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James L. Holly, M.D. 
 

 

April 30, 2015 The IOM Report Measuring Vital Signs – A Preliminary Observation 
 
Can the goal of simplifying quality metrics to just a few have a pernicious effect of 
decreasing the drive to excellence? A very preliminary observation on the IOM Measuring 
Vital Signs Report. 

 
I have ordered 7 copies of the over 350-page book published by the IOM entitled: Measuring 
Vital Signs An IOM Report on Core Metrics for Health and Health Care Progress. These are 
scheduled to arrive tomorrow. SETMA’s entire accreditation team will read this. When I read 
the preliminary report yesterday, I wrote Dr. David Blumenthal at the Commonwealth Fund. (see 
Letter to Dr. David Blumenthal, Commonwealth Fund, about the National Vital Signs paper 
from IOM) 
I was pleased that he responded immediately. 

 
Because SETMA is involved with quality and safety measures in all fifteen of the categories 
identified by the committee except Unintended Pregnancy, I was instantly intrigued by this 
report and eagerly await the opportunity to read it in its entirety. It is helpful to have these 
categories of concerns identified. However, because they are “categories of concerns,” which 
are complex and broad, I was concerned that some might be excited about the few in number 
without recognizing that many of the “categories” will require dozens of specific metrics to 
“operationalize” their monitoring. This is not unlike the NCQA Tier III Patient-Centered 
Medical Home recognition which SETMA has had since 2010. It is a great program and a great 
start to excellence in patient-centered care but it is not the end. This morning, I had in my inbox 
a note which included the following statement: “The healthcare industry currently uses 
thousands of measures to assess healthcare in the United States. But a new report reveals that 
providers only need to track 15 core measures or “vital signs” to determine progress. The 
Institute of Medicine (IOM) report says the small set of measures will reduce the 
burden...”. This conclusion fueled my concern. 

 
My question is: is our goal to simply metrics for the convenience of providers are to systematize 
them for the driving of excellence in care, outcomes, patient-centeredness and decreasing of 
costs. The following are the four conclusions the committee developed: 

 
1. The first is that measurement is not an end but rather is a means to accomplishing health 

goals. 
2. Second, because goal-setting in health care is a collective, societal endeavor, the process of 

defining core metrics that reflect those goals must be broad and inclusive. 

http://www.jameslhollymd.com/Letters/letter-to-dr-david-blumenthal-commonwealth-fund-about-the-national-vital-signs-paper-from-iom
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3. Third, the committee discovered that, despite the recent proliferation of measures, important 
gaps remain in the ability to track the attainment of critical goals. Valid and widely supported 
measures of individual and community engagement are not yet available. 

4. Fourth, the report does not establish a final, finely specified, parsimonious set of core metrics 
that will immediately solve all the nation’s measurement problems. 

 
My thoughts are preliminary until I can read the entire report but I offer the following. This a 
section from the 57-page report SETMA sent to the Robert Wood Johnson Foundation in 
application for the LEAP program. It is entitled: The Primary Care Team: Learning from 
Effective Ambulatory Practices (PCT-LEAP): Performance Measures Worksheet - Robert 
Wood Johnson Foundation. The full paper can be found with hyperlinks to make it easy to 
review at: http://www.jameslhollymd.com/letters/Robert-Wood-Johnson-Foundation-PCT-
LEAP 

 

The following is a description of SETMA’s philosophy about quality metrics and our 
understanding of their limitations. All of this can be understood in the context of Abraham 
Lincoln’s 1858 statement: “If we can first know where we are and whither we are tending; 
we can better judge what to do and how to do it.” Quality metrics tell us where we are, where 
we are tending, where we want to go and how to get there. 

 
SETMA’s approach to quality metrics and public reporting is driven by these assumptions: 

 
1. Quality metrics are not an end in themselves. Optimal health at optimal cost is the goal 

of quality care. Quality metrics are simply “sign posts along the way.” They give 
directions to health. And the metrics are like a healthcare “Global Positioning Service”: 
it tells you where you want to be; where you are, and how to get from here to there. 

2. The auditing of quality metrics gives providers a coordinate of where they are in the care 
of a patient or a population of patients. 

3. Statistical analytics are like coordinates along the way to the destination of optimal health 
at optimal cost. Ultimately, the goal will be measured by the well-being of patients, but 
the guide posts to that destination are given by the analysis of patient and patient- 
population data. 

