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Past Efforts to Define High-Performing 

Health Systems

• Physician Self Referral Regulations

• Medicare Payment Advisory Commission 

(MedPAC)

• Commonwealth Fund

• Institute of Medicine

• Draft Language Re:  In-Office Ancillary Services

• American Medical Association 
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Our Process

• Create four work groups of members

• Review and critique past work at a definition

• Peer review of work group products

• Consolidation of 70+ pages to a one page 

definition

• Public Policy approval

• AMGA Board of Directors approval



What Is a High-Performing Health 

System (HPHS)?

A multispecialty medical group or other 

organized system of care that is integrated or 

has partnerships with other care sites to provide 

patients with better services and care.  HPHS 

successfully manage the per capita cost of 

health care, improve the overall patient 

experience, and improve the health of their 

respective populations.
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What Are the Qualifications?

1. Provide Efficient Provision of Services

2. Function as an Organized System of Care

3. Conduct Quality Measurement & 
Improvement

4. Conduct Care Coordination

5. Use IT & Evidence-based Medicine

6. Assume Accountability

7. Conduct Certain Compensation Practices
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Efficient Provision of Services

• Manage per capita cost of care

• Improve patient care experience

• Improve health of populations



Organized Systems of Care

• Continuum of care provided for populations

• Integrated or has partnerships

• Physician as principal leaders of medical care

• Shared responsibility for non-clinical activities

• Accountable for care transitions



Quality Measurement & 

Improvement Activities

• Preventive care & chronic disease 

management

• Patient outreach programs

• Continuous learning and benchmarking

• Research to validate clinical processes and 

outcomes

• External and transparent internal reporting

• Patient experience surveys



Care Coordination

• Team-based approach with team members 

working at the top of their field

• Single plan of care across settings and 

providers

• Shared decision making



Use of IT & Evidence-based 

Medicine

• Meaningfully use IT, scientific evidence and 

comparative analytics

• Aid in clinical decision making

• Improve patient safety

• Aid in the prescribing of pharmaceuticals



Accountability

• Shared financial and regulatory responsibility 

and accountability for efficient provision of 

services



Compensation Practices

• Incentives improved health and outcomes of 

populations

• Affiliate with patient experience or quality 

metrics



What if My Group Does Not Meet the 

Qualifications?

AMGA will provide a 

Readiness Assessment 

tool and educational 

programs and other 

tools to help members 

attain this definition.
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Using the Definition

• Legislative Action to Reward High-Performing 

Organizations

– SGR

– Stark Exemptions

– Rules and Regulations

– Other 

16



Thank You

Donald W. Fisher, PhD, CAE

AMGA, President and CEO

Anceta, LLC, Chairman

(703) 838-0033

dfisher@amga.org

17



Welcome to the AMGA 

Leadership Council 

Meetings!

18



Health Care, Education and Research www.billingsclinic.com

HIGH PERFORMANCE HEALTH 
SYSTEMS 

THE FUTURE HEALTH CARE DELIVERY 
MODEL

AMGA 2013 Annual Conference
CEO/President/COB Leadership Council Meeting

Nicholas Wolter, M.D., CEO

Billings Clinic

March 13, 2013 



Health Care, Education and Research www.billingsclinic.com

Billings Clinic – Brief History and Description

Key Strategies and Tactics

Early Adoption and Innovation

Some Results and Short Comings

Critical Success Factors for Delivery Systems 

Going Forward
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Who We Are

• Community governed, physician 

led, patient centric

• Merger/Integration of a MSGP

and Community Hospital in 

1993�NFP

• Organized clinical care

• One patient record (& bill)

• Multiple clinical providers, but 

one team

• An obsessive dedication to 

quality and service

• 3500+ Committed Employees
– Group practice w/250 Physicians, 75 NPs 

and PAs, 10 clinic locations

– 272 (230) bed level II trauma & tertiary 

referral hospital

– Manage/support 10 CAHs 

– 3rd largest employer in Montana

• Board of Directors: Community-based w 

MDs included

• “Internal Board”: Leadership Council
– Physicians and Administrators

Multispecialty Group Practice at the Core



Service Area

Riverton

Fremont

Casper

Powell

Park

Cody

Hot 
Spring

s Thermopolis

Bighorn

Lovell

Washakie
Worland

Sheridan

Campbell

Gillette

Crook

Lincoln
Flathead

Sanders
Lake

Glacier

Missoula

Ravalli

Granite

Deer 
Lodge

Pondera

Teton

Lewis & 
Clark

Madison

Gallatin

Park

Sweet 
Grass

Meagher
Wheatland

Judith 
Basin

Chouteau

Hill

Blaine

Fergus

Golden 
Valley

Carbon Big Horn

Yellowstone

Musselshell

Petroleum

Phillips

Valley

Garfield

Rosebud

Powder 
River

Carter

Fallon

Prairie
Wibaux

Dawson

McCone

Richland

Roosevelt

Sheridan
Daniels

Dillon

Lewistown

Livingston

Columbu
s Billings

Red Lodge

Miles City

Sidney

Glasgow

Weston

Natrona

Williams

Divide

McKenzie

Dickinson

Dunn

Stark

Slope

Bowman
Adams

Scobey

Big 
Timber

Bozeman

June 2011

Hardin

Sheridan

Johnson

Buffalo

Glendive

Williston

Lame Deer

Plentywood

Poplar

Missoula

Silver 
Bow

Jefferson

Cascade

Toole

Great Falls

Custer

Havre
Kalispell

Butte

Forsyth

Primary (62% of admits)

Secondary (15% of 
admits)
Tertiary (20% of admits)

Population     Sq. 
Miles
Primary             139,981           2,635
Secondary           54,349 26,101
Tertiary            350,299 92,630
TOTAL:           544,629         121,366
Source: Claritas, Inc. 2007 Population Estimate

US Census Bureau Land Area Sizes

Hospital

Satellite Clinic
Long-Term Care

Billings Clinic Sites

Colstrip

Managed Facility

Defined Service Areas



Montana:  147,138 square miles and 922,002 people 
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Brief History

1917 Billings Clinic Founded

1927 Billings Deaconess Hospital Built

1989 Billings Clinic Partnership had 90 MDs;

Represented 85% of Admissions to 

Deaconess Medical Center

1989 – 1993 Merger Discussions

June 30, 1993 Merger Completed
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Rationale for Merger

• Clinic need for capital, income stabilization

• Hospital desire for non-duplication of services

• Infrastructure efficiencies

• Preparation for managed care (Clinton Health 

Reform Initiatives)
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Merger Discussions

• Financial Pro Formas

• Legal and Regulatory Issues

• Vision and Culture 



Initial Merger Structure

501(c)(3)

Parent Board

501(c)(3)

DMC

501(c)(3)

BC

“Deaconess-Billings Clinic Health System”
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Brief History

1993 – 1995 “Office of the CEO”

