
AResearch Agenda For
Bridging The ‘Quality Chasm’
Bridging the quality chasm requires a marriage between research and
action.

by Rushika Fernandopulle, Timothy Ferris, Arnold Epstein, Barbara
McNeil, Joseph Newhouse, Gary Pisano, and David Blumenthal

PROLOGUE: The Harvard Interfaculty Program on Health Systems Improvement
(PHSI) was created “to mobilize the resources of Harvard University to provide
leadership in addressing the most pressing health care problems of our time.” One
of its first projects was to convene a conference of experts to formulate a research
agenda for the Institute of Medicine’s 2001 report, Crossing the Quality Chasm. This
report, while conveying a “galvanizing vision” of the need to improve health care
quality in the United States, contained “virtually no guidance on practical steps to
achieve this vision,” according to the PHSI’s Web site.

This paper outlines the findings of this group of experts as it guides further re-
search aimed at improving the U.S. health care system. Among the highest priori-
ties for research are to improve performance measurement, to increase the adop-
tion and use of promising information technologies, and to align payment
methods with quality improvement (make the “business case” for quality).
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School. David Blumenthal is director of the Institute for Health Policy, Massachu-
setts General Hospital and Partners HealthCare System, and the PHSI’s director.

Perspectives by Robert Galvin and by Kim Eagle, Arthur Garson Jr., George
Beller, and Cary Sennett round out the discussion of next steps to be taken in pur-
suing a vigorous national agenda for health quality improvement.
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ABSTRACT: Realizing the vision of the IOM’s landmark report, Crossing the Quality Chasm,
will require new knowledge to support new policy and management. This paper lays out a
research agenda that must be pursued if the health care system is to bridge the quality
chasm. Based on a consensus process involving leading health care researchers and au-
thorities, the paper highlights knowledge gaps and research directions in five areas identi-
fied by the Quality Chasm report as critical to its goals of building organizational supports
for change; applying evidence to health care delivery; developing information technology;
aligning payment policies with quality improvement; and preparing the workforce.

A
landmark report by the Institute of Medicine (IOM), Crossing the Qual-

ity Chasm, documented many of the failings of our current system and de-
scribed a system that would provide health care of the highest attainable

quality to all Americans.1 The report contains a compelling vision, but questions
remain: How do we cross this chasm between where we are now and where we
want to be? And what will it take to make this happen?

New knowledge is an essential pillar in the bridge across the quality chasm. We
need to know why gaps exist, what actions will be required to close those gaps,
and how those actions can be carried out. However, because uninformed action
carries the risk of inefficiency and perhaps even harm, research must accompany
policy development and management innovations so that interventions can be
planned well and their effects tracked.

The Harvard Interfaculty Program for Health Systems Development (PHSI)
was charged with preparing a research agenda for the Quality Chasm report. As our
first step, we convened a group of prominent health services researchers and
policymakers from a variety of backgrounds and institutions, to identify the major
gaps in knowledge that stand in the way of achieving the report’s vision.2 We used
a modified Delbecq small-group method to generate an initial ranked list of re-
search questions and then used our own judgment, informed by a review of the lit-
erature and the Quality Chasm report itself, to generate the most important do-
mains for research.3

We structured our inquiry using the five substantive chapters of the original re-
port. Each of these chapters centers on a critical element of a health care system
characterized by high quality: organizational supports, evidence-based care, clini-
cal information technology, payment policies, and preparing the workforce. For
each of these areas we tried to provide a general sense of the current knowledge
base and to identify the most important research questions for future work. We
aimed to identify the most pressing research needs, stimulate discussion, and lay
the groundwork for future action. More detailed work will be required, because
we did not always address how, or even whether, each of these questions can and
should be researched. A further limitation is that our process did not include the
views of health care consumers, which would be desirable in future work.

Research agendas such as this one can seem like special pleading for a claim on
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limited societal resources. Although the research needs we identified have already
been culled from a much longer list assembled by our expert panel, we recognize
the need to select among even this limited agenda. Therefore, at the end of this pa-
per we select our highest research priorities.