4. There are different classes of quality metrics. No metric alone provides a granular 
portrait of the quality of care a patient receives, but all together, multiple sets of metrics 
can give an indication of whether the patient’s care is going in the right direction or 
not. Some of the categories of quality metrics are: access, outcome, patient experience, 
process, structure and costs of care. 

5. The collection of quality metrics should be incidental to the care patients are 
receiving and should not be the object of care. Consequently, the design of the data 
aggregation in the care process must be as non-intrusive as 
possible. Notwithstanding, the very act of collecting, aggregating and reporting data 
will tend to create a Hawthorne effect. 

6. The power of quality metrics, like the benefit of the GPS, is enhanced if the healthcare 
provider and the patient are able to know the coordinates while care is being received. 

7. Public reporting of quality metrics by provider name must not be a novelty in healthcare 
but must be the standard. Even with the acknowledgment of the Hawthorne effect, the 
improvement in healthcare outcomes achieved with public reporting is real. 

http://www.jameslhollymd.com/letters/Robert-Wood-Johnson-Foundation-PCT-LEAP
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8. Quality metrics are not static. New research and improved models of care will require 
updating and modifying metrics. 

 
Population Management and Quality Improvement Metrics 

 
SETMA tracks a number of key data points for diabetes, hypertension and hyperlipidemia for its 
entire patient population. These measures are compared between patients who are controlled 
against patients who are not controlled. Secondly, the results for the controlled and uncontrolled 
populations are further analyzed by gender, age, ethnicity, numbers of medications, frequency of 
visits, frequency of test, income and other measures in an effort of to reduce disparities in patient 
care across all demographics. 

 
To ensure timely compliance by providers, SETMA has designed functions with its EHR to alert 
providers to patient conditions which must be reported to local or state agencies for infectious 
disease control. SETMA reports the results of all of measures publicly, by provider name, at 
www.jameslhollymd.com. 

 

The Limitations of Quality Metrics 
 
The New York Times Magazine of May 2, 2010, published an article entitled, "The Data-Driven 
Life," which asked the question, "Technology has made it feasible not only to measure our most 
basic habits but also to evaluate them. Does measuring what we eat or how much we sleep or 
how often we do the dishes change how we think about ourselves?" Further, the article asked, 
"What happens when technology can calculate and analyze every quotidian thing that happened 
to you today?" Does this remind you of Einstein's admonition, "Not everything that can be 
counted counts, and not everything that counts can be counted?" 

 
Technology must never blind us to the human. Bioethicist, Onora O'Neill, commented about our 
technological obsession with measuring things. In doing so, she echoes the Einstein dictum that 
not everything that is counted counts. She said, "In theory again the new culture of accountability 
and audit makes professionals and institutions more accountable for good performance. This is 
manifest in the rhetoric of improvement and rising standards, of efficiency gains and best 
practices, of respect for patients and pupils and employees. But beneath this admirable rhetoric 
the real focus is on performance indicators chosen for ease of measurement and control rather 
than because they measure accurately what the quality of performance is." 

 
Technology Can Deal with Disease but Cannot Produce Health 

 
In our quest for excellence, we must not be seduced by technology with its numbers and tables. 
This is particularly the case in healthcare. In the future of medicine, the tension - not a conflict 
but a dynamic balance - must be properly maintained between humanity and 
technology. Technology can contribute to the solving of many of our disease problems but 
ultimately cannot solve the "health problems" we face. The entire focus and energy of "health 
home" is to rediscover the trusting bond between patient and provider. In the "health home," 
technology becomes a tool to be used and not an end to be pursued. The outcomes of 

http://www.jameslhollymd.com/
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technology alone are not as satisfying as those where trust and technology are properly balanced 
in healthcare delivery. 

 
Our grandchildren's generation will experience healthcare methods and possibilities which seem 
like science fiction to us today. Yet, that technology risks decreasing the value of our lives, if we 
do not in the midst of technology retain our humanity. As we celebrate science, we must not fail 
to embrace the minister, the ethicist, the humanist, the theologian, indeed the ones who remind 
us that being the bionic man or women will not make us more human, but it seriously risks 
causing us to being dehumanized. And in doing so, we may just find the right balance between 
technology and trust and thereby find the solution to the cost of healthcare. 

