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Welcome.  I am Don Berwick, President and CEO of the Institute for Healthcare Improvement – 

IHI – a non-profit organization headquartered in Cambridge, Massachusetts.  IHI’s mission is to 

try to help accelerate health care system improvement throughout the world.  For this meeting 

(which we are calling, “How Do They Do That?”) IHI is combining efforts with colleagues from 

The Dartmouth Institute for Health Policy and Clinical Practice – TDI, Harvard Medical School, 

the Brookings Institution, and the Fannie Rippel Foundation.  Our lead team includes Elliott 

Fisher from TDI, Atul Gawande from Harvard, Mark McClellan from Brookings, Laura Landy 

from the Rippel Foundation, and my associates Maureen Bisognano and Tom Nolan, from IHI.  

Dozens of other scholars and staff have also contributed to this day, most especially, the teams 

from the ten communities that will help us all learn throughout the day.  We’re very grateful to 

the Kaiser Family Foundation for the chance to use this terrific facility, their help with logistics, 

and their technical assistance with the video transcript of today’s gathering. 

I have the privilege of setting the stage for a few minutes of background now, and then Elliott 

Fisher will follow with a few more minutes of details. 

I suspect every person in this room has heard about, and probably read, Atul’s landmark New 

Yorker article, “The Cost Conundrum.”  In it Atul, a master journalist, explained to millions of 

readers the stories behind data, especially from the Dartmouth Atlas project of Elliott Fisher and 

Jack Wennberg, that show enormous regional variation in health care resource use around the 

United States.  The Atlas sorts the American landscape in 306 so-called “Hospital Referral 

Regions,” HRRs. Atul highlighted one particular HRR, McAllen, Texas, which has one of the 

highest per capita Medicare costs in the country – over $15,000 per beneficiary per year in 2006 

– and yet shows no signs of quality or outcomes of care any better than the average HRR in 

America, where expenditures are 40% less.  McAllen is near the top, but it is not alone.  The 

distribution of per capita costs among the 306 HRRs has a bell shape – it’s normal – and scores 

of HRRs are in the same cost ballpark as McAllen. 

Even though Dartmouth Atlas findings like that have been around for almost 20 years now and 

have been written about by many dedicated health care journalists, Atul’s article appeared at a 

particularly receptive moment.  It took a lot of influential people by surprise. Indeed, it alarmed 

them.  One of those people appears to have been President Obama, himself, who is reputed to 

have made Atul’s New Yorker essay required reading in the Administration.  “How can it be,” we 

wonder, “that, in a time of both economic and health system crisis, there can be places in 

America spending so much money for so little added value?”  It is, as Atul’s title said, a 

conundrum. 
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We are watching – this very week – our nation – Congress, the Administration, lobbyists, 

professions, stakeholders – everyone – struggle with the challenge of meaningful health care 

reform, trying to find daylight – a way to afford care for everyone without hurting quality, 

rationing effective care, or bankrupting us.  In this context, HRRs that appear to be performing 

poorly – to have especially high costs without higher quality – are red flags – they are 

provocative. 

But, if you think about it for a moment, from the viewpoint of performance – cost and quality – 

if the distribution of HRRs is bell-shaped, there ought to be other – maybe many other – areas of 

the country that offer us a positive story – the other side of the coin – low-cost, at least, and 

maybe, if we are lucky, high-quality care at the same time.  Maybe, you might think, there are 

answers to the cost conundrum already “made in America.”   

Of course, from a global perspective, we already know it’s possible to have the same or better 

care as we do in America for half the price.  We know that because some – many – other 

developed nations do exactly that.  Because of the way they have evolved historically, all other 

OECD nations, for example, have health care systems that do just about as well for their 

populations as ours does, but at per capita costs amounting to 8 or 10 percent of their GDPs, 

while the US spends nearly 17 percent.  That comparison is, of course, controversial – lots of 

critics don’t believe it, or have their own theories about what those countries are leaving out or 

denying to their citizens.  Frankly, we’re not proposing to debate that today, if for no other 

reason than that even the most enthusiastic globalists have been unable to convince a large 

proportion of our nation that these cross-national comparisons can help us.  If we are going to get 

public, political, and professional traction on cost and quality based on successful examples, we 

have a much better shot at drawing on American examples, if we can find them. 

We can.  We have.  Atul, Elliott, Mark, Maureen, Tom, Laura, and I, supported by a phenomenal 

research staff from IHI and TDI, many of whom are here today, began a few weeks ago to scan 

all the data we had access to – not just the Dartmouth Atlas, but also IHI’s extensive databases, 

public reports from CMS, especially “Hospital Compare,” from The Commonwealth Fund, and 

others, including our own anecdotal experience.  We were looking for HRRs that seem favorable 

in their performance – low cost and with quality of care at least as good as most.  We used some 

filtering criteria, like these: 

 For Costs:  

o Medicare costs per capita in the lowest quartile of the 306 HRRs in 2006; 

o Or… Health Care Intensity Index results in the lowest quartile in 2006. (The HCI 

is a measure of the intensity of resource use – hospital days and physician visits – 

in the last two years of life among Medicare beneficiaries who die); 

o Or… Changes in rank – HRRs that moved downward by at least 60 ranks in costs 

between 1992 and 2006, even if that left them above the lowest quartile. 

