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Health Care Reform: No Magic BulletsHealth Care Reform: No Magic Bullets

• Incrementalism rules

• Bottom up :  improvements in services, 
measurement–driven

• Top down :  policy adjustments, 
experience/evidence-based



The Health Care Decision-Making TriadThe Health Care Decision-Making Triad

EVIDENCEEVIDENCEEVIDENCE

VALUES or CULTUREVALUES or CULTUREVALUES or CULTURE

CIRCUMSTANCES or CONTEXTCIRCUMSTANCES or CONTEXTCIRCUMSTANCES or CONTEXT



Some Drivers of the MeasurementSome Drivers of the Measurement
MovementMovement

• Fiscal/Management Imperatives
• Public Expectations
• Ubiquity of Variations and Errors
• Rising Stakes: Post-Genomic Technology





Average life expectancy at birth in 13 OECDAverage life expectancy at birth in 13 OECD
countries, 1960-96countries, 1960-96
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EXAM QUESTION:EXAM QUESTION:

Health care has only modest effects onHealth care has only modest effects on
population health status.population health status.

Should measures of health systemShould measures of health system
performance include population healthperformance include population health
Indicators as outcomes or as confounders?Indicators as outcomes or as confounders?

PLEASE ANSWER IN 200 WORDS OR LESS…PLEASE ANSWER IN 200 WORDS OR LESS…



Population Health:  Major DeterminantsPopulation Health:  Major Determinants

Health StatusHealth StatusHealth Status

Health Services
System

Health ServicesHealth Services
SystemSystem

EnvironmentalEnvironmentalEnvironmental

LifestyleLifestyleLifestyle

Genetic
Endowment

GeneticGenetic
EndowmentEndowment

Productivity
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ProductivityProductivity
& Wealth& WealthSocioeconomicSocioeconomicSocioeconomic



Measurement Priorities for ProgramsMeasurement Priorities for Programs
and Interventionsand Interventions

• Strong evidence for impacts on health
status

• High Costs or high risks

• High variation



AMI Patients across income quintileAMI Patients across income quintile
in Ontario, Canadain Ontario, Canada
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Accept complexity

Make selective use of composite measures

Different measures to inform different
stakeholders
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Statistical Significance versusStatistical Significance versus
Policy RelevancePolicy Relevance

• Population health impact

• Budgetary impact

• ‘Identifiable victims’

• Font-size of headlines!



Focus on assembling accurate,
reliable, and relevant data



Talk with different audiences
about their data needs and

concerns before
(re-) designing information

systems



Standardize and fill the ‘black holes’ inStandardize and fill the ‘black holes’ in
health info-structurehealth info-structure

• Standardize definitions of inputs & outputs

• Better characterization of providers, patients,
processes, and outcomes

• Address ‘black holes’: I.e. waiting lists, 
primary/ambulatory care, long-term and rehab
services



Supplement existing data on a
project-specific and time-limited
basis with clear analytical goals.



Acquire data to follow patients through
episodes of illness and

across the care continuum

Integrated data can help reduce
dis-integration of health services



Take advantage of technology and
upgrade info-structure

 as necessary



HOW…to achieve IMPROVEMENTHOW…to achieve IMPROVEMENT

ALIGN:
• Information systems
• Performance measures
• Reporting systems
• Organizational/Professional culture
• Implementation mechanisms
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Respondents reporting time their
doctor spent with them was too short
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Percentages of Senior Citizens receiving
Cardiac Procedures after Heart Attacks in

the United States and Ontario, Canada,
1991

* The coronary angiography rates do not include procedures performed
on an outpatient basis in either country

Procedure
United 
States

Ontario, 
Canada Relative Rate 

United 
States

Ontario, 
Canada Relative Rate 

Coronary angiography* 35 6 5 37 10 4
PTCA 12 1 8 13 3 5
CABG 10 1 8 12 3 4
CABG + PTCA 22 3 8 25 6 4

Procedure
United 
States

Ontario, 
Canada Relative Rate 

United 
States

Ontario, 
Canada Relative Rate 

Coronary angiography* 35 6 5 37 10 4
PTCA 12 1 8 13 3 5
CABG 10 1 8 12 3 4
CABG + PTCA 22 3 8 25 6 4



Tu et al. 1997. NEJM 336 (21):1500-1505



EQUOL GUSTOEQUOL GUSTO

Domains Assessed
Quality of Life
Functional Status

Employment Status/ role functioning
Symptoms (chest pain, dyspnea)

Psychological well-being
Time trade-off (QALY)
General Health Status

Economics/Resource Consumption
Hospitalizations

Cardiac catheterization
Revascularization
Outpatient care

Source: Mark et al NEJM 1994;331:1130-5



Diminishing Marginal Returns
of Health Care

Resources for Health Care
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Rating of zero
stars for a dozen
British hospitals

Medical Post
October 16, 2001



“There has always been a convenient excuse when there is a
problem, but these tables explode the myth once and for all.”

Alan Milburn
Health Secretary

 “I worry that strident reporting of a hospital’s weaknesses can
dent the confidence of the community in its local hospital,
adversely affect recruitment and further damage the morale of
clinical staff.”

Peter Hawker
Chairman, BMA Consultants’ Committee

Medical Post, October 16, 2001



HOW…to achieve IMPROVEMENTHOW…to achieve IMPROVEMENT

ALIGN:
• Information systems
• Performance measures
• Reporting systems
• Organizational/Professional culture
• Implementation mechanisms



Regulatory
      Admin/Professional

Market-based

Economic
Non-economic

IncentivesIncentives

MechanismsMechanisms

ActorsActors
Consumers
Purchasers/Funders
Professionals/Managers



Measurement and Management
Assessment and Accountability
Onwards and Upwards!


