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Per Capita Expenditure on Health Care vs. Life Expectancy
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Health is a state of complete physical, mental and social 
well-being and not merely the absence of disease or 
infirmity. 

Health Creation

1. Income and Income Distribution
2. Education
3. Unemployment and Job Security
4. Employment and Working Conditions
5. Early Childhood Development
6. Food Insecurity
7. Housing
8. Social Exclusion
9. Social Safety Network
10. Healthcare Services

Determinants of Health

“Health is primarily a measure of each person's ability to do and become what he wants to 
become” – Rene Dubos
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OECD Health Care Spending
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OECD Ratio of Health to Social Service Spending

8



The Built Environment

Grounded in the social determinants of health, and with a 
renewed sense of interconnectedness, dedicated and talented 
people in government agencies and communities who recognize 
that our future depends on cultivating local change and evaluating 
the results can come to grips with the enormous challenge that 
lies ahead to create more equitable, sustainable, and healthier 

cities worldwide.
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• The science of promoting improved allocative and productive 
efficiency in healthcare delivery where:
– Allocative efficiency is ensuring that effective treatments go to well-

informed patients who value those treatments
– Productive efficiency is ensuring that every healthcare dollar yields the 

maximum possible value

• Primary goal  To assure that everyone everywhere gets the 
care they need and no less, and the care they want and no more

What is Healthcare Delivery Science?
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• The demands of aging populations and increasing chronic illnesses are 
rising faster than the capacity to respond to them

• Explosion of amount and specificity of medical knowledge beyond the 
limits of the capacity of the human brain to keep up-to-date

• The delivery of health care is often inequitable and fragmented, 
prohibitively expensive, focused less on prevention and more on care 
and treatment, and disproportionately more on late-stage disease 

• Sound, evidence-based clinical and managerial practices are 
conspicuously absent 

• The mismatch of supply and demand is stark   while more than a billion 
people lack access to basic health care services, excess capacity and the 
overuse of procedures elsewhere result in unnecessary care, medical errors, 
and waste

Why do we need healthcare delivery science?
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1. We don’t know what to do uncertainty about what to 
do in any given clinical situation

2. We don’t do what we know health care delivery is 
either over- or under-supplied, contrary to the 
recommendations of medical science

3. We know what to do and we do what we know, but we 
do it wrong  failure of execution

All 3 of these problems relate to the creation and application 
of medical knowledge to solve individual patients’ health 
problems

3 Problems with Healthcare Delivery
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We don’t do what we know
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In Healthcare, Geography is Destiny
Extensive and inexplicable variation in the way health care was 
delivered from one community to another in the state of Vermont

• Tonsillectomies
• Hysterectomies
• Cholecystectomies
• Rates of hospitalization for disease

Variation
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• Vermont findings confirmed throughout the 
country

• Unwarranted variation in health care 
delivery—variation that cannot be explained on 
the basis of illness, medical evidence, or patient 
preference—is  ubiquitous

• By understanding practice variation we learn 
that controlling costs will NOT require 
rationing—if by “rationing” we mean withholding 
of care that patients want, and that is effective 
in improving outcomes 

• Informed patients often prefer a form of 
treatment other than the one their physicians 
actually prescribe

The Dartmouth Institute 
For Health Policy and Clinical Practice

Where Knowledge Informs Change

More care is not necessarily better care
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Inappropriateness and Oversupply
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Potential for Harm with Over-Diagnosis
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• Combined with its complexity, it is well-documented and accepted in 
the industry that hospitals are indeed very unsafe.

• A wide variety of studies have confirmed that there is a huge 
volume of preventable medical errors daily (approximately 
40,000), resulting in more than 100,000 preventable deaths 
annually.

• We are currently at a rate of 250 preventable deaths daily in 
hospitals or the equivalent of two 737s crashing every day with no 
survivors. Clearly, there would be no airline industry if this was the 
safety performance delivered, yet healthcare remains virtually invisible 
in terms of safety performance

Medical Errors
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http://www.iom.edu/%7E/media/Files/Report%20Files/1999/To-Err-is-Human/To%20Err%20is%20Human%201999%20%20report%20brief.pdf


• Three categories of care:
1. Effective or necessary care accounts < 15% of total 

Medicare spending
• Includes care that all eligible patients should receive
• Defined by medical science—by objective information about 

outcomes of treatment and and by evidence-based guidelines
• Problem is underuse

2. Preference-sensitive care  accounts for 25% of Medicare 
spending

• More than one option exists and decision as to which option is right for 
the individual patient depends on patient preference

3. Supply-sensitive care accounts for ~ 60% of Medicare 
spending

Categories of Care
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• Breast cancer screening

• Prostate cancer screening

• Treatment for BPH

• Treatment of early stage breast cancer  lumpectomy + 
radiation therapy vs. mastectomy

• Knee or hip replacement surgery

• Back surgery
Ways to reduce preference-sensitive care include moving from informed consent and 
delegated decision making to informed patient choice and shared decision making

Examples of Preference-Sensitive Care
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Informed Consent vs. Informed Patient Choice
Moving from 

Informed Consent 
and Delegated 

Decision Making

To Informed 
Patient Choice and 

Shared Decision 
Making 
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• Shared Decision Making  process in which the provider discusses high quality, up-
to-date information about the condition, including risks and benefits of available options 
and, if appropriate, the limits of scientific knowledge about outcomes; values 
clarification to help patients sort out their values and preferences; and guidance or 
coaching in deliberation, designed to improve the patient’s involvement in the decision 
process

Informed Patient Choice
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• Patient Decision Aids  a written, audio-visual, or online tool that provides a balanced 
presentation of the condition and treatment options, benefits, and harms, including if 
appropriate, a discussion of the limits of scientific knowledge about outcomes, and that 
is certified by one or more national certifying organizations

Informed Patient Choice
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• About the frequency with which everyday medical care is used in 
treating patients with acute and chronic illnesses

• Examples include:
– Frequency of physician visits
– Referrals for consultation, home health care, or imaging exams
– Admissions to hospitals, ICUs, or skilled nursing homes

• These types of medical interventions are generally NOT driven by 
explicit medical theories and scientific evidence

• These types of decisions are strongly influenced by the capacity of the 
local medical market—the per capita numbers of PCPs, medical 
specialists, and hospitals or ICU beds

• Market is in disequilibrium  supply pushes demand or utilization

Supply-Sensitive Care
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• Improving the science of healthcare delivery  converting the 
“black box” of supply-sensitive care into evidence-based care that is 
effective or preference-sensitive, thus reducing the power that 
capacity exerts on its use

• Reducing the overuse of supply-sensitive care will also require 
organized systems of delivery
– Capable of managing the care of a population of chronically patients over 

time and across locations of care, and adjusting capacity to reflect medical 
evidence and patient preferences

– Organized systems of care are generally more efficient and effective
• Use fewer resources (and spend less) in serving their chronically ill patients
• Achieve high-quality care and satisfied patients

Reducing the Overuse of Supply-Sensitive Care

25



Goal-Oriented Patient Care
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Minimally Disruptive Medicine (MDM)
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Cumulative Complexity Model
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3 conclusions from 
that report…..

Current systems 
cannot do the job… 
trying harder will not 
work… changing 
systems will

Institute of Medicine Report
Crossing the Quality Chasm

Healthcare Should Be….
 Safe
 Effective
 Patient-centered
 Timely
 Efficient
 Equitable

IOM, Crossing the Quality Chasm, 2001
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Questions & Answers
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