1995 Board/Physician Leadership Mediation

1995 – 1997 Co-CEOs

Operating Council Formed

1997 Financial Losses

Reduction in Force

Turnaround Consultants

1997 Single CEO

1 Budget
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Brief History

1997 – 2013 Financial Stability

Physician Recruitment

Physician Leadership Development

Vision to Safety/Quality

Personal Service Excellence

Centers of Excellence Development

Regional Strategy

Operating Plan

Balanced Scorecard

Market Share Movement



Medical Foundation Model

Billings Clinic

[Montana 501(c)(3)]

Governing Board

Billings Clinic 

Foundation

[Montana 501(c)(3)]

Board

CEO

Leadership 

Council

Research Continuing 

Care

Support Functions

Strategic Development 

Community Relations 

Human Resources 

Information Services

Support Functions

Finance/Accounting     Quality 

Resources/Risk Mgt Facility 

Services         General Counsel

Research
Continuing

Care

Group Practice
Hospital Regional

Affiliations
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Billings Clinic
Physician Group Practice

Decision Making Processes/Places
• Departments and Chairs

• Department Chair Meetings

• Divisions- Primary Care, Surgery, Region

• All Physician Meetings

• Hospital Clinical Units

• Physician Compensation Committee

• Leadership Council

• Administration (SET- Senior Executive Team)

• Physician Chief Executive Officer

• Board of Directors

• CMO Hospital, CMO Clinic, Chief Quality/Safety Officer
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Who We Are

An outstanding medical foundation built upon the

following cornerstones:

• A multi-specialty physician group practice in which a 
“community of physicians” work together in a collegial manner 
is at the core of this model.

• The partnering of physicians, excellent business managers, 
professional staff, and volunteers create a team whose synergies 
drive our success.

• Not-for-profit, community-owned and governed.

• Mission-driven decision-making dedicated to a higher purpose in 
the community and the region.

• An obsessive dedication to quality and service.
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Physicians and Billings Clinic

• Collegiality
• Infrastructure Support
• Reasonable/Excellent Salary and Benefits
• Diversity of Professional Opportunities
• Physician Led Organization
• Quality of Clinic and Hospital Environment
• Quality of Non-Physician Staff
• Billings Clinic Strategy and Tactics
• Billings Clinic Reputation and Brand
• Opportunity to be Part of the “Best”
• Montana: “The Last Best Place”, “State of 

Mind out West”
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Themes

• Importance of Group Practice Model
• Physician Leadership
• Quality, Safety, and Service as Core 

Strategy
• Professionalism, Ethics
• Financial Stewardship, Producing Value
• Consistency of Purpose
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Billings Clinic Quality and Patient Safety Awards, 
Recognition and Accreditations

Modern Health Care’s Most Wired

2003, 2007

Mountain-Pacific Quality Health Foundation Quality Award

2003-2012

VHA National Leadership Award for Clinical Effectiveness

2004 – 2006

HealthGrades Distinguished Hospital Award for Clinical Excellence

2004, 2005, 2013

Solucient 100 Top Hospitals in America Modern Healthcare and Truven Health Analytics

2004, 2013

Solucient - Thomson Reuters 100 Top Hospitals in America for Cardiovascular Care

2004 – 2009

VHA National Leadership Award for Clinical and Operational Effectiveness

2005 – 2007

Employer of Choice

2005
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Billings Clinic Quality and Patient Safety Awards, 
Recognition and Accreditations

Verispan 100 Most Highly Integrated Healthcare Networks in America

2005

Magnet™ Designation by the American Nurses Credentialing Center

2006 – 2010, re-designated 2011-2015

HealthGrades Distinguished Hospital Award for Patient Safety

2007, 2010, 2011, 2012

Beacon Award for Critical Care Excellence

2007-2010, 2013-2016

National Cancer Institute Community Cancer Centers Program

2008 – 2014

National Committee for Quality Assurance/American Diabetes Association 

Diabetes Physician Recognition Program

2010-2013 

Quest Top Performing Hospitals Award by Premier Healthcare Alliance

2011
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Billings Clinic Quality and Patient Safety Awards, 
Recognition and Accreditations

“A” Rating for Hospital Safety by The Leapfrog Group

2011, 2012

Women’s Choice Award – America’s Best Hospitals for Patient Experience

2012

Accredited as an Accountable Care Organization by The National Committee 

for Quality Assurance

2012

Rated #1 in Nation for Patient Safety by Consumer Reports ®

2012

US News and World Report Best Regional Hospitals - #1 in Montana for Diabetes and 
Endocrinology, Gynecology, Nephrology and Pulmonology

2012-2013 

US News and World Report Best Nursing Homes – Five Star Rating for Transitional Care Unit

2013
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Early Adoption and Innovation

• Quality and Safety White Paper 2002

• Personal Service Excellence

• Collaboratives

– AMGA

– VHA

– Premier

– AHA

– AMA
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Early Adoption and Innovation

• Cerner IT Adoption 2004

• 2005 Best in Nation Vision

• Reinertsen Retreats

• Billings Clinic Brand Decision

• Scouting Missions

• Regional Health System Development
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Early Adoption and Innovation

• CMS Physician Group Practice Demonstration  
and Transition Demo

• Magnet Designation

• Complexity Theory Initiatives

• Medicare Shared Savings Pilot

• Bundling:  Hip & Knee
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Early Adoption and Innovation

• Leadership Billings Clinic

• Physician Leadership HayGroup Project

• BCBS Medical Home Project

• NCQA ACO Designation

• Operational Excellence (Lean Six Sigma)

• Cerner Partnership
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Early Adoption and Innovation

• Mayo Clinic Care Network

• New West Health Services (Medicare 
Advantage)

• Research and Center for Translational 
Research

• Board Quality and Safety Committee

• Internal Medicine Residency
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Some Brief Examples





Operations
Internal 
Communications

Human 
Resources

Design System

Visual Expression 
(logo)

Retail Stores

Policies / Process

Information Technology

Legal

Project 
Management

Employees

Finance

Traditional  Brand 
Perspective

Name(s)

Advertising
Public Relations / 
Investor Relations

Reward and 
Recognition 
Programs

Call Centers
Patient Service 

and Delivery

Training

MD Recruitment

Warranties

Brand Architecture

Taglines / Slogans

Product 
Development

New Brand 
Reality…Go Deep!

Brand Story

To Build a Strong Brand, You Must Go Deep!

Volunteers

Facilities/Equipment

Source:  Monigle 2004



MAYO CLINIC CARE NETWORK
Current Affiliates by Location

Mayo Clinic Health System
Mayo Clinic Care Network

Kingman Regional
Medical Center

Arizona State University
Health Services

NCH Healthcare

Altru
Health

Centra Care
Coborn Cancer Center

Dartmouth-
Hitchcock

Sparrow
Health System

NorthShore University
HealthSystem

Heartland
Health

St. Alexius
Medical Center 

St. Elizabeth
Healthcare

Yuma Regional
Medical Center

Mayo Clinic

As of January 2013

Current affiliates – 13

Billings Clinic



10 Key Strategies
Patient Safety and Clinical Excellence - The right care for each patient, the first time and every time.

Personal Service Excellence - Provide world class patient-centered service.

Innovation - Implement innovative medical technologies and apply clinical research to improve direct patient 
care.