Cross-Cutting Themes In Quality Improvement Research
� Need for more robust performance measures. Before we lay out specific

findings, several larger, cross-cutting issues deserve emphasis. First is the impor-
tance of creating more robust performance measures to guide our actions and track
our progress toward improving quality of care. The lack of such measures in many
areas of interest—such as organizational performance, physician performance,
systems-related measures, and the quality-related outcomes of workforce train-
ing—constitutes a major barrier not only to documenting and encouraging prog-
ress, but also to research on the merits of alternative social interventions. Research
also is needed on optimal design and implementation of measurement strategies.
For example, there is insufficient understanding of the value of different approaches
to measurement (such as more measures versus fewer but more robust measures).
Both the benefits and costs of performance measurement must be tracked to assure
that benefits exceed costs over time.

� Role of the consumer/patient. A second cross-cutting theme is the urgent
need for more concentrated, rigorous, and critical attention to the role of the con-
sumer/patient in influencing the organization and behavior of the health care sys-
tem. The Quality Chasm report’s embrace of patient-centered care is among its most
important, powerful, and positive messages. However, we do not understand very
well the behavior of consumers in health care. Consequently, uncertainties abound
about the effects of actions undertaken in the name of the health care consumer. Un-
derstanding the effects of such efforts to “empower” and “activate” consumers
should receive a high priority in future research.4

� Complexity theory. A third theme concerns the need to explore the implica-
tions for health care research of complexity theory, a novel and potentially trans-
forming perspective that profoundly influenced the IOM’s work.5 The Quality Chasm
report does not explore fully the implications of this perspective for how future re-
search should be conducted or policy formulated. Pursuing these potentially pro-
found issues should be a high priority in future health-related research.

Building Organizational Supports For Change
Crossing the Quality Chasm acknowledges that one important key to improving

quality lies in creating organizations that can optimize and improve the care pro-
cess. To do this, research is needed to develop more robust performance measures
to identify high-performing organizations, understand better what differentiates
successful from unsuccessful organizations, elucidate the process of organiza-
tional change, and explore the role and characteristics of good leadership.
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� Measuring organizational attributes. While the data do not conclusively
demonstrate the link between organizational factors and mortality rates, there is
convincing evidence that organizational factors can affect quality of care.6 This pre-
sumption is reinforced by recent studies linking nurse-to-bed ratios to hospitals’
mortality rates.7 Variability among organizations creates the opportunity to learn
from high-performing institutions. A first critical task, then, is to be able to identify
organizations that truly produce higher-quality health care. This requires better
measures of organizational performance in terms of quality but also in terms of at-
tributes (for example, structure, incentive and control systems, information sys-
tems, and processes) that may influence such performance.

Much valuable work has already been done in developing quality measures at
the organizational level. Among the most widely cited and used are the Health
Plan Employer Data and Information Set (HEDIS) measures developed by the Na-
tional Committee for Quality Assurance (NCQA), the Consumer Assessment of
Health Plans (CAHPS) instruments developed by the Agency for Healthcare Re-
search and Quality (AHRQ), the Centers for Medicare and Medicaid Services’
(CMS’s) Outcome and Assessment Information Set (OASIS) measures for the
measurement of home health care quality, and the risk-adjusted cardiovascular
disease mortality measures used by New York State and Pennsylvania.8

In many respects, however, our ability to measure relevant dimensions of orga-
nizational behavior and outputs is still primitive. There is a need for disease-
specific and cross-condition measures that can characterize enough of the work of
institutions so that their total performance can be assessed. Such measures are
available for only a small number of conditions, many of them related to a few
prominent chronic illnesses (for example, asthma, hypertension, congestive heart
failure, and diabetes). More such measures are needed, and these should encom-
pass a reasonable proportion of the clinical activities of hospitals, physician
groups, health plans, and other institutions.

Furthermore, measures of organizational attributes that may be causally re-
lated to quality performance are needed. These include organizational culture (re-
lated to both safety and quality); volume of cases, particularly with regard to pro-
cedures; coordination of care; team relationships; and patient-centeredness.

At a higher level, we need more research into the overall costs as well as the ben-
efits of the efforts to develop and then implement such performance measures.
There are real costs to developing measures and real burdens imposed on our de-
livery system to collect the information necessary to implement them. We need to
carefully measure the positive impacts of such performance measurement and see
how these compare to both the investments required and the improvement that
might have followed alternative uses of these resources.

