possible.

It is hoped that through widespread adoption of
these principles, publicly reported information will
be more salient and understandable to consumers
and healthcare professionals and will be fair and
acceptable to healthcare organizations. Health
plans that adopt the Patient Charter agree to
adhere to these principles and to have their “report
cards” evaluated by an independent reviewer.

In 2009, the Partners will work to align public
reporting with the National Priorities and Goals
and to ensure that all public reporting programs
adhere to these sound principles.

Payment Systems

In America, payment programs reward volume
over value, so it is no surprise that volume is what
we get.

Fee-for-service, the dominant method of payment,
encourages increasing the volume of billable
services—office visits, diagnostic tests, and
procedures—rather than achieving the best patient
outcomes. It is estimated that 30 to 40 percent of
health services represent waste.164

There is an increasing focus on taking steps to align
payment with better quality, safety, and
affordability. Much attention has been given to
public and private purchasers linking a portion of
provider payments to performance on a defined set
of measures,165 and to efforts by Medicare and some
private purchasers to institute nonpayment policies
for certain, largely preventable events (such as
surgery on the wrong body part or infections
acquired while hospitalized).166 Attention also
should be focused on payment models that reward
preventive services and nonacute care, as well as
on innovative and nontraditional models of care
provision to encourage more efficient resource use.

Programs currently exist that could be cost-
effective alternatives to more traditional care
models. Yet, these programs remain largely
unrecognized and they face barriers that stifle their
wider adoption. The Transitional Care Model
(TCM), which supports the care of elders as they
transition from the hospital to their homes thereby
transferring many care responsibilities from
inpatient caregivers to family caregivers, is a case
in point. Care transitions from hospital to home are
periods when patients are particularly vulnerable
to experiencing adverse events. The TCM model
has demonstrated outcomes that illustrate the
success of the intervention, including longer
intervals between rehospitalizations, fewer
rehospitalizations, and cost reductions.167 Despite
this evidence, barriers remain to its broad
adoption, including regulatory obstacles and
inadequate reimbursement for transitional care
services and care coordination.168

Aligning payments to foster better quality and
more affordable care goes far beyond these
examples. All payment systems should be
examined to identify opportunities to encourage
and reward the achievement of the National
Priorities and Goals.

PAYMENTS SHOULD BE TIED TO RESULTS.
Payment programs should recognize and reward
performance improvement and the achievement of
excellence that ultimately contribute to improved
patient outcomes and that reduce healthcare
disparities.

SYSTEMS SHOULD FOSTER APPROPRIATE
CARE AND STEWARDSHIP OF RESOURCES.
Payment systems should encourage healthcare
organizations to always and only provide the right
care for the right patient, based on that patient’s
needs, preferences, and circumstances. Payments
should support healthcare organizations that
effectively use resources to meet the needs of their
patients.

PAYMENTS SHOULD SUPPORT
COORDINATION, INTEGRATION, AND
DELIVERY CAPACITY. Payments should facilitate
and reward the coordination and integrated
delivery of care. Payment should support the use
of technologies and systems that improve safety
and quality.
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PROGRAMS SHOULD BE SIMPLE AND
UNDERSTANDABLE. Payment programs should
be simple, transparent, and understandable to both
patients and healthcare professionals.

PATIENTS SHOULD GET THE RIGHT
INCENTIVES. Patients should be encouraged and
rewarded to pursue behaviors that are consistent
with healthy lifestyles and the safe and appropriate
use of health services.

PROGRAMS SHOULD ENCOURAGE
EVIDENCE-BASED CARE, WHILE FOSTERING
INNOVATION. Payment programs should
encourage tests, care, and interventions that are
based on solid evidence, but that at the same time
provide adequate flexibility to allow innovation to
flourish.

It is particularly important to recognize there is no
“one-size-fits-all” payment approach. However,
payment programs should foster collaborative
arrangements between healthcare organizations of
various types, and should encourage continued
organizational development.