Operational Improvement - Achieve operational performance targets and improve care and support 
processes.

Physician Leadership - Maximize the value of the group practice structure and develop physician leadership 
skills required to fulfill our vision.

Organizational Culture - Provide a workplace environment that attracts and retains talented physicians and 
staff.

Information Systems Solutions - Develop and implement strong and innovative information systems and 
technology which enable outstanding clinical care and a superior business model.

Our People - Strengthen and sustain physician, administrative, and staff capabilities to achieve
service and operational performance excellence.

Financial Strength and Community Stewardship - Demonstrate financial stewardship by creating the 
financial capacity to ensure that the highest quality patient care and value are delivered to our community and 
region.

Net Revenue Growth - Focus on targeted service and market development to achieve an operational scale 
that enables clinical excellence, improved access to services and stronger financial performance.



Information 
Systems Solutions

Financial Strength and 
Community 
Stewardship

Net 
Revenue 
Growth

Patient Safety and Clinical Excellence  

Physician Leadership

Cost 
Effectiveness

Service and 
Market 
Expansion

Clinical and 
Business 
Processes

Learning and 
Growth

As customers of the 
Health Care 
Organization’s services, 
what do we want, need 
or expect?

Growth and 
Development

Patient Care

Clinical and 
Business 
Processes

Learning and 
Support

As financial 
stakeholders, how do 
we intend to meet the 
goals and objectives in 
the Health Care 
Organization’s Mission 
Statement?

As members of the 
Health Care 
Organization staff, 
what do we need to do 
to meet the needs of 
the patients and health 
care community?

As a Health Care
Organization, what 
type of culture, skills, 
training and technology 
are we going to develop 
to support our 
processes?

Vision:  Billings Clinic will be a national leader in providing the best 
clinical quality, patient safety, service, and value.

Organizational 
Culture

Personal Service 
Excellence  

Provide world class 
patient-centered service.

Operational 
Improvement  

Innovation  

Achieve best practice operational 
performance targets to improve 
care and support processes.

Implement 
innovative medical 
technologies and 
apply clinical 
research to improve 
patient care.

Our People

Strengthen and sustain 
physician, administrative, 
and staff capabilities to 
achieve service and 
operational performance 
excellence.

Develop and implement 
strong and innovative 
information systems and 
technology which enable 
outstanding clinical care 
and a superior business 
model.

Provide a workplace 
environment that 
attracts and retains 
talented physicians and 
staff.

Maximize the value of 
the group practice 
structure and develop 
physician leadership 
skills required to fulfill 
our vision.

The right care for each 
patient, the first time 
and every time.

Demonstrate financial stewardship by creating the financial 
capacity to ensure that the highest quality patient care and 
value are delivered to our community and region.

Focus on targeted service and market expansion to achieve an operational 
scale that enables clinical excellence, improved access to services and 
stronger financial performance.



Create financial 
capacity

Optimize the 
cost of 

providing care

Optimize 
revenue capture

Apply IT solutions 
to strategic 
priorities

Train and 
support people 

to use IT

Information Systems 
Solutions

Financial Strength and 
Community Stewardship

Net 
Revenue 
Growth

Grow core 
revenue streams

Expand core 
clinical services

Grow non and 
other operating 

revenue

Maximize patient 
safety

Provide timely and 
effective care

Demonstrate best 
in nation clinical 

outcomes

Patient Safety and Clinical Excellence  

Utilize evidence 
based processes

Optimize research 
opportunities

Innovation  

Translate research 
to patient care

Cost 
Effectiveness

Service and 
Market 

Expansion

Clinical and 
Business 
Processes

Learning and 
Growth

As customers of the 
Health Care 

Organization’’’’s 
services, what do we 

want, need or 
expect?

Growth and 
Development

Patient Care

Clinical and 
Business 
Processes

Learning and 
Support

As financial 
stakeholders, how do 
we intend to meet the 
goals and objectives in 

the Health Care 
Organization’s Mission 

Statement?

As members of the 
Health Care 

Organization staff, 
what do we need to do 
to meet the needs of 

the patients and health 
care community?

As a Health Care 
Organization, what 
type of culture, skills, 

training and technology 
are we going to develop 

to support our 
processes?

Provide easy access 
to specialists and 

services

Personal Service 
Excellence  

Maximize 
patient 

satisfaction

Organizational Culture

Leverage group 
practice model

Effectively 
coordinate health 

care services

Develop 
strategic talent

Our People

Recruit and retain 
quality staff and 

physicians

Operational Improvement  

Hospital Clinic

Clinical ProcessesClinical Processes

Business ProcessesBusiness Processes

Demonstrate 
community 
stewardship

Align physicians 
with group 

practice model

Physician Leadership

Develop physician 
leadership depth 

and skills

HCAHPS

Mortality rate
Appropriate Care

Serious Safety Event Rate

Diabetes Management

Research spending/quarter
Research participation

Total Turnover
First Year Turnover

Medical Education Engagement

Physician Worked RVU per Provider FTE
Payroll Hours per Adjusted Admission
Salaries and Benefits as % of Net Patient Revenue

Divert Hours

Geometric LOS
Financial LOS

Expense/Admission (CM)

Total Operating Margin
Days Cash On Hand

Net Patient Revenue/Admission (CM)
AR Days

New Patients to Clinic 
Inpatient Market Share

Clinic Net Revenue Growth 
Hospital Net Revenue Growth 
Ancillary Net Revenue Growth

Create a culture 
of teamwork

Efficient

Patient-

Centered

Equitable

Effective

Safe

Timely

Vision:  Billings Clinic will be a national leader in providing the best 
clinical quality, patient safety, service, and value.
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IT Strategy and Tactics

• Financial Sysytems shared across the rgion

• Single EMR clinic, hospital, regional clinics, 
CAH affiliates

• Early qualifier meaningful use

• In process: robust revenues cycle 
improvements, new general ledger and HR, 
data warehouse, decision support, real time 
clinical info and tools,

• Cerner partnership
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2005
By 2010, Billings Clinic will be 
recognized as the health care 

organization providing the best 
clinical quality, patient safety, 
and service experience in the 

nation.
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Quality Focus: Key Milestones

• 1997 - Clinic embraced an obsessive dedication to quality and service as a 

cornerstone to its future success

• 2001 - Billings Clinic's White Paper on Quality Adopted, “Right care for each 

patient, first time and every time”

– Established focus of the system, department, budgetary commitment, 

dedication to alignment to the national quality agenda

– Philosophy to pursue national collaborations

• 2004 - Restatement of the vision placing quality and patient safety as the 

core strategy of the organization

– “A Theory for Leadership on the Transformation for Health Care 

Organizations” by Jim Reinertsen, M.D.