� Learning from high-performing organizations. Information about the char-
acteristics of high-performing organizations is desperately needed to help well-
intended leaders realize their goals. Both qualitative and quantitative investigation
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is essential to identify determinants of performance. For instance, understanding
why successful strategies in one organization (or one part of an organization) do not
spread will provide important insights. Case studies will provide essential qualita-
tive insight into attributes associated with quality performance, but those findings
will need to be validated by cross-institutional quantitative research.

Another enduring question concerns the relationship between organizational
stress (consisting either of financial stress such as near-bankruptcy or quality
stress such as a well-publicized medical error) and performance. Contending hy-
potheses hold that organizational stress can either facilitate or impede organiza-
tional improvement. In non–health care settings, the literature on quality im-
provement identifies a number of instances in which organizations facing a “brush
with death” radically transformed themselves into international paragons of com-
petitiveness.9 No such examples exist in health care, where financially stressed or-
ganizations seem to pursue a few comparatively simple solutions that have uncer-
tain effects on quality of performance: radically reducing the workforce and
changing ownership (mostly from nonprofit to for-profit).

� Leadership. Conventional wisdom holds that leadership is vital to progress in
realizing the vision of the Quality Chasm report. We know that involvement of senior
hospital management can improve physicians’ participation in quality improvement
efforts and that physician opinion leaders can play an important role in improving
the practices of their colleagues.10 However, identifying and nurturing leadership re-
main difficult in health care, in part because the essential characteristics of good
leadership are poorly defined. In health care, an enduring question is whether lead-
ership requires unique skills that must be taught and learned through unique lead-
ership development activities. Studies comparing proven leaders inside and outside
health care settings might shed light on this question.

Applying Evidence To Health Care Delivery
The Quality Chasm report emphasizes the role of evidence-based medicine in im-

proving the quality of care. Although there has been an explosion in the sheer vol-
ume of clinical trials, guidelines, and other evidence, there remain crucial gaps in
knowledge concerning how to make evidence-based medicine a daily reality.

� Holes in the evidence base. The first challenge is to expand research in areas
of clinical medicine where the current evidence base is weak or nonexistent. These
areas are numerous, and as the recent controversy over hormone replacement ther-
apy demonstrates, they often affect areas of practice with important health implica-
tions.11 Some spheres of medicine, such as patient safety interventions, have suffered
from inattention because of cultural, political, and philosophical biases.

� Using the evidence to make individual patient decisions. The report’s si-
multaneous emphasis on patient-centered care and evidence-based medicine cre-
ates a number of important technical challenges to overcome. One is translating evi-
dence from clinical trials and outcomes studies to the care of unique patients.

1 8 2 M a r c h / A p r i l 2 0 0 3

R e s e a r c h A g e n d a



Findings from clinical research are difficult to generalize to nonresearch popula-
tions because study patients are typically more homogeneous, lack comorbid condi-
tions, and receive care in the rarefied world of a clinical trial, where resources are
more plentiful and compliance issues are minimized. Achieving the vision of the
Quality Chasm report requires research to improve the applicability of trials to the ex-
perience of typical patients and providers, the conduct of outcomes research that
tracks experience with innovations as they are used in routine practice, and the in-
volvement of nonacademic settings in developing evidence.

To realize a patient-centered vision in an evidence-based context also requires
the collection of new and different types of information. Helping patients and
providers choose the optimal path of care requires better understanding of subjec-
tive but critical factors, such as a patient’s risk aversion, proclivity for self-care,
time horizon, and other personal value calculations. We need first a good taxon-
omy to characterize such currently unmeasured variables and then tools to help
factor them into individual decision making. John Wennberg, Joseph Kasper, and
their colleagues have pioneered this area of research.12

� Supporting physicians and patients in applying the evidence. Research
can contribute to providing better support to both physicians, and increasingly pa-
tients, so that they can employ evidence in their day-to-day decisions. For physi-
cians, we know a lot about why they do not follow guidelines and know several
methods that work and do not work in encouraging them to improve compliance.13

Research is needed, however, to perfect methods for disseminating evidence to clini-
cians and to test incentives and change processes to encourage adoption. A particu-
lar challenge will be to balance the desire to support physicians in a learning envi-
ronment with the trend toward physician performance assessment at the individual
level, including the public disclosure of such data, which risks reducing the open-
ness that can empower learning within health care organizations.

