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G

overnments and regulators influence the per
formance of health care organizations and
practitioners primarily through positive and
negative financial incentives, regulatory constraints
on their licenses to practice, and
support of performance-improve
ment activities through education,
research, and measurement pro
grams. The financial approaches
aim to motivate change in the way
organizations and practitioners
configure their systems and de
liver care, under the assumption
that once they’re motivated to seek
surplus or avoid sanction, they’ll
be willing and able to make local
operational changes to reduce cost
and improve safety, patient expe
rience, and outcomes. Unfortunate
ly, experience shows that although
a changed market may be a help
ful precondition to local perfor
mance improvement, it hardly
guarantees effective operational
change.
Some organizations have suc

cessfully transformed themselves,
however, substantially improving
efficiency and quality. How have
they done so? One popular ap
proach is top-management–led
structural and governance change
— moving boxes on organiza
tional charts of an individual en
tity or regional system. Services
are merged or broken up, new
roles defined, and new responsi
bilities assigned. This approach
appeals to boards, CEOs, and
consultants because big changes
can be made rapidly. But such re
arrangements may disappoint.1 Ex
amination of organizations that
have achieved and sustained sub
stantial performance improvements
reveals that lasting transforma
tion requires the relentless hard
work of local operational redesign.
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Organizations’ delivery of care
is ultimately governed by struc
tures and processes at the ward,
clinic, or practice level. These ele
ments have usually accreted over
time, often in response to regula
tions or technology and without
subsequent performance review or
deliberate updating. In contrast,
successful “transformers,” from
Seattle’s Virginia Mason Medical
Center to the Salford Royal Na
tional Health Service Foundation
Trust in England, constantly make
small-scale changes to their struc
tures and processes over long pe
riods.2 Everything from commu
nicating with patients to cleaning
gastroscopes to ordering tests and
choosing therapies has been sub
ject to redesign. Major change
emerges from aggregation of mar
ginal gains.
These organizations’ experienc
es clarify that multidisciplinary
teams must undertake this rede
sign work.3 The provision of
modern health care integrates so
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many specialized skills — clini
cal and nonclinical — and patients
routinely cross so many intra- and
interorganizational boundaries
that no single designer can create
a highly functioning microsystem.
Such teams often have diverse
membership, including not only
patients, referring doctors, corpo
rate staff, and community service
providers but also design engi
neers. When these teams redesign
local structures and processes,
they do more than write a “best
practice protocol.” They also re
configure the workflow, work
force, supporting technology, and
even physical care delivery sites.
Other hard truths emerge from
studying successful organizations.
Teams often redesign local struc
tures and processes despite the
lack of senior support, adequate
data, capital, or a reimbursement
system that rewards their efforts.
Although consultants routinely
list support from senior leaders
as a key prerequisite for change,
initiation and early leadership of
such teams often comes from the
middle — committed clinicians
and managers volunteering early
mornings and late evenings to
create better-functioning systems
for their patients. Teams use what
ever imperfect data are available,
often collecting essential data by
hand; they recognize that impor
tant organizational design deci
sions are often made with insuf
ficient information. And few
redesigns get it 100% right the
first time. In practice, health care
transformation is a long series of
local experiments.
Transformation requires sus
tained change in individual be
havior, team interactions, and
operations design. Although con
sultants and information technol
ogy vendors can help, experience
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has shown that more than any
thing, change depends on inter
nal redesign work.
If detailed, low-level, repetitive
redesign of local operating sys
tems one at a time is the reality
of improving health care, how do
successful transformers support
their staff through that process?
How do they change in a system
atic way? And how can organiza
tions seeking transformation make
the process easier and faster than
it was for the vanguard?
Examination of high-perform
ing organizations suggests seven
essential organizational elements
that support orchestrated teambased redesign. First, these orga
nizations deploy many redesign
teams concurrently — some per
manent, some temporary. Virginia
Mason convenes small teams tran
siently to redesign key processes,
whereas Intermountain Healthcare
(Utah and Idaho) has a permanent
team structure responsible for re
design and long-term oversight.
Both organizations have developed
expertise in managing multidis
ciplinary teams.
These redesign teams are typi
cally led by clinicians, although
managers are well represented.
They aim to improve the quality
and the efficiency of care simul
taneously, and the organizations
see no conflict between those
goals. Because many clinicians
don’t feel empowered or prepared
to lead such efforts or feel com
fortable with resource steward
ship, transformers invest heavily
in leadership development, usually
creating their own leadership pro
grams rather than outsourcing
them, and they free leaders from
some clinical duties to create
sufficient time for this work.
Transforming organizations
have a routinized process for
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change. The basis for their stan
dardized approach to analysis,
redesign, improvement, and man
agement varies, but what’s most
important is not which model —
lean manufacturing, continuous
improvement, six sigma — is
chosen but that the process is in
ternalized, repetitive, and consis
tent so that the same language is
used throughout the organization
and independent teams can under
take redesign autonomously.
In addition, these organizations
have an internal support resource
that includes skills in design,
project management, data analy
sis, financial analysis, and orga
nizational development. Organi
zations may be tempted to rely
on management consultants for
support, but the transformers have
worked to develop these capabili
ties internally.
They also have well-developed
measurement systems that include
both a capability for developing
or reviewing measures of clinical
or financial performance and the
capacity to collect, report, and
act on internally generated data.
Data are often an Achilles’ heel:
few doctors believe they have ad
equate data for system redesign.
Transformers, however, do the
best they can with available infor
mation, recognizing that data will
improve over time. They address
clinicians’ need for evidencebased decision making by treat
ing design change as a test of
concept, rather than implementa
tion of a known answer. Redesign
becomes a process for testing
new metrics and data sources,
which can, over time, mitigate
short-term data inadequacy.
Furthermore, a senior over
sight group is responsible for
establishing teams, setting their
priorities, monitoring their prog
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ress, addressing institutional bar
riers to change, and integrating
multiple teams’ work. This group
ensures that teams remain fo
cused on organizational priorities
and have the necessary resources,
and it resolves conflicts that
arise when multiple groups make
demands on shared resources.
The teams thus become part of a
broader structure for clinical gov
ernance and form the core of
performance-management and im
provement efforts. At Intermoun
tain, the permanent teams both
redesign and manage care systems.
Finally, because any model
of team-based redesign devolves
authority and accountability away
from top executives, transformers
have invested in creating a widely
understood set of unifying values
and norms. Whether expressed
in value statements, compacts, or
credos, these standards help align
staff behavior both with the orga
nization’s goals and
An audio interview
among the profes
with Dr. Bohmer is
sions working to
available at NEJM.org
gether to meet those
goals, and they guide behavior
when there’s no clear decision rule.
Many organizations find this