• 2005 - Billings Clinic White Paper on Patient Safety

• 2006 - ANCC Magnet Designation

• 2005- 2012 Diverse Recognition, most recently Consumer Reports Pt Safety
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Billings Clinic Culture of Quality and Safety

• CMS PGP Demo

• Early Adopter CMS Core Measures

• ICU Bundles (Pronovost)

• MRSA Reduction Using Positive Deviance Technique

• Specialty Society Quality Data:  STS, ACC, NSQP

• Chronic Disease Registries 

• PACE

• Magnet/Beacon

• Center Translational Research

• NCCCP

• CMS PGP Demo

• Quest/Premier ACO Demo



PULL
PUSH

1. Set Direction: Mission, Vision and Strategy

Make the status quo uncomfortable

Make the future attractive

3. Build Will
• Plan for Transformation
• Set System-Level Aims for 

Performance
• Provide Encouragement
• Define the Business Case
• Learn Subject Matter
• Make Connection Between 

Quality Work and Strategy

5. Execute Change
• Use Model for Improvement for

Design and Redesign
• Use Change Leadership Model
• Review and Guide Key Initiatives
• Spread Ideas
• Communicate results
• Sustain improved levels of

performance 

4. Generate Ideas
• Read and Scan Widely, Learn from 

other Industries & Disciplines
• Benchmark to Find Ideas
• Listen to Customers
• Invest in Research & Development
• Knowledge management
• Understand Organization as a 

System

Leadership for Transformation

2.  Establish the Foundation
• Personal Preparation
• Choose and Align the Senior Team

• Build Relationships
• Develop Future Leaders 

• Reframe Operating Values
• Build Improvement Capability
• Use Evidence-Based Operating 

Systems

© 2002 Institute for Healthcare Improvement



PGP Demo: Financial Outcomes

Savings: 

Year 1: $9.5M,   2 org ���� $7.3M     

Year 2: $17M, 4 orgs���� $13.8M

Year 3: $32.3M, 5 orgs���� $32.3M    

Year 4: $37.8M, 5 orgs���� $31.7M

Year 5: $36.2M. 4 orgs���� $29.4M

5 yr. Savings Total= $133M* $115M shared with 6 orgs           

1 org captured >50% total

5th year savings payment reflects 1.8% of net patient expend

For most, savings < ↓ revenues/business costs of implement.

Risk adjustment was significant factor in performance

Data feedback problematic; reconciliation @ 18 months 

True patient engagement hampered by retro attribution 

Overall evaluation of success?  

10 separate comparison groups and no national benchmark

*Only amounts >2% threshold are recognized, actual net $218M



PGP Demo: Clinical Outcomes

Clinical interventions applied to all patients, payer-neutral

Increased focus on population management and chronic disease

Increased outpatient utilization, decreased inpatient utilization.  
Examples from PGP organizations:

40% reduction of HF hospitalizations ($4M+ revenue) for 15% pop

20% reduction in 1 day psych hospitalizations

Planned visits , improved PCP access to reduce emergency visits

Chronic condition management for anticoagulation, HF, lipids, diabetes, 
& 24/7 nurse triage

Risk stratification with case management for complex patients

Improved coordination for transitions in care

Significant spending on EMR optimization & quality 
reporting/documentation

All 10 orgs with significant quality achievement (year 5, 7@100%)



PY1 PY2 PY3 PY4 PY5 Average Annual 5 year Expenditures

1.21% 2.00% 2.56% 3.63% 2.37% 2.39%

5 Year Savings $218,573,184 $9,161,179,345 

Summary Results
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How The PGP (2005-2010) 
Influenced the Development of ACOs

Accountable Care 
Act-2010: ACO 
provisions include 
• Primary Care Attribution
• National comparison 

targets
• Target is absolute 

spending increase over 
base

• Retains risk adjustment

Transition 
Demo (2011-12)
• Incorporated 

changes in ACA 
provisions 

• Improved data 
reporting from CMS

• Quality Measures 
32����45

• Discussions/develop
ment led to first ACO 
proposals that 
ignored some PGP 
recs

• The national 
consensus 
supported the PGP 
groups 
recommendations

Final ACO Regs
• Quality Measures

65����33
• Eliminate 25% 

withhold
• First Dollar sharing  

after minimum 
savings  threshold 

• Allows for 1 or 2-
sided risk

• Preliminary 
prospective 
assignment      

63



PGP TD ACO Pioneer

Attribution retrospective
All Specialty

retrospective 
Primary Care

retrospective 
Primary Care

retrospective 
Primary Care

Base Prior Year (2004)
3 -year wt. 
Averaging

3-year wt. 
Averaging

3-year wt.  
Averaging

Term                     
(before re-
basing) 3-->5 years 2 3 3

Comparison
Local                       

Rate of growth 
National       

Absolute amount
National       

Absolute amount

National           
50% amount +

50% rate growth

Threshold               
(MSR) 2% 1.47%-4.65%

2-3.9% or
2% 1%

Savings 
80%                      

above MSR
50%                     

first dollar
50% above MSR or      

60% first dollar
50%                        

first dollar

Quality Gate 50% 80%, 90% 100% 100%

Quality 
Measures 32 45 33 33

Loss Risk No No
No (1 sided)
Yes (2 sided) Yes

Risk 
Adjustment

retrospective 
updated yearly

prospective 
adjusted yearly

prospective                 
fixed for term

prospective       
fixed for term

Comparison of Shared Savings Models
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MSSP:  Billings Clinic View

• Attribution improved- still retrospective, 60% 
stayer rate

• Threshold a problem for smaller poulations
(BC 12,000+ bens, 3.4% threshold)

• Quality/safety measures reasonable- reporting 
vs achieving benchmark issue

• Risk adjustment fixed for 3 years

• Beneficiary notification

• HCAHPS, CCAHPS
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Bundled Payment Initiative

Major joint replacement or reattachment of lower 
extremity w/o MCC

Billings Clinic           Compare Group

Count of Anchor Admissions: 187              1,878 

0-90 days post discharge spend:

Total Post Acute Care - Part A and B $5,665 $5,073 

Readmissions $156 $408 

Skilled Nursing Facility $4,419 $2,328 

Home Health $737 $990 

All Other $353 $1347 
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Strengths/Opportunities

67

Readmissions:  Billings Clinic’s cost for readmissions are well below the 
compare group and national benchmarks for high performing facilities.

Skilled Nursing Facility: Billings Clinic cost for post acute skilled nursing 
facilities is well above compare group and national benchmarks for high 
performing facilities.

Opportunity is to shift post acute discharge to home health or  
outpatient rehabilitation when clinically indicated. Both settings
provide cost savings for Medicare.



VBP in Context:
Mandatory Delivery System 

Reforms for Hospitals

VBP

• Begins October 1, 
2012 (FFY 2013)

• Redistributes 
inpatient payments

• Budget neutral

Readmissions

• Begins October 1, 
2012 (FFY 2013)

• Cuts Medicare 
inpatient payments 

• $7 billion cut /10 
years nationwide

HACs

• Begins October 1, 
2014 (FFY 2015)

• Cuts Medicare 
inpatient payments

• $1.4 billion cut / 10 
years nationwide.