Patients increasingly seek a larger role in decision making. Numerous studies
show a growing number of patients seeking information on the Internet but with
little evidence to date on how this has affected patients’ behavior, patient-
physician communication, and outcomes of care.14 To help patients and physicians
make best use of this new communication medium, a wide range of research
would be useful. This includes studies of what kinds of information patients seek,
how they use it, whether it influences how they relate to traditional health care re-
sources, the effect of patient characteristics, and how providers can use the power
of the Internet to involve patients more effectively in their own care. A critical area
of investigation is to track the effect of the so-called digital divide on access to and
quality of services available to patients of different incomes, educational back-
grounds, and racial and ethnic origins.15

A related challenge is to perfect the use of evidence concerning providers’ per-
formance in helping patients and other health care consumers to make choices
about where to get their care. Although patients seem to want more information
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about their providers, they tend not to demand quantitative evidence about pro-
viders’ quality performance and not to use quality data even when they are avail-
able.16 One hypothesis holds that patients would use the evidence if the desired
data were presented in simple, understandable ways.17 Another hypothesis might
hold that few patients will ever use such quantitative evidence on providers’ per-
formance to make health care decisions. Instead, patients will be guided by more
personal, qualitative information.

Information Technology
The Quality Chasm report makes two central assertions regarding the role of in-

formation technology (IT). First, IT has an essential, undeniable place in quality
improvement. Second, numerous technical and human questions will need to be
addressed before IT solutions in health care will be adopted and effectively used.
Research is needed on precisely what the barriers to adoption are, what strategies
will be effective in overcoming them, and how to manage issues of privacy.

� Barriers to IT adoption. A number of hypotheses could explain the apparent
discrepancy between the promise of IT systems and their modest penetration. A
first hypothesis is that the problem is overstated. According to this argument, we
are simply at the flat early portion of the S-shaped adoption curve that all new tech-
nologies follow, and the rate of use is poised to increase dramatically, especially as older
providers retire and are replaced by a new “wired” generation of health professionals.18

To test whether this is the case, careful tracking of the rate of use of proven IT would
provide quick feedback and early warning about whether promising quality-related
technologies are spreading at desired rates.

A second hypothesis contends that current IT systems are not spreading be-
cause they are too hard to use, too unreliable, too inflexible, and too expensive; re-
quire too much customization; or do not provide measurable return on invest-
ment. To address this hypothesis, a variety of investigations would be useful that
assess the performance of available IT modalities. Such work should include case
studies of efforts at adoption (failed and successful), assessments of the effects of
various IT modalities on costs and outcomes, and documentation of the return
(both how much and to whom) on investments in various IT systems.

A third hypothesis holds that health care market failures impede the adoption
of effective IT systems and, therefore, that the promise of IT will never be realized
without changes in public policy. One often-cited barrier is lack of capital, espe-
cially among certain chronically undercapitalized classes of health care institu-
tions, such as rural providers. Again, qualitative and quantitative studies, such as
developing more sound estimates of the capital required, could provide critical in-
formation to inform public policy in this area.

A fourth hypothesis is that lack of reward to individual health care profession-
als, especially physicians, constitutes an important barrier to IT adoption. Would
paying physicians for e-mail exchanges with patients materially change their re-
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ceptivity to electronic mail in particular, and IT in general?19

� Privacy issues. Threats to privacy seem an inevitable consequence of the
adoption of IT in health care. The potential for misuse of patients’ health care infor-
mation haunts public and private decisionmakers. A number of research and devel-
opment (R&D) tasks seem essential to either dispel this specter or make the techni-
cal changes that the public will demand. A first technical question is precisely how
secure online health care information can be made using available or feasible en-
cryption technologies. The answers to this question, once reasonably well estab-
lished, need to be translated into terms that the public can understand. The implica-
tions of Health Insurance Portability and Accountability Act (HIPAA) regulations
for IT development and deployment also require exploration.

Aligning Payment Policies With Quality Improvement
The Quality Chasm report acknowledges the large impact of payment policies on

the behavior of patients, physicians, and organizations and concludes that “to
achieve the aims of the 21st century health care system…it is critical that payment
policies be aligned to encourage and support quality improvement.” A variety of
knowledge gaps with respect to payment policy need attention.