To achieve the National Priorities and Goals the
Partners have set, we need to specifically link
payments between healthcare professionals and the
settings in which healthcare is provided (e.g., the
hospital, nursing home, ambulatory care facility,
clinic, home), such as through episode payments
and shared reward pools tied to reductions in
preventable hospital readmissions and emergency
department encounters.169 Other payment options
may be more relevant to integrated healthcare
systems, such as payments linked to patient
outcomes coupled with the efficient use of
resources across the episode of care; this could
include pre- and postoperative care, acute care, and
rehabilitation services (e.g., for patients undergoing
coronary artery bypass grafting).170 In addition,
mechanisms should be put in place to link provider
and patient incentives.

Research and Knowledge Dissemination

For many of the Priorities and Goals, the evidence
base on how to close current gaps in care is well
defined; however, for others, the path is less clear.
Resources must be invested to help us learn how to

translate what we have learned from basic
biomedical science into clinical research—and
importantly, how to apply this knowledge to
different types of practice settings.

THE NATIONAL PRIORITIES AND GOALS
SHOULD INFORM THE RESEARCH
AGENDA—BASIC SCIENCE, CLINICAL, AND
TRANSLATIONAL. SPECIFICALLY, THE
RESEARCH AGENDA SHOULD:

Build the evidence base for knowing what
works and for whom, and for how to best
translate this knowledge into routine prac-
tice.171 Once science tells us what works, we
need to be sure all types of patients achieve the
desired outcomes. This will require research to
determine the benefits or harms of such care
for different populations so we can tailor care
appropriately. This is where a feedback loop
between the clinical setting and the biomedical
science venue is critical to ensure that problems
can be rapidly conveyed and addressed.

Build the evidence base on effectiveness of care
including risks, benefits, and costs of alterna-
tive technologies and services.172 We encourage
coordinated research efforts to evaluate and
compare the effectiveness of treatment
options—for example, a new more expensive
drug versus a longstanding less costly drug—
to determine which options may be most bene-
ficial or appropriate for specific patients. This
information must be made available to health-
care professionals and consumers so they can
make informed decisions based on sound,
unbiased evidence.

INFRASTRUCTURE SHOULD BE IN PLACE SO
THAT THERE IS THE CAPACITY FOR RAPIDLY
AND RELIABLY DISSEMINATING BEST
PRACTICES AS WELL AS A FEEDBACK LOOP
FOR ONGOING LEARNING AND
MONITORING FOR UNINTENDED
CONSEQUENCES.173

Building this infrastructure will require invest-
ment and leadership from both the public and
private sectors to support and sustain this type
of enterprise on a national scale.
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Professional Development: Education
and Certification

To achieve the National Goals, we must strengthen
our professional workforce. The workforce is the
backbone of any industry, but it is particularly
important in healthcare, given the nature of the
relationship between patients and healthcare
professionals. If the quality of healthcare in the
United States is to improve, there must be an
adequate, appropriately prepared workforce in
place, a workforce of dedicated professionals who
have the knowledge and skills to provide optimal
care to each and every patient.

In 2002, IOM held an interdisciplinary summit to
determine how to better prepare healthcare
organizations to meet both the needs of patients
and the requirements of a changing health
system.174 This led to the identification of five core
competencies that all healthcare professionals
should possess, regardless of discipline.

PROVIDE PATIENT-CENTERED CARE.

Identify, respect, and care about patients’
differences, values, preferences, and expressed
needs.

Relieve pain and suffering.

Coordinate continuous care.

Listen to, clearly inform, communicate with,
and educate patients.

Share decisionmaking and management.

Continuously advocate disease prevention,
wellness, and the promotion of healthy
lifestyles, including a focus on population
health.

WORK IN INTERDISCIPLINARY TEAMS.

Cooperate, collaborate, communicate, and
integrate care in teams to ensure that care is
continuous and reliable.