EHR 
Meaningful 
Use (ARRA)

• Incentives for 
qualifying hospitals 
now

• Cuts Medicare 
inpatient payments 
in FFY 2015 for 
hospitals that do not 
meet “meaningful 
use” standard

FFY 
2013

FFY 
2015



Implications of Mandatory 
Delivery System Reforms

• Hospitals will be competing against each other

• Play or pay

VBP

• Best performers 
win

• Others break even 
or lose

Readmissions/HACs

• No winners, only 
losers

EHR Program

• Carrot and stick
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Medicare DRG $$$ at Risk 
for Quality Performance

2013 2014 2015 2016 2017

Value Based 
Purchasing

1% of 
All DRGs

1.25% of
All DRGs

1.5% of 
All DRGs

1.75% of 
All DRGs

2.0% of
All DRGs

Hospital 
Acquired 
Conditions

1% of 
All DRGs

1% of 
All DRGs

1% of 
All DRGs

Re-
admissions

1% of 
All DRGs

2% of 
All DRGs

3% of 
All DRGs

3% of 
All DRGs

3% of 
All DRGs

Total:
2% of 

All DRGs
3.25% of 
All DRGs

5.5% of 
All DRGs

5.75% of 
All DRGs

6% of 
All DRGs



Physician Quality Reporting System
(Formerly know as Physician Quality Reporting Incen tive [PQRI])

Incentive to Penalty

2008 2009 2010 2011

1.5% of
Medicare B

PFS

2% of
Medicare B

PFS

2% of
Medicare B

PFS

2% of
Medicare B

PFS

2012 2013 2014 2015

1% of
Medicare B

PFS

.5% of
Medicare B

PFS

.5% of
Medicare B

PFS

Penalty to be 
enacted for 

non-reporting
(1.5-2%)



QUEST 
Charter Member Performance Report

Data Source: Premier QUEST
End user: QUEST Charter Members
Frequency: Quarterly

11.8%

10.7% 10.8%

9.0%

10.5%

8.2%
7.6% 7.6% 7.9% 7.8%

5.8%
6.2% 5.9% 6.1% 6.1%

9.6%

0.0%

2.0%

4.0%

6.0%

8.0%

10.0%

12.0%

14.0%

1Q11
(TPT 8.1%)

2Q11 3Q11 4Q11 1Q12

30-day Readmission - All Cause
(lower is better)

Billings Clinic All-or-None Composite Top Quartile

Top Decile BC W/O Psych

Top Performance Threshold
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Why PCMH within ACO?

• Emphasizes prevention

• Encourages cognition/relationship over technology

• Less variation in utilization 

• Allows for most efficient delivery methods: allied 
professionals, phone, e-mail, web-enabled

• Proven concept in other modern nations, staff-model 
HMOs

• Access closest to patients

• Promotes shared decision making

• Leverage point for post-hospital care
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Common Elements of PCMH

• Patient Registry to establish a population 

served. 

• Identifying and correcting gaps in care.

• Chronic disease monitoring.

• Reporting quality metrics using common data 

elements (HEDIS, AHRQ, CMS).

• Reporting to providers on performance. 
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PCMH-Physician Groups (*=active)

Physician Group Number of Physicians

Billings Clinic* 77 MD (16 IM, 25 FP, 18 Peds, 18 OB), 23 Midlevel

Western Montana Clinic* 31 MD (8 IM, 14 FP, 5 Peds, 4 OB), 7 Midlevel

St. Patrick’s Hospital* 15 MD (6 IM, 9 FP), 5 Midlevel

Benefis 14 MD (7 IM, 3 FP, 4 OB), 5 Midlevel

St. Peters Hospital 14 MD (2 IM, 12 FP)

Kalispell Regional MC* 20 MD (3 IM, 6 IM-Peds, 11 FP), 11 Midlevel

Comm. Medical Center* 20 MD (5 IM, 11 FP, 4 Peds), 7 Midlevel

Bozeman Deaconess* 26 MD (9 IM, 6 FP, 6 Peds, 5 OB), 7 Midlevel

Northern Montana Hosp. 10 MD (3 IM, 5 FP, 2 OB)

St. Vincents* 9 MD (7 IM, 2 FP)

Holy Rosary Healthcare 4 MD (1 IM, 1 FP, 2 OB)

Total Phys./Midlevels 240 MD (67 IM, 99 FP, 6 IM-Peds, 33 Peds, 35 OB), 65 Midlevel.
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2012 BCBSMT PCMH Program 

Chronic Diseases

• Asthma

• Ischemic Vascular Disease

• Depression

• Diabetes

• Hypertension

Preventative Care

• Preventative exam

• Smoking status

• BMI

• BP

• Breast cancer screening

• Cervical cancer screening

• Colon cancer screening

• Immunizations
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PCMH PMPM Financial Trending
(Total Cost of Care for Attributed Members Expressed as Allowed Amounts)

PCMH 

(16,459 BCBSMT Attributed Members)

2009 2010 2011 Trend

Total PMPM $329 $366 $349 3.08
%

Risk Adjusted 
PMPM

$260 $277 $262 0.34
%

$100,000 Stop-
Loss,
Excess Risk 
Adjusted 

$334 $349 $352 2.6%

All Other PCP 

(36,254 BCBSMT Attributed Members)

2009 2010 2011 Trend

Total PMPM $321 $337 $368 7.08
%

Risk Adjusted
PMPM

$248 $253 $255 1.42
%

$100 ,000 Stop-
Loss,
Excess Risk 
Adjusted

$319 $345 $366 7.24
%
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Individual PCMH Groups
(3 year average trend)

PCMH Group Comment Attribute
d 

Patients

PMPM 
Trend

RA PMPM
Trend

$100 K SL 
With Excess 

RA

Billings 
Clinic

3 year PCMH 5,429 -0.14% -3.74% 0.79%

PCMH Group 
2

-1.65% -6.67% 0.59%

PCMH Group 
3

11.72% 15.13% 10.68%

PCMH Group 
4

9.90% 14.32% 6.29%

PCMH Group 
5

5.81% 11.29% 0.94%

PCMH Group
6

-8.67% -10.02% - 8.25%

PCMH Group 
7

11.27% 7.64% 12.26%
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Cultural Assessment 2012

Safety Attitudes Questionnaire (SAQ)
Teamwork and Safety Climate Version

Comparative Feedback Report



Survey Year # Departments Surveyed Response Rate

Spring 2005 13 
(Hospital)

80%

Fall 2006 11
(Hospital)

54%

Spring 2008 20
(Hospital)

90%

Spring 2010 75
(Clinic, Long Term Care, Hospital)

93%

Fall 2012 78
(Clinic, Long Term Care, Hospital)

91%

Departments Surveyed 
& Response Rates

Health Care, Education and Research
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Respecting the Wisdom
Of Frontline Caregivers:

““““The way we do things around here ””””

• Frontline caregiver assessments of safety culture are 
measurable using the Safety Attitudes Questionnaire (SAQ)

• SAQ is the most widely used and thoroughly validated 
instrument in healthcare. 

• SAQ results are:
� reliable
� responsive to interventions
� and predictive of clinical and operational outcomes.
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Survey Interpretation

• Target Culture of 80% or higher: Threshold of excellence at 80%, or when 4 
out of 5 people agree that teamwork climate is good, the consensus is strong and 
stable over time. 

