
Committed to Health:
The Health And Outcomes Of Our Patients, Employees And Population 
The Health And Development Of Our Teams  and Learners
The Health And Performance Of Our System
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IF WE BUILD IT WITH THEM, THEY WILL BE HERE
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IF WE BUILD IT, THEY  WILL COME . . . 
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THE CHALLENGES WE FACE ARE 
GREAT

“The challenges we face are great, and we may not meet 
them in one term or with one president. But history tells 
us we have met greater challenges before. And the 
seriousness of the moment tells us we can't afford not to 
try. So as we set out on this journey, let us also forge a new 
path - a path that leads to unrivaled prosperity; to 
boundless opportunity; to the America we believe in and a 
dream that will always endure.‖

-Barack Obama
June 9, 2008, Raleigh, North Carolina
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12INTERNATIONAL COMPARISON OF SPENDING ON HEALTH, 1980–2007

0

1000

2000

3000

4000

5000

6000

7000

8000

1
9

8
0

1
9

8
1

1
9

8
2

1
9

8
3

1
9

8
4

1
9

8
5

1
9

8
6

1
9

8
7

1
9

8
8

1
9

8
9

1
9

9
0

1
9

9
1

1
9

9
2

1
9

9
3

1
9

9
4

1
9

9
5

1
9

9
6

1
9

9
7

1
9

9
8

1
9

9
9

2
0

0
0

2
0

0
1

2
0

0
2

2
0

0
3

2
0

0
4

2
0

0
5

2
0

0
6

2
0

0
7

U.S.
Norway
Switzerland
Canada
Netherlands
France
Germany
Sweden
U.K.
Italy
New Zealand
Australia

Average spending on health

per capita ($US PPP)

0

2

4

6

8

10

12

14

16

1
9
8
0

1
9
8
1

1
9
8
2

1
9
8
3

1
9
8
4

1
9
8
5

1
9
8
6

1
9
8
7

1
9
8
8

1
9
8
9

1
9
9
0

1
9
9
1

1
9
9
2

1
9
9
3

1
9
9
4

1
9
9
5

1
9
9
6

1
9
9
7

1
9
9
8

1
9
9
9

2
0
0
0

2
0
0
1

2
0
0
2

2
0
0
3

2
0
0
4

2
0
0
5

2
0
0
6

2
0
0
7

U.S.
France
Switzerland
Germany
Canada
Netherlands
New Zealand
Sweden
Norway
Italy
U.K.
Australia

Total expenditures on health

as percent of GDP

Source: OECD Health Data 2009 (June 2009).



13

HEALTHCARE COST AND QUALITY VARY SUBSTANTIALLY AMONG GEOGRAPHIC REGIONS

“MORE SPENDING IS NOT BETTER”  IT GETS US MORE HOSPITALIZATIONS, MORE SPECIALTY

VISITS AND MORE PROCEDURES, BUT NOT MORE QUALITY– DR. JACK WENNBERG
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1. “More spending is not better” Dr. Jack Wennberg

2. More supply is not better ,  when supply goes up, only  
Family Physicians go to areas of low access”- Dr. Dave 
Goodman

3. “The PCMH is dependent on an Accountable Care 
organization  (ACO) and an ACO is dependent on the 
PCMH”— Dr. Elliott Fisher

4. "We can't  change healthcare systems without changes in 
the way we develop future health professionals”- Dr. 
Paul Batalden

PIPAS @ The Dartmouth Institute  “3 yrs in a nutshell”



TRANSLATES TO

 High Quality

 Appropriate Utilization

 Care for the whole 
Population

 Transform into PCMH

 Finance the PCMH

 Involve the Learners in 
the  process 

 To learn/lead redesign

 To grow PCP’s

OUTCOMES STRATEGIES
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THIS IS NOT A MEDICAL HOME?