 
It is in this context that SETMA whole-heartedly embraces technology and science, while 
retaining the sense of person in our daily responsibilities of caring for persons. Quality metrics 
have made us better healthcare providers. The public reporting of our performance of those 
metrics has made us better clinician/scientist. But what makes us better healthcare providers is 
our caring for people. 

 
Team Approach to Healthcare Delivery 

 
The ideal setting in which to deliver and to receive healthcare is one in which all healthcare 
providers value the participation by all other members of the healthcare-delivery team. In fact, 
that is the imperative of Medical Home. Without an active team with team-consciousness and 
team-collegiality, Medical Home is just a name which is imposed upon the current means of 
caring for the needs of others. And, as we have seen in the past, the lack of a team approach at 
every level and in every department of medicine creates inefficiency, increased cost, potential for 
errors and it actually eviscerates the potential strength of the healthcare system. 

 
Why is this? Typically, it is because healthcare providers in one discipline are trained in 
isolation from healthcare providers of a different discipline. Or, they are in the same buildings 
and often are seeing the same patients but they rarely interact. Even their medical record 
documentation is often done in compartmentalized paper records, which are rarely reviewed by 
anyone but members of their own discipline. This is where the first benefit of technology can 
help resolve some of this dysfunction. Electronic health records (EHR), or electronic medical 
records (EMR) help because everyone uses a common data base which is being built by every 
other member of the team regardless of discipline. While the use of EMR is not universal in 
academic medical centers, the growth of its use will enable the design and function of records to 
be more interactive between the various schools of the academic center. 

 
And, why is that important? Principally, because more and more healthcare professionals are 
discovering that while their training often isolates them from other healthcare professionals, the 
science of their disciplines is crying for integration and communication. For instance, there was 
a time when physicians rarely gave much attention to the dental care of their patients, unless they 
had the most egregious deterioration of teeth. Today, however, in a growing number of clinical 
situations, such as the care of diabetes, physicians are inquiring as to whether the patient is 
receiving routine dental care as evidence-based medicine is indicating that the control of disease 
and the well-being of patients with diabetes is improved by routine dental care. Also, as the 
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science of medicine is proving that more and more heart disease may have an infectious 
component, or even causation, the avoidance of gingivitis and periodontal disease have become 
of concern to physicians as well as dentist. 

 
Disruptive Innovation 

 
In addition, Medical Home places major emphasis upon issues which historically have been the 
concern of nurses. Physicians who use EMRs are discovering that the contribution of nursing 
staff can make the difference in the excellent and efficient use of this documentation and 
healthcare-delivery method. No longer is the nurse a “medical-office assistant” ancillary to the 
care of patients, but the nurse is a healthcare colleague central and essential to the patient’s 
healthcare experience. As evidence-based medicine expands the scope of what The Innovator’s 
Prescription: A Disruptive Solution for Health Care By Clayton M. Christensen labels as 
“empirical medicine” which ultimately leads to “precise medicine,” it is possible for physicians 
and nurses to be a true-healthcare delivery team, as opposed to the nurses only being an aide to 
the physician. 

 
It is as a result of the need for the integration of healthcare disciplines at the delivery level, that 
the imperative becomes obvious for the restructuring of the training of the members of this 
healthcare team. And, the first change must come in the relationships between the leaders of the 
training programs who educate and mentor future healthcare scientist, teachers, caregivers and 
researchers. The educational leaders must model this integration for their disparate student 
bodies and that modeling will require the investment of the most precious and rare 
resource: time. 

 
Glue? Adhesion and Cohesion 

 
What is the model for this restructuring of the relationships between schools in the academic 
healthcare centers? It has been suggested that there is “glue” which unites the members of the 
various schools in an academic healthcare center, which will ultimately create this team. I would 
argue with that. Glue is an adherent. “Adherence” is described and simultaneously defined by 
the following: 

 
• “Two dissimilar parts touching each other but not fused.” 
• “The union of separate parts; tending to adhere to or be connected by contact.” 

 
If propinquity is the principle motivation for the forming of a team, it will not survive the 
stresses and pressures which tend to make the team fly apart. 