- Further improvements from 80% to 100% is not associated with the same 
improvements in outcomes as improvement from 50% to 70%

• Danger Zone (needs improvement): Threshold of risk below 60%, or when 
fewer than 3 out of 5 people agree that safety climate is good.

• The lack of consensus in assessments of frontline caregivers indicates 
substandard clinical and operational outcomes

• Culture Goals: 
- Improve by 10 points or more on an item or overall domain score
- Get out of the Danger Zone (<60% consensus)
- Reach 80% consensus on perception of teamwork & safety climate



Health Care, Education and Research www.billingsclinic.com



Health Care, Education and Research www.billingsclinic.com



Health Care, Education and Research www.billingsclinic.com



Health Care, Education and Research www.billingsclinic.com



Health Care, Education and Research www.billingsclinic.com



Health Care, Education and Research www.billingsclinic.com

What is Patient Safety?

• IOM: Defined as the prevention of harm to patients, 

with emphasis placed on the system of care delivery 

that 
– prevents errors

– learns from the errors that do occur

– is built on a culture of safety1

• AHRQ: Freedom from accidental or preventable injuries 

produced by medical care2

• HPI: “Safety is a dynamic, non-event”3

1. Institute of Medicine

2. Agency for Health Care Research and Quality

3. Healthcare Performance Improvement, LLC
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High Reliability Organizations

• Known to be complex and risky ~ yet safe & effective

• Acknowledge their complex systems

• Create an environment where people can 

communicate openly about concerns

• Design systems where it is difficult for failures to 

occur

• Effective communication, teamwork, shared learning

are inherent properties



Highly Reliable Organizations

Analyze Harm Events 

•Root Cause Analysis (RCA) ~ a process that 

identifies causal factor(s) that underlie variation in 

performance. Is initiated post event or occurrence 

(retrospective).

•Failure Modes Effects Analysis (FMEA) ~ 
engineering technique used to proactively identify 

potential failure modes & develop action plans to 

mitigate areas of potential process gaps. Ideally 

performed when new services introduced, new 

equipment purchased, high risk processes, Joint 

Commission-issued Sentinel Event Alerts. 

~ Ultimate Goal ~

Eliminate Preventable Harm
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High Reliability ~ 

The Patient’’’’s Perspective

1. Don’t Harm Me

2. Heal Me

3. Be Nice to Me

… in this order
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Serious Safety Events (SSE) Serious Safety Event Rate (SSER)

OVERALL
Reduce to 0.51

(12/31/2012 SSER: 0.43)

Serious Safety Event Rate
Billings Clinic Overall 

(Hospital, Clinic, Long-term Care)
Rolling 12-month rate of Serious Safety Events per 10,000 adjusted patient days

2006: 26
2007: 17
2008: 22
2009: 37
2010: 26
2011: 41
2012: 46
Days YTD / # events

Average Days 
Between SSEs:



Serious Safety Event Rate
Billings Clinic Hospital

Rolling 12-month rate of Serious Safety Events per 10,000 adjusted patient days

Avg 
Days 

2006: 24
2007: 17
2008: 23
2009: 36
2010: 28
2011: 13
Days YTD / # events









Safety Ratings 

of the Consumer Report

• 1,159 of 6,268 US Hospitals were 

included in the measurement

• Includes Hospitals from 44 states

• Equals 18% of US Hospitals



Safety Ratings 

of the Consumer Report

• Rating Score 1 to 100

• Billings Clinic Score = 72

• Score combines the six following categories:
– Infections

– Readmissions

– Communication

– Scanning

– Complications

– Mortality



Hospital Surgical
Services

Jackie  Hines
$300k

Cardiology
Diana Parker

$600k

Women & 
Children’s 
Services

Celeste Dimon
$150k

Same Day Care
Craig Hepp

$150k

Radiology
M. Wright

$640k

Lab
Mark Lubbers

$200k

Patient Financial 
Services

Jeff Ogletree
$1.5M

Information 
Services & HIM

Chris Stevens
$350k

Cancer
Services

Jo D.
$600k

Patient Access
Goal = $1M

Length of Stay/
Patient throughput

Goal = $500k

Workforce 
Efficiency

Goal = $2.5M

Revenue Cycle
Goal = $2.5 M

Supply Chain
Goal $1M

Operating Margin FY2012
Budget 3%= $16M

OpEx Improvement = $7.5M

Critical Care
ICU, ED, Med Flight

Dave Bunkers
$440k

Pharmacy
Kyle Townsend

$415k

FY2012 Value Streams

Reg./Admit.
Beth Kolberg

$500k

Psychiatric 
Services
Lyle Seavy

$150k

BB = Tom BB = Stacey BB = Chelsea BB = Shane BB = Chels ea BB = Julie BB = Gordon

BB = JulieBB = ChelseaBB = SandyBB = Stacey BB = Brian BB = Tom

Workforce
2012
PRC

$955,000

BB = Ray

Removed:
Primary Care, Supply Chain
Added:

Cancer Center, SDC, Pharmacy, Aspen, Med-
Surg, Neuro,modified Ortho to include PM&R and 
Therapies, 

Ortho,PM&R
Therapies

Chad M.
$300k

BB = Stacey 

Workforce 2012
Targets based on 5% improvement from FY 
2011 Actual

•SDC - $50k included in VS
•Pharmacy - $165k included in VS
•Radiology - $140k included in VS
•Lab
•ICU - $190k included in VS

Value Streams

Value Groups

Aspen Meadows
Cheryl Nelson

$100k

BB = Shane

IP Med. and Surg.
Lori Jens

$150k

Neuro/ENT
Brian Fiechtner

$150k

BB = Sandy BB = Shane
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� Focused Projects:
Quick Results

� Broad Internal Capabilities 
and Culture Change:

Spread the Gains

� Management and
Leadership Systems:
Sustained SuccessWe are here

Summer 
2007

Avior Group
Engaged

Spring
2008

OpEx Team
Established

June
2009

Realized
$2.6M

June
2010

Realized 
$3.8M

Increasing Rewards of OpEx

June
2011

Realized 
$5.4M

June
2012

Realized 
$9.9M
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Financial Benefits Realized by 
Billings Clinic



Eliminating the Transmission of Methicillin Resistant Staph 

aureus (MRSA) by Using the Positive Deviance (PD) 

Approach to Behavior and Social Change

Participating Sites

• Albert Einstein Medical Center, Philadelphia, PA

• Billings Clinic, Billings, MT

• Franklin Square Hospital Center, Baltimore, MD

• The Johns Hopkins Hospital, Baltimore, MD

• University of Louisville Hospital, Louisville, KY 

• VA Pittsburgh Healthcare System, Pittsburgh, PA

• Al Tunal Hospital, Bogota, Colombia*

*CDC Partner

What is Positive 
Deviance?