“We‟re running a little behind, so I‟d like each of you to ask 
yourself, „Am I really that sick, or would I just be wasting the 

doctor‟s valuable time?‟”
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2007 COMMONWEALTH FUND

INTERNATIONAL SURVEY RESULTS

 In each of 7 countries, having a 
―Medical Home‖* improves patient 
experiences:

 Access

 Communication

 Patient safety

 Care coordination

 Reduced duplication and delays

 Preventive care

 Chronic care management

 Patient satisfaction

Available at: www.commonwealthfund.org
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Dartmouth Challenges

Patient Employee 
Population 
•Access 
•Continuity
•Quality & Safety
•Health  Gaps

PC Team
•Satisfaction
•Efficiency
•Education
•Research
•Development 
•Recruitment/
Retention

DH System
•Revenue
•Volume/Referrals
•Employee health
•Contract  Delivery
•Research & 
Education

Overall 

Health
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OVERVIEW  

DH -Physicians
D-CBF

1000+  (29% PC )
300+

Employees

Payer mix

D-H 7,073
DMS 1,106
47% govt

Residents
Med Students and 
Fellows

>900
(*90 students per yr)

Outpatient 
Visits/yr

1.8 Million

Discharges 24,000

Full EMR
CMS PGP 

CIS to EPIC April 2011
>10M 

DH Vision 2007
“Healthiest Population Possible”
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D-H Nashua D-H Manchester

D-H Keene D-H Concord
D-H Lebanon

Dartmouth-Hitchcock Primary Care 

Primary care 5 divisions/23 practices/>70 teams

Physicians 225/160 full time clinical

Associate Providers 65

Support Staff >700

Patient population >300,000

259,225 

123,357 

168,079 

Total Appts FY 10

FM

GIM

Peds



NH/VT Dashboard on Health Care Quality Compared to All States

Overall Health NH, NHQR 2008

New 
Hampshire

Vermont
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http://statesnapshots.ahrq.gov/snaps08/meter_metrics.jsp?menuId=4&state=NH&level=1&region=0&compGroup=N
http://statesnapshots.ahrq.gov/snaps08/meter_metrics.jsp?menuId=4&state=NH&level=2&region=0&compGroup=N
http://statesnapshots.ahrq.gov/snaps08/meter_metrics.jsp?menuId=4&state=NH&level=3&region=0&compGroup=N
http://statesnapshots.ahrq.gov/snaps08/meter_metrics.jsp?menuId=4&state=VT&level=1&region=0&compGroup=N
http://statesnapshots.ahrq.gov/snaps08/meter_metrics.jsp?menuId=4&state=VT&level=2&region=0&compGroup=N
http://statesnapshots.ahrq.gov/snaps08/meter_metrics.jsp?menuId=4&state=VT&level=3&region=0&compGroup=N
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Enhanced Access 
&

Communication

Personal Physician
Team Based Care

Quality, EBG’s, HIT, Measurement, Registeries

Finance Realignment

D-H Patient Centered Medical Home
“We know you and care for your continuously”



1. Health Care in the US  is broken

2. Patient centered and critical to improving quality outcomes and 
decreasing costs

3. Essential to executing  on  Vision of Healthiest Population Possible 

4. Generating the referral base and specialty access in a multispecialty 
group practice

5. Regional Primary Care Leadership is primed system wide

6. The Medical Home is a nationally endorsed  and recognized model

7. Health, wellness and savings for Employees 

8. Capability to measurably improve performance

9. 23 frontline teaching and research laboratories for QI and Redesign

10. Future finance favors  Primary Care with payment for  the PCMH 
(proven success in quality, performance and shared savings in 
CMS)

Top 10 Opportunities for Primary Care to add Value at Dartmouth
Top 10 reasons to invest in PC

VALUE = QUALITY/COST
10
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It Takes A Team, A Vision, and A Plan
Mission:  To Advance Healthcare through Primary Care
Vision:  To be a Center of Excellence for Patient & Family 
Centered Medical Homes

D-Regional Primary Care Center
(RPCC) endorsed  April 2008 
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RPCC BUDGET AND FRONTLINE INVESTMENT

29

Job Title FTE

Administrative Performance Director 1

Medical Director 0.5

Project Manager
NCQA champion 

1.0
1.0   (8 months)

Admin Assistant 1

PCMH-Care Coordinators (CC) 11

PCMH- Patient Data Coordinators (PDC) 4

Total Investment annually 1.5 M



BACKGROUND

VISION
NEXT STEPS

2008

Quality

Cost Access

2009

Patients

System
Teams/

Learners

INFRASTRUCTURE

2010

Redesign

Measurement Finance

STRATEGIES 
ACCOMPLISHMENTS

Dartmouth RPCC Journey

30



Measure
• Needs assessment

• Balanced Scorecard
• Performance Review processes

Redesign 
and Test

•Quality Improvement for all
•Support Pilots 

Prioritize
•Align with PCMH, DH, CMS, 
Cigna, NH Medicaid, Harvard 
Pilgrim, …..