� Identifying the business case. The realization is spreading among policy-
makers and providers that the lack of financial return to quality investments by pri-
vate providers constitutes a major impediment to bridging the quality chasm. One
important unanswered question is precisely what return exists for quality invest-
ments of various types. The previous discussion of IT’s return on investment is but
one example.20 We have some grasp of the cost of poor quality. For instance, we
know that each preventable medication error adds an average of about $4,700 in
hospital costs and that improving performance on some measures of chronic disease
care can save money for employers from decreased absenteeism.21 However, research
is needed to document more carefully the costs and benefits involved and to conduct
separate calculations for critical stakeholders in both the private and public sectors.
It is certain that there is no single business case for quality but multiple such assess-
ments, and that findings will vary by condition, situation, and stakeholder.

� New ways to pay for quality. Although a growing number of large employers
or coalitions are focusing on quality of care, many observers agree that our current
payment system does not reward organizations that expend resources to improve
quality.22 A number of important initiatives are exploring different ways to pay for
quality, including the Robert Wood Johnson Foundation–funded National Health
Care Purchasing Institute’s Rewarding Results initiative.23 Evaluating these and
other experiments constitutes a high priority for bridging the quality chasm.

� Financial incentives for patients. One area deserving greater research atten-
tion is the potential for financial incentives to change patients’ behavior and compli-
ance. Several small studies have demonstrated improvements in patients’ compli-
ance with treatment for tuberculosis, hypertension, alcohol dependence, and HIV/
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sexually transmitted disease (STD) prevention, when those patients have received
direct financial reward for behavior change.24 Larger and more innovative studies in
this area would be of interest. For example, what would be the effect of rewarding
patients with coronary artery disease, diabetes, or hypertension for achieving target
levels of LDL cholesterol, blood sugar, or blood pressure? This approach should be
distinguished from the current trend toward increasing consumers’ financial stake
in their health care decisions (for example, defined-contribution plans).25 Careful
studies exploring how different types and levels of financial incentives affect pa-
tients’ self-care are required.

� Potential dangers of “paying for quality.” The current movement toward
paying for quality should be accompanied by investigation of the unintended side ef-
fects of such strategies. We know that quality profiling of providers is extremely dif-
ficult—for instance, even for common diseases such as diabetes, individual physi-
cian report cards may be unable to detect true practice differences.26 Rewarding
providers based on inaccurate (or worse yet, fraudulent) data could reinforce poor or
undesirable performance, instead of improving quality. Research is needed to deter-
mine whether rewarding physicians for achieving improved outcomes in areas where
performance is measurable may reduce their investment in and performance related to
conditions where, for technical reasons, quality may not be objectively assessable and
therefore, whether the net impact on public health is positive or negative.27

Still another question concerns the effects of channeling patients to organiza-
tions with higher quality. Might such organizations be overwhelmed and unable
to sustain peak performance? What are the additional costs to patients such as in-
creased travel time, inconvenience, and potential loss of continuity of care? To an-
swer such questions, we need to carefully evaluate natural and planned experi-
ments around the country, looking at a wide variety of outcome variables.

Preparing The Workforce
The last chapter in the Quality Chasm report explores the implications for the

training of health care personnel. Research could assist with a number of critical
objectives in this domain, including redesigning the training of physicians, im-
proving continuing education, and enhancing workforce morale.

� Training providers. There are several areas of concern in the area of training
clinicians to function in a new quality-focused system of care. Research is needed to
more clearly define the skills required for the twenty-first-century health care pro-
vider, to identify the best ways of teaching these skills, and to explore the role of new
educational technologies such as simulation in training health professionals.

Such research should explore both the benefits and risks of health care educa-
tional reforms. In this regard, it is essential to study the effects of redesigning U.S.
residency and fellowship programs to meet new requirements for a reduced work
week. The question is not just how to more efficiently teach the cognitive and
technical skills needed, but how to convey the more subtle lessons of accountabil-
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ity and professionalism. Finally, research is needed to develop more sophisticated
and practical measures of training outcomes, so that effective methods of educa-
tion and superior programs can be identified.