• Approach used to solve 
problems requiring 
social and behavioral 
change

• Achieves sustainable 
results by changing 
cultural norms



Eliminating the Transmission of 
Methicillin Resistant Staph aureus

(MRSA) by Using the Positive 
Deviance (PD) Approach to Behavior 

and Social Change

Example 1:
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Key Interventions ~ 
The “Science” Bundle 

� Hand hygiene

� Decontamination of the environment and 
equipment

� Active surveillance cultures (ASCs)

� Contact precautions (isolation) for infected 
and colonized patients



PD Tools

• Discovery and Action Dialogues (DADs)

• Improvisational theater-style learning

• Role Playing

• Briefings

• Fish Bowl



Theatre In the Round

A diverse 
audience, from 
many units 
across the clinic, 
assembles in 
the conference 
room… now an 
inpatient medical 
room.

For the next 60 
minutes, no one 
knows what to 
expect.



The “Cultural” Bundle

• Make the invisible, visible
~ chocolate pudding to simulate contamination ~

• Reinforce with Feedback 

• Solutions that are co-created and owned
~ ownership vs. buy-in

~ discovery & action dialogues

• Act your way to a new way of thinking ~ 

create experiences that allow self-discovery



Measurements

• Prevalence Survey

• Active Surveillance – nares culture on 

admission, discharge, transfer or death 

– Measuring MRSA Transmission (colonization)

• MRSA Infections (tissue invasion of MRSA w/ 

signs/symptoms)

• Compliance with hand hygiene and contact 

isolation





Healthcare-associated MRSA Infections
PD MRSA Intervention Unit ~ICU~
January 1, 2004 - December 31, 2009

0.38
(2 people
infected)

2.76
(14 people
infected)

2.72
(14 people 
infected)

2.61
(13 people
infected)

0.20
(1 person 
infected) 0.00

0.00

1.00

2.00

3.00

4.00

2004 2005 2006 2007 2008 CYTD 2009

P D/MR SA  P ro je c t  
be ganMay 2006 

Ac t iv e  Surv e illanc e  
be gan in IC U Jan 

'07

2006-2007 
86% decrease

2007-CYTD 2009 
100 % decrease

Jan 1, 2006 - June 30, 2009 
86% reduction in HA M RSA 

Infections
p = < 0.05
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Provider Recognition of Uncontrolled Blood Pressure
  n=931 patient visits
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Provider Action on Uncontrolled Blood Pressure
  n=931 patient visits
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Billings Clinic Gaps/Opportunities

• Enhance physician leadership development and 
culture

• Compact broader, deeper, stronger

• Enhance administrative leadership development

• Improve cost accounting

• Better data and analysis

• Manage cost at the episode, encounter and unit level

• Breakeven on Medicare payment

• EMR which facilities physician efficiency
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Billings Clinic Gaps/Opportunities...

• EMR which helps embed clinical pathways, 
appropriate standardization and population 
management

• Support a patient experience which is coordinated 
across departments, post acute care, and home

• Better use of service recovery as an improvement 
tool

• Better coordinated care with our regional affiliates

• Advance a change transformation and continuous 
learning culture
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Billings Clinic: Gaps/Opportunities

• Partnerships

• Capital Needs

• Shared infrastructure

• Shared intellectual property

• Shared change and transformation skills
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Total U.S. Spending

• 1999     1 Trillion

• 2010    2.6 Trillion    16% of GDP

• 2006-2016     will grow 6.9% per year

• 2016     4 Trillion        20% GDP
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National Health Expenditures

• Grew 4.3% in 2012

• 3.9% per year 2009-2011

• 4 consecutive years record low growth for 
the first time in 50 years

• ? Recession and/or health system delivery 
changes



Exhibit 10. Premiums Rising Faster 
Than Inflation and Wages
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Data: Calculations based on M. Hartman et al., “National Health Spending in 2007,” Health Affairs, Jan./Feb. 2009 
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Projected Average Family Premium as 
a Percentage of Median Family Income, 

2008–20

Cumulative Changes in Components of 
U.S. National Health Expenditures and 

Workers ’’’’ Earnings, 2000–09
Percent Percent

108%

32%

24%

Projected
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SMI Services

• Currently 10% of Personal and 
Corporate Income Tax Revenue

• 25% by 2030
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Impact on Beneficiaries

• Part B premiums increased annually 11% 
2000-2007

• Social Security benefits growing 3%/year

• Part B premium increases absorb 30-40% 
of Social Security increases

• 2002:  50% of beneficiaries have incomes 
less than $20,000

• Social Security benefits 75% of income for 
60% of beneficiaries
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Impact on Beneficiaries

2030:  Beneficiary cost sharing will 
exceed 40% of a typical beneficiary’s 
social security benefit
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IOM September 2012

• $750 billion waste in healthcare per year

• Unnecessary services $210 b

• Inefficient care delivery $130 b

• Excess admin cost $190 b 

• Inflated prices $105 b 

• Prevention failures $55 b

• Fraud $75 b



External Forces Influencing the Current Payment 
Environment 

24%

5%

6%

2%
3%

2%
2%

55%

Medicare population health status DSH/GME/IME Medicare wage adjustments

Healthcare supply Population characteristics Population socioeconomic status

Population lifestyle, behavior Unexplained variation

Source:  AHA, January 10, 2011 Report of the Task Force on Variation in Health Care Spending
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2013

• Sequestration

• Additional major medicare reimbursement 
cuts on the table
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To Err is Human ~ Findings
• Estimated 44,000 - 98,000 preventable deaths each 

year from medical errors
• More people die from medical injuries than from breast 

cancer, or  AIDS, or motor vehicle accidents
Brennan et al. New Engl J Med 1991

• Majority of problems are system problems and not 
the fault of individuals

• Only 2-5% errors are related to individuals

• Human factor research shows that errors are 
inevitable

IOM, 1999
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How good is American health care?

March, 2001 IOM Report - Crossing the Quality 
Chasm 
– “Between the care we have and the care we could 

have, lies not just a gap, but a chasm”
• Not because of poor science, but in inadequate delivery

– Six Aims 
• Patient-centered, Effective, Timely, Equitable, Safe, Efficient

• 2001 IOM Report - Envisioning the National 
Health Care Quality Report
– Agency for Healthcare Research & Quality (AHRQ)      

• to apply uniform criteria for measures
• Serve as advisory body to assess improvements
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U.S. Health Care

Urgent need to:
• Slow cost growth
• Reduce cost curve growth
• Improve quality and safety
• Provide universal access





Health Care, Education and Research www.billingsclinic.com

““““The Checklist””””

• “the fundamental problem with the quality of Amercian 

medicine is that we have failed to view delivery of 

healthcare as a science”

• “3 buckets: understanding disease biology, finding 

effective therapies, insuring they are delivered”

Atul Gawande, The New Yorker, Dec, 2007



Health Care, Education and Research www.billingsclinic.com

Affordable Care Act 2010

• Medicare and Medicaid

• Insurance Reform and Access

• Delivery System Reform



Exhibit 2. System Improvement Provisions of 
Affordable Care Act of 2010

Affordable Care Act of 2010, 03/30/09

Insurance Standards, Plans, and Premium 
Review

State or regional exchanges; private and co-op plan s offered; 
essential health benefits 60%–90% actuarial value, four tiers 

plus young adults policy; insurers must meet medica l loss ratio 
of 80 percent for individual and small groups, 85 p ercent for 

large groups; review of premium reasonableness

Primary Care, Prevention, and Wellness

Primary care 10% bonus for 5 years; Medicaid paymen t rates to 
primary care physicians no less than 100% of Medica re rates in 