Disseminate
(Implement- system wide)
•Best Practice Summits
•System wide training 
•Web based Toolkit 
•Communication 

QUALITY LOOP to drive change

Finance
(Reward and 
Recognition)
•Contract alignment 

•Compensation alignment



WHY AND HOW TO DO NCQA?  
PEARLS FROM POSTER STFM DEC 2010

 TOOL for PCMH needs assessment (9 standards of care)

 Work plan for building a PCMH

 Basis for resource request

 Basis for  compensation proposal 

 CHAMPION- site specific 

 CHAMPION -system wide

32



LEARNERS IN THE MEDICAL HOME-PILOT SURVEY RESULTS

 39/145 (9-DH)  ambulatory teaching practices surveyed: 

 67% multiple levels of learners

 56% EMRs (88% of these provide access to students)

 25% certified patient-centered medical homes (9-DH) 

 Of these 60% orient students to the PCMH

 Students actively participated in :

 Pt self mgmt 83%

 Pt Education 50%

 Group visits 12%

 Huddles 29%

 QI Projects 29 %

 Performance reviews   12%

 Registry data mgmt 4%

 Barriers- alignment of  time and continuity



Patient,   Employee,  Population 

PC TeamDH-ACO  System

Quality

Utilization

Population Mgmt

(Not RVU‟s)

34

Prioritizing  and Balancing 
Patient Outcome Metrics



Divisional Comparative Benchmarking
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Practice level- Score Cards
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RESIDENT SCORECARD – NEW 2010



2008------------------2009------------------------2010

Culture of 
performance 
improvement 
Team based care 

(100% )
PCMH work plans
Performance reviews- all

Collaborative 
Training:
Quarterly MH training 
retreats (>300 attendees 
annually) 

Role Definition, 
Optimization and 
Integration

Care coordinators- 100%
Pt data coordinators- 100%
Pt Family Advisors- 100%
Learners-100%
QI PROS  (QIPS)-100%

Population mgmt tools
Registries
Pt summary reports
Evidence based Guidelines
Care Plans

Pilots 
Disease focused-HTN,DM
Employee Health  
*Shared Decision Making
*Geriatrics- FM /GIM
Behavioral Health
Health Coaching

Process Changes
Pre, Post and Continuous Care 
Processes

REDESIGN 
Initiatives and Accomplishments

39
*HRSA  funded learner focused  initiatives



Improvement Starts with ME!
―An Unexamined Life is not worth living‖ Socrates.

40
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QIP TRAINING

THE PEOPLE WHO DO THE WORK ARE THE BEST QUALIFIED TO IMPROVE IT

EVERYONE HAS THE CAPACITY TO LEARN IMPROVEMENT TOOLS

Participants n=40 Faculty n=16



QIP – QUALITY IMPROVEMENT PRO’S
GOAL BUILD A QUALITY IMPROVEMENT CULTURE WITHIN THE

MEDICAL HOME

 Collaborative learning 

 3- 1 day workshops (yr)

 Personal learning goals

 QI Application of 
projects at sites

 Evaluation

 Self, site and pt 
outcomes

 Leadership / Meeting Skills

 PDSA

 Six Sigma

 Lean Thinking  ( Waste vs 
Value)

 5 S ( Sort,  Set in order, 
shine, Standardize, Sustain

 Root Cause Analysis

 Change management

Methods Curriulum

43
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Global 
Aim 

1

2

3

Assessment

Theme

Global Aim

Change Ideas

Specific Aim

Measures

SDSA

P

DS

A

P

DS

A

P

DS

A

PDSA

1

3
2

Tools
Cause and Effect
Value Stream Mapping
Brainstorming
Flow Charting

Measurement

Plan-Do-
Study-Act

45

Dartmouth Hitchcock Uses a Systems Approach That

Forms a Quality Improvement Loop

•2. Prioritize Improvement

•3. Design and Test Change 

•1. Measure Performance

We measure outcomes, audit 

processes and assess current 

systems to identify quality and 

patient safety problems. 