EMPLOY EVIDENCE-BASED PRACTICE.

Integrate best research with clinical expertise
and patient values for optimum care, and
participate in learning and research activities to
the extent possible.

APPLY QUALITY IMPROVEMENT.

Identify errors and hazards in care.

Understand and implement basic safety design
principles, such as standardization and simpli-
fication.

Continually understand and measure quality of
care in terms of structure, process, and
outcomes in relation to patient and community
needs.

Design and test interventions to change
processes and systems of care, with the objec-
tive of improving quality.

UTILIZE INFORMATICS.

Communicate, manage knowledge, mitigate
error, and support decisionmaking using infor-
mation technology.

Having a competent workforce will not be enough in
itself to drive the improvement in quality that is
necessary to achieve high-value healthcare. Efforts
must also be made to address workforce shortages,
and healthcare professions and academic institutions
must ensure that there are sufficient numbers of
healthcare workers in all fields, especially
emphasizing the need for qualified primary care
professionals. Given the growing diversity of the
U.S. population, it is also critically important that we
encourage a diverse healthcare workforce.

The Partners believe that the IOM core
competencies are particularly relevant to achieving
the National Goals. What has been lacking is a
coordinated and focused effort to achieve them on
the part of all organizations involved in the various
phases of lifelong professional development. For
practicing professionals, alignment of the education
programs of professional societies and the
certification programs of professional boards will
be critical to achieving the National Priorities and
Goals. Through reform of undergraduate and
graduate education, we must ensure that the next
generation of healthcare professionals is well
prepared to take on the challenges confronting our
healthcare system. In addition to the activities of
each of the professions, including medicine,
nursing, and pharmacy, it will be important to take
advantage of all opportunities to engage in
interdisciplinary developmental programs.
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In 2009, the Partners will be initiating efforts to
better align professional development with the
National Priorities and Goals, and promising
efforts are already under way. For example, with
leadership from the American Board of Medical
Specialties, all 24 specialty boards have made a
commitment to incorporating a stronger “patient
voice” into practice, and all are working toward
adoption of CAHPS surveys that are relevant to
their specialty. Board certification programs also
play important roles—they provide education and
assistance to healthcare organizations to improve
performance, and they inform the public about
healthcare professional competencies and
performance. In carrying out these dual roles,
certification programs shape professional
education (e.g., residency programs that orient
their training to prepare healthcare professionals
for certification) and practice (e.g., through
certification, healthcare professionals acquire and
incorporate important skills and tools into their
practices).

This is just the beginning of what must be a broad-
based, in-depth effort to build a workforce for the
twenty-first-century health system.

System Capacity

The 2001 IOM Crossing the Quality Chasm report
noted the absence of real progress toward
restructuring healthcare systems to address both
quality and cost concerns and toward applying
advances in information technology to improve
administrative and clinical processes. The report
offered strategic direction for redesigning the
healthcare system in the United States and called
for the development of new organizational models
to support care delivery and identified six
important organizational capabilities:175

investment in health information technology
(HIT);

the creation of processes for managing new
clinical knowledge and skills;

the design of care processes based on best
practices;

the capacity to assemble and deploy interdisci-
plinary teams to respond to the needs of
patients with chronic illnesses;

coordination of care across patient conditions,
services, and settings; and

the development of performance measurement
and improvement capabilities available to
healthcare organizations.

Despite the direction provided by the IOM report,
problems prevail that were recently characterized
as a delivery system that is fragmented and
dysfunctional176—words that suggest that elements
of “systemness” remain lacking.

To achieve the National Priorities and Goals, we
must strengthen not only our professional
workforce, but the systems in which they work.
All types of healthcare organizations will need to
develop greater organizational capacity. For many,
this will necessitate entering into partnerships to
achieve greater levels of scale and clinical
integration.