� Continuing education. Research to improve continuing education is equally
needed. The pace of change in health care is ever more rapid. This will place increas-
ing reliance on our continuing education system to keep health care professionals
current with the latest knowledge and practices.

Numerous studies have demonstrated that traditional modes of continuing
medical education—attending seminars and conferences—do little to improve
the delivery of medical care services, although they may improve physicians’ job
satisfaction.28 We need to learn more about effective strategies for professional
learning and develop new metrics for evaluating continuing education efforts.29

Highest Priorities In Quality Research
The effort to realize the vision of Crossing the Quality Chasm could benefit greatly

from research in all of the areas outlined above, but money and personnel to pur-
sue them all simultaneously are lacking. The question is where to start. We have
identified several highest-priority topics based on the following criteria: (1) ur-
gency: the immediate need for the research based on current or planned health
care developments or actions; (2) impact: the breadth and depth of potential ef-
fects on quality and efficiency of care; and (3) novelty: the development of previ-
ously understudied areas and the potential of the work to inform other research.

� Improvement of performance measurement. Our first high-priority area is
the development and testing of technologies, programs, and strategies of perfor-
mance measurement. In “performance measurement” we include indicators of both
quality and efficiency that accurately characterize the behavior and outputs of indi-
vidual providers and organizations. The perfection of performance measurement
meets criteria for urgency and impact. Without such measures, efforts to use infor-
mation to support the Quality Chasm agenda will be paralyzed. It is impossible to as-
sess the effectiveness of any quality improvement initiative affecting any aspect of
our health care system without valid and accepted measures of performance.

� Adoption of IT systems. A second high-priority area concerns work to under-
stand and address barriers to the adoption and effective use of information systems
in health care. This work is urgent because of the large numbers of institutions that
are investing or planning to invest in IT. They need opportunities to learn from the
successes and failures of others. The impact of research in this area also could be
substantial in light of the widespread perception (supported to some extent by evi-
dence) that IT has the potential to improve the quality and efficiency of care.

� Alignment of payment methods with quality improvement. A third priority
area concerns designing methods to align payment methods with quality improve-
ment objectives. In this broad domain, two areas stand out. The first is to design
payment policies that reward providers for improving quality. The second would do
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the same for consumers/patients. As we have discussed above, a number of initia-
tives are under way to reward providers for quality performance. This makes re-
search in this area both urgent and high in potential impact. Within this field, the
criterion of novelty directs us to emphasize a topic that has received relatively little
attention since the collapse of the managed care experiment: ways of using payment
policy to reduce overuse of care. Alternatives to capitation, or new variants on risk
sharing with providers, are desperately needed to revive incentives for providers to
avoid overuse of care and the attendant quality problems.

With regard to designing ways of rewarding consumers/patients for improving
quality, the criteria of potential impact and novelty are influential. Especially with
respect to chronic illness, patients are always participants in care but are almost
universally underused as active partners. Furthermore, research on the impact of
financial incentives on activating patients has been rare and could greatly improve
our understanding of human behavior in relationship to modern illnesses.

The Ongoing National Experiment
This review of the numerous ways in which research could and must play a role

in achieving the vision of the Quality Chasm report should not in any way detract
from the power and importance of this work. As the old saying goes, If you don’t
know where you’re going, any road will get you there. The future envisioned in the
report provides a destination. The challenge now is to bring our collective re-
sources to bear on building the pathways to reach it. In our view, basic and applied
research will be a crucial resource in guiding that process.

Among the types of basic research required will be the development of accurate
and useful quality-related performance measures and the exploration of the impli-
cations of complexity theory for policy and management in the health care system.
Among the types of applied research needed will be the characterization of high-
performing organizations, the development of methods for generalizing the re-
sults of clinical trials, studies of the barriers to IT adoption, and careful evaluation
of the risks and benefits of alternative methods for paying for quality.

Does this mean that nothing can be done in the short term, that we are con-
demned to what some activists call “paralysis by analysis?” The answer is no.
What our findings do mean is that we need to treat action in pursuit of the report’s
vision as part of an ongoing national experiment in quality improvement. That ex-
periment must be continually assessed and revised, based on the best data, so that
we are not condemned to repeat past mistakes. Bridging the quality chasm re-
quires a marriage between research and action that may prove as revolutionary
and challenging as the vision set forth in the pages of the IOM report.
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