 
On the other hand, “cohesion” is “the bonding together of members of an organization/unit in 
such a way as to sustain their will and commitment to each other, their unit, and the 
mission.”  Synonyms of “cohesion” are “harmony, agreement, rationality.”  Here is the source 
of the union of the various elements of the healthcare team in training. It is in the recognition of 
their commonness and in the acknowledgment of their being part of the same “organism.” 
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Harmonics 
 
The concept of “harmony” is valuable here also. Harmony is not the absence of discord; it is the 
presence of a common nature. The typical definition for a harmonic is “a sinusoidal component 
of a periodic wave or quantity having a frequency that is an integral multiple of the fundamental 
frequency.” I smiled and chuckled aloud as I wrote this last sentence.  It is a mouthful, but how 
is it related to our problem of healthcare delivery? If you have a room filled with tuning forks of 
different frequency and you strike one of the forks, all of the forks which are of the same 
frequency or a multiple of the same frequency, as the one struck, will begin to sound. Those 
which are intrinsically different will remain silent. 

 
In a room of educators, some health science, some historians, some vocalists, some 
archeologists, etc., when the sounding is of excellent in healthcare delivery; when the sounding 
is of evidence-based medicine; when the sounding is of containing the cost of healthcare while 
maintaining the quality; when the sounding is of increasing the accessibility of healthcare by 
removing barriers of affordability, linguistics, literacy, etc; each member of the healthcare- 
education team, whether nurse, dentist, physician, scientist, physical therapist, laboratory 
technician or other, will begin to resonate, as they are all coherent, by their nature, to the process 
of sustained improvement in the delivery of healthcare. 

 
It is as if the healthcare-education team, as the healthcare-delivery team, has become a 
symphonic orchestra made up of instruments which are different in sounding method but which 
harmonize to produce an aesthetically satisfying result. Remember, the Greek word 
“symphonia” means “sounding together.” So it is that the members of the healthcare-education 
and the healthcare-delivery team “resonate together” to produce the results we all desire. 

 
I hope this effort and our further responses to the IOM report allow us to join a larger 
conversation from which will come positive improvement in healthcare delivery and in the 
health of our nation and our neighbors. 

 
James (Larry) Holly, M.D. 
C.E.O. SETMA 
www.jameslhollymd.com 

 

Adjunct Professor 
Family & Community Medicine 
University of Texas Health Science Center 
San Antonio School of Medicine 

 
Clinical Associate Professor 
Department of Internal Medicine 
School of Medicine 
Texas A&M Health Science Center 
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Applying these criteria, the committee identified 15 measures as the core metrics for better 
health at lower cost—the US societal vital signs. 

1. Life expectancy—measure for a validated basic health concept that reflects overall system 
performance with respect to a wide range of factors influencing health. 

2. Well-being—measure of self-reported health status, as a general indicator of elements 
shaping quality of life. 

3. Overweight and obesity—measured by BMI and largely the product of diet and physical 
activity patterns, together representing leading sources of preventable early deaths. 

4. Addictive behavior—measure of dependence on tobacco, alcohol, or other drugs, which, 
together, impose high social and economic burdens on individuals and their families. 

5. Unintended pregnancy—measure with generational implications that reflects a combination 
of behavioral, social, and cultural dynamics. 

6. Healthy communities—index of a community’s profile on health-related social and 
environmental dimensions, eg, education, housing, income, parks, and air and water quality. 

7. Preventive services—index of receipt of immunization, screening, counseling, and 
chemoprophylaxis services recommended by the US Preventive Services Task Force. 

8. Care access—measure of ability of individuals to receive the care they need in a timely 
fashion. 

9. Patient safety—index of system priority and performance in avoidance of harm to patients 
in the course of care. 

10. Evidence-based care—index of system priority and performance in the delivery of care best 
supported by scientific evidence as to appropriateness and effectiveness. 

11. Care match with patient goals—measure of the extent to which patient and family goals 
have been ascertained, discussed, and embedded in the care process. 

12. Personal spending burden—measure of personal expenditures for health care relative to 
income. 

13. Population spending burden—measure of aggregate health care expenditures for a 
population relative to that population’s income. 

14. Individual engagement—index of personal involvement in health-related behaviors, self- 
care, caregiving, and social activities that reflect a personal health orientation. 

15. Community engagement—index of community priority and relative social and economic 
initiatives, investments, and opportunities that reflect a health-oriented culture. 
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