Achieving higher levels of performance will
require organizational capabilities not present in
most delivery settings. There is growing evidence
that practice settings with organizational supports
perform better than those without;177 that certain
organizational supports, such as HIT are critical;178

and that the lack of organizational support leads to
poor quality, unsafe conditions, and inefficient use
of services.179

Many of the Partners are already engaged in efforts
to build system capacity. The improvement and
oversight programs of accrediting bodies, such as
the National Committee for Quality Assurance and
The Joint Commission, impact health plans,
hospitals, and other settings. Early efforts are under
way to encourage and reward small practice
settings that develop systems to coordinate care.180

State and regional collaborations, such as the Robert
Wood Johnson’s Aligning Forces for Quality
Communities and health information exchanges,
present opportunities to identify strategies to
improve healthcare infrastructure based on regional
and community needs and goals. Education and
technical assistance programs have critical roles to
play as the healthcare system moves through this
period of transition. These and other efforts will be
integral in making any strides toward significant
achievement of the National Priorities and Goals.

N
at

io
na

lP
ri

or
it

ie
s

Pa
rt

ne
rs

hi
p

N
at

io
na

lP
ri

or
it

ie
s

an
d

G
oa

ls
:T

he
D

ri
ve

rs
of

Tr
an

sf
or

m
at

io
n

•
54



The Path
Forward



Today, we encourage you to join us not in calling
for reform, but in enacting it nationally and in local
communities across the country. This reform will
be reflected in performance measurement, public
reporting, payment reform, sound public policy
that encourages the development of a high-
performing health system, support of a new robust
information infrastructure, and more. We urge all
those in the healthcare world to embrace trans-
parency and public reporting and best-in-class
measures of performance in their quest to achieve
the National Priorities and Goals. We appeal to
those working at the
community level to focus
on population health,
coordinating care across
settings, and engaging
patients and their fami-
lies in decisionmaking.

The bold goals we are
targeting for ourselves
and for the nation are
nothing short of a moon
shot. We believe they are achievable if our
currently disparate initiatives and efforts become
aligned. We recognize we are far from having all of
the answers, but we believe that in areas where we
do not yet have a clear path to reform, we must
thoughtfully forge the way forward based on the
best evidence available. We have purposefully set
the bar for performance and fundamental change
high. But we have confidence that all of us—and all
of you—are up to the task.

Identifying this first set of National Priorities and
Goals is a major accomplishment, but we all agree
it is only the first step in what must be a more
expansive and ongoing implementation process
aimed at achieving them. Over the next year and

beyond, we hope the National Priorities and Goals
will spur action and innovation, because without
coordinated actions, these goals will not be
reached. The Partners will work with each other
and with policymakers, healthcare leaders, and the
community at large to build on the framework
provided in this report and to develop actions in
each of the major areas that will drive the improve-
ments needed: performance measurement, public
reporting, payment systems, research and knowl-
edge dissemination, professional development, and
system capacity.

Within three years, meas-
ures to support tracking
of the National Priorities
and Goals should be
developed. This would
permit mapping to the
National Healthcare
Quality Report and
the National Healthcare
Disparities Report, which
could begin to provide a

barometer of our progress.181 Additionally, we urge
tracking of the progress of the Priorities and Goals
through regional reporting efforts, recognizing that
communities across the nation will be at different
starting points. The Partners plan to reassess the
National Priorities every three years to ensure their
ongoing relevance and to keep abreast of successes
and setbacks in reaching established benchmarks.

The National Priorities Partnership is leading the
way in showing us how to solve the healthcare
crisis we face today. The mere existence of a shared
sense of responsibility to meet specific goals can
transform healthcare quality. Acting to meet them
can revolutionize it.

THE PATH FORWARD

Every American, of every economic, social, or cultural class, deserves high-quality healthcare, and

discrimination in healthcare of any kind must be eliminated.
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The mere existence of a
shared sense of responsibility

to meet specific goals can
transform healthcare quality.

Acting to meet them can
revolutionize it.
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