D-H Change 

Management 

Support

- Quality and 

Patient Safety

- Operations

- IT & Facilities

- Financial

4. Implement Change

Using internal and external 

data and professional 

standards, criteria are used to 

prioritize what to work on.

Some changes create a new 

“best practice” that needs to be 

implemented in many settings.  

Processes are redesigned using 

standard methods.  Changes are 

tested on a small scale to verify that 

the changes are effective. 

45





PERSONAL LEARNING PLAN SELECTED BY QIP’S

47%

33%

27%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Improve Leadership Skills Improve Knowledge and Use of QI 
Tools

Improve Patient 
Access/Care/Education



Self assessment 

27%
32%

88%
94%

Competence in Using QI Tools Willingness to Use QI Tools

pre QIP post QIP



0%

5%

10%

15%

20%

25%

30%

35%

40%

Why  not use QI tools
N=40P

rio
ritize
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FY 09- FY 10 Average Scores and FY 11 
Targets - RPCC Medical Home
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SERVICE (Provide Patient and Family Centered Care) 

Outpatient Satisfaction - Visit Overall - % Excellent 47 49 0.15 66
Outpatient Satisfaction - Sensitivity of Staff to Your Needs - % Excellent 47 49 0.99 70
Outpatient Satisfaction - Scheduled Appointment when Wanted - % 
Excellent 43 44 0.23 61

Outpatient Satisfaction - Overall Rating of Provider - % Excellent 59 66 N/A 85
Access for New Patients (14 day) 71 74 (0.22) 100

QUALITY (Close the Quality Gap)

Outpatient Satisfaction – Provider explained what was done - % Excellent 55 55 0.51 66
Diabetes Outcome Composite - % of patients with all outcome values within 
range 48 52 0.07 67

Diabetes Process Composite - % of patients with all measures done in last 12 
mos 26 31 0.37 45

Hypertension - % of patients below 140/90 68 73 0.003 82
Mammography Adult Preventative - % of women 42-70 w/mammo done in 
last 2 yrs. 62 64 .009 82

Pneumovax Adult Preventative - % of pts. >65 that have been given or 
assessed 71 89

Outpatient Satisfaction – Thoroughness of the care received from the 
provider - % Excellent 64 66 0.88 82

Pediatric immunizations (30 months) - % of pts 30 months that have all 
required vaccinations - - 85

UTILIZATION / FINANCE (Practice Careful Stewardship)   2011 TBD

Expense Variance to Budget (2009 & 2010) -0.17 2.1 0.14
RVU to Budget  (2009 & 2010) -2.3 -3.6 0.23

POPULATION MANAGEMENT / GROWTH (Create Systems that 
Work)

New Primary Care Patients as a Percent of Total Primary Care Visits - % new 
patients

4.6 3.9 .02 7%



Scores across divisions



82



Measure
• Needs assessment

• Balanced Scorecard
• Performance Review 

processes

Redesign and Test
•Quality Improvement 
for all
•Support Pilots 

Prioritize
• Benchmarks
•Align with PCMH, DH, 
CMS, Cigna, NH Medicaid, 
Harvard Pilgrim, …..

Disseminate
(Implement- system 
wide)

•Best Practice Summits
•System wide training 
•Web based Toolkit 
•Communication 

Current Challenges

Finance
(Reward and 
Recognition)

•Contract  alignment 
•Compensation 

alignment

How do we disseminate the “pockets 
of success” to assure system wide 
performance ?

How do we  align DMS curriculum to  
maximize student  role in the PCMH 
and assure they will be here?

How  do we align old compensation and 
incentive models with new PCMH 
performance metrics despite Lagging 
Payment Reform ?
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VISION…WHAT DOES THE PCMH END STATE LOOK LIKE TO U?

HOW WILL U KNOW WHEN U R DONE?  WHAT R THE MUST HAVES?  