2013 and 2014; annual wellness visit and/or health risk 
assessment for Medicare beneficiaries; preventive s ervices 

without cost-sharing; local and employer wellness p rograms

Innovative Provider Payment Reform 
CMS Innovation Center; Medicaid medical home design ation; 
test bundled payment for acute and post-acute care;  value-

based purchasing

Accountable Care Organizations ACOs to share savings in Medicare

Controlling Health Spending
Independent Payment Advisory Board recommendations to meet 
Medicare expenditure target; total system spending non- binding 

recommendations; productivity improvement update fa ctor

Quality Improvement and Public Reporting Direct HHS to develop national quality strategy, pu blic reporting

Medicare Private Plan Competition Level the playing field between Medicare Advantage and 
traditional Medicare FFS plans

Cost-Conscious Consumers Introduce a 40% excise tax on high premium health i nsurance 
plans beginning in 2018

Note: ACO = accountable care organization; PCP = primary care physician; AHRQ = Agency for Healthcare 
Research and Quality. HHS = Department of Health and Human Services
Source: Commonwealth Fund analysis.
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Health Reform Delivery System 
Initiatives

• Accountable Care Organizations
• Pioneer Demo
• Bundling Demos
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CMS Standalone Initiatives

• Readmissions

• Value Based Purchasing

• Hospital Acquired Conditions
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2010 Health Care Reform

• Financing and universal access

• However, fundamental reform without 
delivery system organization and 
accountability is not possible

• Payment reform, including pay for 
performance, value purchasing, and quality 
transparency will drive delivery system 
reorganization
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Delivery System Fragmentation

• Culture of Autonomy
• Entrepreneurship
• Technology Advances
• Payment Policy:  FFS, Physician Equity Models
• Law and Regulation
• Hospital Capability and Co-Dependency
• Professionalism and Ethics



Why clinical integration?

• Coordinate care across silos and over time
• Deliver evidence-based medicine at 100% 

levels
• Develop system approaches to the safest 

and most reliable care
• Manage cost of care optimally
• Provide access to all in a timely manner 
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IOM Crossing the Quality Chasm

Re-engineering the delivery system to meet six challenges

• Evidence based care processes
• Effective use of information technology
• Knowledge and skills management
• Development of effective teams
• Coordination of care across patient conditions, services, 

and settings over time
• Use of performance and outcome measurement for 

continuous quality improvement and accountability

National Academy of Sciences, 2001
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IOM’’’’s Description of Key Delivery System 
Characteristics

“Can be seen as a virtual blueprint for expansion 
of the multispecialty group model.”

Frances J. Crosson, M.D.
The Delivery System Matters

Health Affairs
November/December 2005
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Importance of the Delivery System

• IOM
• MedPAC
• Commonwealth Fund
• Mayo Clinic Health Policy Center
• AHA
• AMGA and CAPP
• HFMA
• HC4HR
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Commonwealth Fund Commission

Accountable, Coordinated Care

“To end the current fragmentation, waste, and 
complexity, physicians and other care providers 
should be rewarded, through financial and non-
financial incentives, to band together into traditional 
or virtual organizations that can provide the support 
they need to practice 21st century health care.”

November 2007
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Exhibit 13. Illustrative Health Reform Goals and Tr acking Performance
1. Secure and Stable Coverage for All

• Percent of population insured

• Percent of population with premiums and out-of-pocket expenses within 
affordability standard

2. Slowing Growth of Total Health Spending and Federal Health Outlays

• Annual growth rate in total health system expenditures

• Annual growth rate in Medicare expenditures

• Impact on federal budget: new spending, net savings, new revenues

3. Health Outcomes and Quality

• Percent of population receiving key preventive services or screenings

• Percent of population with chronic conditions controlled

• Percent reduction in gap between benchmark and actual levels of quality and 
safety

4. Payment and Delivery System Reform

• Percent of population enrolled in medical homes

• Percent of physicians practicing in accountable care organizations

• Percent of provider revenues based on value

Commonwealth Fund
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Where Are We Today?  

Best Care at Lower Cost : The Path to 
Continuously Learning Health Care in America

IOM Report ~ September, 2012

“…explosion in knowledge, innovation, and 
capacity to manage previously fatal conditions; 

American health care falls short on quality, 
outcomes, cost, and equity… that result in    

missed opportunities, waste, and harm to patients”



Best Care at Lower Cost
Recommendations & Strategies

• Digital Infrastructure
– Capture clinical, process, and 

financial data for improvement

• Data Utility
– Use clinical data for improved care, 

coordination and knowledge while 
protecting privacy

• Clinical Decision Support
– Accelerate integration of best 

knowledge into care decisions; 
new tools & incentives for use

• Patient-Centered Care
– Involve patients & families  

• Community Links
– Promote community partnerships

• Care Continuity
– Reward effective communication 

and coordination between teams

• Optimized Operations
– Reduce waste, streamline care 

delivery, focus on improvements

• Financial Incentives
– Structure payments to reward 

continuous learning and care 
improvement at lower cost

• Performance Transparency
– Increase availability of information 

on care quality, cost, and outcomes 

• Broad Leadership
– Make continuous learning and  

improvement a core priority 
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Professional Identity

• Physicians and hospitals

• Fighter pilot to astronaut

• Acute care to coordinated care across silos

• Personally and organizationally extremely 
challenging
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Interrelated Determinants of 
Healthcare Quality

• Aims: better experience of care (STEEEP), better health for 
the population, lower total per capita costs

• Design of care processes that affect the patient: clinical 
microsystems 

• The health care organization that houses the microsystems: 
care of patients across silos and over time

• The environment: policy, payment, regulatory, legal, 
education

Fisher, 
Berwick, Davis: Achieving Health Care Reform- How 
Physicians Can Help    NEJM June 11, 2009 
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A Few Thoughts

• Physician/Hospital Collegiality and new 
organizational approaches imperative

• Multispecialty and cross specialty collegiality 
coordination/collaboration a needed 
ingredient

• New care models will involve other partners: 
post-acute care etc.

• Invest in your vision, strategy, structure, 
relationships and culture
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A Few Thoughts

• MA and employee populations ripe areas for 
new coordinated care, chronic disease 
management, and new payment model 
innovations

• Get started: medical home, bundling

• Multipayer strategies: commercial market 
beginning to move too, medicaid

• Service excellence, patient engagement

• Lean cost structure an imperative 



Health Care, Education and Research www.billingsclinic.com

A Few Thoughts

• Business and Community relationship

• Advocacy and policy involvement and 
leadership

• The new science of healthcare delivery
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Health Reform

Physicians Should Lead the Way by 

Extending their Professionalism to the 

New Science of Health Care Delivery



Charles H. Mayo

January 1913

The past 50 years have been marked by 
advances in the science of medicine.  The 
next 50 will be marked by improvements 
in the organization and teamwork of how 
health care is delivered.
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