 For Quality: 

o CMS Hospital Compare quality scores above the 50
th

 percentile for hospitals. 
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Using our criteria led us to about 70 HRRs that perform well compared to American norms.  

What we wanted to know, and still do, as the title of this meeting says, is, “How Do They Do 

That?”  What are the conditions – environmental, cultural, organizational, financial, historical, 

relational, and so on – that can possibly explain how regions in America can perform at a level of 

cost and quality that – it is almost possible to assert – would, if universal, almost solve 

America’s health care financing crisis? 

Our team rummaged through those 70-plus promising HRRs with additional criteria so we could 

assemble a sample of them that is reasonably representative of the political, geographic, and 

demographic landscape of America.  We wanted places from the East and West, North and 

South, from urban and rural settings, and from wealthy communities and not-so-wealthy ones.  

We settled in on the ten communities you see here today.  We called them, one by one, 

beginning with executives in major hospitals or systems in each HRR, asking each if they would 

be willing to assemble teams that represented, not their institutions, but their entire communities 

– what the British call “health economies” – to come to Washington today, and, with the help of 

our faculty and all of you, explain and explore their own ideas about factors for success, and, 

beyond that, their hopes for the future.   

They all agreed to do that.  They assembled teams of four to eight people per community, 

engaged in some pre-work we assigned to them, and came here.  In many cases, market 

competitors cooperated to form the teams.  I want to emphasize that these teams have come here 

on their own time and at their own expense.  In a number of cases, people who came here today 

have left family vacations or important strategic meetings to be with us.  Atul, Elliott, Mark, 

Laura, Tom, and I – and our whole team – have been blown away by this generosity.  We are 

deeply, deeply grateful to these new colleagues. We’re also excited by the stories we’ve begun to 

hear from them. 

We have organized this day into two parts.  The bulk of our time – between now and 1:30 p.m. – 

we’ll use in a facilitated discussion and exploration with the community teams in panels that 

Atul, Elliott, Maureen, and I will facilitate.  At about noon, we’ll do some interpretation, helped 

by Mark, Tom, our colleague, Mike Cropp, from Buffalo, and others.  The nominally “public 

session” – a report-out and further discussion – will commence at about 1:30 p.m., and we will 

adjourn at 4 p.m.  Actually, the whole day has been made open to those interested in sitting in – 

press, association representatives, Congressional staff, and Administration members, and it is all 

being recorded, so we can refer back to it in our next steps of research and inquiry in the months 

ahead.  But, and I want to emphasize this, the stars today are our HRR teams.  We want to listen 

to them carefully, ask good questions, and – importantly –  leave at the door our prejudices and 

favorite plans about policy, design, finance, and care organization, so that we can learn the most 

about potential American solutions to one of the biggest social challenges our country has ever 

faced. 

Before I turn the microphone over to Elliott, please allow me to say a few more words about 

what today is not – just so we’re calibrated all together: 

First, although we have chosen these ten teams carefully, and believe their stories contain lessons 

for us all, neither they nor we believe or suggest that they are in any meaningful sense the “Top 
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Ten” HRRs in America.  They come from a set of at least 70 HRRs that meet our criteria, and, 

more to the point, we think, and many of the teams report already, that they don’t, themselves, 

consider their performance to be anywhere near an optimum.  They generally think, and we 

certainly do, that their costs could be still lower, their rates of increase slower, and their quality 

of care higher than they are today.  They are instructive, but neither we nor they are claiming that 

they are ideal. 

Second, we don’t know about public health in these communities. The IHI has articulated goals 

for health care systems that we call the Triple Aim – better experiences of care for individuals, 

better health status for populations, and lower per capita costs for populations.  Our selection 

criteria for higher performing HRRs covered two of these goals – care and costs.  We didn’t have 

access to measures of progress in population health status.  In future work of this type, we hope 

to add those in. 

Third, although we are hoping for some general principles to get clearer today, we already know 

that these ten communities have ten unique stories to tell.  We think that’s good news.  We’d 

love to see some powerful, uniform policies develop in America to induce care to change, but we 

think that the variety we’ll see today may end up suggesting that there is not just one road to 

success – low cost and high quality – but many.  We’re not seeking – and we don’t expect – 

simple, uniform solutions. 

Fourth, we expect many more questions than answers by 4 p.m. today.  One day of open 

dialogue is nowhere near enough to flesh out details or to reach firm conclusions.  We do hope 

we can harvest at least a few ideas for policy by then, but, more, realistically, we think that today 

is the beginning of at least a year of intense further study by our team, and, we hope, with many 

of you.  In the fall, we intend to bring together in another event teams from higher performing 

HRRs, like these, and also higher cost communities – some in the middle of the pack and even 

some of the costliest HRRs.  We are absolutely sure that many of these communities will have 

the courage and trust to accept the data we have on their track records, and join with us in a 

search for ideas about how to improve fast.  By having a range of performers in the room, we 

think we can learn more and quicker about designs that work. 

That’s the background… those are the hopes.  With that, allow me please to invite my friend and 

colleague, Elliott Fisher, to give us a little more grist for the day. 