55



NEXT STEPS ARE TO OVERCOMING CHALLENGES

1. Align  and disseminate Best Practice System wide

2. Align and match  PCMH  metrics to 
compensation and incentives  (despite Lagging Payment Reform)

3. Align PCMH and medical education curriculum

56



STRATEGIES TO ALIGN AND DISSEMINATE BEST

PRACTICE SYSTEM WIDE

Best Practice 
Toolkit

Understand CAS  
and teamness?

Communication  4

Best Practice 
Summit

Meet and Exceed 
Best Practice 

Targets

System wide

PCMH simulation 
Training

Evaluate and Study 
Programs

1 2 3

5
6
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NCQA Level  I/II/III 

+

+ + +

Population Raise Utilization
Bonus

Quality
Bonus

Increased Medicare 

Reimbursement 2011 to PC

NCQA level accreditation 

payments  though external 

contracts and pilots ,  Ex. 

NH MH Keene Multi-payer 

pilot.

P4P quality care  

shared savings funded 

from  contracts and 

demonstration pilot 

success including CMS, 

Cigna 

ACO commitment to 

shared savings from 

proper utilization and 

decreased 

unwarranted spending 

of services 

Recognized value for  

new patients into the 

practice and to the 

institution.                         

+ +
•Strong PCP 
infrastructure
•Successful PCMH
•Prepared ACO         

Overall Aim: Fully ALIGN the  PCMH metrics  with  finances and the development  of our 
Accountable Care Organization (ACO)

DRAFT

RPCC Primary Care Compensation/Pilot Proposal 2011

Source of 
Funding
→→→→

=Medical Home
Base Salary

Pay for 

Performance 

Bonus

Shared savings 

for ER, 

Admissions, 

Readmission 

savings

For growing panel 

of 

Risk adjusted

Patients 



Aligning Medical 
Education

“The three sciences” 
within the PCMH

DMS QIPS

Skill
•Exposure

•Team experience

Knowledge
•training

Attitude
•mentoring

59



Summary    ―PIPAS  PEARLS‖

1. US Health care crisis = Opportunity for PC /PCMH 

2. Leverage  PC value to build Infrastructure

3. Have a vision,  a plan , and the right people 

4. Transformation starts with metrics

5. Know your baseline- “NCQA is  our friend "

6. Redesign at the frontline - support pilots  to find high 
performers

7. Improvement  for all- takes time

8. System wide success is more than duplication 

9. Finance must follow metrics 

10.The PCMH can be the  ideal place to align Health care  
redesign  in medical education  and grow a PC 
workforce

60



Learning's  in LEADing CHANGE
Catherine Florio Pipas 2010

Listen 

Exercise  (for example)

Ask  (Always start with the right questions)

Don’t forget ―Please and Thank You‖
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USEFUL QUALITY IMPROVEMENT WEB SITES

 http://www.improvementskills.org
(Excellent tutorial site – free or $10 if you want CME)

 http://www.patientsafety.gov
(Tools and links to improve patient safety)

 http://www.pqe.org
(Partnership For Quality Education – Joint Sponsor By RWJ And Pew Trust)

 http://www.mceconnection.org/mce/

(Managed Care Education Connection)

 http://www.ihi.org

(Institute for Healthcare Improvement)

 http://www.ahrq.gov

(Agency for Healthcare Research and Quality)

 http://www.hce.org

(Health Care Excel)

http://www.improvementskills.org/
http://www.patientsafety.gov/
http://www.pqe.org/
http://www.mceconnection.org/mce/
http://www.ihi.org/
http://www.ahrq.gov/
http://www.hce.org/


PCMH REFERENCES

 http://content.healthaffairs.org/cgi/reprint/hlthaff.w4.184v1

 http://www.commonwealthfund.org/Content/Publications/In-the-
Literature/2009/Nov/A-Survey-of-Primary-Care-Physicians.aspx

 http://www.commonwealthfund.org/~/media/Files/Publications/In%20the%20Literat
ure/2009/Nov/1336_Schoen_survey_primary_care_MDs_11_countries_HA_WebExcl
_11052009_ITL_v2.pdf

 http://www.qhmedicalhome.org/safety-net/upload/SNMHI-Medical-Home-Digest-
August-2010.pdf
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