approach challenging, and not
only because it’s slow or requires
investment. It also risks requiring
job cuts, or at least job changes.
Most challenging, however, is the
fundamental change it represents
in an enterprise’s governance.
Clinician-led teams take control
of patient-facing organizational
subsystems and reform clinical
protocols and operations, review
performance data and make mod
ifications, and may even have
local financial control and respon
sibility. In effect, instead of tak
ing their work context as a given,
staff actively create the local sys
tem needed to provide the best
possible care. This shift may be a
bridge too far for some organiza
tions, especially those facing re
duced revenue or an urgent need
for a turnaround.
Unfortunately, in the longer
term, the prolonged hard work
of repetitive, incremental, and of
ten small-scale rebuilding of local
operating systems probably can
not be avoided. Individual behav
ior change motivated by payment
reform may be insufficient to
generate the quality and efficiency
gains needed in coming years. In

their first year, the Pioneer Ac
countable Care Organizations have
achieved only modest results.4
However, organizations seeking
transformation can ease the pro
cess by building the support sys
tem described above. The shortterm investments that are required
can be surprisingly small, because
most organizations already have
many of the requisite human as
sets. The most substantial hurdle,
it seems, is the change in mindset.
Disclosure forms provided by the author
are available at NEJM.org.
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A

National Research Council re
port on “precision medicine”
explains that the term “refers to
the tailoring of medical treat
ment to the individual character
istics of each patient.” The report
goes on to say, “It should be em
phasized that in ‘precision medi
cine’ the word ‘precision’ is being
used in a colloquial sense, to mean
both ‘accurate’ and ‘precise.’”1 In

the colloquial sense, “precision”
also implies a high degree of cer
tainty of an outcome, as in “pre
cision-guided missile” or “at what
precise time will you arrive?” So
will precision medicine usher in
an age of diagnostic and prognos
tic certainty?
In fact, the opposite will prob
ably result. The new tools for
tailoring treatment will demand

n engl j med 375;8

nejm.org

a greater tolerance of uncertainty
and greater facility for calculat
ing and interpreting probabilities
than we have been used to as
physicians and patients.
Oncology has been called “the
clear choice for enhancing the
near-term impact of precision
medicine.”2 New tools extract in
formation from cancer genomes
that include both the mutations

August 25, 2016

The New England Journal of Medicine
Downloaded from nejm.org on April 3, 2018. For personal use only. No other uses without permission.
Copyright © 2016 Massachusetts Medical Society. All rights reserved.

711

